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THE  COMPLETE  HYPNOTIC 
PROVIDES  ALL  THESE  BENEFITS: 

• Rapid  sleep  onset1 6 

• More  total  sleep  time1  b 

• Undiminished  efficacy  for  at  least 
28  consecutive  nights2  4 

• Patients  usually  awake  rested  and  refreshed79 

• Avoids  causing  early  awakenings  or  rebound 
insomnia  after  discontinuation  of  therapy2  5 10 12 


Caution  patients  about  driving,  operating  hazardous  machinery  or  drinking 
alcohol  during  therapy.  Limit  dose  to  15  mg  in  elderly  or  debilitated  patients 
Contraindicated  during  pregnancy 
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flurazepam  HCI/Roche 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening,  in 
patients  with  recurring  insomnia  or  poor  sleeping  hab- 
its; in  acute  or  chronic  medical  situations  requiring 
restful  sleep  Objective  sleep  laboratory  data  have 
shown  effectiveness  for  at  least  28  consecutive  nights 
of  administration  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended  Repeated  therapy 
should  only  be  undertaken  with  appropriate  patient 
evaluation 

Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI;  pregnancy.  Benzodiazepines  may  cause 
fetal  damage  when  administered  during  pregnancy 
Several  studies  suggest  an  increased  risk  of  congeni- 
tal malformations  associated  with  benzodiazepine  use 
during  the  first  trimester  Warn  patients  of  the  potential 
risks  to  the  fetus  should  the  possibility  of  becoming 
pregnant  exist  while  receiving  flurazepam  Instruct 
patient  to  discontinue  drug  prior  to  becoming  preg- 
nant. Consider  the  possibility  of  pregnancy  prior  to 
instituting  therapy 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation  This  potential 
may  exist  for  several  days  following  discontinuation 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness  (e.g.,  operating  machinery, 
driving)  Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion  Not 
recommended  for  use  in  persons  under  15  years  of 
age  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication 
for  a prolonged  period  of  time  Use  caution  in  adminis- 
tering to  addiction-prone  individuals  or  those  who 
might  increase  dosage 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/ 
or  ataxia  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  light- 
headedness, staggering,  ataxia  and  falling  have 
occurred,  particularly  in  elderly  or  debilitated  patients. 
Severe  sedation,  lethargy,  disorientation  and  coma, 
probably  indicative  of  drug  intolerance  or  overdosage, 
have  been  reported  Also  reported:  headache,  heart- 
burn, upset  stomach,  nausea,  vomiting,  diarrhea, 
constipation,  Gl  pain,  nervousness,  talkativeness, 
apprehension,  irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  complaints  There 
have  also  been  rare  occurrences  of  leukopenia,  gran- 
ulocytopenia, sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins,  and  alkaline  phosphatase;  and  para- 
doxical reactions,  e.g.,  excitement,  stimulation  and 
hyperactivity 

Dosage:  Individualize  for  maximum  beneficial  effect 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in 
some  patients  Elderly  or  debilitated  patients:  15  mg 
recommended  initially  until  response  is  determined 
Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI. 
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EDITORIAL 


New  challenges  from  a changing  medical  environment 

Almost  overnight  we  have  learned  how  to  manipulate  genes, 
freeze  embryos,  transplant  organs,  nourish  parenterally, 
scan  the  body  in  color,  and  forestall  death.  Paralleling  these 
technological  breakthroughs,  a new  medical  environment 
has  evolved.  The  enormous  expense  of  these  advances  has 
resulted  in  an  expanding  medical  insurance  industry,  a wid- 
ening role  of  government  in  the  financing  of  health  care,  and 
the  formation  of  new  types  of  health-delivery  organizations. 

In  addition,  the  increasing  dependency  on  hospitals  in  order 
to  utilize  the  new  technologies,  in  combination  with  economic 
pressures  from  third  parties,  compels  the  physician  to  reas- 
sess his  or  her  priorities  and  responsibilities. 

The  patient  looks  to  his  physician  as  an  advocate  and  per- 
sonal counselor  in  medical  matters.  At  the  same  time,  medi- 
cal resources,  which  are  finite  and  limited,  increasingly  are 
being  rationed  under  the  labels  of  DRGs,  cost  containment, 
and  medical  appropriateness — a state  of  affairs  which  places 
the  physician  willingly  or  unwillingly  in  the  position  of  acting 
as  a medical  gatekeeper.  While  he  ponders  all  these  eco- 
nomic problems,  he  wrestles  with  decisions  such  as  when  to 
resuscitate,  when  not  to  resuscitate,  when  to  prolong  life,  and 
when  not  to  prolong  life.  At  times,  regulations  established  by 
government  and  by  hospital  administrations  almost  remove 
the  physician  from  the  medical  decision-making  process. 

These  competing  demands,  responsibilities,  and  regula- 
tions confront  the  physician  with  ethical  and  moral  questions 
which  often  are  not  easily  answered.  Being  dedicated  to  the 
best  interests  of  the  patient  does  not  guarantee  that  these 
best  interests  are  readily  identifiable.  Legitimate  differences 
of  opinion  often  develop  between  the  physician,  the  patient’s 
family,  and  the  hospital  as  to  which  interests  should  predomi- 
nate in  a given  situation.  Physicians,  then,  will  be  faced,  often 
in  crisis  situations,  with  the  need  for  bioethical  decisions. 

Fortunately,  a growing  body  of  knowledge  has  developed 
relevant  to  the  legal,  moral,  and  ethical  dilemmas  of  patient 
care  in  these  times  of  rapid  change.  This  information  could 
be  centralized  at  local  or  state  levels,  could  be  available 
speedily  to  physicians  or  to  other  health  care  professionals, 
and  would  be  updated  constantly.  Hospitals  that  establish 
medical  ethics  committees  would  find  such  information  par- 
ticularly helpful.  Organized  medicine  could  lead  by  facilitating 
the  collection  and  distribution  of  bioethical  information  which 
practitioners  may  utilize  in  specific  problem  areas. 

As  long  as  physicians  maintain  their  dedication  to  the  best 
interests  of  the  patient,  no  matter  how  powerful  the  external 
pressures  to  do  otherwise  become,  the  future  of  medicine  will 
continue  to  reflect  the  finest  aspirations  and  traditions  of 
those  who  came  before  us. 

Murray  Pizette,  MD 

Albert  F.  Hendler,  MD 

1000  Emerald  Isle,  Suite  118,  Dallas,  TX  75218. 


Don’t  blame  the  firemen  when  the  house  burns! 

Flames  curled  from  the  eaves  of  the  house  two  doors  away 
from  our  lake  home.  December  snow  on  the  roof,  far  from 
quenching  the  night  blaze,  added  white  steam  to  the  caldron- 
like spectacle.  My  garden  hose  was  puny,  pitiful.  I heard  dis- 
tant sirens  and  shifted  my  efforts  to  the  house  in  between, 
trying  to  wet  it  down.  It  was  all  I could  do! 

Six  mobile  units  from  the  small  town  nearby  were  on  the 
scene  in  moments.  Volunteer  fire  fighters  entered  the  house, 
wearing  their  breathing  gear;  others  chopped  holes  in  the 
roof,  and  the  fire  was  out  quickly. 

Only  a shell  with  scorched  contents  remained  at  dawn,  but 
the  other  homes  were  undamaged.  Our  entire  neighborhood 
was  grateful  to  the  volunteer  fire  department,  knowing  that 
homes  could  be  built  here,  and  rebuilt,  protected  by  these 
dedicated  people. 

For  many  years  the  American  Medical  Association  has 
practiced  similar  heroics  in  behalf  of  doctors  and  their  pa- 
tients. Every  day  they  put  out  fires  in  political,  legal,  legisla- 
tive, scientific,  ethical,  and  clinical  areas.  Hundreds  of  times 
a year,  AMA  volunteers  and  staff  testify  before  congressional 
hearings,  lobby  for  us,  fight  costly  court  battles  for  us. 

The  AMA  does  not  have  flashing  lights  and  sirens  to  herald 
its  actions.  But  it  valiantly  strives  to  protect  the  public  from 
phony  schools  selling  medical  diplomas;  from  experts  in 
planning  who  know  nothing  of  compassionate  medical  care; 
from  less-than-qualified  paraprofessionals  who  offer 
“cheaper  alternatives”;  from  legal  hacks  who  get  fat  contin- 
gency fees  for  nuisance  suits;  from  unethical  medical  hacks 
who  gouge  the  public;  from  bureaus  who  stifle  our  efforts  at 
self-discipline;  from  politicians  who  buy  votes  with  glorious 
social  programs  paid  for  by  the  voters'  own  tax  money  and  by 
turning  doctors  into  cut-rate  government  employees. 

The  AMA  does  more  than  represent  us.  It  is  prominent  in 
constructive  programs  such  as  setting  standards  for  educa- 
tion of  medical  students  and  residents;  for  continuing  medical 
education  of  practitioners;  for  standards  of  ethics  and  profes- 
sional conduct;  for  scientific  information  and  research.  The 
AMA-ERF  helps  medical  students  and  residents  financially, 
and  the  AMA  helps  in  setting  up  and  conducting  doctors’  of- 
fices efficiently.  It  also  is  active  in  providing  computers,  library 
resources,  information  telecommunication,  and  coalitions 
with  about  1 50  other  organizations  to  formulate  a Health  Pol- 
icy for  America  (HPA). 

One  big  difference  between  the  AMA  and  our  fire  depart- 
ment is  that  every  member  of  our  settlement  supports  the 
firemen.  They  deserve  it.  The  AMA,  however,  although  it 
works  for  the  benefit  of  all  physicians,  receives  support  from 
surprisingly  few  of  them — about  60%  of  all  office-based  phy- 
sicians engaged  in  patient  care.  It  is  the  sole  organization 
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that  can  speak  and  act  at  the  national  level  in  the  interest  of 
private  medical  care.  The  AMA  needs  and  deserves  to  claim 
all  doctors  as  members  when  it  represents  all  of  us. 

It  is  incredibly  false  economy  for  a doctor  who  believes  in 
American  medicine  not  to  pay  AMA  dues  and  help  push  its 
membership  toward  the  1 00%  mark  of  participation.  If  you 
are  not  a member,  you  are  letting  someone  else  pay  your 
way. 

Among  the  objections  that  I have  heard  are:  "What  has  the 
AMA  done  lately?  It  failed  here  and  it  failed  there.”  But  did  I 
blame  the  firemen  because  the  house  burned?  Although 
they  didn’t  save  the  burning  house,  they  did  save  the  neigh- 
borhood, and  with  our  support  they  will  be  able  to  return 
another  day  or  night  if  needed.  The  AMA  has  won  many 
battles  for  us,  but  you  won't  read  about  them  in  the  news- 
papers. Iconoclastic  journalists  dwell  cynically  upon  our  fail- 
ures, and  they  deal  peripherally  and  superficially  with  meet- 
ings of  the  AMA  House  of  Delegates.  If  you  will  read  your 
American  Medical  News  and  JAMA , you  will  receive  almost 
more  information  than  you  can  keep  up  with. 

“AMA  doesn't  represent  me."  If  only  you  knew  how  it  does! 
It  is  the  most  democratic  organization  I know.  A doctor  from 
our  county  recently  wrote  a resolution  which  was  adopted  by 
our  state  medical  association,  forwarded  to  the  AMA,  and  is 
now  AMA  policy.  This  happens  all  the  time,  and  any  AMA 
member  can  speak  before  any  reference  committee  when 
the  house  meets  twice  a year. 

When  someone  asks,  “What  did  they  do  at  AMA?”  I reply, 
“They  is  us,”  and  even  if  the  questioner  is  not  an  AMA  mem- 
ber, I tell  what  we  did.  The  only  way  to  change  the  AMA,  if 
you  disagree,  is  to  work  within,  and  not  carp  from  outside. 

Our  state  can  be  more  effective  if  we  have  more  delegates, 
and  ours  have  increased  from  1 0 to  1 7 since  I joined  the 
delegation  in  1976. 

“I  am  better  represented  by  my  specialty  organization.  We 
need  to  be  more  scientific,  and  above  politics."  When  politi- 
cians get  into  the  practice  of  medicine,  it  is  time  for  doctors  to 
get  into  politics.  If  you  rely  on  a smaller  organization  to  repre- 
sent you  on  a few  special  issues,  you're  as  helpless  as  I was 
with  my  little  garden  hose,  and  a whole  assortment  of  little 
hoses  won’t  keep  the  blaze  from  spreading. 

A political  firestorm  is  engulfing  our  nation.  Flagrant  spend- 
ing for  many  years  has  forced  congressmen  on  both  sides  of 
the  aisle  to  take  drastic  measures.  Medicine  is  about  to  be 
destroyed  as  a profession  at  the  altar  of  “cost-effectiveness.” 
“Equal  access"  is  the  new  buzzword  for  rationing. 

Congress  and  the  administration  have  recently  found  a 
neat  way  to  push  legislation  through  as  a package,  all-or- 
none,  no  amendments,  and  with  no  chance  for  public  hear- 
ings, notices,  debates,  or  even  discussions  of  issues,  prin- 
ciples, or  ethics.  It’s  called  “budget  reconciliation,”  and  has 
been  used  four  times  in  the  past  three  years.  It’s  slick,  and 


there  is  no  way  to  lobby  or  use  political  influence  along  the 
way.  “Desperate  economic  conditions  require  desperate  leg- 
islative measures,"  they  say.  “We  had  to  do  it.”  “Economic 
reality.”  “Don’t  anyone  worry  about  quality  of  care,  the  doc- 
tors will  see  to  that.” 

“We’ve  lost.  There’s  nothing  we  can  do.  It’s  a waste  of  time 
and  money.  I've  given  up.”  From  some  older  doctors:  “I’ll 
make  my  pile  and  get  out.”  Shades  of  the  four  doctors  who 
signed  the  Declaration  of  Independence  in  1 776!  If  there  is 
any  way  to  protect  our  patients  from  this  incendiary  con- 
flagration that  sweeps  the  country,  it  is  for  us  to  line  up,  one 
and  all,  join  AMA,  and  push  it  along  if  it  is  not  doing  enough.  I 
don’t  know  of  any  other  organization  that  is  able  to  do  the  job. 
Do  you? 

Val  F.  Borum,  MD 

AMA  Delegate,  Speaker  of  House  of  Delegates,  Texas  Medical  Association, 

800  5th  Ave,  Suite  41 8,  Fort  Worth,  TX  761 04. 


Hawaii 

Counseling  Strategies 
for 

Primary  Care  Physicians 

March  11-17,  1985 

• 20  hours  in  CATEGORY  I of 

The  Physician’s  Recognition  Award  of 
the  AMA 

• Acceptable  for  20  prescribed  hours 
by  the  American  Academy  of  Family 
Physicians. 

• Outstanding  Faculty 

• The  lowest  applicable  airfare 
guaranteed 

Contact:  Davor  Jedlicka 
The  University  of  Texas  at  Tyler 
3900  University  Blvd.,  Tyler,  Texas  75701 
(214  ) 566-1471  ext.  251 
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TMA  IN  ACTION 

Winter  conference  to  focus 
on  thriving  or  surviving 

Texas  Medical  Association’s  Winter 
Conference  Feb  1-3  in  Austin  offers 
physicians  advice  on  how  to  thrive, 
rather  than  just  survive. 

The  theme,  “Thriving  or  Surviving: 

1 985  and  Beyond,”  will  be  carried  out  in 
presentations  Saturday,  Feb  2,  at  the 
Hyatt  Regency  Austin. 

Guest  speaker  Louis  J.  Goodman, 
PhD,  will  discuss  increasing  competi- 
tion in  medical  practice  and  new  ap- 
proaches in  health  care  delivery.  Dr 
Goodman  is  director  of  the  American 
Medical  Association’s  Department  of 
Health  Care  Financing  and  Organ- 
ization. 

David  G.  Noyes  of  The  PM  Group, 
professional  management  consultants 
in  Warwick,  Rl,  will  speak  on  practice 
management.  Harrison  L.  Rogers,  MD, 
AMA  president-elect,  also  will  speak 
Saturday. 

Saturday’s  program  also  features 
breakout  sessions  on  legislative  issues, 
practice  management  and  competition, 
professional  liability,  and  government 
health  programs. 

During  the  weekend,  physicians  will 
have  the  opportunity  to  participate  in 
three  continuing  medical  education 
courses,  offering  a total  of  14  hours  of 
credit  from  the  AMA  in  Category  1 of 
the  Physician’s  Recognition  Award  and 
from  the  American  Academy  of  Family 
Physicians  in  its  Prescribed  category. 
The  courses  are:  Basic  Cardiac  Life 
Support  Provider  Course,  Cardiovascu- 
lar Disease:  Update  and  Rehabilitation, 
and  Update  on  Antibiotics. 

Basic  Cardiac  Life  Support  will  be 
presented  Saturday,  Feb  2,  from  1 pm 
to  5 pm  in  the  Colorado  Room,  Shera- 
ton Crest  Inn,  for  a fee  of  $40  to  mem- 
bers and  $45  to  nonmembers.  Car- 
diovascular Diseases:  Update  and 
Rehabilitation  is  scheduled  from  8 am 
until  1 pm  in  the  Texas  II  Ballroom  of  the 
Hyatt  for  a fee  of  $75  to  members  and 


$80  to  nonmembers.  Update  on  Antibi- 
otics begins  at  8 am,  Sunday,  Feb  3,  in 
the  Hyatt’s  Texas  V Ballroom  and  con- 
tinues until  1 pm.  The  course  fee  is  $75 
for  members  and  $80  for  nonmembers. 

Registration  fees  must  be  submitted 
before  Jan  25,  and  no  refunds  will  be 
made  after  Feb  1 . Students,  residents, 
and  retired  physicians  pay  one-half  of 
the  nonmember  fee. 

In  addition  to  a socioeconomic  forum 
and  continuing  education  opportunities, 
the  winter  conference  features  “Update 
1 985 — Issues  and  Answers  for  New 
Officers  of  County  Medical  Societies.” 
Sponsored  by  TMA's  Board  of  Coun- 
cilors, the  program  will  assist  newly 
elected  officers  in  dealing  effectively 
with  the  responsibilities  of  their  offices. 

Board,  council,  and  committee  meet- 
ings also  are  scheduled  in  conjunction 
with  the  conference. 


Delegates  establish 
hospital  medical  staff  section 

Texas  Medical  Association’s  House  of 
Delegates  has  established  a Hospital 
Medical  Staff  Section,  which  will  hold  its 
first  meeting  in  conjunction  with  the  An- 
nual Session,  May  8-1 2,  1 985,  in  San 
Antonio. 

The  Council  on  Health  Facilities  rec- 
ommended the  new  section,  citing  a 
need  prompted  by  “insecurity,  uncer- 
tainty,. . potential  isolation,  and  worry 
about  unfair  competition  in  medical 
practice.  . .in  hospital  medical  staffs.” 

In  its  report  to  the  delegates’  Nov 
9-10  session,  the  council  also  noted 
other  common  concerns  among  hospi- 
tal medical  staffs,  including  lack  of 
medical  staff  voices  in  hospital  planning 
and  in  hospital  governing  board  deci- 
sions, the  effects  of  changes  in  hospital 
ownership,  competition  between  hospi- 
tal ambulatory  services  and  office- 
based  practices,  hospital  diversification 
into  other  profit-making  activities,  and 
closed  medical  staff  arrangements  and/ 
or  exclusive  contracts. 

As  proposed  by  the  council,  the  new 


section  will  provide  an  informational 
and  educational  forum  for  medical 
staffs,  increase  communications  on  is- 
sues affecting  hospital  medical  staffs, 
and  allow  TMA  members  to  participate 
more  fully  in  organized  medicine. 

During  the  November  meeting  in 
Austin,  the  delegates  also  set  TMA’s 
priorities  for  1985:  (1)  to  provide  ef- 
fective legislative,  legal,  and  socio- 
economic representation;  (2)  enhance 
the  physician’s  image;  (3)  unify  the 
profession;  (4)  increase  membership  in 
the  federation;  and  (5)  introduce  and 
actively  support  a professional  liability 
tort  reform  package  for  Texas. 

The  delegates  directed  the  Council 
on  Communication  to  prepare  promo- 
tional materials  to  assist  county  medi- 
cal societies  in  developing  and 
operating  physician  referral  services, 
reduced  the  provisional  membership 
period  from  24  to  12  months,  and  elim- 
inated provisional  membership  for 
regular  members  transferring  from  one 
county  medical  society  to  another. 

In  special  ceremonies  during  the 
meeting,  the  delegates  awarded 
Charles  Max  Cole,  MD,  Dallas,  the 
Distinguished  Service  Award,  the  high- 
est honor  that  the  association  bestows. 
A past  TMA  president  and  former 
speaker  of  the  House  of  Delegates,  Dr 
Cole  served  on  the  American  Medical 
Association’s  Board  of  Trustees  for 
seven  years. 

The  delegates  also  commended 
Berry  N.  Squyres,  MD,  Lubbock,  for 
his  many  contributions  to  his  patients 
and  profession. 

Finally,  they  commended  nine  TMA 
members  for  their  service  on  the  state- 
appointed  Task  Force  on  Indigent 
Health  Care:  Ron  J.  Anderson,  MD, 
Dallas;  David  F.  Briones,  MD,  El  Paso; 
Rafael  M.  De  La  Cruz,  MD,  Browns- 
ville; C.E.  Gibbs,  MD,  San  Antonio; 
Lauro  G.  Guerra,  MD,  McAllen;  Wil- 
liam C.  Levin,  MD,  Galveston;  Cer- 
vando  Martinez,  MD,  San  Antonio; 
Robert  D.  Moreton,  MD,  Houston;  Wil- 
liam F.  Ross,  MD,  Dallas;  Lowell 
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Wilder,  MD,  Falfurrias;  and  James  W. 
Simpson,  MD,  Corpus  Christi. 

Travel  program  offers 
12  international  adventures 

Texas  Medical  Association  will  offer  its 
globetrotting  members  a record  num- 
ber of  1 2 international  trips  during 
1985,  beginning  with  a Virgin  Islands 
Air/Sea  Yacht  Cruise,  Jan  20-27. 

The  second  trip,  a Cairo  to  Kenya  Ad- 
venture, departs  Feb  6 and  returns  two 
weeks  later.  Billed  as  “Two  Classic 
Travel  Experiences  for  the  Price  of 
One,”  this  trip  includes  five  nights  in 
Cairo  and  seven  nights  in  Nairobi. 

The  Board  of  Trustees  selected  ten 
other  tours  for  the  1 985  travel  pro- 
gram: South  China  Sea  Air/Sea  Cruise, 
March  1 6-April  1 ; Danube  River  Adven- 
ture, May  14-May  26;  Alps/Riviera 
Adventure,  June  1 1 -June  24;  British 
Isles  Adventure,  June  26-July  8;  Jour- 
ney of  the  Czars  (a  Russian  tour),  June 
26-July  12;  Scandinavian  Adventure, 
July  1 1 -July  25;  Waterways  and  French 
Chateaux  Adventure,  July  29-Aug  1 2; 
Alaskan  Air/Sea  Cruise,  July  30-Aug  8; 
Passage  of  the  Masters  (West  Berlin, 
East  Germany,  Prague,  and  Vienna), 
Sept  6-Sept  1 9;  and  the  Yangtze  River- 
China  Adventure,  Sept  24-Oct  1 0. 

In  addition  to  the  excitement  and  fun 
of  travel,  TMA’s  trips  include  medical 
seminars. 

During  1981-1983,  TM A presented 
1 2 medical  seminars  that  qualified  for 
credit  under  Category  1 of  the  Physi- 
cian’s Recognition  Award  of  the  Ameri- 
can Medical  Association. 

TMA  has  sponsored  an  interna- 
tional travel  program  since  1969. 
Through  1983,  12,434  physicians,  their 
spouses,  families,  and  friends  had  par- 
ticipated in  the  programs.  INTRAV  has 
been  the  dominant  travel  company  for 
TMA,  and  their  programs  and  arrange- 
ments have  attracted  consistently  high 
ratings  from  those  participants. 


TMA  to  sponsor  workshops 
on  establishing  medical  practice 

Texas  Medical  Association  will  sponsor 
six  workshops  on  "Establishing  Your- 
self in  Medical  Practice”  during  Janu- 
ary, February,  and  March. 

The  two-day  workshops  will  take 
place  in  Lubbock,  Jan  22-23;  Dallas, 

Jan  24-25;  Houston,  Feb  12-13;  Austin, 
Feb  14-15;  Galveston,  March  5-6;  and 
San  Antonio,  March  7-8. 

They  are  designed  to  help  physicians 
entering  medical  practice  avoid  costly 
mistakes.  The  programs  offer  advice  on 
how  to  recruit  and  select  personnel,  pa- 
tient flow,  financing  a practice  and 
leasing  office  space,  medical  records, 
financial  management  and  practice- 
building techniques,  and  economic  and 
legal  aspects  of  practice. 

Conomikes  Associates,  Inc,  nation- 
ally known  productivity  consultants  for 
the  health  professions,  conduct  the 
workshops,  which  are  accredited  for  1 1 
hours  in  Category  1 of  the  Physician’s 
Recognition  Award  of  the  American 
Medical  Association. 

The  registration  fee  for  TMA  mem- 
bers is  $100,  and,  for  nonmembers, 

$1 20.  Enrollment  for  each  workshop  is 
limited  to  30  residents. 

For  further  information,  call  Alice 
Swaim  at  (512)477-6704,  ext  262,  or 
write  her  at  1801  N Lamar  Blvd,  Austin, 
TX  78701. 

Mobil  Oil  med  director  to  speak 
during  1985  annual  session 

Joseph  M.  Cannella,  MD,  New  York 
City,  corporate  medical  director  of  Mobil 
Oil  Corporation,  is  one  of  a coterie  of 
distinguished  speakers  to  be  featured 
during  the  Section  on  Occupational 
Medicine  program,  part  of  Texas  Medi- 
cal Association’s  1985  Annual  Session. 

The  session  is  scheduled  for  May 
8-12  in  San  Antonio,  and  the  Section  on 
Occupational  Medicine  presents  its  sci- 
entific program  Friday,  May  10,  from 
2:30  pm  to  5 pm,  and  Saturday,  May  1 1 , 
from  8:15  am  to  12  pm. 

Dr  Cannella  will  present  an  “orienta- 


tion in  occupational  medicine"  at  8:15 
am,  Saturday. 

He  said  that  his  presentation  is 
aimed  at  physicians  who  may  not  be  fa- 
miliar with  occupational  medicine  and 
will  explain  where  the  subspecialty  “fits 
into  the  concern  of  all  doctors.” 

“Occupational  medicine  is  a sub- 
specialty of  preventive  medicine,  but  it 
belongs  in  the  thinking  of  clinical  spe- 
cialists, no  matter  what  they're  doing,” 
he  added. 

Other  program  participants  will  focus 
on  “Acute  Care  in  Disasters  in  Indus- 
try,” “Mass  Casualties — Triage  and 
Evacuation,”  “Rehabilitation  of  the 
Burn  Patient,”  “What’s  New  re  Ortho- 
paedics and  the  Injured  Worker,"  and 
“Substance  Abuse.” 

Discussing  the  various  topics  will  be 
Houston  G.  Hamby,  MD,  Port  Arthur; 
James  D.  Hefner,  MD,  Houston;  Duane 
L.  Larson,  MD,  Beaumont;  Gary  C. 
Freeman,  MD,  Austin;  Lawrence  H. 
Wharton,  MD,  Austin;  and  Frank  O. 
McGehee,  Jr,  MD,  Houston. 

For  further  information  on  the  Sec- 
tion on  Occupational  Medicine  and  the 
annual  session,  contact  the  Depart- 
ment of  Annual  Session  and  Scientific 
Programming,  1801  N Lamar  Blvd, 
Austin,  TX  78701 , or  phone  (512) 
477-6704,  ext  230. 


° SEX  COUNSEL  1106* 


"You  just  don't  tell  an  impotent  man  to  be 
firmer  with  his  wife." 
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San  Antonio  researchers 
study  premature  births 

Researchers  in  San  Antonio  are  in- 
volved in  a project  that  may  produce  the 
first  effective  method  of  preventing 
many  premature  births  and  eliminate 
countless  cases  of  infant  death  and 
disability. 

Ronald  S.  Gibbs,  MD,  professor  of 
obstetrics  and  gynecology  at  The  Uni- 
versity of  Texas  Health  Science  Center 
in  San  Antonio,  is  directing  the  project 
which  is  one  of  five  in  the  country  spon- 
sored by  the  National  Institute  of  Child 
Health  and  Human  Development.  The 
$6.8  million  project  will  observe  1 5,000 
pregnant  women  in  an  attempt  to  un- 
derstand the  causes  of  premature 
births. 

‘‘Premature  babies  represent  only 
from  6%  to  1 2%  of  all  births,”  Dr  Gibbs 
explained,  ‘‘but  they  account  for  three 
fourths  of  the  babies  who  die  within  the 
first  month  of  life.” 

These  deaths,  he  added,  often  are 
caused  by  the  immaturity  of  the  infant’s 
body  systems  or  the  inability  to  cope 
with  physical  stresses  such  as 
infection. 

‘‘There  is  circumstantial  evidence 
that  a ‘silent  infection'  of  the  lower  geni- 
tal tract  may  trigger  this  premature 
rupturing  or  premature  labor,”  Dr  Gibbs 
notes. 

The  San  Antonio  project,  nicknamed 
VIP  (vaginal  infections  and  prematur- 
ity), will  invite  3,000  women  from  the 
Brady/Green  Community  Health  Center 
and  Medical  Center  Hospital  clinics  to 
take  part  in  the  four-year  observation 
program. 

Researchers  will  be  screening 
women  in  the  sixth  month  of  pregnancy, 
looking  for  the  presence  of  certain  urin- 
ary and  genital  tract  microorganisms. 
Two  thirds  of  the  group  will  be  ob- 
served. The  remaining  one  third, 
particularly  those  women  considered  to 
have  high-risk  microorganisms,  will  be 
put  on  a randomized  antibiotic  trial. 


Dr  Gibbs  and  his  team  of  profes- 
sionals hope  to  find  some  definite  an- 
swers to  the  following  questions:  First, 
are  the  organisms  associated  with  an 
increased  risk  of  premature  birth?  Sec- 
ond, is  it  possible  to  eradicate  the 
microorganisms?  And  third,  by  eradi- 
cating them,  can  the  risk  of  premature 
birth  be  reduced? 

Third  hepatitis  virus 
identified  by  FDA 

The  Food  and  Drug  Administration  re- 
ports the  identification  of  a third  virus  of 
hepatitis.  Until  this  discovery  there  was 
no  way  to  identify  the  virus,  known  as 
non-A  non-B  hepatitis  virus. 

The  virus  is  a member  of  the  retro- 
virus family.  Such  agents  are  under 
intensive  study  because  of  their  poten- 
tial for  causing  subtle  but  potentially 
serious  changes  in  the  immune  system. 

The  importance  of  this  finding  is  that 
it  will  make  possible  a test  to  eliminate 
non-A  non-B  hepatitis  from  blood 
transfusions.  Currently  about  90%  of 
post-transfusion  hepatitis  is  caused  by 
this  virus. 

UTHSC  team  approach  spans 
medicine  and  psychiatry 

Child  psychiatry  residents  at  The  Uni- 
versity of  Texas  Health  Science  Center 
at  Dallas  are  participating  in  a team 
approach  to  disease-related  prob- 
lems and  behaviors  in  children  and 
adolescents. 

A child  psychiatry  training  grant  from 
the  National  Institute  of  Mental  Health 
(NIMH)  makes  it  possible  for  six  resi- 
dents in  child  and  adolescent  psychi- 
atry to  have  special  training  in  working 
with  patients  with  diabetes;  eating  dis- 
orders, such  as  anorexia  and  bulimia; 
and  affective  disorders,  including 
depressive  and  manic-depressive 
illnesses. 

The  program  is  one  of  a number 
being  funded  by  NIMH  grants  that  allow 
indepth  training  in  areas  of  institutional 
expertise.  Directing  the  program  at  the 
health  science  center  in  Dallas  is  Law- 


rence Claman,  MD,  associate  professor 
of  psychiatry. 

In  addition  to  attending  lectures  in 
these  special  areas,  the  residents  will 
work  with  patients  having  psychological 
problems  in  both  inpatient  and  out- 
patient clinics  and  in  consultation  situa- 
tions. They  also  will  have  the  oppor- 
tunity to  be  involved  in  research. 

Chairman  of  the  department  of  psy- 
chiatry Kenneth  Altshuler,  MD,  says, 
“The  receipt  of  this  grant  opens  up  an 
invaluable  opportunity  for  the  depart- 
ment of  psychiatry  to  serve  medical 
education  by  offering  its  special  exper- 
tise, both  in  research  and  patient  care, 
to  child  and  adolescent  psychiatrists  in 
training.  We  believe  that  the  contribu- 
tion of  faculty  members  interested  in 
diabetes,  eating  disorders,  and  depres- 
sion will  be  very  important  to  residents 
with  special  interests  while  strengthen- 
ing our  community  outreach.” 

SOCIOECONOMICS 

Medical  schools  show 
slight  increase  in  enrollment 

Even  though  there  are  approximately 
nine  applicants  for  each  opening, 

Texas  medical  school  enrollments  for 
the  first  semester  of  1 984  increased 
only  slightly  over  1983,  and  enrollment 
in  two  schools  declined. 

Data  collected  on  the  twelfth  class 
day  of  the  semester  showed  that  en- 
rollment in  the  state’s  seven  medical 
schools  had  increased  by  .61%,  ac- 
cording to  a report  from  the  Coordinat- 
ing Board,  Texas  College  and  Univer- 
sity System. 

With  an  increase  of  slightly  more 
than  10%,  Texas  A&M  University  Col- 
lege of  Medicine  showed  the  largest 
growth  spurt  among  the  state’s  medical 
schools.  Students  enrolled  in  medical 
courses  at  A&M  increased  from  149  in 
1983  to  164  in  1984. 

Enrollment  at  The  University  of  Texas 
Medical  Branch  decreased  by  .88%, 
from  795  to  788. 
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MEDICAL 


BEFORE  PLAZA  MEDICAL  CENTER,  a medical  office 


building  meant  hardly  more  than  a place  to  practice  medi 


cine.  But  it  will  never  be  that  way  again.  The  totally  planned 


environment  that  doctors  have  long  deserved  is  finally 


here.  Occupancy  begins  soon.  And  prime  spaces  are  still 


available  at  competitive  prices.  See  Plaza  Medical  Center, 


1200  Binz,  north  of  Park  Plaza  Hospital  and  the  Texas 


Medical  Center.  For  information  please  call  John  Hansen 


Investment  Builder,  961-7700 


A TIMELESS  MESSAGE  . . . 
“LET  THE  BUYER  BEWARE.” 

The  Texas  Medical  Association  has  sponsored  an  Insurance  Program  as  a 
service  to  its  members  for  over  29  years.  The  success  of  the  Program  is  sub- 
stantiated by  the  fact  that  over  19,000  individuals  are  insured  in  one  or  more 
plans — and  the  number  increases  daily. 

The  purchase  of  insurance  is  an  individual  choice.  There  is  no  concern  in  this 
regard.  However,  there  is  concern  when  the  effectiveness  of  the  TMA  coverage 
is  questioned  without  a complete  comparison  being  made. 

If  an  effort  is  made  to  persuade  you  to  give  up  any  coverage  you  have  in  force 
or  not  to  enroll  in  a certain  program,  ask  the  agent  to  make  a complete  written 
comparison  of  both  policies  involved.  Make  sure  the  comparison  includes  such 
things  as  how  long  benefits  will  be  paid  and  the  qualifying  circumstances,  appli- 
cation of  deductibles,  coordination  clauses,  partial  payments,  amounts  paid  for 
specific  losses,  cost  projections,  termination  dates,  and  what  additional  charges 
are  made  for  certain  options.  You  should  then  submit  the  comparison  to  the 
other  carrier  for  evaluation. 

STATE  INSURANCE  LAWS  prohibit  the  use  of  misleading  statements  or  in- 
complete comparisons  during  presentations.  The  ultimate  choice  is  yours,  but 
do  not  base  your  decision  on  anything  less  than  factual  information. 


TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  PROGRAM 

underwritten  by 

PRUCO  LIFE  INSURANCE  COMPANY  OF  TEXAS 

a Subsidiary  of  The  Prudential  OHih 
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The  UT  Health  Science  Center  at 
San  Antonio  was  the  only  other  school 
to  experience  a decline.  Enrollment 
there  shrank  from  802  to  799,  repre- 
senting a .37%  falloff. 

Texas  Tech  University  Health  Sci- 
ences Center’s  enrollment  grew  from 
388  in  1 983  to  402  in  1 984,  or  3.62%; 
UT  Health  Science  Center  at  Dallas, 
from  801  to  802,  or  .12%;  UT  Health 
Science  Center  at  Houston,  from  806  to 
81 1 , or  .62%;  and  Baylor  College  of 
Medicine,  from  672  to  674,  or  .30%. 

The  state’s  139  public  and  private  in- 
stitutions of  higher  education  ex- 
perienced the  smallest  enrollment  in- 
crease in  almost  two  decades,  with 
about  half  of  the  schools  reporting  a de- 
cline, the  Coordinating  Board,  Texas 
College  and  University  System,  said. 

The  Department  of  Education  has 
predicted  that  nationwide  college  en- 
rollment will  dip  slightly.  After  an  era  of 
rapid  growth  spanning  several  dec- 
ades, community  college  enrollments  in 
particular  are  expected  to  begin  declin- 
ing or  leveling  off  in  most  states. 

Although  decreases  in  the  numbers 
of  1 5-  to  1 9-year-olds  and  20-  to  25- 
year-olds  are  expected  to  lessen  after 
1985,  Coordinating  Board  forecasts  in- 
dicate that  Texas  colleges  and  univer- 
sities will  continue  to  feel  the  impact  of 
this  slowdown  through  the  middle  of  the 
next  decade. 

Dr  Montgomery  joins 
AMPAC  board  of  directors 

The  American  Medical  Association’s 
Board  of  Trustees  has  appointed  C.L. 
Montgomery,  MD,  Lubbock,  to  the 
board  of  directors  of  the  American 
Medical  Political  Action  Committee 
(AMPAC),  effective  Jan  1 . 

Dr  Montgomery  is  active  in  statewide 
politics  as  a leader  of  the  Texas  Politi- 
cal Action  Committee  (TEXPAC),  and 
serves  as  a member  of  its  board  of 
directors  and  candidate  evaluation 
committee. 

He  has  been  a member  of  the  TMA 
Council  on  Legislation  since  1979  and 


currently  serves  as  its  vice-chairman. 
He  also  has  been  active  in  local,  state, 

i 

and  congressional  campaigns. 

As  measured  by  funds  raised  and 
contributed  to  candidates,  AMPAC  is 
first  among  all  medical  and  health 
related  PACs  and  second  nationally 
among  all  association  PACs.  It  has  a 
membership  comprising  more  than 
60,000  individual  physicians,  staff,  and 
spouses. 

A nonpartisan  political  committee, 
AMPAC  provides  financial  support  and 
technical  assistance  in  campaign  plan- 
ning to  candidates  for  political  office. 
The  committee  also  supports  political 
education  programs. 

TMA  leaders  who  previously  served 
on  the  AMPAC  board  are  James  H. 
Sammons,  MD;  the  late  Joe  T.  Nelson, 
MD,  and  John  M.  Smith,  Jr,  MD.  Dr 
Smith  concluded  his  service  Dec  31 , 
1984. 

Health  cost  increase  for  1983 
is  lowest  in  a decade 

Health  care  costs  in  1983  rose  by 
10.3%,  the  lowest  increase  in  a dec- 
ade, the  Department  of  Health  and 
Human  Services  announced. 

Costs  increased  by  12.5%  in  1982 
and  15.3%  in  1980. 


C.  L.  Montgomery,  MD,  Lubbock,  joined  the  board 
of  directors  of  the  American  Medical  Political  Ac- 
tion Committee  (AMPAC)  Jan  1 . 


Spending  in  1983  amounted  to 
$1 ,459  for  every  man,  woman,  and 
child  in  this  country,  and  a grand  total  of 
$355.4  billion.  Of  the  total,  $69  billion 
went  for  physician  services.  Another 
$42  billion  was  spent  on  research,  con- 
struction, and  administration;  $29  bil- 
lion on  nursing  homes;  and  $68  billion 
on  other  services  such  as  eyeglasses, 
other  appliances,  drugs,  and  dentists. 

The  largest  allotment,  $147  billion, 
went  for  hospital  care,  a 9. 1 % increase 
over  1982.  Federal  officials  attributed 
the  lower  rate  of  increase  to  declining 
hospital  admissions  and  lengths  of  stay 
in  both  the  private  sector  and  Medicare, 
but  not  to  Medicare’s  prospective  pric- 
ing system,  which  did  not  affect  most 
hospitals  until  1984. 

The  federal  government,  private  in- 
surance, or  other  third  parties  picked 
up  the  tab  for  73%  of  personal  health 
care  costs.  Patients  and  their  families 
paid  the  remaining  27%,  or  $85  billion. 

Government  health  spending  totaled 
$148.8  billion  in  1983,  including  $91  bil- 
lion on  Medicare  and  Medicaid.  The 
programs  cost  $83  billion  in  1982. 

While  the  overall  increase  in  1 983’s 
health  care  costs  was  relatively  low, 
they  grew  more  rapidly  than  the  overall 
price  index  (3.8%)  and  the  gross  na- 
tional product  (7.7%).  Consequently, 
health  care  expenditures  now  consume 
a record  1 0.8%  of  the  GNP. 

CHAMPUS  revises  rules 
on  mental  health  care 

Following  recently  enacted  rule  revi- 
sions, the  Civilian  Health  and  Medical 
Program  of  the  Uniformed  Services 
(CHAMPUS)  will  limit  coverage  to  psy- 
chological disorders  listed  in  the  Diag- 
nostic and  Statistical  Manual  (DSM-III) 
of  the  American  Psychiatric  Asso- 
ciation. 

The  new  rules  also  require  that,  to 
qualify  for  payment,  public  and  private 
psychiatric  hospitals  must  be  accred- 
ited by  the  Joint  Commission  on  the 
Accreditation  of  Hospitals  (JCAH). 

And,  the  rules  extend  coverage  to  play 
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Red  Ink,  Red  Tape,  administrative  check 
in  and  verification  boondoggle.  End  it 
all,  and  speed  collections  to  boot. 

MediCredit®  provides  guaranteed 
fast  payment  of  the  employee’s  share  of 
health  care  plans,  quick  verification  of 
eligibility  and  benefit  plan  details,  plus 
critical  medical  information.  Call  now 
and  see  how  the  MediCredit®  card  can 
end  your  red  tape  blues: 


MediCredit* 

Cost  Containment  with  CreditAbility 

MediCredit®  Provider  Marketing: 

Robert  Kaiser 
(713)  952-2070 

Post  Office  Box  42834  Houston,  Texas  77242-2834 


MediCredit* 
gets  the 
redout. 

And  the 
green  in. 
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therapy,  transactional  analysis,  and 
Gestalt  therapy,  when  used  as  stan- 
dard therapeutic  techniques  and  pro- 
vided by  authorized  mental  health 
professionals. 

CHAMPUS  also  has  extended  the 
limit  for  group  therapy  sessions  from 
60  minutes  to  90  minutes  and  inpatient 
psychotherapy  to  more  than  five  ses- 
sions a week,  if  medical  review  affirms 
that  it  is  medically  or  psychologically 
necessary.  The  program  will  continue 
to  cover  two  outpatient  therapy  ses- 
sions in  a seven  day  period,  unless 
more  are  justified  as  medically  or  psy- 
chologically necessary. 

The  revisions  also  allow  therapeutic 
absences  from  inpatient  facilities  for 
more  than  72  hours  if  the  physician  or 
psychologist  receives  approval  in  ad- 
vance from  CHAMPUS,  and  redefine 
“emergency”  to  include  a psychiatric 
admission  when  the  attending  physi- 
cian certifies  that  a life-threatening 
condition  existed  at  the  time  of  the 
admission. 

Providers  with  questions  concerning 
the  psychiatric  emergency  criteria 
should  contact  the  Benefit  Services 
Branch  at  (303)361  -3907. 

CHAMPUS  pays  for  comprehensive 
health  care  for  dependents  of  mem- 
bers of  the  uniformed  services  on 
active  duty  and  retired  members. 

AMA  committee  offers  guide 
for  residents’  maternity  leave 

The  American  Medical  Association  Ad 
Hoc  Committee  on  Women  Physicians 
in  Organized  Medicine  has  published  a 
report  that  offers  a guide  for  residents' 
maternity  leave  policies  and  a recom- 
mendation that  the  Essentials  of  Ac- 
credited Residencies  be  amended  to 
include  such  policies  in  written  agree- 
ments between  residents  and  hospitals. 

The  guide  recommends  that  a resi- 
dency program’s  written  policy  should 
include  ten  elements,  including  duration 
of  leave  allowed  before  and  after  deliv- 
ery; category  of  leave  credited,  eg, 
sick,  vacation,  maternity,  short-term 


disability,  or  leave  without  pay;  whether 
leave  is  paid  or  unpaid;  whether  provi- 
sion is  made  for  continuation  of  insur- 
ance benefits  during  leave,  and  who 
pays  the  premiums;  and  whether  sick 
leave  and  vacation  time  may  be  ac- 
crued from  year  to  year  or  used  in 
advance. 

It  also  suggests  that  written  policies 
state  how  much  time  must  be  made  up 
in  order  to  be  considered  board  eligible; 
whether  make-up  time  will  be  paid; 
whether  schedule  accommodations  are 
allowed,  such  as  reduced  hours,  no 
night  call,  modified  rotation  schedules, 
alternatives  to  leave  such  as  a reading 
elective,  and  permanent  part-time 
scheduling;  leave  policy  for  adoption; 
and  leave  policy  for  paternity. 

The  report  noted  that  almost  half  of 
women  physicians  surveyed  by  the 
AMA  had  their  first  child  during  training, 
and  one  fourth  had  their  second  child 
during  training,  yet  less  than  a quarter 
of  residency  programs  reported  having 
a maternity  leave  policy. 

The  survey  of  women  physicians 
noted  that  three  fourths  of  the  respon- 
dents did  not  reduce  their  working 
hours  during  pregnancy  for  any  of  their 
children.  About  one  third  reduced  their 
working  hours  after  childbirth. 

Additionally,  more  than  four  fifths  of 
respondents  said  they  did  not  encoun- 
ter negative  attitudes  about  their  ma- 
ternity leave  from  other  physicians. 
More  than  three  fifths  said  they  did  not 
encounter  negative  attitudes  from  other 
residents. 

“The  educational  goals  of  the  resi- 
dent should  not  be  compromised  (by 
maternity  leave  policies),  nor  should 
patient  care  suffer,”  the  report  noted. 

For  further  information,  contact  Re- 
becca Mounsey  Maron,  Women  in 
Medicine  Project,  AMA,  535  N Dear- 
born St,  Chicago,  IL  6061 0. 


CAPITAL  COMMENTS 

Texas  Legislature  faces 
bleak  financial  situation 

When  it  convenes  in  January,  the  69th 
Legislature  will  face  a bleak  financial 
situation.  Revenue  projections,  which 
include  recently  enacted  tax  increases, 
fall  short  by  $660  million  to  $2.5  billion. 

If  the  1 985  state  budget  were  dupli- 
cated for  1 986  and  1 987,  there  would 
be  a deficit  of  $460  million.  This  short- 
age is  attributed  to  commitments  in  law 
that  the  Legislature  enacted  for  educa- 
tion, highways,  and  retirement  pay- 
ments for  teachers  and  state  employ- 
ees during  the  June  special  session. 

The  recently  passed  building  fund  for 
state  colleges  and  universities  adds  an- 
other $200  million,  bringing  the  total 
shortage  in  revenue  to  $660  million. 

If  the  Legislature  were  to  fund  other 
items,  such  as  court  orders  for  Texas 
Department  of  Corrections  and  Texas 
Department  of  Mental  Health  and  Men- 
tal Retardation,  enrollment  increases  at 
colleges  and  universities,  increase  in 
aid  to  families  with  dependent  children 
(AFDC),  state  employee  salary  in- 
creases, and  increases  for  population 
and  inflation,  the  state  would  have  a 
shortage  of  $2.5  billion.  Noting  re- 
cently enacted  tax  increases  at  the 
state  level  and  possible  tax  increases 
or  realignment  at  the  national  level,  ob- 
servers predict  that  the  upcoming 
legislative  session  will  be  critical  for 
Texans. 

During  the  69th  legislative  session, 
each  legislator  must  decide  whether  to 
increase,  decrease,  or  maintain  state 
services,  and  how  to  finance  these 
services.  In  the  last  year  the  Legis- 
lative Budget  Board  (LBB)  has  been 
studying  these  issues  with  an  eye  to- 
ward recommending  budgets  for  fiscal 
years  1986  and  1987  to  the  Legis- 
lature. The  Governor's  Budget  Office 
also  will  recommend  its  own  version  of 
a proposed  budget. 

The  LBB  includes  ten  members:  the 
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lieutenant  governor  as  chairman,  the 
speaker  of  the  House  of  Representa- 
tives as  vice-chairman,  and  the  chair- 
men of  the  Senate  Finance  Commit- 
tee, Senate  State  Affairs  Committee, 
House  Appropriations  Committee,  and 
the  House  Ways  and  Means  Commit- 
tee, and  two  appointees  of  the  lieute- 
nant governor,  and  two  appointees  of 
the  speaker.  During  even-numbered 
years,  the  staff  of  the  LBB  analyzes 
budgets  and  programs  of  all  state 
agencies  and  makes  recommenda- 
tions based  on  their  findings.  During 
a public  hearing,  the  LBB  formally 
adopts  staff  recommendations,  or  vari- 
ances thereof,  for  a proposed  budget 
for  the  next  two  fiscal  years.  During  a 
legislative  session,  LBB  recommenda- 
tions serve  as  a base  from  which  legis- 
lators work. 

99th  Congress  includes 
new  members  from  Texas 

As  the  99th  Congress  convenes  in 
January  1985,  there  will  be  several 
new  faces  among  the  Texas  delega- 
tion, and  all  but  one  of  the  new  faces 
belong  to  Republicans. 

At  the  head  of  the  list,  former  Con- 
gressman Phil  Gramm  replaces  Sen 
John  Tower.  New  Republican  con- 
gressmen and  the  members  they  re- 
place are:  Joe  Barton  (replaces  Phil 
Gramm,  who  was  elected  to  the  Sen- 
ate); Beau  Boulter  (defeated  Jack 
Hightower);  Max  Sweeny  (defeated  Bill 
Patman);  Larry  Combest  (replaces 
Kent  Hance  who  ran  for  the  Senate); 
Tom  DeLay  (replaces  Ron  Paul,  MD, 
who  ran  for  the  Senate);  and  Richard 
Armey  (defeated  Tom  Vandergriff). 

The  lone  new  Democratic  congress- 
man is  Al  Bustamente,  who  defeated 
veteran  Abraham  “Chick”  Kazen  in  the 
May  primary. 

Each  of  the  congressmen  who  re- 
signed or  was  defeated  strongly  sup- 
ported medicine  during  his  service. 
Texas  Medical  Association’s  Division  of 
Legislative  Affairs  encourages  physi- 
cians to  communicate  with  these  new 


congressmen  about  Texas  medicine’s 
commitment  to  quality  health  care  at  a 
reasonable  cost.  Specifically,  many  of 
these  new  congressmen  know  little 
about  the  reasons  for  medicine’s  op- 
position to  mandatory  assignment 
during  the  previous  session. 

Congressional  resolution  extends 
health  education  programs 

Health  professions  student  loans, 
nurse  training,  the  National  Health  Ser- 
vice Corps,  and  community  health 
centers  will  be  funded  for  fiscal  year 
1985  despite  a Presidential  veto. 

A resolution  approved  by  Congress 
just  before  its  adjournment  on  Oct  12 
authorized  the  continuation  of  pro- 
grams in  S 2574,  the  health  profes- 
sions education  reauthorization  bill. 

But,  the  veto  will  force  Congress  to 
reconsider  manpower  programs  again 
next  year,  and  it  signals  the  Reagan 
Administration’s  determination  to  limit 
federal  support  of  manpower  programs 
and  take  greater  control  over  their 
funding,  according  to  the  American 
Medical  Association. 

In  his  veto  message,  the  President 
said  S 2574  would  have  ‘‘continued 
and  increased  obsolete  federal  sub- 
sidies to  health  professions  students” 
at  a time  when  the  ‘‘surplus  of  physi- 
cians has  reduced  the  need  for  federal 
financial  incentives.”  Reauthorization 
levels  ($2.4  billion  through  1987)  were 
far  in  excess  of  his  budget  request 
($1 .7  billion),  he  added. 

Total  funding  for  all  the  reauthorized 
programs  in  fiscal  1985  was  about 
$740  million,  including  $158.4  million 
for  student  loans,  scholarships,  and 
grant  programs  under  Section  7 of  the 
Public  Health  Service  Act. 

The  AMA,  in  a telegram,  had  urged 
the  President  to  sign  the  bill  because 
adequate  funding  is  necessary  to  en- 
sure that  health  professions  students 
are  able  to  continue  their  training. 

Senate  Bill  2574  would  have  re- 
authorized the  Health  Professions 
Student  Loan  (HPSL)  program,  the 


Health  Education  Assistance  Loan 
(HEAL)  program,  the  National  Health 
Service  Corps  (NHSC),  the  community 
and  migrant  health  centers  programs, 
and  health  care  consumer  information 
studies.  It  appropriated  funds  through 
FY  1987  for  NHSC  and  student  loans, 
scholarships,  and  grant  programs 
under  Section  7 of  the  Public  Health 
Service  Act.  It  funded  migrant  health 
centers  and  community  health  centers 
through  FY  1988. 

NEWSMAKERS 

R.  KELLY  HILL,  JR.  MD.  received  the 
Houston  Police  Department’s  public 
service  award  with  citation  and  certifi- 
cate of  appreciation  for  his  work  with 
the  city's  special  weapons  and  tactics 
(SWAT)  unit.  Since  1 982  Dr  Hill  has 
served  as  the  medical  consultant  for 
the  SWAT  unit;  he  provides  ongoing 
medical  instruction,  care,  and  consulta- 
tion to  the  team  in  both  routine  and 
emergency  situations. 

WILLIAM  BARKER  RILEY,  JR,  MD,  has 
been  elected  assistant  secretary  of  the 
American  Society  of  Plastic  and  Recon- 
structive Surgeons,  Inc.  A Houston 
plastic  surgeon,  Dr  Riley  is  director  of 
the  division  of  plastic  surgery  at  The 
University  of  Texas  Medical  School  at 
Houston. 

TIMOTHY  CARIS,  MD,  has  been 
named  acting  dean  of  the  medical 
school  at  The  University  of  Texas 
Health  Science  Center  at  San  Antonio. 
A cardiologist  and  a professor  in  the 
departments  of  medicine  and  family 
practice,  Dr  Caris  was  associate  dean 
for  continuing  medical  education  from 
1 976  to  1 980  and  then  was  named  as- 
sociate dean  for  medical  education  and 
curriculum. 

RICHARD  S.  MATERSON,  MD,  Hous- 
ton, is  the  new  vice  president  of  the 
American  Academy  of  Physical  Medi- 
cine and  Rehabilitation. 
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Make  one  phone  call  to  Trans-Texas  Leasing  and  we  will  deliver  any  make 
anywhere  in  Texas  right  to  your  doorstep.  It's  yours  for  the  asking. 

Call  today  and  we  will  explain  the  tax  advantages,  low  monthly  payments, 
100%  financing,  premium  trade-in  allowances,  and  guaranteed  residual  value 
available  to  you  when  you  lease  a car  from  us. 

We  are  endorsed  by: 


You  know  it's  not  your  every- 
day patient  problem.  Alco- 
holism is  far  different  from 
most  other  diseases.  Patients 
try  to  hide  it  from  you.  They 
resist  treatment.  They  deny 
they  have  the  disease  at  all. 

Such  a complex  physical 
and  emotional  problem  usually 
requires  extensive  evaluation. 
And  intervention  counseling 
is  frequently  needed. 


If  you  are  a specialist  in 
addiction  treatment,  you're 
equipped  to  deal  with  these 
problems.  If  not,  consider 
Brookwood  Recovery  Center 
as  your  specialist  ana  partner 
in  the  treatment  of  alcohol- 
ism and  drug  abuse.  We're  a 
specialized  facility  staffed  to 
serve  both  your  patient  and 
patient's  family.  Our  nation- 
ally recognized  treatment 


programs  have  given  us  one 
of  the  best  recovery  rates  in 
the  country.  And  once  recov- 
ered, your  patients  and  their 
families  return  to  being  the 
kind  of  patients  that  let  you 
help  them  once  again. 

For  further  information  on 
how  a Brookwood  Recovery 
Center  can  help  you  effectively 
treat  this  problem,  call  our 
treatment  center  in  Dallas  . 


(214/988-0106,  metro),  Ft. 
Worth  (817/654-4153,  metro 

Houston  (713/439-1202), 

- • • ,,r 

4i 


,2J' 

San  Antonio  (512/494-4477),! 


Port  Arthur  (409/983-2064) 
or  Westgate  in  Denton 
v (214/434-3549,  metro 
^ V any  t ime,  day  or  night 


Brookwood 
Recovery  Centers 


A health  care  service  of 
American  Medical  International 


Keeping  company  with  the  Texas  Legislature 


The  69th  Texas  Legislature  convenes  in  Austin  in  January. 
Having  followed  the  legislative  process  throughout  the  year, 
Texas  Medical  Association's  Division  of  Legislative  Affairs 
and  the  Council  on  Legislation  expect  several  issues  of  in- 
terest to  physicians  to  develop  as  the  session  progresses. 
The  issues  relate  to  the  Medical  Practice  Act,  nonphysician 
health  care  providers,  medical  education,  drugs  and  alco- 
hol, maternal  and  child  health,  public  health,  medical  care 
finance,  indigent  health  care,  cost  containment,  mental 
health,  the  Sunset  Advisory  Commission,  professional  lia- 
bility, and  health  facilities. 

Texas  Medical  Association  will  be  keeping  company  with 
the  Legislature  and  representing  the  interests  of  physicians 
and  their  patients  as  these  issues  come  to  the  fore. 


Texas  Medical  Association  anticipates  a busy,  challenging 
1985  when  the  Texas  Legislature  convenes  in  January.  With 
more  than  300  state  legislative  proposals  affecting  medicine 
expected  to  be  introduced,  TMA  is  better  prepared  than  ever 
to  respond  to  the  challenges  and  opportunities  presented  by 
today’s  health  care  practices  and  environment. 

Guiding  the  Texas  Medical  Association's  efforts  are 
the  members  of  its  Council  on  Legislation.  The  council  is 
charged  with  implementation  of  legislative  policies  estab- 
lished by  the  House  of  Delegates  and  Executive  Board.  It 
reviews  and  establishes  interim  policy  and  priorities  regard- 
ing legislative  proposals  brought  to  it  by  other  TMA  boards, 
committees,  and  councils;  medical  specialty  societies; 
county  medical  societies;  nonmedical  associations  and  orga- 
nizations; and  individual  legislators  and  congressmen. 

For  the  past  two  years,  the  council  has  been  chaired  by 
John  P.  Coughlin,  MD,  a San  Angelo  urologist  who  formerly 
chaired  the  TMA  Council  on  Socioeconomics.  Other  council 
members  are  C.  L.  Montgomery,  MD,  Lubbock;  John  E. 
Carter,  MD,  San  Antonio;  Robert  B.  Crouch,  MD,  Houston; 
Tom  E.  Dent,  MD,  El  Paso;  William  G.  Gamel,  MD,  Austin; 
Maurice  E.  Herring,  MD,  Dallas;  Larry  J.  Hines,  MD,  McKin- 
ney; Byron  L.  Howard,  MD,  Dallas;  O.  Clayton  Mitchell,  MD, 
Longview;  Dorothy  Patras,  MD,  Fort  Worth;  and  Arthur  L. 
Raines,  MD,  Cleburne. 

Joel  Dunnington,  MD,  Houston,  is  the  council’s  resident 
representative;  Greg  Swanson,  Houston,  student  represen- 
tative; Angela  F.  Gardner,  Lubbock,  alternate  student  repre- 
sentative; and  Ann  (Mrs  Richard)  Ballard,  McAllen,  TMA  Aux- 
iliary representative. 

Joseph  T.  Ainsworth,  MD,  Houston;  John  R.  Asbury,  MD, 
Temple;  Hugh  Lamensdorf,  MD,  Fort  Worth;  William  F.  Ross, 
MD,  Dallas;  Peter  V.  Weston,  MD,  San  Antonio;  Everett 
Bratcher,  MD,  San  Antonio;  and  Gary  W.  Williamson,  MD, 
Austin,  are  consultants  to  the  council. 

The  registered  lobbyists  who  staff  TMA’s  Division  of  Legis- 


lative Affairs  have  worked  with  each  other  and  the  council 
during  two  legislative  sessions.  In  addition,  all  are  familiar 
with  the  multitude  of  staff  skills  and  resources  that  are  avail- 
able throughout  all  TMA  departments  to  support  the 
association’s  common  goals. 

TMA’s  registered  lobbyists  are  Greg  Hooser,  legislative 
counsel  and  director,  Division  of  Legislative  Affairs,  who  spe- 
cializes in  the  Medical  Practice  Act,  allied  health  providers, 
nursing,  professional  liability,  and  federal  issues;  Frank 
Jackson,  attorney,  who  specializes  in  health  facilities  and 
planning,  torts  and  professional  liability,  public  health,  mental 
health,  and  federal  issues;  Alfred  Gilchrist,  who  specializes  in 
allied  health,  nursing,  medical  care  finances  and  reimburse- 
ment, and  indigent  health  care;  Gilbert  Turrieta,  who  special- 
izes in  medical  education,  maternal  and  child  health,  drugs 
and  alcohol,  and  lobby,  election,  and  campaign  issues;  and 
Sylvia  Nesbitt,  who  coordinates  the  division’s  legislative  infor- 
mation services. 

Medical  Practice  Act 

Two  general  types  of  legislative  proposals  could  affect  di- 
rectly the  Medical  Practice  Act.  Such  proposals  are  those 
related  to  the  practice  of  medicine  itself  and  its  regulation  by 
the  Texas  State  Board  of  Medical  Examiners. 

As  in  previous  sessions,  the  prohibition  against  the  corpo- 
rate practice  of  medicine  may  be  the  subject  of  attack.  Cur- 
rently, physicians  may  incorporate  to  provide  professional 
medical  care,  but  nonphysicians  may  not.  The  fundamental 
purpose  of  the  prohibition  against  the  corporate  practice  of 
medicine  is  to  protect  the  integrity  of  the  physician-patient 
relationship  and  prevent  nonmedical  considerations  from  in- 


As  it  has  in  previous  sessions,  the  Texas  House  ot  Representatives  will  hum 
with  activity  when  the  69th  Legislature  convenes  Jan  8. 
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terfering  with  medical  care  decisions.  As  providers  experi- 
ment with  new  medical  care  delivery  systems,  the  prohibition 
bars  approaches  that  de-emphasize  access  to  care,  quality 
of  care,  and  freedom  of  choice.  Texas  Medical  Association 
will  oppose  any  legislation  authorizing  the  corporate  practice 
of  medicine. 

The  second  type  of  legislative  proposals  affect  the  regula- 
tory efforts  of  the  Board  of  Medical  Examiners.  Anticipated 
proposals  include  automatic  suspension  of  the  license  of  a 
physician  convicted  of  a felony  offense  pending  appeal, 
streamlining  of  the  board’s  disciplinary  hearing  procedures, 
and  strengthening  of  the  board’s  professional  staff  to  permit 
faster  and  more  effective  regulatory  efforts.  Texas  Medical 
Association  will  support  legislative  proposals  to  increase  the 
quality  and  effectiveness  of  the  board’s  independent  regu- 
latory efforts  that  protect  the  rights  of  physicians  who 
appear  before  it. 

Nonphysician  health  care  providers 

As  in  previous  sessions,  proposals  from  nonphysician  health 
care  providers  are  expected  to  constitute  the  largest  single 
type  of  legislation  introduced.  Such  legislation  usually  in- 
volves licensure,  independent  practice,  expanded  scope  of 
practice,  third  party  reimbursement,  and  hospital  staff  privi- 
leges proposals. 

Texas  optometrists  intend  to  seek  legislative  authority  to 
utilize  diagnostic,  and,  perhaps,  therapeutic  drugs  in  the 
practice  of  optometry,  an  authority  specifically  denied  since 
optometrists  became  licensed  in  1969.  Texas  Medical  Asso- 
ciation will  oppose  any  attempts  by  nonphysicians  to  secure 
the  authority  to  use  diagnostic  drugs  independently  in  their 
limited-scope  practices.  Optometrists'  1981  efforts  to  secure 
this  authority  caused  the  defeat  of  the  Medical  Practice  Act 
and  necessitated  a special  session  of  the  Texas  Legislature 
to  continue  the  licensure  and  regulation  of  the  practice  of 
medicine. 

Acupuncturists  will  seek  independent  authority  and  licen- 
sure by  a separate  acupuncture  board  to  practice  medicine 
limited  to  the  use  of  the  acupuncture  modality.  A similar  pro- 
posal was  narrowly  defeated  in  1983  in  the  Senate,  with  no 
vote  in  the  House.  TMA  opposes  independent  licensure  of 
and  medical  practice  by  other  “physicians"  based  upon  a 
single  diagnostic  and  treatment  modality,  especially  when 
that  modality  is  considered  “investigational.”  The  practice  of 
medicine  by  acupuncture  should  therefore  be  limited  to  phy- 
sicians or  persons  acting  under  a physician’s  supervision. 

Radiation  technologists  again  will  seek  state  certification 
by  training  and  examination.  Federal  legislation  enacted  in 
1981  encouraged  the  state  to  enact  certification  and  regu- 
latory standards,  but  failed  to  provide  penalties  for  failure  to 
comply.  TMA  historically  has  opposed  such  governmental 
certification,  viewing  state  involvement  as  harmful  by  virtue 


of  creating  shortages  of  qualified  personnel,  particularly  in 
rural  areas,  and  costly. 

The  Texas  Nurses  Association  is  expected  to  continue  its 
pursuit  of  statutory  authority  to  recognize  and  regulate  sub- 
specialty nursing  practices  and  to  provide  direct  third-party 
reimbursement  for  nursing  services.  The  court  challenge  to 
the  Board  of  Nurse  Examiners'  effort  to  recognize  advanced 
nurse  practitioners  by  board  rule  rather  than  statute  still  is 
pending  in  the  appellate  courts.  Pressures  are  building  to 
mandate  direct  third  party  reimbursement  to  advanced 
nurse  practitioners,  nurse  midwives,  and  nurse  anesthetists. 
TMA  will  oppose  expansion  of  the  scope  of  nursing  practice 
into  diagnosis,  treatment,  the  prescribing  of  drugs,  and  di- 
rect third  party  payment  for  ill-defined  nursing  services. 

Medical  education 

Cognizant  of  a shortage  in  state  revenues,  TMA  will  support 
an  increase  in  medical  school  tuition.  Although  the  associa- 
tion will  support  a moderate  and  equitable  tuition  increase,  it 
will  oppose  any  proposals  that  discriminate  against  medical 
students.  In  addition,  TMA  will  advocate  that  any  increase  in 
tuition  be  accompanied  with  comparable  increases  in  finan- 
cial aid  to  help  lessen  the  hardship  on  low  and  middle  income 
medical  students  and  their  families. 

Senator  Ray  Farabee  (D-Wichita  Falls)  has  proposed  that 
some  of  the  revenue  from  increased  tuition  be  dedicated  to 
establish  new  family  medicine  residencies  in  rural  areas,  ur- 
ban low-income  areas,  and  economically  depressed  areas, 
and  additional  psychiatric  residencies  at  the  Texas  Depart- 
ment of  Corrections  and  the  Texas  Department  of  Mental 
Health  and  Mental  Retardation. 

The  Council  on  Legislation  and  the  Council  on  Medical 
Education  are  working  with  the  senator  to  develop  legislation 
to  assist  medical  schools  in  addressing  these  problems. 

Drugs  and  alcohol 

Texas  Medical  Association  will  support  legislation  that  will  in- 
crease the  drinking  age  to  21 . TMA  will  oppose  any  legis- 
lation that  would  encourage  the  use  of  ethylenediamino- 
tetraacetate  (EDTA)  in  chelation  therapy  and  require  that 
insurance  companies  reimburse  a patient  when  this  form  of 
treatment  is  prescribed. 

Maternal  and  child  health 

The  Legislative  Task  Force  on  Indigent  Health  Care  will  pro- 
pose a mechanism  by  which  adolescents  and  selected  other 
high-risk  pregnant  women  and  certain  newborn  infants  can 
receive  early  access  to  appropriate  care,  and  TMA  will  sup- 
port the  measure.  In  1983,  TMA  supported  a similar  measure 
designed  by  the  association’s  Committee  on  Maternal  and 
Child  Health. 
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Public  health 

The  Council  on  Legislation  will  continue  to  work  with  Texas 
Department  of  Health  representatives  to  assure  medical 
input  into  proposed  legislation  relating  to  public  health  pro- 
grams and  to  support  the  department  wherever  possilble. 
There  also  will  be  numerous  issues  that  will  come  up  during 
the  session  as  TDH  goes  through  the  sunset  process. 

Medical  care  finance 

Allied  health  provider  organizations  and  proponents  of  fringe 
medical  treatments  will  continue  to  promote  legislation  to 
mandate  expanded  insurance  coverages.  Mandated  cover- 
age legislation  includes  initiatives  that  will  require:  (1 ) inclu- 
sion of  additional  benefits,  (2)  reimbursement  to  providers, 
and  (3)  condition  of  sale,  which  insurers  must  include  in  their 
insurance  products.  There  is  growing  concern  that  a strong 
relationship  exists  between  mandated  coverages  and  the  ris- 
ing cost  of  health  care.  Several  states  have  considered 
resolutions  to  freeze  additional  mandated  coverage.  A sub- 
committee of  the  House  Insurance  Committee  has  adopted 
criteria  for  evaluating  proposed  mandated  coverage  legisla- 
tion in  1985. 

Approximately  ten  states  have  enacted  legislation  that 
regulates  preferred  provider  organizations  (PPOs).  On  the 
federal  level,  Congress  has  considered  HR  2956,  the  Pre- 
ferred Provider  Health  Care  Act  of  1 983.  Currently,  PPOs 
have  no  directly  applicable  federal  or  Texas  laws  or  regula- 
tions to  comply  with,  other  than  those  that  apply  generally  to 
employer  benefit  plans  and  the  insurance  industry.  With  the 
PPO  movement  afoot  in  Texas,  the  state's  legislators  are 
likely  to  see  proposals  from  either  third-party  administrators 
or  the  insurance  industry. 

Indigent  health  care 

The  state-appointed  Task  Force  on  Indigent  Health  Care  will 
report  its  findings  to  the  1985  Legislature.  Increased  respon- 
sibility on  the  part  of  the  state,  counties,  providers,  and 
individuals  in  sharing  in  the  financing  and  delivery  of  indigent 
care  will  be  emphasized.  Specific  top  priorities  of  the  task 
force  likely  will  be  (1 ) expansion  of  Medicaid  eligibility,  (2) 
establishing  a general  statewide  definition  of  medical  indi- 
gency, (3)  improved  reporting  and  accounting  for  indigent 
medical  care  expenditures,  (4)  establishing  minimum  county 
and  hospital  responsibilities,  and  (5)  a perinatal  plan  for 
Texas.  During  the  past  18  months,  TMA  has  maintained  a 
close  working  relationship  with  the  task  force,  and  the  Divi- 
sion of  Legislative  Affairs  will  continue  this  liaison  during  the 
upcoming  legislative  session. 

Cost  containment 

The  medical  profession  in  Texas  continues  to  be  concerned 
about  the  rising  cost  of  medical  and  health  care  services. 


The  TMA  House  of  Delegates  voted  unanimously  in  1984  to 
recommend  that  physicians  voluntarily  freeze  fees  for  a one- 
year  period.  The  TMA  Cost  Awareness  Program  is  marketed 
aggressively  to  business  and  industry  in  Texas. 

Examination  of  the  medical  care  component  of  the  con- 
sumer price  index  over  the  last  five  years  (September  1 979- 
September  1984)  reveals  an  encouraging  comparison.  The 
annualized  percentage  change  in  the  overall  medical  care 
price  index  during  this  period  was  9.5%  compared  to  a 6.1% 
change  during  the  12-month  period  between  September 
1 983  and  September  1 984.  State  efforts  to  contain  rising 
health  care  costs  have  increased  dramatically  in  recent 
years.  The  states  have  more  than  800  different  cost  con- 
tainment programs  in  place,  ranging  from  second  surgical 
opinion  programs  to  hospital  rate  setting  commissions  to  pre- 
admission screening  programs. 

The  Council  on  Legislation  will  analyze  any  cost  con- 
tainment legislation  in  1985  as  to  its  effect  on  quality  and 
access  to  care. 

Mental  health 

Obtaining  adequate  funding  for  the  operation  of  the  Texas 
Department  of  Mental  Health  and  Mental  Retardation  will  be 


TMA  physicians  offer  expert  testimony  during  public  hearings  during  and  be- 
tween legislative  sessions.  Taking  the  floor  in  this  picture  is  Joseph  T.  Ains- 
worth, MD,  Houston. 
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the  major  challenge  in  the  mental  health  area.  A federal  court 
has  ordered  the  department  to  increase  its  staff/patient  ratio 
by  either  hiring  additional  staff  or  discharging  patients.  The 
Legislative  Budget  Board  has  recommended  only  modest  in- 
creases in  the  department  budget — an  amount  clearly  inade- 
quate to  hire  the  additional  staff  necessary  to  comply  with  the 
court  order.  (It  must  be  noted,  however,  that  the  department 
is  one  of  the  few  state  agencies  to  receive  a recommendation 
for  any  increase  in  funding.)  Texas  Medical  Associaton  will 
work  hard  to  see  that  the  mentally  ill  and  mentally  retarded 
continue  to  receive  necessary  care  and  treatment  during  this 
period  of  no-growth  budgets. 

Also  in  the  area  of  mental  health,  allied  practitioners,  par- 
ticularly psychologists,  will  try  to  expand  their  scope  of  prac- 
tice. Legislation  to  allow  psychologists  to  diagnose  and  co- 
admit patients  to  state  hospitals  was  defeated  last  session 
and  an  interim  legislative  committee  likewise  found  little  merit 
in  the  idea.  Nevertheless,  we  can  expect  similar  or  broader 
initiatives  during  this  session. 

Sunset 

Both  the  Texas  Health  Facilities  Commission,  which  admin- 
sters  the  state’s  Certificate  of  Need  (CON)  program,  and  the 
Texas  Department  of  Health  are  undergoing  the  Sunset  re- 
view process  during  this  session  of  the  Legislature.  Under 
the  Sunset  process,  an  agency  must  be  affirmatively  re- 
created by  the  Legislature  or  the  agency  ceases  to  exist. 
While  it  is  unlikely  that  the  Legislature  would  allow  the  Health 
Department  to  go  out  of  existence,  many  substantial 
changes  in  the  department  will  be  proposed.  Among  these 
changes  are  reconstituting  the  current  Board  of  Health  as  a 
smaller  board  (from  1 8 to  9 members),  removing  categories 
of  membership  (currently  six  positions  on  the  board  are  des- 
ignated for  physicians),  eliminating  the  requirement  that  the 
Commissioner  of  Health  be  a physician,  and  divesting  the 
department  of  its  health  planning  responsibilities. 

It  is  possible  that  the  Legislature  may  refuse  to  recreate 
the  Texas  Health  Facilities  Commission  and  the  state's  CON 
program.  One  factor  in  this  decision  will  be  the  sanction  con- 
tained in  the  federal  health  planning  law  for  states  that  do  not 
comply  with  the  federal  law.  The  sanction,  loss  of  federal 
public  health  block  grant  funds  of  approximately  $200  million, 
is  more  illusory  than  real  because  about  one  half  of  the 
states  are  not  in  compliance  with  the  federal  law.  Yet,  no  ac- 
tion has  been  proposed  against  any  of  these  states,  even  the 
ones  that  have  abolished  their  CON  programs. 

The  Texas  Hospital  Association  and  CON  lawyers  and  oth- 
ers who  benefit  from  the  administrative  process  have  waged 
a strong  campaign  to  continue  the  CON  process  and  the 
Texas  Health  Facilities  Commission.  The  hospital  associa- 
tion also  seeks  to  expand  CON  requirements  to  include 
physician  services  performed  in  nonhospital  settings.  Texas 


Medical  Association  supports  voluntary,  local  health  planning 
and  opposes  inefficient  government  regulation. 

Professional  liability 

The  professional  liability  insurance  situation  in  Texas  and 
other  states  continues  to  deteriorate  in  the  face  of  an  increas- 
ing number  of  claims  and  higher  jury  awards  to  plaintiffs.  The 
Texas  Supreme  Court  continues  to  repeal  provisions  of  the 
Medical  Liability  and  Insurance  Improvement  Act  passed  in 
1 977.  In  response,  TMA  and  other  health  provider  groups 
have  formed  a coalition  to  press  for  legislative  reform  of  the 
tort  system.  High  on  the  list  of  reforms  is  authorization  for 
defendents  to  countersue  against  plaintiffs  who  file  ground- 
less harassment  suits.  The  coalition  also  may  seek  legisla- 
tion to  limit  the  amount  of  legal  fees  plaintiffs'  attorneys  may 
collect  in  the  form  of  contingency  fees. 

Health  facilities 

TMA  will  launch  a major  effort  to  give  legal  status  to  medical 
staff  bylaws.  The  goal  of  this  effort  will  be  to  make  these 
bylaws  binding  on  the  hospital’s  governing  board  once  the 
governing  board  has  adopted  the  bylaws  in  its  regular  course 
of  business.  Under  current  case  law,  members  of  the  medical 
staff  are  required  to  comply  with  bylaws,  but  the  hospital  gov- 
erning board  is  not  similarly  bound.  Physicians  feel  equal 
treatment  is  necessary  to  support  their  role  as  the  patient’s 
chief  advocate. 

Prepared  by  the  TMA  Division  of  Legislative  Affairs. 
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You  can  give 
someone  a 
chance  to  live. 


Someday  your  donor  card  and 
Humana  Hospital  - San  Antonio 
could  give  someone  a second 
chance  on  life. 


Disease  doesn’t  play  favorites.  Anyone  at  any  age  can 
be  faced  with  the  need  for  an  organ  transplant  such  as  a 
kidney  or  liver.  A transplant  can  mean  the  difference 
between  a life  dependent  on  machines  and  medica- 
tions, or  even  no  life  at  all. 

Today,  thanks  to  new  surgical  techniques,  medica- 
tions and  willing  donors,  organ  transplants  have  given 
many  people  a second  chance  on  life.  But  there 
just  aren’t  enough  donor  organs  available. 
Thousands  of  people  are  on  waiting  lists 
around  the  country.  While  the  number  of  those 
in  need  continues  to  grow,  fewer  and  fewer 
donors  are  available. 

Humana  Hospital -San  Antonio  and  the 
physicians  in  their  kidney  transplant  program 
are  committed  to  providing  organs  for  patients 
needing  transplants.  Humana  Hospital -San 
Antonio  is  part  of  a network  of  160  hospitals 
nationwide  dedicated  to  securing  needed  organs 
such  as  hearts,  kidneys  and  livers.  As  a partici- 
pating hospital  in  this  network,  Humana  Hospital - 
San  Antonio  works  with  the  South  Texas  Organ 
Bank  who  can  notify  or  be  notified  of  organ  avail- 
ability and  attempt  to  match  patients  with  needed 
organs. 

But  the  concern  and  commitment  of  you  and 
others  is  necessary  to  give  someone  a second 
chance.  That’s  where  you  can  help.  It  is  easy  to 
become  an  organ  donor.  Simply  fill  out  the  donor 
certificate  on  the  back  of  your  Texas  driver’s 
license  in  the  presence  of  two  witnesses. 

For  more  information  please  call  or  write  the 
Renal  Transplant  Center  at  Humana  Hospital  - 
San  Antonio. 

Give  someone  the  chance  to  live  a better  life. 
Someday,  you  may  need  that  chance  for  someone 
you  love. 


+lumana  Hospital 

San  Antonio 


8026  Floyd  Curl  Drive  • San  Antonio,  Texas  78229  • (512)  692-3545 

South  Texas  Organ  Bank  (512)  732-961 2 1984  Humana  Inc. 


Volume  81  January  1985 


25 


Physician 
and  Patient 

Today’s 
Health  Care 
Team 


TMA 


Texas  Medical  Association 
1985  Annual  Session 
May  8—12,  1985 

San  Antonio  Convention  Center 


26 


TEXAS  MEDICINE 


CANCER UPDATE 


The  association  of  irradiation  with  less-than-radical 
surgery  in  various  types  of  cancer 

Gilbert  H.  Fletcher,  MD 

At  the  turn  of  the  century,  radical  surgical  procedures  were 
designed  for  various  cancers,  radical  mastectomy,  radical 
neck  dissection,  abdominoperineal  resection,  radical  hys- 
terectomy, etc.  These  operations  had  to  be  radical  to  be 
curative  and  were  thought  to  be  the  only  hope  for  cure. 

At  the  mid-century,  there  were  three  rigid  concepts  used  in 
the  planning  of  treatment.  First,  the  treatment  modality  must 
be  either  radiation  or  surgery,  Second,  there  is  an  “all”  or 
“none”  cancerocidal  dose  linked  with  histology  of  the  dis- 
ease. Some  tumors  are  radioresistant  and  irradiation  has  no 
place  in  their  management.  Third,  the  surgical  procedure  had 
to  be  a radical  procedure  which  was  called  “cancerwise.”  At 
that  time  a surgeon  could  not  have  conceived  of  performing 
a surgical  procedure  less  than  the  conventional  surgical 
procedure. 

Rationale  for  combining  irradiation  and  surgery 

Surgical  failures  result,  despite  the  most  radical  procedure, 
because  not  all  microscopic  disease  is  removed  in  all  pa- 
tients. Failures  of  irradiation  are  experienced  with  gross 
masses,  the  frequency  increasing  as  the  volume  of  cancer 
increases.  Therefore,  the  two  modalities  of  treatment  are 
complementary,  irradiation  to  eradicate  the  microscopic 
disease  and  the  surgical  procedure  to  remove  the  gross 
mass(es). 

Guidelines  for  the  combined  treatment  and  advantages 
of  limited  surgery 

If  postoperative  irradiation  is  chosen,  optimally  the  surgi- 
cal procedure  should  be  limited  to  the  removal  of  the  gross 
mass(es)  (1 ) for  the  following  reasons: 

1 . With  diminished  surgical  manipulations,  there  is  less 
opportunity  of  disseminating  tumor  cells  throughout  the 
blood  stream. 

2.  There  is  less  scar  tissue  and  therefore  less  possibility  of 
hypoxia  of  the  tumor  cells  left  behind. 

3.  Postoperative  irradiation  should  be  given  three  to  four 
weeks  following  surgery.  With  very  radical  surgical  proce- 
dures, oftentimes  using  pedicles  for  reconstruction,  it  may 
take  months  before  irradiation  can  be  started.  During  that 
time  there  is  repopulation  of  the  tumor  cells,  and  a gross  re- 
currence is  commonly  seen  when  the  patient  is  ready  for 
postoperative  irradiation. 

4.  With  conservative  surgery,  there  is  better  quality  of  life. 


Gilbert  H Fletcher,  MD,  Division  of  Radiotherapy,  The  University  of  Texas  M D 
Anderson  Hospital  and  Tumor  Institute,  Texas  Medical  Center,  6723  Bertner 
Ave,  Houston,  TX  77030. 


Head  and  neck 

In  squamous  cell  carcinomas  of  the  head  and  neck,  manage- 
ment of  the  metastases  to  the  neck  nodes  has  been  tradition- 
ally a radical  neck  dissection  which  includes  removal  of  the 
jugular  vein  and  the  1 1th  nerve.  This  results,  if  it  is  done  bi- 
laterally, in  marked  edema  of  the  head  with  considerable 
discomfort  until  it  is  eased.  The  resection  of  the  1 1th  nerve 
produces  shoulder  dysfunction.  With  the  use  of  preoperative 
or  postoperative  irradiation,  there  is  no  need  to  remove  all 
neck  tissues  since  the  irradiation  eradicates  the  microscopic 
nests  of  cells,  so  that  modified  neck  dissections  of  various 
degrees  can  then  be  done.  Shoulder  function  is  never  im- 
paired with  simple  removal  of  the  gross  mass(es)  to  include 
the  sternocleidomastoid  muscle  and  jugular  vein  if  a node(s) 
is  attached  to  it. 

Breast 

From  some  series,  it  has  been  strongly  suggested  that  radi- 
cal mastectomy  for  advanced  breast  cancers  produces  dis- 
tant metastases  (2).  In  the  1 950s,  several  studies  were  un- 
dertaken to  find  an  anatomical  reason.  Through  multiple 
blood  samplings  taken  during  a surgical  procedure,  it  was 
shown  that  there  is  an  increase  in  the  tumor  cell  count  in  the 
circulating  blood.  In  the  radical  mastectomy  for  breast  can- 
cer, the  thinning  of  the  flaps  by  peeling  off  the  fat  (there  are 
no  cancer  cells  in  the  fat)  can  be  fraught  with  wound  slough 
resulting  in  months  of  delay  before  irradiation  of  the  chest 
wall  can  be  started,  since  one  should  not  start  treatment  until 
there  is  complete  wound  healing  because  premature  irradia- 
tion can  prevent  healing.  Thin  flaps  are  devascularized  and 

1 . A 35-year-old  woman  who  presented  in  July  1974  with  a 3 cm  cancer  in 
the  upper  outer  quadrant  of  the  right  breast.  The  tumor  was  excised  and 
5,000  rad  was  given  postoperatively  to  the  breast  and  the  regional  lym- 
phatics. She  had  no  evidence  of  disease  in  May  1983.  (From  Montague  ED, 
Gutierrez  AE,  Barker  JL,  et  at:  Conservative  surgery  and  irradiation  for  the 
treatment  of  favorable  breast  cancer  Cancer  43:1058-1061 , 1979.) 
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tumor  cells  which  are  in  the  lymphatics  of  the  skin  are  less 
radiosensitive.  A simple  extended  mastectomy  (dissection  of 
the  lateral  axilla)  removes  the  mass  in  the  breast  and  palpa- 
ble axillary  nodes  without  thinning  of  the  flaps.  The  wound 
heals  promptly  and  irradiation  can  always  be  started  within 
three  to  four  weeks.  For  small  volume  breast  cancer,  a simple 
excision  followed  by  irradiation  yields  cure  rates  similar  to 
those  obtained  with  classical  radical  mastectomy  (3),  and  the 
cosmesis  is  excellent  as  may  be  seen  in  Fig  1 (4). 

So-called  radioresistant  tumors 

Some  examples  of  combined  irradiation  and  surgery  will  be 
given  in  patients  with  tumors  which  were  until  recently  con- 
sidered to  be  radioresistant.  This  combination  of  two  less 
than  radical  treatments  not  only  can  improve  control  rates  but 
also  can  result  in  considerable  improvement  in  the  quality  of 

2.  A 10-year-old  girl  was  admitted  in  June  1971  with  a history  of  left  paroti- 
dectomy performed  at  another  hospital  in  April  1971  for  a fixed  preauricular 
mass  that  had  grown  rapidly.  At  operation,  the  mam  trunk  of  the  facial  nerve 
was  sectioned  to  remove  the  tumor  mass,  and  the  nerve  was  then  resutured. 
Histology  indicated  poorly  differentiated  adenocarcinoma.  The  patient  re- 
ceived postoperative  irradiation.  She  was  without  evidence  of  disease  in 


August  1 983,  with  only  minimal  facial  nerve  weakness;  cosmetic  result  is  ex- 
cellent. ( From  Tapley  Ndu  V:  Irradiation  treatment  of  malignant  tumors  of  the 
salivary  glands.  Ear  Nose  Throat  J 56(3):110-114,  1977). 


life.  The  conventional  surgical  procedure  for  malignant  tu- 
mors of  the  parotid  is  a total  parotidectomy  with  sacrifice  of 
the  facial  nerve,  leaving  the  patient  with  great  disfigurement. 
With  a less  radical  procedure  (which  preserves  the  facial 
nerve)  followed  by  irradiation,  the  control  rates  have  been 
shown  to  be  better  than  with  the  radical  surgical  procedure, 
and  the  cosmesis  is  immensely  better,  as  shown  by  the  pho- 
tograph of  a patient  (Fig  2)  (5). 

In  the  1930s,  the  soft  tissue  sarcomas  were  placed  in  the 
category  of  absolutely  radioresistant  tumors.  With  radical 
surgical  procedures,  including  amputation  and  disarticulation 
when  the  tumor  is  close  to  a joint,  the  local  recurrence  rate  is 
29%  (6).  It  has  been  shown  that  the  local  control  with  conser- 
vative removal  of  the  tumor  mass  followed  by  irradiation  is 
effective  (7).  The  patient  shown  in  Fig  3 had  a tumor  which 
would  have  required  a forequarter  amputation  that  would 

3.  This  40-year-old  woman  was  admitted  with  pain  on  motion  in  the  right  arm. 
A 2 x4cm  subcutaneous  mass  just  anterior  to  the  head  of  the  humerus  was 
excised  in  November  1972  that  proved  to  be  a high  grade  fibrosarcoma. 

Using  the  shrinking  field  technique,  a tumor  dose  of  6,600  rad  was  delivered 
in  seven  weeks.  The  patient  is  living  free  of  disease  at  ten  years  with  excellent 
arm  function.  (From  Lindberg  RD:  Soft  tissue  sarcoma,  in  Fletcher  GH(ed): 
Textbook  of  Radiotherapy,  ed  3.  Philadelphia,  Lea  and  Febiger,  1980,  pp 
922-942.) 
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have  included  removal  of  the  shoulder  and  scapula,  whereas 
simple  excision  followed  by  irradiation  yielded  excellent  func- 
tion (8). 

Summary 

The  fact  that  irradiation  may  not  be  the  sole  treatment  in 
some  tumors  does  not  mean  that  it  does  not  have  a place  in 
their  management.  This  is  well  illustrated  in  the  management 
of  soft  tissue  sarcomas.  As  a general  rule,  large  tumors 
should  not  be  treated  with  irradiation  only  if  gross  cancer  can 
be  resected  simply.  One  must  think  of  the  quality  of  life  avail- 
able to  the  patient.  In  that  context,  conservative  surgical 
removal  with  modest  doses  of  irradiation  may  not  only  yield 
better  results  than  either  of  the  disciplines  used  alone,  but 
also  results  in  excellent  function  and  cosmesis. 
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Aminocaproic  acid  for  bleeding  in  thrombocytopenic 
patients 

Rafael  L.  Gallardo,  MD  Frank  H.  Gardner,  MD 

In  the  past  few  years  aminocaproic  acid  has  been  found 
useful  in  decreasing  bleeding  in  amegakaryocytic  thrombo- 
cytopenic patients.  It  has  been  especially  helpful  in  con- 
trolling capillary  oozing  from  the  nasopharynx  and  gingival 
bleeding.  Since  the  main  function  of  the  medication  is  to  pre- 
vent lysis  of  the  clot,  the  patient  should  be  carefully  examined 
to  exclude  disseminated  intravascular  coagulation  when 
therapy  is  begun. 

Thrombocytopenic  bleeding  has  been  a major  complica- 
tion in  the  treatment  of  patients  with  acute  leukemia  and 
those  experiencing  cytotoxic  effects  of  chemotherapy  for  a 
variety  of  solid  tumors.  The  bleeding  has  been  inversely  cor- 
related with  the  platelet  count  (1 ).  Most  bleeding  has  been 
noted  to  occur  when  the  platelet  count  is  less  than  20,000 
ixL.  More  recently  some  investigators  have  suggested  that 
this  value  should  be  reduced  to  less  than  10,000  jj.L  (2). 
Therapeutic  or  prophylactic  platelet  transfusions  have  been  a 
standard  therapy  for  the  treatment  of  patients  with  throm- 
bocytopenia. In  the  past  decade  the  use  of  platelet  concen- 
trates throughout  the  United  States  has  increased  dramati- 
cally; a tenfold  increase  in  demand  has  placed  much  stress 
on  the  procurement  and  availability  of  these  concentrates 
from  blood  banks.  Also  there  has  been  an  increased  risk  of 
hepatitis  and  alloimmunization  to  the  platelet  transfusion. 
Theoretically  there  might  be  an  increase  in  the  risk  of  ac- 
quired immune  deficiency  syndrome  (AIDS)  with  the  use  of 
these  transfusions.  Repetitive  platelet  transfusions  result  in 
diminished  recovery  of  platelets  in  circulation,  and  the  pa- 
tients become  refractory  to  further  platelet  transfusion  (3).  In 
the  past  few  years  it  has  been  important  to  devise  and  aug- 
ment our  current  programs  to  lessen  the  need  for  platelet 
transfusions.  In  our  clinic  we  have  observed  that  bleeding 
which  occurs  during  thrombocytopenia  can  be  controlled  in 
part  by  the  use  of  the  antifibrinolytic  agent  epsilon  amino- 
caproic acid  (EACA)  (4). 

EACA  has  been  available  for  clinical  use  for  the  past  25 
years  and  early  studies  did  suggest  that  this  simple  amino 
acid  agent  helped  control  bleeding  in  thrombocytopenic  pa- 
tients. However,  the  reports  and  theoretical  concern  for 
thrombotic  reaction  during  treatment  have  diminished  its  use 
significantly  (5).  It  now  appears  that  proper  laboratory  tests 
were  not  done  to  rule  out  disseminated  intravascular  coag- 
ulation (DIC)  when  this  agent  was  used. 
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The  rationale  for  the  use  of  EACA  in  the  thrombocytopenic 
patient  is  based  on  several  physiologic  observations.  The 
clot  that  is  formed  with  inadequate  platelets  is  friable,  lyses 
rapidly,  and  results  in  a poor  hemostatic  plug.  EACA  is  used 
to  diminish  fibrinolysis  and  to  allow  the  clot  to  become  more 
stable  and  assure  that  it  can  augment  adequate  fibrinogen 
for  a more  stable  clot  (Fig  1 ).  As  fibrinogen  is  degraded  by 
fibrinolysis  the  fragments  are  known  to  impair  platelet  func- 
tion. Fragment  D,  in  particular,  is  of  special  concern  since  it 
decreases  the  aggregation  of  the  fibrin  monomers.  We 
should  also  recognize  that  plasmin  and  other  proteolytic  en- 
zymes digest  glycoproteins  that  are  present  on  the  platelet 
membrane  and  further  decrease  platelet  function.  The  plas- 
min cleavage  of  glycoprotein  1 B alters  the  surface  receptors 
for  von  Willebrand  factor  and  totally  inhibits  platelet  agglu- 
tination response  to  ristocetin  and  adenosine  diphosphate 
(8). 

The  summation  of  these  observations  implies  that  a reduc- 
tion of  the  normal  fibrinolytic  mechanisms  can  be  helpful  to 
maintain  clot  formation  and  to  preserve  platelet  function  to 
assure  that  the  optimal  hemostatic  plug  can  be  obtained  in 
the  thrombocytopenic  patient.  We  have  noted  in  a prelimi- 
nary randomized  study  that  EACA  has  diminished  the  num- 
ber of  days  that  bleeding  occurs  in  the  acute  leukemic  patient 
undergoing  remission  induction.  Although  previous  experi- 
ence lets  us  know  that  we  decreased  platelet  transfusions  by 
one  third  when  we  used  EACA,  the  study  did  not  show  a 
decrease  in  platelet  transfusions.  This  lack  of  decrease  in 
platelet  transfusion  could  be  in  part  related  to  a more  severe 
thrombocytopenia  in  the  group  of  patients  receiving  EACA. 
The  higher  degree  of  thrombocytopenia  could  be  explained 
by  the  greater  number  of  patients  requiring  several  cycles  of 
chemotherapy.  Nasopharyngeal  and  gingival  bleeding  in  the 
thrombocytopenic  patient  is  of  great  concern  to  the  patient  as 
well  as  to  the  attending  physicians.  In  this  patient  group  we 
have  noted  marked  improvement  by  the  addition  of  EACA  in 
their  treatment  programs.  Its  effectiveness  is  due  to  inhibition 
of  the  proteolytic  enzymes  in  the  nasal  mucosal  secretions 
which  participate  in  clot  lysis  and  allow  continuation  of  the 
epistaxis  (6).  Furthermore,  the  presence  of  a clot  in  the  nares 
serves  as  additional  nasal  packing  and  in  many  instances 
obviates  the  need  for  a cotton  plug  that  may  traumatize  the 
mucosa  and  reinitiate  the  capillary  bleeding.  The  same 
mechanism  applies  to  the  presence  of  proteolytic  enzymes  in 
the  saliva  and  the  value  of  blocking  these  enzymes  with  the 
antifibrinolytic  agent. 

EACA  should  be  used  with  care  in  all  thrombocytopenic 
patients.  DIC  can  be  excluded  by  appropriate  laboratory 
studies:  determination  of  partial  thromboplastin  time,  pro- 
thrombin time,  fibrinogen,  and  fibrinogen  degradation  prod- 
ucts. If  diffuse  intravascular  clotting  is  implicated  by  any  of 
these  tests,  EACA  should  not  be  used.  Unopposed  clotting 
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forces  will  result  in  diffuse  intravascular  clotting.  It  is  impor- 
tant to  mention  that  EACA  has  been  used  to  control  the  coag- 
ulopathy occurring  during  the  treatment  of  acute  promyelocy- 
tic  leukemia  (9).  This  coagulopathy  is  believed  to  be  a form  of 
DIC,  but  we  wonder  if  this  is  primary  fibrinolysis.  Since  the 
drug  is  rapidly  eliminated  by  the  kidneys,  it  must  be  used  with 
care,  if  at  all,  in  the  patient  who  has  elevated  creatinine  val- 
ues. The  standard  loading  dose  of  100  mg/kg  is  recom- 
mended initially  to  establish  an  adequate  blood  level  in  view 
of  the  rapid  renal  excretion.  If  this  loading  dose  is  omitted,  the 
therapeutic  response  may  be  delayed  for  two  or  three  days. 

In  our  laboratory,  the  maintenance  dose  to  control  fibrinolysis 
in  most  patients  has  been  3 gm  every  six  hours,  in  most  in- 
stances, orally.  We  have  measured  the  antifibrinolytic  effect 
of  EACA  by  using  the  plasma  clot  lysis  with  125l  fibrinogen. 
More  experience  is  needed  before  this  test  can  be  recom- 
mended as  a method  to  guide  patient  therapy.  If  there  is  not  a 
response  in  two  days,  the  dosage  may  be  increased  by  1 gm 
every  six  hours  daily  to  a maximum  of  6 gms  every  six  hours. 
However,  we  have  not  been  impressed  that  a larger  dose  has 
been  more  useful. 

We  have  observed  minimal  side  effects  in  our  patients. 
Several  patients  have  had  postural  hypotension,  which  has 
been  controlled  by  decreasing  the  dosage.  A few  patients 
have  had  persistent  hypotension,  and  we  have  used  the 


EACA  concurrently  with  oral  ephedrine  in  two  patients  who 
had  marked  gastrointestinal  blood  loss  from  chronic  throm- 
bocytopenia. Over  a period  of  five  years  of  using  the 
medication,  a number  of  patients  have  had  gastrointestinal 
distention  which  usually  has  disappeared  following  dose  re- 
duction and  a slow  return  to  the  recommended  six-hour 
schedule.  Many  patients  comment  about  a bizarre  taste  in 
their  mouth  which  they  associate  with  the  medication,  and 
several  patients  have  complained  of  a severe  headache 
soon  after  the  first  dose  of  the  medication.  This  has  usually 
been  controlled  by  reduction  of  the  medication  to  1 gm  every 
six  hours  and  slowly  increasing  to  the  optimal  dose  over  the 
period  of  two  to  five  days.  At  necropsy  two  patients  were 
noted  to  have  thrombi  that  were  not  considered  to  be  the 
cause  of  death.  Renal,  cardiac,  hepatic,  or  muscle  necrosis 
has  not  been  observed  in  our  patient  group;  and  seems  to  be 
extremely  rare,  but  the  physician  should  note  that  it  can  exist. 

A recent  report  of  a randomized  study  for  gastrointestinal 
bleeding  using  cimetidine  versus  tranexamic  acid  (a  potent 
antifibrinolytic  agent)  demonstrated  that  the  antifibrinolytic 
agent  was  more  effective  than  cimetidine  in  decreasing  mor- 
tality rates  in  this  comparative  clinical  study  (7).  What  should 
be  emphasized  is  that  the  secretions  of  the  gastric  mucosa 
also  have  fibrinolytic  activity  and  antifibrinolytic  therapy  is 
effective. 


1.  Mechanism  of  action  of  EACA. 
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In  summary,  EACA  has  been  found  useful  to  decrease 
bleeding  in  amegakaryocytic  thrombocytopenic  patients.  It 
has  often  decreased  the  need  for  platelet  concentrate  trans- 
fusions, and  we  believe  it  has  provided  better  health  care  by 
lessening  of  platelet  immunization  and  hepatitis.  It  should  be 
understood  that  EACA  is  not  a substitute  for  platelet  transfu- 
sion but  a measure  that  will  prove  to  be  extremely  beneficial 
in  decreasing  platelet  use.  We  hope  that  a more  exact  dos- 
age schedule  may  be  obtained  by  future  clinical  studies. 

REFERENCES 

1 . Gaydos  LA,  Freireich  EJ,  Mantel  N:  The  quantitative  relation  between 
platelet  count  and  hemorrhage  in  patients  with  acute  leukemia.  N Engl  J Med 
266:905-909,  1962. 

2.  Slichter  SJ:  Controversies  in  platelet  transfusion  therapy.  Annu  Rev  Med 
31  : 509 -540,  1980. 

3.  Sintnicolaas  K,  Vriesendorp  HM,  Sizoo  W,  et  al:  Delayed  alloimmunisa- 


tion  by  random  single  donor  platelet  transfusions.  A randomized  study  to 
compare  single  donor  and  multiple  donor  platelet  transfusions  in  cancer  pa- 
tients with  severe  thrombocytopenia.  Lancet  1(8223)  :750-754,  1981 . 

4.  Gardner  FH,  Helmer  RE  III:  Aminocaproic  acid.  Use  in  control  of  hemor- 
rhage in  patients  with  amegakaryocytic  thrombocytopenia.  JAMA 

243(1)  :35-37,  1980. 

5.  Griffin  JD,  Ellman  L:  Epsilon-aminocaproic  acid  (EACA).  Semin  Thromb 
Hemost  5(1)  :27— 40,  1978. 

6.  Markwardt  F(ed):  Fibrinolytics  and  Antifibrinolytics  Handbook  of  Experi- 
mental Pharmacology,  vol  46.  New  York,  Springer- Verlag,  1 978,  pp  5- 1 6. 

7.  Barer  D,  Ogilvie  A,  Henry  D,  et  al:  Cimetidine  and  tranexamic  acid  in  the 
treatment  of  acute  upper-gastrointestinal-tract  bleeding.  N Engl  J Med  308 
(26):1517 — 1575,  1983. 

8.  Adelman  B,  Loscalzo  J,  Michelson  AD,  et  al:  Fibrinolytic  therapy  inhibits 
platelet/von  Willebrand  factor  interactions,  abstract  (no.  1089).  Blood  62(pt  1, 
suppl  1):  296a,  1983. 

9.  Keane  TJ,  Gorman  AM,  O'Connell  LG,  et  al:  Epsilon-amino-caproic  acid 
in  the  management  of  acute  promyelocytic  leukemia.  Acta  Haemat  (Basel) 
56(4)  :202-204,  1976. 


When  good  practice 

management  is  not  enough  . . . 

A marketing  plan  can  help  build  your  practice  through 
greater  patient  satisfaction,  higher  patient  volume, 
increased  physician  referral,  and  greater  awareness  of 
your  services  in  your  community. 

We  can  provide  market  research,  practice  analysis,  devel- 
opment of  patient  education  programs  and  literature,  and 
creation  of  comprehensive  marketing  plans. 

We  deal  exclusively  with  physicians  and  design  our  pro- 
grams within  professional  society  guidelines.  Call  us 
today  for  a more  successful  and  satisfying  tomorrow. 

Chimney  Hill  Business  Park  301  Arguello,  Suite  102  College  Station,  TX  77840  (409)  846-3573 

32 


TEXAS  MEDICINE 


James  A.  Rusch,  MD  Harold  R.  Mancusi-Ungaro,  Jr,  MD 
Donald  H.  Parks,  MD 

James  A.  Rusch,  MD,  Resident  in  General  Surgery;  Harold  R,  Mancusi- 
Ungaro,  Jr,  MD,  Assistant  Professor  of  Surgery;  and  Donald  H,  Parks,  MD, 
Associate  Professor  of  Surgery,  The  University  of  Texas  Medical  School  at 
Houston,  Send  reprint  requests  to  Dr  Mancusi-Ungaro,  Department  of  Sur- 
gery, The  University  of  Texas  Health  Science  Center,  6431  Fannin,  MSMB 
4.152,  Houston,  TX  77030. 


Burns  involving  area 
heating:  enduring  the 
Texas  winter 

During  a one-month  period  of  record  cold  temperatures, 
45  patients  with  acute  burns  presented  for  treatment. 
Eighteen  of  these  cases  could  be  directly  attributed  to 
space  heaters  and  items  used  for  their  heat.  Individuals 
at  risk  were  most  frequently  the  young,  the  old,  and  the 
infirm.  In  five,  preexisting  medical  problems  led  to  the 
injuries.  The  mechanisms  or  etiology  of  the  burns  com- 
prised seven  direct  contact  burns,  five  flame  burns  from 
ignited  clothing,  three  radiation  burns  from  undue  prox- 
imity to  the  heat  source,  two  flash  burns  from  lighting 
heaters,  and  one  house  fire  from  an  apparently  faulty 
heater.  The  epidemiology  of  burns  secondary  to  area 
heating  has  been  reviewed  with  reference  to  previous 
burn  studies  as  well  as  product  information  reports  on 
space  heating.  Such  injuries  appear  peculiar  to  the  cli- 
mate and  habits  of  the  temperate  southern  states. 


Unaccustomed  to  sustained  cold  weather,  Houstonians  were 
forced  to  adapt  to  record-breaking  temperatures  in  Decem- 
ber 1983  (1).  A low  reading  of  1 1°  made  Christmas  Day  the 
coldest  December  day  on  record  and  the  third  coldest  day 
ever.  Christmas  Eve  had  stayed  cold,  reaching  a high  of  only 
27°,  breaking  the  record  for  the  lowest  daily  high.  Other  rec- 
ords for  the  month  included  1 1 consecutive  days  with  lows 
below  freezing  and  1 1 0 consecutive  hours  below  freezing. 
With  the  sustained  low  temperatures  came  a series  of  burn 
injuries,  apparently  related  to  the  attempts  of  individuals  and 
families  to  warm  their  homes. 

During  a one-month  period  extending  over  the  last  two 
weeks  of  December  1 983  and  the  first  two  weeks  of  January 
1984,  the  burn  service  of  The  University  of  Texas  Health  Sci- 
ence Center  at  Houston  and  the  Hermann  Hospital  examined 
45  acute  burns  in  the  emergency  room.  Eighteen  of  these 
injuries  could  be  directly  attributed  to  space  heaters  or  con- 
trived area  heaters.  The  latter  included  hot  plates  left  on  the 
floor,  stoves  turned  on  high,  and  pots  of  hot  water  placed 
throughout  the  home. 


Demography 

In  surveying  the  burns  attributed  to  heating  devices,  persons 
at  risk  were  most  frequently  the  young  and  the  old.  Four  of 
the  patients  were  less  than  4 years  old,  and  six  were  over  70 
years  old.  In  five  cases,  previous  medical  problems  led  to 
the  injuries.  Four  patients  fell  unconscious  onto  or  near  the 
heater.  Two  of  these  suffered  from  epilepsy.  The  fifth  patient 
was  unable  to  feel  the  burning  because  of  her  peripheral 
neuropathy. 

No  one  type  of  heat  source  predominated.  The  space 
heaters  involved  included  electric,  open  gas,  and  closed  gas 
types.  Although  most  were  portable  heaters,  the  exposed 
floor  grate  to  a built-in  gas  heater  did  account  for  one  burn. 

Burns  occurred  by  essentially  four  mechanisms.  Nine  fol- 
lowed direct  contact  with  a hot  surface.  Three  were  due  to 
proximity  to  the  heat  source  without  contact.  In  another  four, 
clothing  was  ignited.  Finally,  two  patients  were  burned  in  the 
process  of  lighting  heaters. 

The  extent  of  injury  appeared  to  depend  upon  the 
mechanism  of  injury  (Fig  1 ).  In  general,  contact  with  the  heat 
source  tended  to  inflict  deeper  burns  while  ignition  of  clothing 
produced  larger  burns.  The  only  deaths  occurred  in  the  el- 
derly. Of  the  six  patients  more  than  70  years  old,  three  died, 
all  of  apparent  acute  myocardial  infarction. 

Discussion 

The  advent  of  burns  related  to  area  heating  can  be  attributed 
to  the  onset  of  unusually  cold  temperatures,  since  no  similar 
injuries  occurred  before  the  change  in  weather.  While  a 
causal  relationship  exists,  a review  of  other  annotated  series 
of  burn  injuries  suggests  that  such  burns  may  represent  a 
regional  as  well  as  a seasonal  phenomenon.  Although  Durt- 
schi  et  al  (2)  in  Seattle  noted  little  seasonal  variation  in 
pediatric  burns,  70%  of  those  cases  were  scalds.  Slater  and 
Gaisford  (3),  in  a report  of  burns  in  the  elderly  out  of  Pitts- 
burgh, found  that  only  six  out  of  1 08  burns  were  related  to 


1.  Types  of  burns  associated  with  space  heaters  and  contrived  area  heaters. 
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patients  warming  themselves.  In  the  more  temperate  south- 
west, Jay  et  al  (4),  from  Irvine,  Calif,  reviewed  the  epidemi- 
ology of  burns  as  a basis  for  prevention  and  stated  that  it  was 
rare  to  see  injuries  from  any  space  heater,  fireplace,  or  fur- 
nace. In  fact,  the  combined  incidence  of  2%  was  less  than 
the  percentage  due  to  sunburn  and  beach  fires.  Such  figures 
correspond  with  the  data  from  across  the  country  compiled 
by  the  National  Burn  Information  Exchange  and  reported  by 
Feller  et  al  (5)  in  1 982.  That  collection  of  1 9,000  cases  from 
130  institutions  focused  on  the  young  and  old  as  high  risk 
groups.  Yet,  in  children  one  to  two  years  old,  heater-related 
burns  accounted  for  less  than  2%,  while  bathroom  and 
kitchen-related  accidents  represented  about  90%  of  their 
cases.  Similarly  in  the  aged,  about  6%  of  burns  were  directly 
attributed  to  lighting  heaters  and  furnaces.  In  comparison, 
75%  of  burns  in  the  elderly  involved  ignition  of  fabrics  and  5% 
hot  surface  contact.  However,  such  cases  were  not  classified 
to  distinguish  burns  related  to  heaters  except  in  the  lighting 
of  them. 

In  contrast,  Blocker  et  al  (6)  from  Galveston,  Tex,  reported 
1 ,000  burn  patients  admitted  to  their  institution  during 
1951-1959.  That  series  underscored  the  importance  of 
open  gas  heaters  as  a cause  of  burns,  at  least  in  Texas.  Sig- 
nificantly, two-thirds  of  all  burn  patients  were  hospitalized  in 
fall  and  winter.  In  point,  Blocker  et  al  concluded  that  because 
cold  weather  occurred  only  sporadically,  central  heating  re- 
mained uncommon,  particularly  in  low  income  housing. 
Accordingly,  area  heating  represented  a significant  factor  in 
the  epidemiology  of  burns. 

The  use  of  area  heating  continues  to  pose  a hazard  to 
health  and  property  in  the  southern  United  States.  Accidents 
related  to  area  heating  constituted  40%  of  the  burns  seen  in 
our  hospital  during  the  period  studied.  A similar  regional 
pattern  has  also  been  noted  in  a national  survey  of  fires  in- 
volving area  heaters  during  the  1982-1983  heating  season 
(7).  The  southern  United  States  reported  one-fourth  of  all 
such  fires  and  accounted  for  over  one-half  of  the  fire-related 
deaths.  The  moderate  climate  of  the  area  necessitates  home 
heating  for  only  short  periods  of  time,  and  many  people  con- 
tinue to  rely  on  substandard  or  unsafe  heating.  In  addition, 
natural  gas  has  remained  an  available  and  economical  fuel  in 
Texas  because  of  local  production  without  federal  parity.* 
That  being  the  case,  a common  belief  persists  that  while 
possibly  safer,  the  new  generation  of  kerosene  and  electric 

'Compared  to  the  other  fuels  for  the  same  amount  of  heat  (8),  natural  gas  in 
Houston  (60c  per  100  cu  ft)  costs  about  half  as  much  as  kerosene  ($2.25  per 
gal)  and  about  one-third  as  much  as  electricity  (7C  per  kW-hr). 
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space  heaters  remains  economically  unfeasible. 

Space  heaters  need  not  be  dangerous  nor  expensive.  Un- 
fortunately, though,  many  in  use  have  unprotected  sources  of 
heat,  flame,  and  electricity.  Consumers  Union  (9),  in  its  1980 
survey  of  portable  electric  heaters,  recommended  radiation/ 
convection  heaters,  but  especially  the  convection-only  type 
for  areas  with  small  children,  and  only  units  with  protected 
heating  elements.  Those  favored  ranged  in  price  from  $29 
to  $58. 

On  a national  scale,  alternate  methods  of  heating  gained 
popularity  after  the  Arab  oil  embargo  of  the  early  1 970s.  The 
Consumer  Product  Safety  Commission  has  estimated  that 
approximately  25  million  Americans  have  turned  down  their 
central  heating  in  favor  of  wood  stoves,  fireplace  inserts,  and 
space  heaters.  Indeed,  although  essentially  unknown  in  the 
United  States  prior  to  1 970,  approximately  9 million  portable 
kerosene  heaters  had  found  their  way  into  the  home  by  the 
end  of  the  1 982-1 983  winter  heating  season.  Another  3 mil- 
lion heaters  were  expected  to  be  sold  for  the  1983-1984 
heating  season  (8). 

Despite  the  regional  predilection,  the  continued  preva- 
lence of  burns  due  to  space  heaters  begs  a preventative 
effort  as  was  done  with  flammable  children’s  sleepwear 
in  the  early  1 970s.  With  sleepwear,  the  changes  were 
wrought  through  federal  standards  and  a public  information 
campaign.  Such  measures  led  to  a decreased  incidence'of 
sleepwear-related  burns  (10).  Unfortunately,  new  safety 
standards  will  not  alter  the  practices  and  habits  of  those  fac- 
ing the  intermittent  cold  spell  with  stopgap  measures  and 
antiquated  space  heaters. 

The  present  series  of  burn  injuries  herein  did  not  occur 
solely  from  space  heaters.  Rather,  they  resulted  from  many 
factors,  each  interacting  to  lead  to  the  accident.  The  ex- 
tremes of  age  and  infirmity,  together  with  carelessness, 
compound  the  effect  of  dangerous  practices  and/or  unsafe 
units.  Thus,  while  all  burns  cannot  be  stopped,  through 
safety  information  and  forethought,  many  might  have  been 
prevented. 
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Low  incidence  of  side  effects 

CARDIZEM®  (diltiazem  HC1) 
produces  an  incidence  of  adverse 
reactions  not  greater  than  that 
reported  with  placebo  therapy, 
thus  contributing  to  the  patient’s 
sense  of  well-being. 

'Cardizem  Is  indicated  in  the  treatment  of  angina  pectoris  due  to 
coronary  arteiy  spasm  and  in  the  management  of  chronic  stable 
angina  ( classic  effort-associated  angina)  in  patients  who  cannot 
tolerate  therapy  with  beta-blockers  and/or  nitrates  or  who  remain 
symptomatic  despite  adequate  doses  of  these  agents. 
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Reduces  angina  attack  frequency 

42%  to  46%  decrease  reported  in 
multicenter  study.1 

Increases  exercise  tolerance* 

In  Bruce  exercise  test,2  control 
patients  averaged  8.0  minutes  to 
onset  of  pain;  Cardizem  patients 
averaged  9.8  minutes  (P<.005). 
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PROFESSIONAL  USE  INFORMATION 

cardizem 

(dilliazenn  HCI) 

30  mg  and  60  m#  tablets 

DESCRIPTION 

CARDIZEM'1  (diltiazem  hydrochloride)  is  a calcium  ion  influx 
inhibitor  (slow  channel  blocker  or  calcium  antagonist)  Chemically, 
diltiazem  hydrochloride  is  1,5-Benzothiazepin-4(5H)one,3-(acetyloxy) 
-5-[2-(dimethylamino)ethyl]-2,3-dihydro-2-(4  methoxyphenyl)-, 
monohydrochloride,(+)-cis-.The  chemical  structure  is: 


Diltiazem  hydrochloride  is  a white  to  off-white  crystalline  powder 
with  a bitter  taste  It  is  soluble  in  water,  methanol,  and  chloroform 
It  has  a molecular  weight  of  450  98  Each  tablet  of  CARDIZEM 
contains  either  30  mg  or  60  mg  diltiazem  hydrochloride  for  oral 
administration 

CLINICAL  PHARMACOLOGY 

The  therapeutic  benefits  achieved  with  CARDIZEM  are  believed 
to  be  related  to  its  ability  to  inhibit  the  Influx  of  calcium  ions 
during  membrane  depolarization  of  cardiac  and  vascular  smooth 
muscle. 

Mechanisms  of  Action.  Although  precise  mechanisms  of  its 
antianglnal  actions  are  still  being  delineated,  CARDIZEM  is  believed 
to  act  in  the  following  ways: 

1.  Angina  Due  to  Coronary  Artery  Spasm  CARDIZEM  has  been 
shown  to  be  a potent  dilator  of  coronary  arteries  both  epicardial 
and  subendocardial  Spontaneous  and  ergonovine-induced  cor- 
onary artery  spasm  are  inhibited  by  CARDIZEM 

2.  Exertional  Angina:  CARDIZEM  has  been  shown  to  produce 
increases  in  exercise  tolerance,  probably  due  to  its  ability  to 
reduce  myocardial  oxygen  demand.  This  is  accomplished  via 
reductions  in  heart  rate  and  systemic  blood  pressure  at  submaximal 
and  maximal  exercise  work  loads. 

In  animal  models,  diltiazem  interferes  with  the  slow  inward 
(depolarizing)  current  in  excitable  tissue.  It  causes  excitation-contraction 
uncoupling  in  various  myocardial  tissues  without  changes  in  the 
configuration  of  the  action  potential.  Diltiazem  produces  relaxation 
of  coronary  vascular  smooth  muscle  and  dilation  of  both  large  and 
small  coronary  arteries  at  drug  levels  which  cause  little  or  no 
negative  inotropic  effect.  The  resultant  increases  in  coronary  blood 
flow  (epicardial  and  subendocardial)  occur  in  ischemic  and  nonischemic 
models  and  are  accompanied  by  dose-dependent  decreases  in  sys- 
temic blood  pressure  and  decreases  in  peripheral  resistance. 

Hemodynamic  and  Electrophysiologic  Effects.  Like  other 
calcium  antagonists,  diltiazem  decreases  sinoatrial  and  atrioventricu- 
lar conduction  in  isolated  tissues  and  has  a negative  inotropic  effect 
in  isolated  preparations.  In  the  intact  animal,  prolongation  of  the  AH 
interval  can  be  seen  at  higher  doses. 

In  man,  diltiazem  prevents  spontaneous  and  ergonovine-provoked 
coronary  artery  spasm.  It  causes  a decrease  in  peripheral  vascular 
resistance  and  a modest  fall  in  blood  pressure  and,  in  exercise 
tolerance  studies  in  patients  with  ischemic  heart  disease,  reduces 
the  heart  rate-blood  pressure  product  for  any  given  work  load. 
Studies  to  date,  primarily  in  patients  with  good  ventricular  function, 
have  not  revealed  evidence  of  a negative  inotropic  effect;  cardiac 
output,  election  fraction,  and  left  ventricular  end  diastolic  pressure 
have  not  been  affected.  There  are  as  yet  few  data  on  the  interaction 
of  diltiazem  and  beta-blockers.  Resting  heart  rate  is  usually  unchanged 
or  slightly  reduced  by  diltiazem. 

Intravenous  diltiazem  in  doses  of  20  mg  prolongs  AH  conduction 
time  and  AV  node  functional  and  effective  refractory  periods  approxi- 
mately 20%  In  a study  involving  single  oral  doses  ol  300  mg  of 
CARDIZEM  in  six  normal  volunteers,  the  average  maximum  PR 
prolongation  was  14%  with  no  instances  of  greater  than  first-degree 
AV  block  Diltiazem-associated  prolongation  of  the  AH  interval  is  not 
more  pronounced  in  patients  with  first-degree  heart  block.  In  patients 
with  sick  sinus  syndrome,  diltiazem  significantly  prolongs  sinus 
cycle  length  (up  to  50%  in  some  cases). 

Chronic  oral  administration  of  CARDIZEM  in  doses  of  up  to  240 
mg/day  has  resulted  in  small  increases  in  PR  interval,  but  has  not 
usually  produced  abnormal  prolongation.  There  were,  however,  three 
instances  of  second-degree  AV  block  and  one  instance  of  third- 
degree  AV  block  in  a group  of  959  chronically  treated  patients. 

Pharmacokinetics  and  Metabolism.  Diltiazem  is  absorbed 
from  the  tablet  formulation  to  about  80%  of  a reference  capsule  and 
is  subject  to  an  extensive  first-pass  effect,  giving  an  absolute 
bioavailability  (compared  to  intravenous  dosing)  ol  about  40%  CARDIZEM 
undergoes  extensive  hepatic  metabolism  in  which  2%  to  4%  of  the 
unchanged  drug  appears  in  the  urine  In  vitro  binding  studies  show 
CARDIZEM  is  70%  to  80%  bound  to  plasma  proteins  Competitive 
ligand  binding  studies  have  also  shown  CARDIZEM  binding  is  not 
altered  by  therapeutic  concentrations  of  dlgoxin,  hydrochlorothiazide, 
phenylbutazone,  propranolol,  salicylic  acid,  or  warfarin.  Single  oral 
doses  of  30  to  120  mg  of  CARDIZEM  result  in  detectable  plasma 
levels  within  30  to  60  minutes  and  peak  plasma  levels  two  to  three 
hours  after  drug  administration.  The  plasma  elimination  half-life 
following  single  or  multiple  drug  administration  is  approximately  3.5 
hours.  Desacetyl  diltiazem  is  also  present  in  the  plasma  at  levels  of 
10%  to  20%  of  the  parent  drug  and  is  25%  to  50%  as  potent  a 
coronary  vasodilator  as  diltiazem.  Therapeutic  blood  levels  of 
CARDIZEM  appear  to  be  in  the  range  ol  50  to  200  ng/ml.  There  is  a 
departure  from  dose-linearity  when  single  doses  above  60  mg  are 
given,  a 120-mg  dose  gave  blood  levels  three  times  that  of  the  60-mg 
dose  There  is  no  information  about  the  effect  ol  renal  or  hepatic 
impairment  on  excretion  or  metabolism  of  diltiazem 

INDICATIONS  AND  USAGE 

1  Angina  Pectoris  Due  to  Coronary  Artery  Spasm.  CARDIZEM 


is  indicated  in  the  treatment  of  angina  pectoris  due  to  coronary 
artery  spasm.  CARDIZEM  has  been  shown  effective  in  the 
treatment  of  spontaneous  coronary  artery  spasm  presenting  as 
Prinzmetal's  variant  angina  (resting  angina  with  ST-segment 
elevation  occurring  during  attacks). 

2  Chronic  Stable  Angina  (Classic  Eflort-Assoclated  Angina). 
CARDIZEM  is  indicated  in  the  management  of  chronic  stable 
angina.  CARDIZEM  has  been  effective  in  controlled  trials  in 
reducing  angina  frequency  and  increasing  exercise  tolerance 

There  are  no  controlled  studies  of  the  effectiveness  of  the  concomi- 
tant use  of  diltiazem  and  beta-blockers  or  of  the  safety  of  this 
combination  in  patients  with  impaired  ventricular  function  or  conduc- 
tion abnormalities. 

CONTRAINDICATIONS 

CARDIZEM  is  contraindicated  in  (1)  patients  with  sick  sinus 
syndrome  except  in  the  presence  of  a functioning  ventricular  pacemaker, 
(2)  patients  with  second-  or  third-degree  AV  block  except  in  the 
presence  of  a functioning  ventricular  pacemaker,  and  (3)  patients 
with  hypotension  (less  than  90  mm  Hg  systolic). 

WARNINGS 

1.  Cardiac  Conduction.  CARDIZEM  prolongs  AV  node  refrac- 
tory periods  without  significantly  prolonging  sinus  node  recov- 
ery time,  except  in  patients  with  sick  sinus  syndrome.  This 
effect  may  rarely  result  in  abnormally  slow  heart  rates  (particularly 
in  patients  with  sick  sinus  syndrome)  or  second-  or  third-degree 
AV  block  (six  of  1243  patients  for  0 48%).  Concomitant  use  of 
diltiazem  with  beta-blockers  or  digitalis  may  result  in  additive 
effects  on  cardiac  conduction,  A patient  with  Prinzmetal's 
angina  developed  periods  of  asystole  (2  to  5 seconds)  after  a 
single  dose  of  60  mg  of  diltiazem. 

2.  Congestive  Heart  Failure.  Although  diltiazem  has  a negative 
inotropic  effect  in  isolated  animal  tissue  preparations,  hemodynamic 
studies  in  humans  with  normal  ventricular  function  have  not 
shown  a reduction  in  cardiac  index  nor  consistent  negative 
effects  on  contractility  (dp/dt).  Experience  with  the  use  of 
CARDIZEM  alone  or  in  combination  with  beta-blockers  in  patients 
with  impaired  ventricular  (unction  is  very  limited.  Caution  should 
be  exercised  when  using  the  drug  in  such  patients. 

3.  Hypotension.  Decreases  in  blood  pressure  associated  with 
CARDIZEM  therapy  may  occasionally  result  in  symptomatic 
hypotension. 

4 Acute  Hepatic  Injury.  In  rare  instances,  patients  receiving 
CARDIZEM  have  exhibited  reversible  acute  hepatic  injury  as 
evidenced  by  moderate  to  extreme  elevations  of  liver  enzymes. 
(See  PRECAUTIONS  and  ADVERSE  REACTIONS.) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is  extensively  metab- 
olized by  the  liver  and  excreted  by  the  kidneys  and  in  bile.  As  with  any 
new  drug  given  over  prolonged  periods,  laboratory  parameters  should 
be  monitored  at  regular  intervals.  The  drug  should  be  used  with 
caution  in  patients  with  impaired  renal  or  hepatic  function  In  sub- 
acute and  chronic  dog  and  rat  studies  designed  to  produce  toxicity, 
high  doses  of  diltiazem  were  associated  with  hepatic  damage  In 
special  subacute  hepatic  studies,  oral  doses  of  125  mg/kg  and 
higher  in  rats  were  associated  with  histological  changes  in  the  liver 
which  were  reversible  when  the  drug  was  discontinued  In  dogs, 
doses  of  20  mg/kg  were  also  associated  with  hepatic  changes; 
however,  these  changes  were  reversible  with  continued  dosing 

Drug  Interaction.  Pharmacologic  studies  indicate  that  there 
may  be  additive  effects  in  prolonging  AV  conduction  when  using 
beta-blockers  or  digitalis  concomitantly  with  CARDIZEM  (See 
WARNINGS). 

Controlled  and  uncontrolled  domestic  studies  suggest  that  con- 
comitant use  of  CARDIZEM  and  beta-blockers  or  digitalis  is  usually 
well  tolerated  Available  data  are  not  sufficient,  however,  to  predict 
the  effects  of  concomitant  treatment,  particularly  in  patients  with  left 
ventricular  dysfunction  or  cardiac  conduction  abnormalities.  In  healthy 
volunteers,  diltiazem  has  been  shown  to  increase  serum  digoxin 
levels  up  to  20%. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility.  A 

24-month  study  in  rats  and  a 21-month  study  in  mice  showed  no 
evidence  of  carcinogenicity.  There  was  also  no  mutagenic  response 
in  in  vitro  bacterial  tests.  No  intrinsic  effect  on  fertility  was  observed 
in  rats 

Pregnancy.  Category  C.  Reproduction  studies  have  been  con- 
ducted in  mice,  rats,  and  rabbits.  Administration  of  doses  ranging 
from  five  to  ten  times  greater  (on  a mg/kg  basis)  than  the  daily 
recommended  therapeutic  dose  has  resulted  in  embryo  and  fetal 
lethality  These  doses,  in  some  studies,  have  been  reported  to  cause 
skeletal  abnormalities.  In  the  perinatal/postnatal  studies,  there  was 
some  reduction  in  early  individual  pup  weights  and  survival  rates. 
There  was  an  increased  incidence  of  stillbirths  at  doses  of  20  times 
the  human  dose  or  greater. 

There  are  no  well-controlled  studies  in  pregnant  women;  therefore, 
use  CARDIZEM  in  pregnant  women  only  if  the  potential  benefit 
justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers.  It  is  not  known  whether  this  drug  is  excreted 
in  human  milk.  Because  many  drugs  are  excreted  in  human  milk, 
exercise  caution  when  CARDIZEM  is  administered  to  a nursing 
woman  if  the  drug's  benefits  are  thought  to  outweigh  its  potential 
risks  in  this  situation 

Pediatric  Use.  Safety  and  effectiveness  in  children  have  not 
been  established. 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies  carried  out  to 
date,  but  it  should  be  recognized  that  patients  with  impaired  ventricu- 
lar function  and  cardiac  conduction  abnormalities  have  usually  been 
excluded. 

In  domestic  placebo-controlled  trials,  the  incidence  of  adverse 
reactions  reported  during  CARDIZEM  therapy  was  not  greater  than 
that  reported  during  placebo  therapy. 

The  following  represent  occurrences  observed  in  clinical  studies 
which  can  be  at  least  reasonably  associated  with  the  pharmacology 
of  calcium  influx  inhibition  In  many  cases,  the  relationship  to 
CARDIZEM  has  not  been  established  The  most  common  occurrences, 
as  well  as  their  frequency  of  presentation,  are:  edema  (2.4%), 


headache  (2.1%),  nausea  (19%),  dizziness  (1.5%),  rash  (1,; 
asthenia  (1.2%).  AV  block  (1.1%)  In  addition,  the  following  ev 
were  reported  infrequently  (less  than  1%)  with  the  order  of  press 
tion  corresponding  to  the  relative  frequency  of  occurrence. 


Cardiovascular 


Nervous  System 
Gastrointestinal 


Dermatologic: 

Other 


Flushing,  arrhythmia,  hypotension,  brad) 
dia,  palpitations,  congestive  heart  fail 
syncope 

Paresthesia,  nervousness,  somnolei 
tremor,  insomnia,  hallucinations,  and  amnr 
Constipation,  dyspepsia,  diarrhea,  vomi 
mild  elevations  of  alkaline  phosphatase,  Si 
SGPT,  and  LDH 

Pruritus,  petechiae,  urticaria,  photosensit 
Polyuria,  nocturia. 


The  following  additional  experiences  have  been  noted: 

A patient  with  Prinzmetal's  angina  experiencing  episode 
vasospastic  angina  developed  periods  of  transient  asymptoir 
asystole  approximately  five  hours  after  receiving  a single  6( 
dose  of  CARDIZEM 

The  following  postmarketing  events  have  been  reported  i> 
quently  in  patients  receiving  CARDIZEM  erythema  multiforme; 
kopema,  and  extreme  elevations  of  alkaline  phosphatase,  Si 
SGPT,  LDH,  and  CPK  However,  a definitive  cause  and  effect  betv 
these  events  and  CARDIZEM  therapy  is  yet  to  be  established. 


OVERDOSAGE  OR  EXAGGERATED  RESPONSE 

Overdosage  experience  with  oral  diltiazem  has  been  lim 
Single  oral  doses  of  300  mg  of  CARDIZEM  have  been  well  toler 
by  healthy  volunteers.  In  the  event  of  overdosage  or  exagger, 
response,  appropriate  supportive  measures  should  be  employe 
addition  to  gastric  lavage  The  following  measures  may  be  conside 


Bradycardia 

High-Degree  AV 
Block 

Cardiac  Failure 
Hypotension 


Administer  atropine  (0.60  to  1.0  mg).  If  t 
is  no  response  to  vagal  blockade,  admim 
isoproterenol  cautiously. 

Treat  as  for  bradycardia  above.  Fixed  h 
degree  AV  block  should  be  treated  with 
diac  pacing 

Administer  inotropic  agents  (isoprotere 
dopamine,  or  dobutamine)  and  diuretics. 
Vasopressors  (eg,  dopamine  or  levarteri 
bitartrate). 


Actual  treatment  and  dosage  should  depend  on  the  severity  ol 
clinical  situation  and  the  judgment  and  experience  of  the  trea 
physician 

The  oral/LDS0's  in  mice  and  rats  range  from  415  to  740  ms 
and  from  560  to  810  mg/kg,  respectively.  The  intravenous  LD™ 
these  species  were  60  and  38  mg/kg,  respectively.  The  oral  Lb 
dogs  is  considered  to  be  in  excess  of  50  mg/kg,  while  lethality 
seen  in  monkeys  at  360  mg/kg.  The  toxic  dose  in  man  is  not  km 
but  blood  levels  in  excess  of  800  ng/ml  have  not  been  associ: 
with  toxicity. 


DOSAGE  AND  ADMINISTRATION 

Exertional  Angina  Pectoris  Due  to  Atherosclerotic  Ci 
nary  Artery  Disease  or  Angina  Pectoris  at  Rest  Due  to  Ci 
nary  Artery  Spasm.  Dosage  must  be  adjusted  to  each  patie 
needs.  Starting  with  30  mg  four  times  daily,  before  meals  an 
bedtime,  dosage  should  be  increased  gradually  (given  in  divi 
doses  three  or  four  times  daily)  at  one-  to  two-day  intervals  i 
optimum  response  is  obtained.  Although  individual  patients 
respond  to  any  dosage  level,  the  average  optimum  dosage  ra 
appears  to  be  180  to  240  mg/day  There  are  no  available  data  cone 
ing  dosage  requirements  in  patients  with  impaired  renal  or  hep 
function.  If  the  drug  must  be  used  in  such  patients,  titration  shout 
carried  out  with  particular  caution 

Concomitant  Use  With  Other  Antianglnal  Agents: 

1 . Sublingual  NTG  may  be  taken  as  required  to  abort  ai 
anginal  attacks  during  CARDIZEM  therapy. 

2 Prophylactic  Nitrate  Therapy -CARDIZEM  may  be  sa 
coadministered  with  short-  and  long-acting  nitrates,  but  tl 
have  been  no  controlled  studies  to  evaluate  the  antiang 
effectiveness  of  this  combination 

3 Beta-blockers.  (See  WARNINGS  and  PRECAUTIONS.) 

HOW  SUPPLIED 

Cardizem  30-mg  tablets  are  supplied  in  bottles  of  100  (t 
0088-1771-47)  and  in  Unit  Dose  Identification  Paks  of  100  (t 
0088-1771-49).  Each  green  tablet  is  engraved  with  MARION  on 
side  and  1771  engraved  on  the  other  CARDIZEM  60-mg  sa 
tablets  are  supplied  in  bottles  of  100  (NDC  0088-1 772-47)  and  in 
Dose  Identification  Paks  of  100  (NDC  0088-1772-49).  Each  ye 
tablet  is  engraved  with  MARION  on  one  side  and  1772  on  the  ol 
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Severe  Vibrio  cholerae 
sepsis  and  meningitis 
in  a young  infant 

A severe  case  of  sepsis  and  meningitis  in  an  infant  is 
presented.  Blood  cultures,  but  not  stool  or  cerebrospinal 
fluid  cultures,  grew  a non-01  Vibrio  cholerae.  The  sever- 
ity of  the  symptoms,  unpredictable  antibiogram,  and 
ubiquity  of  this  organism  warrant  attention  by  child-care 
providers. 


Several  species  of  Vibrio  are  pathogenic  for  man,  the  most 
common  of  which  are  V parahaemolyticus,  V alginolyticus,  V 
vulnificus , and  V cholerae  (1 ,2).  The  first  three  species  are 
associated  with  seawater,  while  V cholerae  can  be  found  in 
fresh  water  and  coastal  waters  such  as  bays  and  estuaries 
where  the  salt  content  is  lower  than  in  the  open  sea  (2-4).  V 
parahaemolyticus  and  V cholerae  are  associated  with  gas- 
troenteritis (5),  while  V vulnificus  and  V alginolyticus  have 
been  implicated  in  sepsis  and  wound  infections  (2).  We  re- 
port here  the  second  case  of  sepsis  and  meningitis  due  to 
non-01  V cholerae  in  a very  young  infant.  The  unusually  se- 
vere meningitis  associated  with  this  case,  the  unpredictable 
antibiogram,  and  the  apparent  ubiquity  of  the  organism  in  the 
environment  warrant  the  attention  of  the  primary  and  tertiary 
care  pediatrician. 


Case  report 

A 6-week-old  white  male  was  admitted  to  the  referring  hospi- 
tal near  the  patient's  home  on  the  eastern  gulf  coast  of  Texas 
in  July  1 982  for  possible  pneumonia  with  a one-day  history  of 
cough  and  low-grade  fever.  There  was  no  history  in  the  pa- 
tient or  family  ot  gastrointestinal  symptoms  or  signs.  The 
patient  was  the  product  of  an  uncomplicated  pregnancy,  de- 
livery, and  neonatal  course.  Upon  admission,  he  had  a fever 
of  40°  C (104°  F)  without  other  abnormal  physical  findings.  A 
chest  roentgenogram  was  suggestive  of  pneumonia.  Ther- 
apy with  intramuscular  ampicillin  was  begun. 

The  following  day  a gram-negative  bacillus  was  noted  in 
the  admission  blood  culture.  Cerebrospinal  fluid  obtained 
one  day  after  admission  revealed  a white  blood  cell  count  of 
852/mm3  with  90%  polymorphonuclear  leukocytes,  glucose 


level  of  6 mg/dL,  and  protein  level  of  76  mg/dL.  No  organisms 
were  seen  on  the  Gram  stain.  A peripheral  white  blood  cell 
count  was  1 1 ,800/mm3  with  a leukocyte  differential  of  44% 
polymorphonuclear  leukocytes,  5%  band  forms,  2%  meta- 
myelocytes, 42%  lymphocytes,  and  7%  monocytes.  Paren- 
teral ampicillin  and  gentamicin  therapy  was  started.  On  the 
third  hospital  day  the  infant  had  generalized  seizures.  He 
was  transferred  to  Hermann  Hospital  after  endotracheal 
intubation. 

On  physical  examination  the  patient  was  afebrile  with  a full 
anterior  fontanelle,  but  no  focal  neurologic  signs  were  pres- 
ent. Seizure  activity  was  initially  difficult  to  control  despite 
high  doses  of  phenobarbital  (30  mg/kg).  Initial  and  subse- 
quent computerized  axial  tomography  (CAT)  examinations  of 
the  patient’s  head  revealed  focal,  abscess-liko  attenuations, 
a small  left  subdural  effusion,  and  later  a right  subdural  effu- 
sion. After  the  antibiotic  sensitivities  and  identity  of  the  or- 
ganism were  determined,  the  gentamicin  was  replaced  by 
chloramphenicol  (100  mg/kg/day).  The  child  was  treated  for 
21  days  with  intravenous  antibiotics.  By  the  sixth  hospital  day 
he  had  improved  enough  to  allow  extubation.  An  electroen- 
cephalogram was  essentially  normal.  Repeat  CAT  scans 
revealed  resolving  subdural  effusions  and  resolved  areas  of 
attenuation.  Upon  discharge,  results  of  the  child's  neurologic 
examination  were  normal. 

Three  cerebrospinal  fluid  samples  were  cultured  and  all 
were  sterile,  including  the  specimen  obtained  the  day  after 
the  initiation  of  therapy  with  intramuscular  ampicillin.  The 
initial  blood  culture  obtained  from  the  child  grew  a gram- 
negative bacillus  subsequently  identified  as  Vibrio  cholerae. 
This  organism  was  a motile,  slightly  curved  gram-negative 
rod  which  fermented  glucose,  mannose,  and  saccharose 
only  (API  20E  profile  #5147124).  The  isolate  also  produced 
lysine  and  ornithine  decarboxylase,  acetyl-methyl  carbinol 
(Voges-Proskauer),  indole,  catalase,  and  oxidase.  These 
biochemical  results  were  confirmed  by  the  City  of  Houston 
Health  Department.  Serological  testing  revealed  that  the  or- 
ganism failed  to  agglutinate  in  three  different  lots  of  V chol- 
erae 01  antiserum.  Further  serological  testing  by  the  Centers 
for  Disease  Control  revealed  the  organism  to  be  V cholerae , 
non-01 , Smith  type  1 7.  Stool  cultures  from  both  the  child  and 
hfe  parents  were  negative  for  V cholerae.  Cultures  from  a 
catfish  pond,  which  the  patient  and  his  family  had  visited, 
grew  a non-01  V cholerae,  Smith  type  347. 

Antibiotic  susceptibility  testing  by  the  Kirby-Bauer  method 
indicated  that  the  organism  was  susceptible  to  ampicillin, 
chloramphenicol,  tetracycline,  cephalosporins,  and  amino- 
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glycosides.  It  was  resistant  to  carbenicillin  and  colistin.  The 
minimum  inhibitory  concentration  of  gentamicin  and  chloram- 
phenicol was  2 p.g/ml_  and  of  moxalactam  was  0.1 95  |xg/mL. 

The  production  of  potential  virulence  factors  was  mea- 
sured. The  V cholerae  isolated  did  not  produce  enterotoxin 
as  determined  by  the  sucking  mouse  (6)  and  Y-1  adrenal  cell 
assays  (7,8)  and  was  not  invasive  as  measured  by  the 
method  of  Sereny  (9).  DNase  and  hemolysin  production 
were  determined  by  culture  of  the  organisms  on  DNase  agar 
with  methyl  green  (Difco,  Detroit,  Ml)  and  trypticase  soy  agar 
supplemented  with  5%  sheep  blood  (Remel  Media  Lab, 
Houston,  TX),  respectively.  The  isolate  did  produce  DNase, 
but  was  not  hemolytic. 

This  is  the  second  reported  case  of  a very  young  infant 
with  severe  sepsis  and  meningitis  due  to  V cholerae  (10).  In 
both  cases  the  course  was  complicated  by  seizures  which 
were  difficult  to  control  and  ventriculitis  or  CAT  scan  docu- 
mented abscess-like  areas.  The  previous  case  required 
intraventricular  antibiotic  therapy.  Both  cases  demonstrated 
rapid  sterilization  of  the  spinal  fluid  with  ampicillin  and  gen- 
tamicin therapy.  Due  to  the  relatively  poor  penetration  of 
aminoglycosides  into  the  spinal  fluid,  chloramphenicol  was 
utilized  in  this  case  after  susceptibility  results  were  available. 
The  unpredictable  susceptibility  of  these  organisms  to  mox- 
alactam (minimum  inhibitory  concentration  of  30  |xg/mL  in 
the  previous  case  and  0.1 95  p.g/mL  in  this  case)  precludes 
its  empiric  use  until  reliable  sensitivity  results  are  available. 

The  occurrence  of  non-01  V cholerae  in  the  environment 
has  been  well  documented  (2-4,1 1 ,12).  It  is  generally  found 
in  coastal  waters  but  is  also  prevalent  in  fresh  water.  The 
isolation  of  non-01  V cholerae  from  a fresh  water  pond  in  an 
area  which  is  endemic  for  the  organism  was  not  surprising. 
More  extensive  serotyping  revealed  that  the  environmental 
isolate  was  of  a different  Smith  type  than  the  patient’s  strain. 
Definitive  epidemiologic  correlation  between  isolates  must 
rely  on  specific  serologic  identity.  It  is  interesting  that  this  or- 
ganism produced  none  of  the  properties  usually  associated 
with  virulence.  It  is  possible,  as  in  many  other  infections  in- 
volving very  young  infants,  that  an  apparently  avirulent  or- 
ganism can  cause  severe  infections  in  an  age-related  immu- 
nocompromised host.  Health  care  workers,  especially  those 
in  endemic  areas,  should  be  aware  of  the  possibility  of  extra- 
intestinal  V cholerae  infection  in  young  infants.  Such  patients 
with  V cholerae  sepsis  should  be  evaluated  for  meningitis 
and  cared  for  in  a setting  proficient  in  the  treatment  of  the 
complications  of  severe  meningitis. 
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Diagnosis  and 
management  of 
constipation  and 
encopresis  in 
childhood 

Constipation  in  the  child  over  two  years  of  age,  espe- 
cially when  accompanied  by  encopresis,  can  be  a diffi- 
cult diagnostic  and  therapeutic  problem  for  the  pediatri- 
cian and  family  practitioner.  We  have  described  the  dis- 
order, presentation,  evaluation,  and  our  suggestions  for 
management. 


Constipation  may  be  defined  variously  as  the  occurrence  of 
dry,  hard  and/or  small  stools,  infrequent  stools  (less  frequent 
than  every  second  day),  stools  which  are  difficult  to  expel,  or 
a sensation  of  incomplete  evacuation  (1).  Constipation  is 
often  associated  with  changes  in  a child’s  diet  and  is  fre- 
quently self-limiting.  Failure  to  pass  meconium  in  the  new- 
born or  persistent  constipation  in  the  neonate  is  of  great  con- 
cern since  each  suggests  serious  congenital  disorders  which 
are  beyond  the  scope  of  this  paper.  We  will  limit  our  discus- 
sion to  the  evaluation  and  management  of  constipation  in  the 
child  over  two  years  of  age. 

The  problem  of  childhood  constipation  presents  a signifi- 
cant diagnostic  and  management  problem  for  the  practicing 
clinician.  An  orderly  systematic  approach  to  the  diagnosis 
and  management  can  relieve  many  of  the  anxieties  of  the 
patient  and  parents  as  well  as  the  physician. 

Constipation  with  obstructive  bowel  symptoms 

Although  abdominal  distention  is  a common  associated 
symptom  (37%  of  one  large  series)  (2),  frank  bowel  obstruc- 
tion in  children  with  chronic  constipation  is  unusual  and 
should  prompt  the  consideration  of  intestinal  obstruction.  Al- 
though intestinal  obstruction  due  to  congenital  anomalies  or 
aganglionosis  usually  presents  in  the  neonatal  period  (2), 
Hirschsprung’s  disease  may  occasionally  escape  diagnosis 
for  long  periods  of  time.  Intestinal  obstruction  in  the  older 
child  should  prompt  a careful  evaluation  for  organic  disor- 
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ders,  including  tumors  intrinsic  or  extrinsic  to  the  intestine. 
The  presence  of  neurologic  or  developmental  anomalies 
should  suggest  a careful  evaluation  of  the  integrity  and  func- 
tion of  the  spinal  cord. 

Encopresis,  when  it  occurs  in  children  with  chronic  con- 
stipation, may  be  viewed  as  a complication  of  long-standing 
constipation.  Its  pathophysiology  is  not  well  understood,  but 
has  been  the  subject  of  speculation.  The  frequently  de- 
scribed “overflow  incontinence”  hypothesis  that  liquid  stool 
leaks  around  a solid  fecal  mass  in  the  rectal  ampulla  is  not 
well  documented  (4).  Other  proposed  mechanisms  include 
progressive  rectal  distention  with  consequent  loss  of  sen- 
sitivity of  rectal  stretch  receptors  leading  to  the  child’s  failure 
to  distinguish  solid  from  liquid  or  gas  as  it  distends  the  rectum 
(21 ),  and  the  inappropriate  storage  of  stool  in  the  rectum 
which  should  sense  stool  rather  than  store  it.  Measurement 
of  intraluminal  pressures  in  children  with  chronic  constipation 
has  demonstrated  functional  abnormalities  which  support  the 
concept  that  physiological  dysfunction  of  the  rectosphincteric 
apparatus  plays  a role  in  encopresis  (7);  however,  it  is  unclear 
whether  these  abnormalities  represent  the  cause  or  result 
of  chronic  fecal  retention.  These  interesting  manometric 
data  have,  at  present,  few  implications  for  therapy.  The 
pathogenesis  of  encopresis  may  be  multifactorial,  involving 
several  of  the  discussed  mechanisms  (4-6). 

Encopresis  may  be  primary  (the  child  has  never  developed 
full  control)  or  secondary  (the  child  has  developed  control 
and  relapsed)  (6).  Multiple  physiologic  and  psychologic  fac- 
tors can  lead  to  chronic  constipation,  stool  retention,  and 
encopresis.  The  end  clinical  result  is  the  same.  The  common 
feature  of  encopresis  is  stool  holding.  Patients  occasionally 
complain  of  lower  abdominal  pain  with  colic  when  they  pass 
massive  stools.  Physical  examination  reveals  a short  anal 
canal  with  decreased  to  normal  sphincter  tone  and  a mass  of 
feces  in  the  rectum.  The  remainder  of  the  physical  examina- 
tion is  usually  normal.  Hirschsprung’s  disease  may  be  easily 
distinguished  from  this  condition  by  two  important  features: 
first,  patients  with  Hirschsprung’s  disease  rarely,  if  ever,  have 
encopresis,  and  second,  a dilated  rectal  ampulla  and  short- 
ened anal  canal  are  inconsistent  with  the  rectal  constriction 
seen  in  Hirschsprung’s  disease. 

When  encopresis  occurs  in  the  absence  of  chronic  con- 
stipation and  without  evidence  of  retained  fecal  material  in 
the  colon  and  rectum,  encopresis  is  the  result  of  frank  incon- 
tinence, either  voluntary  or  involuntary,  and  is  frequently 
associated  with  enuresis.  A careful  evaluation  of  neurologic, 
psychologic  disorders,  and  mental  retardation  must  be 
undertaken. 

Simple  constipation  is  usually  self-limited.  It  may  be  due 
to  dietary  changes,  social  pressures,  perianal  disease  (fis- 
sures, etc),  drugs  (especially  aluminum  antacids),  or  under- 
lying systemic  disease  (4)  and  may  precede  the  develop- 
ment of  encopresis.  The  cause  may  be  evident  on  physical 
examination. 

Evaluation 

Evaluation  of  the  constipated  child  begins  with  a thorough 
history  and  physical  examination.  This  should  enable  the 
physician  to  detect  those  children  with  neurological  deficits  or 
developmental  abnormalities,  as  well  as  obvious  local  prob- 
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1.  Clinical  characteristics  associated  with  encopresis  and  constipation  (2-7,  18). 


Constipation  With  Obstruction 

Constipation  With  Encopresis 

Encopresis  Alone 

Constipation  Alone 

Age  group 

Usually  neonatal 

Childhood 

Childhood 

Childhood 

Etiology 

Usually  organic 

Multifactorial 

Behavioral  or  neurogenic 

Organics/situational 
usually  short-lived 

Evaluation 

Physical  exam 
radiologic  evaluation 
biopsy 

Physical  exam 
± radiologic  evaluation 

IVP,  UA,  thyroid  function  tests 
Trial  of  therapy 

Physical  exam 

Trial  of  therapy 

Physical  exam 

Trial  of  therapy 

Results 

Prognosis 

Depends  upon  nature  of  disorder 
Surgery  usually  required 

Long-term  therapy 
needed  (6  mo-yrs) 

If  neurologic,  poor;  may  require 
colostomy;  if  behavioral,  may  re- 
quire long-term  therapy  including 
psychiatric 

Usually  acute,  respond  to  therapy 
quickly 

lems  such  as  a fissure,  fistula  in  ano,  or  perirectal  abscess. 

General  examination  may  reveal  signs  of  hypothyroidism 
or  evidence  for  neurogenic  constipation  (ie,  pits  or  sinuses 
associated  with  spinal  cord  dysfunction).  A rectal  examina- 
tion identifies  those  patients  with  an  abnormal  anus  or  anal 
canal  and  may  reveal  the  presence  of  impacted  stool  in  the 
rectum.  Hirschsprung’s  disease  is  characterized  by  an  empty 
constricted  rectum.  If  Hirschsprung’s  disease  is  a serious 
consideration,  rectal  suction  biopsy  should  be  undertaken 
(3).  Barium  enema  may  be  diagnostic  in  older  patients,  but  is 
not  always  diagnostic  in  the  neonate.  If  a barium  enema  is 
obtained  to  rule  out  Hirschsprung’s  disease,  the  enema 
should  be  done  on  an  unprepared  colon,  since  enemas  tend 
to  obscure  the  transition  between  colon  and  the  aganglionic 
segment,  and  retention  of  hypertonic  phosphate  can  lead  to 
serious  metabolic  complications  of  hypocalcemia,  hypo- 
kalemia, dehydration,  and  acidosis  (1 1 , 1 3- 1 5).  In  addition, 
a 24-hour  delayed  film  is  helpful,  in  that  in  Hirschsprung’s 
disease,  the  barium  is  distributed  throughout  the  colon  and 
intermingled  with  the  retained  stool,  whereas  in  functional 
constipation,  the  barium  generally  will  have  been  totally  ex- 
pelled or  be  confined  to  the  left  portion  of  the  colon.  Urinaly- 
sis and  intravenous  pyelograms  should  be  done,  when  indi- 
cated, to  rule  out  urinary  tract  infections  and  hydronephrosis, 
with  or  without  vesicoureteral  reflux,  which  are  not  uncom- 
mon in  patients  with  rectosigmoid  impactions  (4,6,16,17).  If 
hypothyroidism  is  a possibility,  thyroid  function  tests  can  be 
done  (4). 

Therapy 

Neurogenic  difficulties  with  the  colon  may  be  handled,  at 
least  initially,  with  daily  warm  saline  enemas,  but  if  fecal  in- 
continence continues  and  there  is  no  evidence  of  regaining 
neurologic  function,  a colostomy  may  be  indicated.  Most 
commonly,  no  anatomic  lesion  is  found  to  account  for  the 
constipation.  In  this  case,  the  physician  should  carefully  re- 
view the  history  to  see  if  the  child  initially  had  normal  bowel 
movements  followed  by  a period  of  constipation  or  if  the 
child  has  been  constipated  since  birth.  Recent  stresses  or 
changes  in  a child’s  environment  or  family  situation  should  be 
identified.  Attempts  to  correlate  behavioral  patterns  with 
constipation  have  not  been  rewarding,  since  it  is  difficult  to 
determine  whether  the  behavioral  pattern  is  the  cause  or  re- 
sult of  constipation  (5)  (Fig  1). 

Once  an  organic  lesion  has  been  ruled  out,  the  majority  of 
children  will  be  found  to  have  simple  constipation.  The  initial 
treatment  consists  of  extensively  cleansing  the  colon  and  dis- 


impacting  any  fecal  material.  This  is  initially  done  with  oral 
magnesium  citrate  and  oral  bisacodyl  laxatives.  Only  after 
the  impacted  stool  has  been  totally  removed  can  adequate 
bowel  training  be  started  (8).  It  may  be  necessary  to  admit 
the  child  to  the  hospital  for  initial  cleansing  of  fecal  material 
and  radiologic  confirmation  of  adequate  cleansing  (Fig  2).  In 
the  child  5 to  10  years  of  age  with  long-term  functional  con- 
stipation, the  sigmoid  colon  and  rectum  may  be  extensively 
dilated  from  stool  retention.  These  children  may  have  a 
“laxity”  of  their  distal  colon  and  may  require  long-term  daily 


2.  Therapy  tor  chronic  constipation  (4-6,  8,  19). 

Stage  I Initial  cleansing  of  the  colon  (less  than  one  week). 

1.  To  avoid  unnecessary  stress  on  the  family  and  child,  and  to  insure 
maximum  compliance,  this  may  be  done  in  the  hospital. 

2.  Inpatient.  Administer  multiple  saline  enemas  (20  cc/kg  each)  no  more 
than  4 per  day  (2  bid)  in  conjunction  with  bisacodyl  suppositories  bid 
until  the  colon  is  purged  of  retained  stool.  This  should  be  confirmed  by 
plain  abdominal  x-ray. 

3.  Outpatient. 

Day  1 : magnesium  citrate  (200  cc  in  adolescent,  0.5  cc/kg  in  child) 

Day  2:  bisacodyl  suppository 

Day  3:  bisacodyl  10  mg  tablet  at  4 pm  and  8 pm 

Day  4:  follow-up  abdominal  x-ray.  Repeat  cycle  until  complete  bowel 

evacuation  achieved. 

4.  Begin  oral  agent  after  evacuation  of  all  stools  (see  Fig  3). 

Stage  II.  Establishment  of  toilet  routine  (3-6  months) 

1 . Requires  cooperation  of  parents  and  siblings. 

2.  Record  keeping  of  bowel  function  and  therapy  kept  by  parents. 

3.  Daily  time  periods,  after  breakfast  and  dinner,  when  child  is  to  sit 
undisturbed  on  the  toilet  for  a period  of  not  less  than  10  minutes  with 
feet  touching  the  floor  or  foot  rest. 

4.  Maintain  dose  oral  agent  to  produce  2 stools/day. 

5.  High  bulk  diet;  limit  amount  of  milk  in  diet;  include  bran  cereal  and  fruit 
juices. 

6.  Weekly  physician  visits  to  insure  compliance  and  effectiveness. 

7.  If  fecal  retention  recurs  or  a lax  colon  is  suspected,  daily  enemas  may 
be  added.  These  should  be  tapered  after  2-3  months. 

8.  Multivitamin  tablets,  2 tablets  per  day,  between  mineral  oil  doses,  if 
used. 

Stage  III.  Maintenance  (6-12  months,  as  needed). 

1.  As  the  child  develops  bowel  training,  the  frequency  of  physician  visits 
should  decrease  to  every  4-10  weeks. 

2.  Oral  laxatives  and  enemas  should  be  slowly  discontinued,  but  dietary 
suggestions  of  Stage  II  continued 

3.  If  relapse  occurs,  the  child  may  be  moved  back  to  Steps  1 or  2,  and 
the  routine  begun  again. 


3.  Doses  of  laxatives  and  softeners  (4-6,  8-10). 

1 Mineral  oil — dose  to  response  of  4-5  loose  movements  daily,  average 
dose  5 tablespoons  bid. 

2.  Lactulose — 10-40  cc/day,  unrelated  to  size  of  child. 

3.  Dioctyl  sodium  sulfosuccinate  (Colace)— 5-10  mg/kg/day. 
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enemas  prior  to  adequate  normal  evacuation,  especially  if 
they  have  a history  of  imperforate  anus  or  Hirschsprung’s 
disease. 

Once  the  colon  has  been  adequately  cleansed,  a daily  rou- 
tine of  lactulose  or  mineral  oil,  together  with  toilet  training,  is 
recommended.  The  time  of  daily  toilet  training  should  be  con- 
sistent and  the  child  encouraged  to  attempt  bowel  movement 
even  if  there  is  lack  of  urge.  The  choice  of  oral  medications  to 
aid  in  stool  passage  varies  considerably.  We  have  been 
pleased  with  the  effectiveness  of  a syrup  containing  50  g of 
lactulose,  1 4 g of  lactose,  and  6 g of  galactalose  per  1 00  cc  of 
syrup.  Lactulose  is  broken  down  in  the  colon  to  low  molecular 
weight  acids  which  cause  an  osmotic  diuresis  and  increased 
colonic  propulsion  due  to  the  low  pH  (22).  The  dose  ranges 
from  1 0 to  40  cc  daily  (9,10).  Others  have  employed  dioctyl 
sodium  sulfosuccinate  (Colace)  at  a dosage  of  5 to  10  mg  per 
day  (8)  or  mineral  oil  at  a dosage  of  1 to  5 tbs  one  to  three 
times  a day  (4-6)  (Fig  3).  Mineral  oil,  although  widely  used 
and  accepted  as  a treatment  for  constipation,  carries  with  it 
real  risks  of  aspiration  pneumonia  in  the  uncooperative  child. 
It  has  also  been  associated  with  malabsorption,  particularly 
of  fat-soluble  vitamins  (1 2).  It  appears  that  the  actual  choice 
of  medication  does  not  have  as  much  importance  as  the 
child's  and  parent’s  compliance  with  the  treatment  regimen. 

In  postoperative  patients  with  dilated  colons,  an  effective 
approach  may  require  four  to  six  weeks  of  warm  saline  or  tap 
water  enemas  given  once  or  twice  a day,  followed  by  four 
weeks  of  every-other-day  treatment  and  then  tapering  until 
the  enemas  are  no  longer  needed  to  aid  in  evacuation  (8). 
This  may  require  several  months  and  considerable  psychol- 
ogic support  of  the  parent  and  child.  We  have  found  it  help- 
ful for  the  parents  to  keep  a daily  log  of  treatment  and  the 
number  of  stools  accomplished.  Slowly  tapering  the  medica- 
tion schedule  allows  the  child  to  gradually  assume  complete 
control.  Since  this  method  of  management  requires  consid- 
erable patience  and  input  on  the  part  of  the  parents,  it  is 
important  to  provide  the  necessary  psychologic  support  and 
encouragement  during  the  period  of  treatment  by  frequent 
office  visits  and  telephone  consultations. 
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DIAGNOSIS: 


BUY  A PIECE  OF 
THE  VAIL  VALLEY 

You've  developed  a successful,  sound 
professional  foundation.  Doesn't  it  make 
sense  to  invest  in  your  precious  leisure 
time  as  well?  You  may  have  already 
considered  purchasing  a vacation  home  in 
a resort  area  like  Colorado's  Vail  Valley. 
Perhaps  you've  decided  the  cost  was  too 
great  to  make  the  purchase  practical.  You 
may  be  surprised  to  learn  how  reasonably 
a group  of  like-minded  professionals  can 
purchase  a superb  home  in  the  Vail 
Valley.*  On  a per-person  basis,  with  a 
partner  arrangement  of  4 or  5 people, 
costs  are  dramatically  less. 

Specially  designed  homes  are  available. 
Consideration  has  been  given  to  private 
baths  in  each  bedroom,  large  comfortable 
entertaining  areas,  well  equipped,  easy-to- 
use  kitchens,  a garage  with  a four-wheel 
drive  vehicle  and  a steam  room  or  hot  tub. 
Consideration  also  has  been  given  to  lots 
of  storage  area  where  each  individual 
family  can  keep  skis,  clothes,  boots  and 
other  private  items. 

With  the  cyclical  nature  of  real  estate 
at  a low  point  and  the  vast  expansion  of  the 
Vail  area  putting  more  product  on  the 
market,  prices  are  very  reasonable. 

Vacation  homes  vary  in  price  from  ninety 
thousand  dollars  for  a two  bedroom  condo 
on  up.  It  is  possible  to  buy  a centrally 
located  duplex  unit  of  three  or  more 
bedrooms  in  the  two  to  three  hundred 
thousands.  A five-person  partnership 
would  need  individual  down  payments  in 
the  fifteen  thousand  range  for  a three 
hundred  thousand  dollar  unit;  interest  and 
property  taxes  are  tax  deductible,  of  course. 

Although  there  has  been  considerable 
appreciation  of  property  value  in  the  past, 
we  feel  a purchase  of  vacation  property  in 
this  area  should  be  made  for  utility  reasons 
rather  than  as  an  investment  only.  World 
c lass  ski  areas  like  Vail  and  Beaver  Creek, 
delightfully  cool  summers,  golf,  and 
constant  summer  activities  are  among  the 
reasons  to  have  a home  in  Vail.  Whether 
you  use  it  for  yourselves  and  your  friends 
only,  or  rent  to  others,  a purchase  could 
not  be  made  at  a better  time  than  the 
present. 

For  further  information,  write  to  Mary  Ellen  or 
Gerry  Turner,  Box  1242,  Vail,  CO  81658  or  call 
(303)  949-4077. 

The  IRS  would  probably  treat  a purchase  by  your  pro- 
fessional corporation  as  a purchase  by  you.  Check  with 
your  accountant. 


Chronic 

Doctor 

Anxiety. 


APS  TREATMENT: 

Total 

Insurance 

Services. 

The  nght  malpractice  insurance  is  a neces- 
sity to  your  modem  practice.  Protect  your 
investment  and  your  future  with  the  recog- 
nized leader — API. 

API’s  specialty  is  in  the  design  of  profes- 
sional liability  programs  for  physicians.  If 
you’re  suffering  from  Chronic  Doctor  Anx- 
iety, call  for  the  API  treatment  in  Total  In- 
surance Services.  Arkansas  800/527-1414, 
Texas  800/442-0939,  Dallas  214/559-4800. 


Managed  By 
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CLINICAL  ABSTRACTS 


Clinical  abstracts  are  selected  from  current  reviews  in  100 
internationally  recognized  journals  received  by  the  TMA  Me- 
morial Library  each  month. 


Cutaneous  basophil  hypersensitivity.  Darshana  Mahapa- 
tro,  MD,  and  Ramesh  C.  Mahapatro,  MD.  Masson  Publishing 
USA,  Inc,  American  Journal  of  Dermatopathology,  vol  6,  no 
5,  October  1 984,  pp  483-489. 

Cutaneous  basophil  hypersensitivity  is  a distinct  form  of  hy- 
persensitivity reaction  with  a delayed-time  course  that  is  dif- 
ferent from  both  the  classic  delayed-type  hypersensitivity  re- 
action and  immediate  hypersensitivity  reaction.  It  occurs  in 
humans,  guinea  pigs,  and  other  animals.  It  may  be  induced 
by  sensitization  with  a variety  of  antigens  (viruses,  allografts, 
parasites,  fungal  antigens,  etc)  in  incomplete  Freund’s  adju- 
vant and  elicited  by  skin  testing  seven  days  later  with  the 
specific  antigens.  The  cutaneous  reaction  in  basophil  hyper- 
sensitivity is  characterized  clinically  by  less  indurated  ery- 
thema than  in  classic  delayed  hypersensitivity,  and  micro- 
scopically by  numerous  basophils  in  the  papillary  dermis. 

The  reaction  is  mediated  by  both  T-  and  B-lymphocytes.  A 
basophil  chemotactic  factor  as  a mediator  of  the  reaction 
also  has  been  identified.  The  reaction  may  be  inhibited  by  Fc 
fragments.  Basophils  on  arrival  at  the  local  site  may  degranu- 
late  and  the  released  vasoamine  may  have  protective  or 
regulatory  effects  depending  on  particular  circumstances. 


Nonenzymatic  glycosylation  and  the  pathogenesis  of  di- 
abetic complications.  Michael  Brownlee,  MD;  Helen  Vlas- 
sara,  MD;  and  Anthony  Cerami,  PhD.  American  College  of 
Physicians,  Annals  of  Internal  Medicine,  vol  101, 1984,  pp 
527-537. 

Glucose  chemically  attaches  to  proteins  and  nucleic  acids 
without  the  aid  of  enzymes.  Initially,  chemically  reversible 
Schiff  base  and  Amadori  product  adducts  form  in  proportion 
to  glucose  concentration.  Equilibrium  is  reached  after  several 
weeks,  however,  and  further  accumulation  of  these  early 
nonenzymatic  glycosylation  products  does  not  continue  be- 
yond that  time.  Subsequent  reactions  of  the  Amadori  product 
slowly  give  rise  to  nonequilibrium  advanced  glycosylation 
end-products  which  continue  to  accumulate  indefinitely  on 
longer-lived  molecules.  Excessive  formation  of  both  types  of 
nonenzymatic  glycosylation  product  appears  to  be  the  com- 
mon biochemical  link  between  chronic  hyperglycemia  and  a 
number  of  pathophysiologic  processes  potentially  involved  in 
the  development  of  long-term  diabetic  complications.  The 
major  biological  effects  of  excessive  nonenzymatic  glycosy- 
lation include:  inactivation  of  enzymes;  inhibition  of  regula- 
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tory  molecule  binding;  cross-linking  of  glycosylated  proteins 
and  trapping  of  soluble  proteins  by  glycosylated  extracellular 
matrix  (both  may  progress  in  the  absence  of  glucose);  de- 
creased susceptibility  to  proteolysis;  abnormalities  of  nucleic 
acid  function;  altered  macromolecular  recognition  and  endo- 
cytosis;  and  increased  immunogenicity. 

Vulnerability  to  schizophrenia.  Ernest  Hartmann,  MD;  Eva 
Milofsky,  MD;  George  Vaillant,  MD,  et  al.  American  Medical 
Association,  Archives  of  General  Psychiatry , vol  4,  Novem- 
ber 1984,  pp  1050-1056. 

Forty  years  ago,  Glueck  and  Glueck  studied  a group  of  Bos- 
ton inner  city  children  to  discover  factors  relating  to  delin- 
quency. Detailed  information  was  obtained  on  1 ,000  boys 
aged  10  to  17  years,  500  “delinquents"  and  500  “nondelin- 
quent controls.”  In  follow-up  studies  of  this  group,  the  authors 
found  that  24  had  a diagnosis  of  adult  schizophrenia.  The 
authors  matched  these  24  with  48,  who  had  a nonschizo- 
phrenic outcome,  on  the  basis  of  IQ,  ethnicity,  age  at  inter- 
view, and  original  Glueck  grouping  (delinquent  or  control). 
The  72  childhood  records  then  were  examined  on  a blind 
basis  by  independent  raters  looking  for  predetermined  “in- 
dicators of  vulnerability  to  schizophrenia."  The  total  indicator 
scores  were  able  to  differentiate  schizophrenic  outcome  from 
nonschizophrenic  outcome  at  highly  significant  levels.  A 
number  of  the  individual  indicators  were  likewise  able  to  pre- 
dict outcome.  Prediction  was  improved  when  subjects  with 
the  lowest  IQs  (<85)  were  excluded  from  consideration. 


Immunologic  and  genetic  factors  in  autoimmune  dis- 
eases. Yehuda  Shoenfeld,  MD,  and  Robert  S.  Schwartz, 

MD.  Massachusetts  Medical  Society,  New  England  Journal 
of  Medicine,  vol  311,  no  16,  Oct  18, 1984,  pp  1019-1029. 

Recent  advances  have  solidified  the  development  of  immu- 
nology as  a laboratory  discipline  and  accelerated  its  evolu- 
tion as  a clinical  science.  An  important  benefit  of  this  prog- 
ress is  the  improvement  in  the  understanding  of  autoimmu- 
nity. The  authors  review  current  aspects  of  that  subject,  re- 
stricting their  analysis  to  topics  concerning  newly  discovered 
immunologic  and  genetic  mechanisms.  The  autoimmune  dis- 
eases that  exemplify  these  recent  developments  include 
systemic  lupus  erythematosus,  Graves’  disease,  type  I dia- 
betes mellitus,  and  myasthenia  gravis.  The  authors  focus  on 
these  diseases  but  deal  with  other  autoimmune  disorders 
when  appropriate.  Some  practical  implications  of  these  mat- 
ters are  discussed. 
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equation  equals  the  total  number  of  staff  members  in 
your  professional  practice  or  corporation.  Subtract 
from  that  number  all  but  one  staff  member  — yourself. 

VfTiat  do  you  get?  Freedom.  Freedom  from  the 
expense  and  bother  of  personnel-related 
administrative  chores. 

Freedom  to  design  a benefits  and  retirement 
package  which  best  fits  your  own  needs,  without 
the  financial  and  administrative  burden  of  supplying 
like  coverage  for  every  member  of  your  staff. 

Freedom  to  offer  your  staff  "large  corporation" 
benefits,  even  if  your  professional  practice  or  company 
is  modest  in  size. 

The  equation  can  w'ork  for  you,  through  the  services 
of  Staff  Leasing,  Inc.  The  concept  is  simple.  Our 
company  hires  your  employees  and  leases  them  hack 
to  you.  Your  office  routine  remains  unchanged,  except 
that  Staff  Leasing,  Inc.  handles  all  facets  of  personnel 
administration.  We  assume  responsibility  for  payroll 
and  related  accounting,  make  all  employer  contributions 
to  taxes  and  insurance  on  behalf  of  employees,  and 
manage  the  withholding  and  deposit  of  all  employee 
payroll  deductions. 

Because  a large  number  of  men  and  w'omen  are 
employed  by  Staff  Leasing,  Inc.,  our  company  can 
provide  a package  of  employee  benefits  second  to 
none.  Your  staff  will  enjoy  group  medical  insurance, 
including  maternity  benefits;  group  dental  insurance; 
group  life  insurance;  a sound  retirement  plan; 
professional  liability  insurance;  worker's  compensation 
insurance;  and  more. 

Staff  leasing  is  also  a recognized  and  approved 
solution  to  the  affiliated  service  group 
problem  presented  by  Internal  Revenue  Code 
Section  4l4(m). 

Staff  Leasing,  Inc.  is  not  an  employment  agency. 

We  simply  make  it  easier  for  you  to  operate  your 
professional  practice  or  corporation  with  existing 
staff.  Or  we  staff  your  office  with  new1  employees, 
subject  to  your  approval. 

Freedom.  It’s  writing  one  check  a month  and  letting 
Staff  Leasing,  Inc.  do  the  rest. 

Let  us  w'ork  out  a staff  leasing  plan  for  you.  It 
adds  up  to  a better  w'ay  of  doing  business. 


Texas  office: 

Staff  Leasing,  Inc. 
7557  Rambler  Road, 
Suite  610 

Dallas,  Texas  75251 
(214)  696-0808 


Oklahoma  office: 

Staff  Leasing,  Inc. 

P.O.  Box  12373 

Oklahoma  City,  Oklahoma  73157 
(405)  943-3310 


DIAGNOSIS: 


Terminal 

Illness. 


APS  TREATMENT: 

Computer 

Management. 

APS  PRO-LINK  NETWORK  guarantees 
you  the  flexibility  and  ease  of  operation  of  an 
IBM  PC  or  other  personal  computer,  with 
the  power  and  superior  service  of  a mainframe. 
How?  APS  PRO-LINK  is  the  connection. 

The  PRO-LINK  system  costs  much  less  than 
“turn-key”,  and  with  more  advantages. 

With  APS  PRO-LINK  NETWORK,  your 
computer  works  for  you,  instead  of  vice/ versa. 

APS  is  the  nation’s  largest  single  source 
for  Automated  Office  Systems  designed  for 
the  health-care  industry.  Our  automated 
systems — PRO-LINK  NETWORK,  PRO- 
SHARE NETWORK,  PRO-KEY  System, 
and  PRO-BATCH  System — guarantee 
the  answer  for  Solo  or  Group  Practices, 
Clinics,  Medical  Schools  and  Dental  Practices. 

If  your  practice  is  suffering  from  computer 
terminal  illness,  call  for  the  APS  Treatment 
in  Computer  Management. 

U.S.  800/626-2450,  Texas  800/252-3447, 

San  Antonio  512/736-2871. 
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Information  for  authors 

Texas  Medicine  has  two  purposes:  As  a continuing  education  vehi- 
cle for  physicians,  it  publishes  clinically  useful  scientific  articles  and 
other  technical  information.  As  the  official  publication  of  the  Texas 
Medical  Association,  it  informs  members — through  editorials,  news 
pages,  and  regular  departments — about  medical  events,  legislative 
and  governmental  news,  meetings,  continuing  education  courses, 
and  programs  and  policies  of  the  Association. 

Material  for  Texas  Medicine  may  be  sent  to  the  Managing  Editor, 
1801  North  Lamar  Blvd,  Austin  78701 . It  must  be  offered  solely  to 
this  journal.  Each  article  is  reviewed  by  a consultant  specialist  and 
an  editorial  board,  and  is  accepted  or  rejected  on  the  basis  of  its 
individual  merit  and  the  availability  of  other  material.  Reviews  usually 
take  six  to  eight  weeks. 

Copyright  assignment 

In  view  of  The  Copyright  Revision  Act  of  1 976,  effective  Jan  1 , 1 978, 
all  transmittal  letters  to  the  editor  must  contain  the  following  lan- 
guage: “In  consideration  of  the  Texas  Medical  Association  taking 
action  in  reviewing  and  editing  my  submission,  the  author(s)  under- 
signed hereby  transfers,  assigns,  or  otherwise  conveys  all  copyright 
ownership  to  the  Texas  Medical  Association  in  the  event  that  such 
work  is  published  by  the  TMA." 

We  regret  that  transmittal  letters  not  containing  the  foregoing  lan- 
guage signed  by  all  authors  of  the  manuscript  will  necessitate  return 
of  the  manuscript. 

Scientific  articles 

Manuscripts  should  be  typed  double-spaced  with  ample  margins. 
Three  copies,  including  illustrations,  should  be  submitted  and  the 
author  should  keep  a copy. 

Please  indicate  six  key  words  for  indexing. 

Titles  should  include  the  words  most  suitable  for  indexing  the  arti- 
cle in  “Index  Medicus,”  should  stress  the  main  point,  and  should  be 
brief.  Subtitles  should  not  be  connected  grammatically  with  the  main 
title. 

Include  a mailing  address  and  telephone  number  for  each  author. 

An  introductory  summary  of  1 00- 1 50  words  is  required. 

Text  should  be  narrative  with  complete  sentences,  few  abbrevia- 
tions, and  logical  subheadings.  For  spelling  and  usage  the  editors 
follow  “Dorland’s  Illustrated  Medical  Dictionary,”  26th  edition,  and 
“Webster’s  Third  New  International  Dictionary,  Unabridged.” 

The  text  of  observational  and  experimental  articles  is  usually — but 
not  necessarily — divided  into  sections  with  the  headings:  Introduc- 
tion, Methods,  Results,  and  Discussion.  Subheadings  may  be 
needed  to  clarify  content.  Other  types  of  articles  may  need  different 
formats. 

For  more  extensive  information  about  preparing  medical  articles 
for  publication,  the  editors  suggest  the  following  sources: 

International  Committee  of  Medical  Journal  Editors:  Uniform  re- 
quirements for  manuscripts  submitted  to  biomedical  journals.  The 
complete  document  is  available  in  the  June  1982  issue  of  the  Annals 
of  Internal  Medicine. 

Barclay  WR,  Southgate  MT,  Mayo  RW:  Manual  for  authors  and 
editors:  editorial  style  and  manuscript  preparation.  Los  Altos,  Calif, 
Lange  Medical  Publications,  1981.  Compiled  for  the  American  Medi- 
cal Association. 

CBE  Style  Manual  Committee:  Council  of  Biology  Editors  style 
manual:  a guide  for  authors,  editors,  and  publishers  in  the  biological 
sciences.  4th  ed.  Council  of  Biology  Editors,  Inc,  1978.  Distributed  by 
the  American  Institute  of  Biological  Sciences,  Arlington,  Va. 

In  addition,  many  excellent  books  and  manuals  are  devoted  to 
principles  and  techniques  of  clear,  concise  writing,  and  are  applica- 
ble to  scientific  as  well  as  general  topics. 

References 

References  to  scientific  publications  should  be  listed  in  numerical 
order  at  the  end  of  the  article,  with  reference  numbers  placed  in 
parentheses  at  appropriate  points  in  text. 

Minimum  acceptable  data: 


Journals:  Author,  article  title,  journal,  volume,  inclusive  pages, 
year. 

Books:  Author,  title,  place  of  publication,  publisher,  year. 

Other  sources:  Enough  information  must  be  included  so  that  the 
information  can  be  identified  and  retrieved. 

Letters,  personal  communications,  and  sources  not  readily  avail- 
able should  be  excluded  from  the  reference  list,  but  may  be 
mentioned  parenthetically  or  in  footnotes. 

Illustrations 

Illustrations  should  be  black  and  white  drawings  or  positive  photo- 
graphs, with  neat,  uniform,  fairly  large  lettering.  A label  pasted  to  the 
back  of  each  illustration  should  indicate  its  number,  topic,  author’s 
name,  and  title  of  article  in  brief. 

Legends  should  be  in  complete  sentences,  numbered,  and  typed 
on  a separate  sheet. 

Tables  should  be  typed  on  separate  sheets.  Column  headings 
should  show  points  of  similarity;  side  headings,  points  of  difference. 

Previously  published  material 

Written  permission  should  be  obtained  from  the  publishers  and  the 
authors  for  use  of  any  previously  published  material  (extensive  tex- 
tual matter,  illustrations,  tables)  used.  Short  verbatim  quotations  in 
the  text  may  be  used  without  permission,  but  should  be  quoted  ex- 
actly with  the  source  credited.  Copies  of  permission  letters  should  be 
submitted  with  the  manuscript. 

Editorials 

Editorials  should  be  written  in  dear,  concise  language.  Length 
should  be  about  two  or  three  pages  typed  with  double  spacing. 

Letters 

Letters  will  be  published  at  the  discretion  of  the  managing  editor, 
consultants,  and  Board  of  Publication. 

News 

News  items  should  be  sent  to  the  Editorial  Offices,  1801  North 
Lamar  Blvd,  Austin  78701 . 

Obituaries 

Brief  obituaries  of  deceased  TMA  members  are  published  if  ade- 
quate information  is  received  within  four  months  of  date  of  death. 
With  notification,  please  include  the  name  and  address  of  next  of  kin. 

Policy  on  columns 

Few  contributors  recognize  beforehand  the  demands  of  producing  a 
monthly  column  that  will  consistently  be  of  interest  and  value  to  the 
reader.  Although  a few  regular  columns  appear,  it  has  not  been  the 
policy  to  grant  monthly  pages  to  specific  committees,  councils,  or 
groups. 

The  Editorial  Committee  and  the  editors  do,  however,  encourage 
committees,  councils,  and  individuals  to  submit  original  material 
which  they  consider  valuable  to  readers.  Should  regular  publication 
in  column  form  be  deemed  appropriate,  the  committee  and  the  edi- 
tors will  consider  development  of  a column. 

Editing 

All  material  is  subject  to  editing,  but  authors  receive  typescripts  to 
check  before  publication.  After  the  article  is  sent  to  the  printer,  only 
minimal  revision  may  be  made. 

Reprints 

Reprints  are  available  directly  from  the  printer  at  an  established 
schedule  of  costs.  Authors  automatically  receive  order  blanks  when 
their  articles  are  published. 

Copyright 

Texas  Medicine  is  copyrighted  by  the  Texas  Medical  Association. 
Written  permission  from  the  managing  editor  must  be  obtained  be- 
fore reproducing,  in  part  or  in  whole,  any  material  published  in  Texas 
Medicine. 

Point  of  View 

Publication  of  any  article  or  statement  is  not  to  be  deemed  an  en- 
dorsement of  the  views  expressed  therein,  nor  shall  publication  of 
any  advertisement  be  considered  an  endorsement  of  or  approval  of 
the  product  or  service  involved. 
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CURRY  AUTO  LEASING 

LEASING  SPECIALISTS  FOR  15  YEARS. 

5422  Alpha  Rd.  (at  Montfort)  Dallas  75240 
(214)  239-1 1 1 1 


DIAGNOSIS: 


Acute 

Doctor 

Confusion. 


TREATMENT: 

American 
Physicians 
Service  Group. 

Where  can  a doctor  in  solo  or  group  prac- 
tice, clinic  or  medical  school  find  an  experi- 
enced single  source  for:  Systems — PRO- 
LINK or  Turn-key — Medical  Business 
Forms — Practice  Management  Consulting 
or  Contractual — Estate  Planning — Tax 
Shelters  and  Investments — Income  Replace- 
ment-— Office  Overhead — Professional 
Liability — Universal  or  ART  Life.  American 
Physicians  Service  Group! 

Created  and  designed  specifically  for  the 
health-care  field,  this  publicly  held  company 
delivers  Automated  Office  Systems,  Total 
Practice  Management  and  Complete  Financial 
Services.  What  else  would  you  expect  from 
APS? 

If  you’re  suffering  from  Acute  Doctor 
Confusion,  call  for  the  APS  Treatment. 

U.S.  800/626-2450,  Texas  800/252-3447, 
Austin  512/328-0888. 
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How  well  are  you  communicating 
with  your  PATIENTS? 


Patient  compliance— how  well  patients  follow  in- 
structions about  taking  prescription  drugs— is  some- 
thing that  worries  health  professionals,  according  to 
a recent  Harris  survey.  And  with  good  reason.  A 
number  of  studies  have  shown  that  a third  to  a half 
of  all  drugs  are  taken  improperly.  Yet  a Chilton  sur- 
vey found  that  only  2 to  4 percent  of  patients  ques- 
tion their  doctors  about  drugs  prescribed  for  them. 

It’s  up  to  health-care  providers  to  open  up  the 
dialogue  about  prescription  drugs.  When  you  write, 
dispense  or  check  on  a prescription,  make  sure  your 
patient  knows: 

• The  name  of  the  drug 

• Its  purpose— what  conditions  does  it  treat? 

• How  and  when  to  take  the  drug— and  when  to 
stop  taking  it 

• What  food,  drinks  and  other  drugs  to  avoid 
while  taking  it 

• What  side  effects  may  result— are  they  serious, 
short-term,  long-term,  etc.? 


■ A message  from  the  Food  and  Drug  Administration. 
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MEDICINE  AND  THE  LAW 


FINANCIAL  CRITERIA,  MEDICAL  CARE,  AND  YOUR 
PATIENT— THE  ROLE  OF  HOSPITAL  MEDICAL  STAFFS 

The  roles  and  responsibilities  of  the  hospital  medical  staff  in 
utilization  review  and  other  peer  review  activities  are  chang- 
ing rapidly.  Financial  deterrents  to  comprehensive  medical 
care  will  put  even  more  pressure  on  third  party  payors,  pro- 
fessional review  organizations,  hospital  governing  boards, 
hospital  medical  staffs,  and  individual  physicians.  This 
article  highlights  some  of  the  ethical  and  practical  fallout 
hospital  medical  staffs  face  as  the  tug-of-war  between  cost 
and  quality  escalates. 


Spurred  by  inflation,  advances  in  medical  technology,  and 
leveling  or  declining  funds  to  purchase  care,  strong  financial 
incentives  not  to  treat  have  appeared.  Physicians  are  asked 
to  decide  whether  care  is  “necessary”  or  “unnecessary.” 
Some  critics  of  our  current  system  suggest  that  tests  and 
procedures  are  done  for  the  primary  purpose  of  producing 
income,  or  in  the  name  of  “defensive  medicine,"  rather  than 
because  the  care  is  medically  necessary.  The  federal  gov- 
ernment created  hospital  reimbursement  based  on  “diag- 
nostic related  groups"  (DRGs)  with  this  perception  of  medical 
care  in  mind.  Serious  attempts  to  bring  payment  for  physician 
services  under  the  DRG  umbrella  are  likely.  Both  the  “qual- 
ity" and  the  “medical  necessity”  of  care  are  being  reviewed 
by  physicians,  medical  staffs,  and  hospitals — and  by  govern- 
ment and  private  third  party  payors  as  well — under  profes- 
sional review  organization  (PRO)  contracts. 

Ethical  focus 

The  physician  is  charged  with  the  ethical  duty  of  seeing  that 
medical  diagnosis  and  treatment  meet  the  needs  of  each  pa- 
tient. This  is  the  physician's  first  consideration. 

The  American  Medical  Association’s  Judicial  Council 
states  that:  “While  physicians  should  be  conscious  of  costs 
and  not  provide  or  prescribe  unnecessary  services  or  ancil- 
lary facilities,  social  policy  expects  that  concern  for  the  care 
the  patient  receives  will  be  the  physician’s  first  consideration. 
This  does  not  preclude  the  physician,  individually,  or  through 
medical  organizations,  from  participating  in  policymaking 
with  respect  to  social  issues  affecting  health  care”  (1). 

Physicians  are  advised  that  although  they  should  be  con- 
scious of  the  costs  of  medical  care  and  not  provide  or  pre- 
scribe unnecessary  services  or  ancillary  facilities,  their 
primary  responsibility  is  to  their  patients.  Compare  this  re- 
sponsibility with  that  of  physicians  in  the  Soviet  Union: 

Having  received  the  high  title  of  physician  and  beginning 
a career  in  the  healing  arts,  I solemnly  swear  to  dedicate 
all  my  knowledge  and  my  strength  to  the  improvement  of 
human  health  and  to  work  conscientiously  wherever  the 


interests  of  the  society  will  require  it; 

to  keep  and  to  develop  the  beneficial  traditions  of  medi- 
cine in  my  country  and  to  conduct  all  my  actions  according 
to  the  principles  of  the  communistic  morale; 

to  always  keep  in  mind  the  high  calling  of  the  Soviet  phy- 
sician, and  the  high  responsibility  I have  to  my  people  and 
to  the  Soviet  government,  I swear  to  be  faithful  to  this  oath 
all  my  life  long  (2). 

Indvidual  rights  and  individual  responsibilities,  the  essence 
of  democracy,  are  absent  from  the  Soviet  physician’s  oath. 
The  ethical  tradition  of  Western  physicians  emphasizes 
these  rights  and  responsibilities  and  elevates  the  welfare  of 
the  patient  above  all  other  considerations. 

“Necessary”  vs  “unnecessary” 

As  a result  of  the  tremendous  financial  commitment  of  gov- 
ernment and  industry,  more  controls  on  utilization  of  medical 
services  have  been  devised.  Hospital  medical  staffs  will  be 
asked  more  frequently  to  decide  (1 ) what  “necessary  care” 
is,  (2)  whether  admissions  and  diagnostic  tests  are  “neces- 
sary” or  “unnecessary,"  and  (3)  whether  treatments  or  proce- 
dures are  needed  or  superfluous.  These  often  fine  distinc- 
tions are  vital  because  hospitals  will  not  be  paid  for  care 
deemed  not  “medically  necessary”  by  reviewers  contracting 
with  government  and  industry. 

Many  benchmarks  have  been  offered  to  determine 
whether  tests  are  necessary  or  unnecessary,  at  least  for  the 
purpose  of  determining  whether  a third  party  should  pay  for 
the  services  or  whether  the  services  should  have  been  per- 
formed. However,  are  these  benchmarks  or  screens  ap- 
propriate in  every  case?  Is  a test  or  procedure  necessary  or 
unnecessary  if  the  results  will  be  helpful  in  only  1 out  of  1 00 
cases,  1 out  of  1 ,000  cases,  or  1 out  of  1 0,000  cases?  In  a 
Washington  State  case,  the  Washington  Supreme  Court  held 
that  if  in  patients  under  40  years  of  age,  1 out  of  25,000  tests 
for  glaucoma  would  be  positive,  a jury  could  find  that  the  test 
should  have  been  performed,  even  though  all  recognized 
medical  authorities  indicated  that  the  test  was  not  needed 
and  was  not  customarily  performed  for  patients  under  40  (3). 

The  appellate  court  weighed  the  cost  of  the  test  (“inexpen- 
sive" and  “harmless")  against  the  probability  that  glaucoma 
could  develop  in  a young  person  ("1  in  25,000  ”)  and  the 
magnitude  of  the  harm  (blindness).  In  effect,  the  court  con- 
cluded that  it  was  within  the  jury’s  discretion  to  decide  if  the 
custom  met  the  standard  of  efficiently  allocated  resources. 

Does  the  answer  to  the  question  of  whether  the  test  is  nec- 
essary depend  upon  the  cost  of  each  test?  That  is,  if  the  test 
costs  only  $10,  should  it  always  be  run  even  when  the  an- 
swer may  impact  on  the  diagnosis  or  treatment  of  the  patient 
in  only  1 out  of  1 00,000  cases?  If  the  test  costs  $1 00  or 
$1 ,000,  is  the  test  unnecessary  unless  the  results  will  help  in 
1 out  of  1 ,000  patients,  or  one  out  of  1 00,  respectively?  If  the 
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test  is  designed  to  detect  a minor  illness  or  condition  as  op- 
posed to  a life-threatening  disease,  are  the  odds  changed 
with  respect  to  a decision  on  necessity? 

What  if  the  patient  is  more  than  65  years  of  age?  Does  a 
test  that  is  necessary  in  some  instances  then  become  unnec- 
essary? Is  there  a difference  between  high  quality  medical 
care  without  financial  shortcuts  and  medical  care  that  is  nec- 
essary only  under  the  financial  restraints  dictated  by  the 
depleted  treasury  of  a third  party?  If  some  tests  are  not  or- 
dered for  financial  reasons,  those  missing  results  will  make  a 
difference  in  a few  cases.  Some  patients  will  improve  even 
with  poor  care,  and  others  will  get  worse  even  with  the  best 
care.  However,  as  more  and  more  marginally  necessary 
tests  are  omitted,  at  least  some  patients  will  suffer. 

If  a necessary  test  is  not  done  for  financial  reasons  and  the 
patient  suffers  grievous  harm,  what  will  juries  do?  When  the 
patient  demands  hundreds  of  thousands  of  dollars  in  dam- 
ages for  his  or  her  injuries,  will  the  physician,  hospital, 
medical  staff,  or  review  organization  later  be  able  to  justify  its 
decision  to  discharge  a patient  or  omit  a test  or  procedure 
because  of  legitimate  financial  considerations?  In  the  past, 
juries  have  not  been  sympathetic  to  the  argument  that  some- 
thing (that  would  have  made  a difference  in  the  outcome) 
was  not  done  because  of  financial  considerations.  The  real- 
ities of  the  harm  to  an  individual  patient  overwhelm  society’s 
concern  for  controlling  medical  costs.  Yet,  every  day  the  doc- 
tor, the  medical  staff,  and  the  hospital  face  the  cold  realities 
of  financial  constraints  imposed  by  DRGs  and  other  reim- 
bursement systems. 

We  can  anticipate  a larger  role  for  hospitals  and  medical 
staffs  in  reviewing  the  practice  patterns  of  physicians  to  help 
assure  the  hospital's  financial  survival.  The  physician’s  pa- 
tient profile  in  the  hospital  setting  will  become  more  and  more 
important  as  the  DRG  concept  is  refined.  More  and  more 
pressure  will  be  placed  upon  those  physicians  whose  profiles 
are,  according  to  the  hospital  accountant,  cost- 
ing the  hospital  money.  The  medical  staff  will  be  placed 
squarely  in  the  middle  as  the  peer  review  body  in  the  hospi- 
tal. Pressure  for  change  will  be  focused  on  the  individual 
physician  whose  profile  does  not  fit  the  proper  pattern. 

Duty  to  patient 

Does  the  patient  have  the  right  to  informed  consent  to  a deci- 
sion to  withhold  care,  tests,  or  procedures  because  their  cost 
will  not  be  reimbursed  by  a third  party?  Will  two  standards  of 
treatment  be  developed — one  for  the  rich  and  one  for  the 
poor?  Will  one  standard  be  based  upon  financial  criteria, 
while  the  other  is  based  on  what  is  best  for  the  patient  who 
can  pay,  whatever  the  cost? 

Professional  liability  defense  attorneys  predict  that  the 
DRG  system  will  cause  greater  potential  liability  for  the  hos- 
pital and  for  the  medical  staff,  both  of  which  will  place  finan- 


cial pressures  on  individual  physicians  (4).  When  the  hospital 
places  financial  criteria  above  the  needs  of  an  individual  pa- 
tient, has  the  hospital  violated  its  duty  to  the  patient?  Does 
not  the  medical  staff  share  this  same  duty?  Is  the  physician’s 
duty  to  treat  the  patient  dangerously  compromised  where  it 
has  been  suggested  that,  if  not  corrected,  his  or  her  overly 
expensive  profiles  will  require  termination  of  medical  staff 
privileges  at  the  facility? 

Third  party  payers,  particularly  the  federal  government 
under  Medicare’s  DRG  methodology,  have  shifted  the  hard 
individual  decisions  to  the  hospital,  to  its  medical  staff,  and  to 
individual  physicians.  The  government  can  sit  back  and  say, 
‘‘We  did  not  tell  the  hospital,  the  physician,  or  the  medical 
staff  to  discharge  this  particular  patient.  We  are  only  in  the 
reimbursement  business.  If  the  hospital  and  its  physicians 
discharge  their  duties  and  responsibilities  properly,  they  will 
be  fairly  rewarded  over  the  long  run  under  our  reimburse- 
ment system.” 

Hospitals  and  physicians  may  have  a different  perspective 
with  respect  to  the  fairness  of  a cost  control  system.  Harmed 
patients  also  may  question  financially  based  decisions  on  the 
necessity  of  care. 

Conflict  of  interest? 

Experienced  hospital  attorneys  have  offered  added  interest 
and  incentive  to  hospital  medical  staff  physicians  by  permit- 
ting them  to  share  in  the  profits  generated  from  prudent 
medical  care.  In  other  words,  if  the  profiles  of  medical  staff 
physicians  are  favorable  under  the  DRG  reimbursement  sys- 
tem, the  physicians  will  receive  some  of  the  savings  (profits) 
the  hospital  enjoys  (5).  Of  course,  under  such  a plan,  physi- 
cians also  would  share  the  hospital’s  loss  if  the  profiles  do  not 
compare  favorably  with  DRG  reimbursement  norms.  Thus, 
physicians’  financial  interests  would  be  affected  adversely 
where  practice  profiles  do  not  square  with  the  norms 
dictated. 

Should  the  physician  disclose  to  the  patient  that  he  or  she 
will  share  in  the  hospital’s  reimbursement  gains  or  losses, 
depending  upon  how  quickly  the  patient  is  able  to  leave  the 
hospital,  if  this  is  the  case?  With  respect  to  charges  for  labo- 
ratory bills  by  physicians,  and  charges  billed  by  one  physi- 
cian for  the  services  of  another,  the  AMA  Judicial  Council 
advises  that  actual  charges  for  laboratory  services  or  an- 
other physician’s  services  should  be  stated,  as  well  as  any 
separate  charges  for  the  billing  physician’s  own  professional 
services  (1[secs  6.08,6.09]). 

If  the  physician  shares  in  the  hospital’s  profit,  would  such  a 
distribution  be  considered  a kickback  (for  not  treating),  which 
would  be  unethical,  if  not  illegal?  (1  [sec  6])  In  light  of  the  AMA 
Judicial  Council  opinions  referenced  above,  at  a minimum, 
the  physician  should  inform  the  patient  of  such  a financial 
arrangement  with  a hospital  in  advance  of  treatment  and  con- 
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fer  with  his  or  her  attorney  about  the  legal  restraints  licensed 
physicians  face  in  Texas  regarding  such  profit  (or  loss)  shar- 
ing arrangements. 

Growth  and  change  possible 

New  reimbursement  rules  provide  opportunity  for  growth  and 
change.  We  cannot  assume  that  all  cost  reduction  incentives 
will  reduce  financial  expenditures  or  lower  quality  medical 
care.  The  following  editorial  reply  by  Beeville  physicians  illus- 
trates the  good  that  can  come  from  cost  containment  efforts: 

. . .you  leave  the  impression  that  growth  in  the  health 
care  field  is  impossible  in  the  face  of  government  regula- 
tions. On  the  contrary,  growth  and  change  are  imperative 
in  light  of  these  regulations.  As  an  example,  since  April, 
Medicare  reimbursement  follows  a guideline  called  Diag- 
nostic Related  Group  payments. 

In  this  scheme,  the  hospital  is  reimbursed  for  the  “worst” 
diagnosis.  For  instance,  if  you  have  pneumonia,  the  hospi- 
tal is  paid  a certain  amount  of  dollars  for  a set  length  of 
time.  The  amount  is  the  same  for  a 65-year-old  jogger  who 
caght  a viral  pneumonia  from  his  grandchild  and  a 90-year- 
old  who  is  bedridden  and  has  heart  trouble  with  bacterial 
pneumonia. 

Since  the  time  and  payment  are  set,  the  sooner  we  can 
make  the  right  diagnosis  and  start  the  proper  antibiotic,  the 
sooner  the  patient  gets  well  and  can  go  home.  That  will 
make  money  for  the  hospital.  It  will  save  the  patient  money. 
It  also  will  require  more  sophisticated  diagnostic  equip- 
ment. . . 

Only  by  providing  facilities  that  allow  rapid  diagnosis,  full 
range  general  care  and  selected  specialties  can  the  hospi- 
tal hope  to  come  out  ahead  with  current  Medicare  rules. 
That  means  expansion  and  change  now — with  the  tech- 
nological explosion  in  medical  equipment,  a hospital  can 
become  obsolete  overnight . . . don’t  stand  still  or  you  will 
deprive  this  town  of  the  medical  facility  it  needs  and  de- 
serves (6). 

Challenges  for  physicians 

Thus,  the  physician’s  duty  to  the  patient  will  continue  to  be 
challenged.  The  physician  cannot  fully  practice  his  or  her  pro- 
fession without  hospital  privileges.  The  physician  must  coop- 
erate with  the  hospital  administration,  board,  and  the  medical 
staff  in  order  to  maintain  staff  privileges.  The  physician  is  also 
in  competition  with  other  physicians  for  patients.  Without 
hospital  staff  privileges,  the  physician’s  ability  to  compete 
and  to  practice  his  or  her  profession  fully  is  compromised 
severely.  Additionally,  because  the  pressure  to  discharge 
hospitalized  patients  as  soon  as  their  conditions  warrant  will 
continue  to  mount,  the  hospital  probably  will  experience  an 
increasing  number  of  empty  beds.  Thus,  the  administration 
may  begin  to  exert  subtle  pressure  for  physicians  to  admit 


more  patients.  The  hospital’s  ideal  patient  might  be  one  who 
is  sick,  but  not  too  sick,  ie,  one  who  will  recover  quickly  and 
aid  the  hospital  and  its  medical  staff  in  beating  the  DRG 
odds.  Of  course,  such  a patient  also  will  improve  his  or  her 
physician’s  DRG  score  with  the  hospital’s  accountants.  Thus, 
the  physician  might  improve  his  or  her  position  on  the  hospi- 
tal medical  staff. 

Patient’s  best  interest  and  PROs 

Opportunities  for  problem  solving  among  medical  staffs  and 
hospitals  will  continue.  The  AMA  Section  on  Hospital  Medical 
Staffs  will  be  busy,  as  will  a similar  section  being  formed  by 
the  Texas  Medical  Association.  These  are  challenging  times. 
Physician  involvement  is  essential  to  enable  medicine  to 
meet  these  challenges.  Physicians  active  on  hospital  medi- 
cal staffs  must  maintain  their  ethical  perspective  and  con- 
tinue to  focus  on  the  best  interests  of  their  patients.  Costs  for 
providing  care  are  important,  but  not  if  quality  must  be  sacri- 
ficed. The  accountants  may  pay  the  bills,  but  they  are  not 
licensed  to  diagnose  and  treat  patients.  Individual  physicians 
and  hospital  medical  staffs  must  not  be  lured  into  becoming 
financial  officers  first  and  doctors  second.  Rather,  the  utiliza- 
tion controls  must  be  used  as  a statistical  tool  to  scientifically 
examine  practice  patterns  and  positively  affect  the  decisions 
made  by  each  physician  for  each  patient  (7).  Active  physician 
involvement  in  the  Texas  Medical  Foundation  (the  PRO  con- 
tractor for  Texas)  will  help  make  this  happen.  The  physician’s 
stubborn  strength  is  vital  to  everyone  whose  loved  ones  may 
one  day  be  ill  or  injured  and  be  in  need  of  the  “best  care 
money  can  buy.” 

Donald  P.  "Rocky”  Wilcox,  JD 

TMA  General  Counsel 
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Our  Five  Years  Of  Progress  Are 
Just  What  The  Doctors  Ordered 


Texas  Medical  Liability  Trust . . . it 
all  began  in  1979  with  approximately 
$1,500,000  in  assets  and  our  first 
policyholders. 

You  asked  for  medical  profes- 
sional liability  insurance  that  repre- 
sented security,  dependability  and 
effective  claims  management.  We  sup- 
plied it 

You  required  professional  insur- 
ance leadership  by  medical  liability 
specialists  who  were  sensitive  to 
your  individual  service  requirements. 
Once  again,  TMLT  delivered. 

You  wanted  an  insurance  entity 
that  would  resist  defensible  claims. 
TMLT,  with  active  physician  review  in- 
volvement, vigorously  defends  against 


non-meritorious  claims;  and,  our 
current  data  conclusively  confirms 
this  approach. 

In  fact,  the  physician  TMLT  Gov- 
erning Board  and  Executive  Staff  lis- 
ten carefully  to  all  of  your  suggestions 
which  has  allowed  us  to  create  an  un- 
paralleled service  philosophy. 

We  take  our  responsibilities  to 
the  Texas  Medical  Association  mem- 
bership seriously.  We  have  taken 
strong  action  for  loss  prevention  and 
patient  safety  by  means  of  educational 
seminars,  literature  and  videotape 
programs. 

Today,  TMLT  is  viewed  as  a leader 
and  innovator  in  the  dynamics  of 
medical  liability  risks.  In  only  five 


years  we  have  grown  strong  in  assets; 
and,  our  policyholders  have  grown  at 
an  average  of  67  per  cent  annually. 
We  are  fulfilling  our  commitment  to 
provide  a stable  source  of  liability  in- 
surance through  accurately  measur- 
ing our  risk  and  claims  activity  by 
medical  specialty  and  geographic 
location. 

Call  us.  We  are  the  Texas  Medical 
Liability  Trust.  After  five  strong  years, 
we  can  genuinely  say  that  “we  are  just 
what  the 
doctors 
ordered.” 

TEXAS  MEDICAL 
LIABILITY  TRUST 

Created  by  the  Texas  Medical  Association 


STATEWIDE  SERVICE  CENTER  • 1 -800-252-9 1 79/P O BOX  14746  • AUSTIN,  TEXAS  78761 
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600 mg  Tablets 
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More  convenient Jor  your  patients 
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The  Upjohn  Company  • Kalamazoo,  Michigan  49001  USA 


HOW  A STUDENT 
WHO  COULDN’T  LEARN 
TAUGHT  EVERYONE 
AN  IMPORTANT  LESSON. 


Everyone  thought  Matthew  Francisco 
was  failing  school. 

But  was  he  really? 

You  see,  Matthew  has  a learning 
disability.  And  no  matter  what  his  par- 
ents and  teachers  did,  his  problem  only 
seemed  to  worsen.  (Matthew  even  started 
running  away  from  home  to  avoid  school.) 

Finally  Matthew  s mother,  Barbara, 
did  some  homework  of  her  own  and  got 
in  touch  with  the  Minnesota  Association 
for  Children  and  Adults  with  Fearning 
Disabilities,  a United  Way  supported 
agency. 

The  Association  helped  Barbara  deal 
with  Matthew  at  home  and  his  teachers 
deal  with  him  at  school. 

Before  long  Matthew  was  solving  prob- 
lems in  school  instead  of  just  being  one. 


And  through  her  involvement  with  The 
Association,  Barbara  now  schools  other 
parents  with  learning  disabled  children. 

This  is  just  one  of  thousands  of  similar 
stories  from  all  over  the  country. 

And,  as  the  Franciscos  can  attest, 
United  Way  does  a lot  in  your 
community. 

Everything  from  day  care  to  foster  care 
to  care  for  the  elderly. 

And  what  makes  it  all  work  are 
generous  contributions  from  people  like 
yourself. 

People  who  realize  that 
without  their  help.  United 
Way  simply  cannot  exist. 

Matthew,  his  parents  and 
his  teachers  thank  you. 

So  do  we. 


United  W^y 

THANKS  TO  YOU  IT  WORKS 
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Add  Spirometry 
to  your  practice.. 


...the  Autospiro  SD-System 


Featuring  a Spirometric 
Diagnostic  System 
designed  for  the 
physician’s  office. 

Vital  to  a busy  practice 

The  Autospiro-SDS  is  portable,  compact  and 
lightweight.  Yet  its  simple,  low-cost  operation 
will  yield  the  most  sophisticated  data  accurately 
and  automatically. 

The  Spirometric  Diagnostic  System  (SDS) 
provides  step-by-step  instructions  and  moni- 
tors every  test.  The  micro-computer  will 
calculate  8 vital  test  parameters  and  provide 
an  instantaneous  diagnostic  interpretation 
through  comparison  with  standard  prediction 
values  for  both  adults  and  children. 

Permanent  record  of  results 

The  graphic  printer  provides  patient  information, 
a complete  test  summary  print  out,  plus  the 
valuable  Flow-Volume  and  FVC  curves  neces- 
sary for  third-party  reimbursement. 


Economical 

The  computerized  SD-System  allows  a busy 
office  to  add  spirometry  easily  and  economi- 
cally. By  automatically  analyzing  a single 
expiration  to  yield  a complete  print  out,  the 
Autospiro  SD-System  can  be  efficiently  utilized 
without  requiring  extra  personnel,  lengthy 
calculations,  or  special  training.  Spirometry 
can  justifiably  increase  your  office  billing  by 
becoming  an  integral  part  of  a complete 
examination. 

Contact  us  for  details  and  a demonstration  today! 

R-B  INSTRUMENTS  CO. 

P.O.  Box  37271,  Houston,  TX  77237 

(713)  774-0458  or  800-323-1674 

SERVING  ALL  OF  TEXAS 
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□ I would  like  a demonstration  in  my 

office  at  my  convenience  Please  contact  me. 
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Convention 

Headquarters 

The  San  Antonio  Convention  Center  is 
headquarters  for  the  1 985  Annual  Ses- 
sion. The  majority  of  scientific  programs 
and  House  of  Delegates  meetings  will  be 
scheduled  there.  The  Marriott  Hotel  will 
be  delegates’  headquarters  and  will  ser- 
vice meetings  of  boards,  councils  and 
committees.  Four  Seasons  Plaza  Na- 
cional,  Hilton  Palacio  del  Rio,  and  Hyatt 
Regency  also  serve  as  headquarters  fa- 
cilities and  will  accommodate  program 
participants,  general  housing,  additional 
meetings  and  social  events.  All  hotels  are 
near  the  Convention  Center  and  San  An- 
tonio’s famous  Riverwalk. 

House  of  Delegates  meetings  will  be  held 
in  the  Mission  Room,  Convention  Center, 
Thursday,  May  9,  at  8 am,  and  Friday, 
May  10,  at  9 am.  Reference  Committee 
meetings  will  be  held  in  the  Marriott  Hotel 
Thursday,  May  9,  beginning  at  9:30  am. 


Registration 

There  is  no  registration  fee  for  members 
of  the  Texas  Medical  Association,  for  par- 
ticipants in  the  annual  session  program, 
and  for  in-state  interns,  residents,  or  indi- 
viduals in  allied  health  disciplines,  such 
as  medical  students,  medical  assistants, 
nurses,  technicians.  A registration  fee  of 
$50  is  charged  for  all  other  nonmembers. 
It  is  not  necessary  to  register  in  ad- 
vance of  the  session. 

Registration  will  be  held  at  the  following 
times  and  places: 

San  Antonio  Convention  Center 

(Registration  and  Ticket  Sales) 

North  Exhibit  Hall  (east  end): 

Wednesday,  May  8 9:00  am-5:00  pm 
Thursday,  May  9 7:30  am-5:30  pm 

Friday,  May  10  7:30  am- 5:30  pm 

Saturday,  May  11  7:30  am- 3:00  pm 

Marriott  Hotel 

(Registration  Only) 

Ballroom  Foyer 

Wednesday,  May  8,  10:00  am- 10:00  pm 


Welcome  to 
San 

Antonio 


and  Patient 

Today’s 
Health  Care 
Team 

Texas  Medical  Association 
118th  Annual  Session 
San  Antonio  Convention  Center 
May  8-12,  1985 

Featuring 

24  Section  Programs  Allergy  • Colon 
and  Rectal  Surgery  • Digestive  Diseases  • 
Diseases  of  the  Chest  • Endocrinology  • 
Family  Practice  • Internal  Medicine  • Neu- 
rological Surgery  • Neurology  • Nuclear 
Medicine  • Obstetrics  and  Gynecology  • 
Occupational  Medicine  • Oncology  • Oph- 
thalmology • Otolaryngology  • Pathology  • 
Pediatrics  • Physical  Medicine  and  Re- 
habilitation • Plastic,  Reconstructive,  and 
Maxillofacial  Surgery  • Psychiatry  • Public 
Health  • Radiology  • Surgery  • Urology 

Sunrise  Sessions  Sunrise  Sessions 
are  informal  programs  given  primarily  for 
those  in  general  practice  and  all  spe- 
cialties and  feature  a short  lecture  fol- 
lowed by  open  discussion. 

Join  the  Friday  and  Saturday  morning 
speakers  from  8:15-9:15  for  such  topics 
as  How  to  Prepare  Athletes  for  Competi- 
tion; Dance  Injuries — Understanding  and 


Management;  Principles  of  Magnetic  R 
onance:  Nuts  and  Bolts — Basic  Con- 
cepts; Computed  Tomography  of  the 
Cervical  Spine,  and  Diagnostic  Imagine 
the  Eighties. 

Sports/Alumni  Events  Golf,  tennis, 
Fun  Run,  alumni  and  fraternity  parties, 
class  reunions. 

General  Meeting 
Luncheons 

General  Meeting  Luncheons  will  be  hel 
on  Friday,  May  1 0,  and  Saturday,  May 
at  12:15  pm  in  the  North  Banquet  Hall, 
Convention  Center. 

At  Friday’s  luncheon,  awards  will  be  pre 
sented  for  outstanding  scientific  exhibit 
and  for  excellence  in  health  information 
communication.  Scientific  exhibits  are 
judged  on  the  basis  of  clarity,  effec- 
tiveness, originality,  contribution  to  basi 
knowledge,  and  practical  values.  Three 
awards  are  given  in  each  of  four  profes 
sional  categories.  Additionally,  the 
Aesculapius  Award,  sponsored  by  Mis- 
sion Pharmacal  Co.,  San  Antonio,  is 
awarded  for  an  outstanding  exhibit  by  a 
Texas  physician  or  group  of  physicians. 

Also  presented  at  Friday’s  luncheon  are 
the  Anson  Jones  Awards,  inspired  by  tf 
example  of  Dr.  Anson  Jones.  Dr.  Jones 
was  the  last  president  of  the  Republic  c 
Texas,  a pioneer  Texas  physician,  a pre 
lific  writer,  and  the  man  responsible  for 
establishing  the  first  regulations  concer 
ing  medical  practice  in  Texas.  The  awar 
named  after  him  are  presented  in  news 
paper,  magazine/newsletter,  radio  and 
television  categories.  Entries  are  judget 
on  the  basis  of  accuracy,  significance, 
quality,  public  interest,  and  impact.  Afte 
the  awards  presentations,  attendees  wi 
hear  from  a prominent  speaker  who  will 
be  named  soon. 

Saturday’s  luncheon,  co-sponsored  wit! 
the  Texas  Medical  Association  Auxiliary 
will  feature  musical  entertainment  by  Tf 
Chordsmen,  a fifty-man  chorus  which  h 
won  international  chorus  competitions 
for  its  fine  barbershop  harmony.  The 
Chordsmen  will  present  nostalgia,  com- 
edy and  drama,  old,  modern,  blue  and 
silly  songs  in  a most  appealing  way.  Th< 
repertoire  includes  such  classics  as  Zip 
pity  Doo  Dah,  Mr.  Sandman,  Sunny  Sid 
of  the  Street,  Edelweiss,  and  Alexander 
Ragtime  Band.  Join  us  Saturday  for  a 
rousing  good  time  and  some  extraor- 
dinary music! 
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0 back  in  time  to  the  early  days 
exas.  An  array  of  determined 

1 and  women  await  you  at  the 
itute  of  Texan  Cultures,  site  of 
Texas  Medical  Association/ 
diary  party  during  the  Annual 
sion.  Hailing  from  faraway 
:es  such  as  Norway,  Africa, 
tland,  Japan,  Lebanon, 

ece,  and  others,  these 
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settlers  contributed  both  to  the 
taming  of  this  great  state  and  to 
the  cultural  variety  which  makes  it 
such  a fascinating  place  to  live. 

The  "Texas  Heritage  Celebra- 
tion," Friday  evening,  May  10,  will 
provide  a wonderful  opportunity 
to  discover  the  diverse  traditions 
and  customs  of  the  state,  while 
viewing  exhibits  and  visiting  with 
friends.  The  exhibits  chronicle  the 
challenges  and  hardships  met  by 
Texas  settlers  from  twenty-five 
nations.  You'll  be  introduced  to 
“curanderas"  (folk-healers  from 
Mexico),  see  handcrafts  from 


John  M.  Goin,  MD 

Los  Angeles,  Calif, 
plastic  surgery 

Gerald  S.  Golden,  MD 

Memphis,  Tenn. 
pediatrics,  neurology 

Richard  L.  Goode,  MD 

Stanford,  Calif, 
otolaryngology 

Colum  A.  Gorman,  MD 

Rochester,  Minn, 
endocrinology 

Frederick  M.  Grazer,  MD 

La  Jolla,  Calif, 
plastic  surgery 

Robert  Gruber,  MD 

Rockville,  Md. 
psychiatry 

Grant  Gwinup,  MD 

Irvine,  Calif. 

endocrinology  and  metabolism 

Steven  E.  Harms,  MD 

Dallas,  Tex. 
diagnostic  radiology 

Eugene  Helveston,  MD 

Indianapolis,  Ind. 
ophthalmology 

David  Heppel,  MD 

Rockville,  Md. 
pediatrics 


Scandanavia,  and  stand  face  to 
face  with  a buffalo,  once  ruler  of 
the  Texas  plains. 

Video  tapes  located  in  various  ex- 
hibit areas  will  describe  lives  and 
times  of  specific  people,  and  their 
historic  accomplishments.  Inter- 
preters will  be  on  hand  to  explain 
details  of  certain  exhibits,  allow- 
ing you  to  delve  into  the  exciting 
background  of  neighbors  you 
may  not  have  known  you  had! 

A musical  mosaic,  "Faces  and 
Places  of  Texas,"  will  illuminate 
36  screens  of  the  Dome  Theatre, 


Bernard  L.  Kaye,  MD,  DMD 

Jacksonville,  Fla. 
plastic  surgery 

John  A.  Lombardo,  MD 

Cleveland,  Ohio 
sports  medicine 

Karl  M.  Morgenstein,  MD 

Miami,  Fla. 
otolaryngology 

Robert  M.  Morse,  MD 

Rochester,  Minn, 
psychiatry,  neurology 

Robert  G.  Ojemann,  MD 

Boston,  Mass, 
neurosurgery 

Roy  Patterson,  MD 

Chicago,  III. 
allergy,  immunology 

Edward  E.  Pennington,  MD 

Atlanta,  Ga. 
surgery 

Daniel  H.  Present,  MD 

New  York,  NY 
internal  medicine 

David  T.  Purtllo,  MD 

Omaha,  Neb. 
pathology 

John  E.  Ray,  MD 

New  Orleans,  La. 
colon  and  rectal  surgery 


highlighting  both  the  cultural  di- 
versity and  scenic  beauty  of  our 
home  state.  Several  booths 
serving  Italian,  Swiss,  German, 
Western,  Mexican,  and  Chinese 
food  will  be  set  up  throughout  the 
exhibit  hall,  and  the  Mike  De 
Leon  Band  will  entertain  you  with 
a variety  of  musical  styles. 

Don't  miss  sharing  this  relaxed 
evening  of  discovery  with  your  old 
friends.  And  what  better  way  to 
meet  new  ones  than  in  exploring 
your  mutual  heritage!  Tickets  are 
$25  each,  and  the  event  runs 
from  7-10  pm,  Friday,  May  10. 


Lee  F.  Rogers,  MD 

Chicago,  III. 
radiology 

Thomas  H.  Rossing,  MD 

Boston,  Mass, 
internal  medicine 

Robert  M.  Satovlck,  MD 

Salt  Lake  City,  Utah 
neurology 

Martin  H.  Smith,  MD 

Gainesville,  Ga. 
pediatrics 

John  A.  Talbott,  MD 

New  York,  NY 
psychiatry 

James  H.  Thrall,  MD 

Detroit,  Mich. 

nuclear  medicine,  radiology 

David  J.  Volsky,  MD 

Omaha,  Neb. 
pathology 

Marion  L.  Walker,  MD 

Salt  Lake  City,  Utah 
pediatric  neurosurgery 

Richard  B.  Welch,  MD 

San  Francisco,  Calif, 
orthopaedic  surgery 

James  V.  Zelch,  MD 

Cleveland,  Ohio 
radiology 


/ance  Ticket  Order  Form 

he  advance  ticket  order  form,  attach  check,  and  mail  to:  Texas  Medical  Association, 
lorth  Lamar  Blvd.,  Austin,  Texas  78701,  and  your  tickets  will  be  waiting  for  you  at  the 
(Ticket  Sales  Desk  in  San  Antonio. 


1 city  state  zip 

ckets  ‘Function  and  price  including  tax  and  gratuity  Amount 

— General  Meeting  Luncheon — Friday,  May  10,  12:15  pm 
(Speaker  pending) 

$16.00  per  person  $ 

— General  Meeting  Luncheon — Saturday,  May  11,  12:15  pm 
(The  Chordsmen) 

$16.00  per  person  $ 

— Texas  Heritage  Celebration 

Friday,  May  10,  7:00  pm 

$25.00  per  person  $ 

Total  Amount  Enclosed  $ 


stand  tickets  will  be  available  for  pickup  at  the  San  Antonio  Convention  Center, 
prices  are  based  on  the  Association’s  actual  cost  of  food,  gratuity  and  expenses  for 
irs.  Please  complete  and  return  to  TMA  before  April  24, 1985.  No  refunds  after  May  4 


Final  Program  Order  Form 

The  Program  and  Abstracts  of  the  1 18th  Texas  Medical 
Association  Annual  Session  will  be  available  in  early  April. 

If  you  wish  to  order  your  copy  in  advance,  please  return  this 
coupon  with  a check  for  $4.75  to  Texas  Medical  Associatior 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

Please  send  a copy  of  the  Program  and  Abstracts  for  the 
118th  Annual  Session  to: 


name 


address 


city  state  zip 

My  check  for  $4.75  is  enclosed. 


Texas  Medical  Association 

118th  Annual  Session 

San  Antonio  May  8—12, 1985 

Make  Your  Reservations  Now 

• Hotel  rooms  will  be  assigned  on  a first-come,  first-served 
basis  by  the  San  Antonio  Convention  and  Visitors  Bureau. 

• Complete  in  full  the  Official  Housing  Request  Form  and 
return  it  immediately  to: 

Housing  Bureau 

San  Antonio  Convention  and  Visitors  Bureau 

P.O.  Box  2277 

San  Antonio,  Texas  78298 

• List  six  hotels  in  order  of  preference. 

• Only  reservations  received  on  the  Official  Housing 
Request  Form  will  be  accepted.  Hotels  will  not  accept  res- 
ervations directly,  and  telephone  requests  cannot  be 
accepted. 

• Do  not  send  housing  form  to  Texas  Medical  Association. 
This  will  only  delay  your  request. 

• Deadline  for  reservations  is  April  24,  1985,  unless 
otherwise  noted. 

Confirmations 

• Your  room  confirmation  will  be  sent  to  you  directly  from 
the  hotel  within  three  weeks  of  receipt  of  your  request  by 
the  Housing  Bureau.  Please  check  it  carefully  to  be  sure  all 
information  is  correct. 

Room  Deposits 

• Your  room  will  be  held  until  6:00  pm  on  your  date  of  arrival 
unless  you  send  one  night's  room  deposit.  Due  to  the  pos- 
sibility of  unforeseen  delays  in  your  arrival  time,  it  is  always 
a good  idea  to  send  a deposit  no  matter  what  time  you  plan 
to  arrive. 

• To  make  a deposit  on  your  room,  after  you  have  received 
confirmation  from  the  hotel,  you  can  send  one  night’s 
room  deposit  directly  to  the  hotel,  or  simply  call  the  hotel 
with  your  credit  card  number.  (American  Express,  VISA, 
MasterCard,  Diners  Club  and  Carte  Blanche  are  accepted.) 

Changes  and  Cancellations 

• If  you  must  change  your  hotel  reservation,  simply  write  or 
call  the  hotel  indicating  the  change  desired. 

• If  you  must  cancel  your  reservation,  please  write  the 
Housing  Bureau  in  San  Antonio  immediately  so  that  others 
can  be  accommodated.  Your  notice  of  cancellation  must  be 
received  within  48  hours  of  your  scheduled  arrival  or  your 
deposit  cannot  be  refunded.  Remember . . . Don’t  be  a 
no  show! 


Participating  hotels  and  codes: 


1.  The  Crockett  CRO 

(Deadline  for  Reservations— April  19) 
320  Bonham 
(General  Housing) 

Singles  $70 
Doubles  $80 

2.  Four  Seasons  San  Antonio  FSE 

555  South  Alamo 
(General  Housing) 

Singles  $90 
Doubles  $100 

3.  Hilton  Palacio  del  Rio  HPR 

(Deadline  for  Reservations— April  22) 
200  South  Alamo 
(Program  Participants/ 

General  Housing) 

Singles  $80 
Doubles  $89 

4.  Hyatt  Regency  San  Antonio  HYR 

1 23  Losoya 

(Auxiliary  Headquarters/ 

General  Housing) 

Singles  $78 
Doubles  $89 


5.  La  Mansion  del  Rio  LMR 

112  College 
(General  Housing) 

Singles  $84 
Doubles  $94 

6.  La  Quinta-Convention  Center 

1001  East  Commerce 
(Exhibitors/General  Housing) 

Singles  $44 
Doubles  $52 

7.  San  Antonio  Marriott  SAM 

(Deadline  for  Reservations— Af. 
71 1 East  Riverwalk 
(House  of  Delegates,  Boards, 
Councils,  Committees) 

Singles  $78 
Doubles  $89 

8.  St.  Anthony  Inter-Continental 

300  East  Travis 
(General  Housing) 

Singles  $78 
Doubles  $90 
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HOUSING  BUREAU  USE  ONLY 


MAIL  TO: 


Texas  Medical  Association 
118th  Annual  Session 

1985 

San  Antonio 

OFFICIAL  HOUSING  REQUEST  FORM 

PLEASE  READ  CAREFULLY 

aSE  PRINT  OR  TYPE  ALL  ITEMS  TO  ASSURE  ACCURACY. 

PLETE  EACH  PART  BELOW  IN  DETAIL  FOR  CORRECT  AND  RAPID  COMPUTER  PROCESSING. 

ULD  MORE  THAN  THREE  (3)  ROOMS  BE  NEEDED,  SUPPLEMENTAL  ROOM  LIST  MUST  BE  ATTACHED  USING  SAME  FORMAT  AS  IN  PART  III. 
ACKNOWLEDGEMENTS  WILL  BE  SENT  TO  INDIVIDUAL  INDICATED  IN  PART  I.  ACTUAL  CONFIRMATION  WILL  FOLLOW  FROM  HOTEL. 

PARTI 

5TRUCTIONS:  Complete  requested  data  using  abbreviations  as  necessary. 

\ME  OF  PERSON  REQUESTING  ROOMS) 


May  8—12, 


HOUSING 

SAN  ANTONIO  CONVENTION 
& VISITORS  BUREAU 
P.O  BOX  2277 

SAN  ANTONIO,  TEXAS  78298 


(LAST  NAME)  (FIRST) 


(NAME  OF  COMPANY  OR  FIRM) 

(STREET  ADDRESS  OR  P O BOX  NUMBER) 


1 

(CITY) 

(STATE 

( 

ZIP  — USA) 

(COUNTRY)  (AREA  CODE)  (PHONE  NUMBER) 


PART  II 


RUCTIONS:  Select  SIX  Hotel/Motels  of  your  choice.  No  request  will  be  processed  without  SIX  choices. 


CHOICE  O O Q 

SECOND  CHOICE  O O CZ 

THIRD  CHOICE  O O O 

(HOTEL  CODE) 

(HOTEL  CODE) 

(HOTEL  CODE) 

m CHOICE  O O O 

FIFTH  CHOICE  O D C! 

SIXTH  CHOICE  O O O 

(HOTEL  CODE) 

(HOTEL  CODE) 

(HOTEL  CODE) 

PART  III 


5TRUCTIONS:  1.  PRINT  OR  TYPE  NAMES  OF  ALL  PERSONS  OCCUPYING  EACH  ROOM. 

2.  SELECT  TYPE  ROOM  DESIRED  WITH  ARRIVAL  AND  DEPARTURE  DATES. 

3.  SUPPLEMENTAL  LIST  FOR  ADDITIONAL  ROOM  MUST  USE  SAME  FORMAT 

4.  PRINT  OR  TYPE  LAST  NAME  FIRST 


GUEST  NAME/S  (PRINT  LAST  NAME  FIRST)  P + 1 — Parlor  & one  bedroom  P + 2 — Parlor  & two  bedrooms 

DOM 

0.  1 

1 

CHECK  ONE 

^Single  Triple 

Double  . Quad 
Twin  _P  + 1 
Dbl/Dbl  _P  + 2 

Ann  nATF  dfp  datf 

2 

Ann  TIMF  n AM  n PM  (Check  one) 

NOTE:  Reservation  will  be  held  only  until  6 p.m. 
unless  special  arrangements  are  made  directly 
with  hotel.  The  hotel  may  request  a deposit. 

3. 

4 

DOM 

0.  2 

i. 

CHECK  ONE 
-Single  __Triple 
.Double  Quad 

Twin  P + 1 

Dbl/Dbl  P + 2 

APR  RATF  pFP  RATF 

2. 

ARR  TIMF  n AM  n PM  (Check  onet 

NOTE:  Reservation  will  be  held  only  until  6 p.m. 
unless  special  arrangements  are  made  directly 
with  hotel.  The  hotel  may  request  a deposit. 

3 

4 

DOM 

0.  3 

1 

CHECK  ONE 
_ Single  Triple 
Double  Quad 

_Twin  P + 1 

-Dbl/Dbl  _P  + 2 

ARR  nATF  riFP  RATF 

2 

ARR  TIMF  n AM  n PM  (Check  one) 

NOTE:  Reservation  will  be  held  only  until  6 p.m. 
unless  special  arrangements  are  made  directly 
with  hotel.  The  hotel  may  request  a deposit. 

3 

4 

NOTE:  PLEASE  RECHECK  ALL  ITEMS  FOR  CORRECT  INFORMATION 
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The  Texas  Medical  Association 
approves  the  same  collection 
program  recommended  by 
medical  associations  in 
43  other  states. 

I.C.  System 

Why  these  votes  of  confidence? 


I.C.  System  is  endorsed  as  a responsible  alternative  for  physicians  who  need 
help  keeping  their  receivables  under  control.  All  collection  practices  are  legal, 
ethical  and  professional.  The  objective  is  to  collect  without  harming  the 
doctor  patient  relationship.  That’s  important. 

In  these  economic  times  you  need  a collection  program  you  can  turn  to  in 
confidence.  Consider  I.C.  System.  Write  or  phone  for  information.  The 
system  is  endorsed  by  your  association.  The  System  Works! 


The  System 

Works-A 


I.C.  SYSTEM,  INC. 

6301  Heron  Drive 
Austin,  Texas  78759 
Phone  512  250-9720 
WATS  800  328-9595 
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DEATHS 


W.B.  Adams,  Jr 

Walter  Billie  Adams,  MD,  a retired  Wichita  Falls  physician, 
died  Sept  5, 1 984.  He  was  68. 

Dr  Adams  was  born  in  Burkburnett,  Tex,  and  attended 
Baylor  University  in  Waco.  In  1 940  he  received  his  medical 
degree  from  Baylor  College  of  Medicine  in  Dallas.  After  an 
internship  at  the  Chicago  Eye,  Ear,  Nose  and  Throat  Hos- 
pital, Dr  Adams  served  in  the  Army  Air  Corps.  In  1 947  he 
moved  to  Wichita  Falls  to  begin  his  practice  specializing  in 
diseases  of  the  ears,  nose,  and  throat. 

Surviving  family  members  include  his  son,  Daniel  V. 
Adams,  Wichita  Falls. 

F.W.  Bone 

Fred  William  Bone,  MD,  a Dallas  obstetrician-gynecologist, 
died  Sept  1 7, 1 984,  at  age  63. 

Dr  Bone,  a native  of  Dallas,  attended  Southern  Methodist 
University.  In  1950  he  received  his  MD  degree  from  South- 
western Medical  School.  Dr  Bone  remained  in  Dallas  for  an 
internship  and  residency  at  Baylor  University  Hospital. 

Surviving  family  members  include  his  wife,  Betty  H.  Bone, 
Dallas;  daughters,  Barbara  W.  Stapp,  Rockwall,  Tex,  and 
Margaret  Ellen  Bone,  Dallas;  son,  William  Earl  Bone,  Dallas; 
mother,  Ada  C.  Bone,  and  sister,  Ruth  Verhyden,  both  of 
Jacksonville,  Tex;  and  one  grandson. 

D. D.  Douglass 

Daniel  David  Douglass,  MD,  a retired  radiologist,  died  Sept 
12, 1984. 

Dr  Douglass  had  served  as  chief  of  the  radiology  service  at 
Gorgas  Hospital  in  the  Isthmian  Canal  Zone.  Upon  retire- 
ment he  moved  to  McAllen,  where  he  had  practiced  during 
1957-1960. 

A Minnesota  native,  Dr  Douglass  attended  Kansas  State 
Teachers  College  in  Pittsburg,  Kan.  In  1 945  he  was  gradu- 
ated from  the  University  of  Tennessee  College  of  Medicine. 
He  practiced  in  Kansas  City,  Mo,  before  moving  to  Texas  to 
practice  in  McAllen. 

Survivors  include  his  wife,  Eileen  Leathers  Douglass, 
McAllen;  sons,  Daniel  D.  Douglass,  Fort  Lauderdale,  Fla; 
and  Larry  W.  Douglass,  Lone  Rock,  Wis;  and  brother,  Jesse 

E.  Douglass,  Tyler,  Tex. 

R.T.  Goodwin 

Roy  Thaddeus  Goodwin,  MD,  a longtime  Houston  physician, 
died  Aug  28, 1 984.  He  was  69. 

Born  in  Sinton,  Tex,  Dr  Goodwin  attended  The  University 
of  Texas  and  was  graduated  from  Baylor  College  of  Medicine 
in  1 940.  He  completed  an  internship  and  residency  at  Jeffer- 
son Davis  Hospital  in  Houston  and  then  practiced  for  two 
years  in  Little  Rock,  Ark.  He  returned  to  Houston  in  1944. 

Dr  Goodwin  is  survived  by  his  wife,  Billie  Newbury  Good- 


win, and  daughter,  Glenda  Goodwin  Lee,  both  of  Houston; 
sons,  Roy  T.  Goodwin  III,  Medina,  Tex,  and  Larry  Agee  Good- 
win, Rosenberg,  Tex;  brother,  Glenn  Goodwin,  Victoria; 
sister,  Lou  Ellen  Abernethy,  Dallas;  and  five  grandchildren. 

T.W.  Inmon 

Thomas  Witherspoon  Inmon,  MD,  62,  died  Sept  21,1 984.  Dr 
Inmon  was  a Temple  cardiologist. 

Born  in  Fort  Worden,  Wash,  he  was  graduated  from  the 
University  of  Colorado  Medical  School  in  1945.  Serving  in  the 
US  Army  for  21  years,  Dr  Inmon  was  commanding  officer  of 
the  121st  EVAC  Hospital  during  1950-1952.  Upon  his  retire- 
ment from  the  Army,  he  was  awarded  the  Legion  of  Merit,  the 
nation’s  second  highest  medal. 

Following  military  service,  Dr  Inmon  was  a member  of  the 
staff  of  Scott  and  White  Memorial  Hospital  in  Temple.  He 
served  as  chief  of  medicine  at  the  hospital  for  several  years. 

Survivors  include  his  wife,  Jean  W.  Inmon,  Temple;  sons, 
John  F.  Inmon,  Bastrop,  and  Jim  W.  Inmon,  Austin;  daughter, 
Jeanie  Inmon  Miller,  Temple;  sister,  Evelyn  Carlson,  San  An- 
tonio; and  six  grandchildren. 

L.W.  Leggett 

Lloyd  Waldo  Leggett,  MD,  79,  an  honorary  member  of  Texas 
Medical  Association,  died  Aug  1 6, 1 984.  Dr  Leggett  had 
practiced  in  Midland  for  more  than  20  years  before  retiring 
and  moving  to  Burnet,  Tex. 

An  Oklahoma  native,  he  spent  his  youth  in  Menard,  Tex.  In 
1 932  he  received  his  medical  degree  from  Baylor  College  of 
Medicine.  After  an  internship  at  Parkland  Memorial  Hospital 
in  Dallas,  Dr  Leggett  moved  to  Midland,  where  he  began  his 
family  practice. 

He  is  survived  by  his  daughters,  Carolynn  Canon,  Garland, 
Tex;  Rosalynn  Biggers,  Dallas;  and  Betty  Mulholland,  Austin; 
son,  L.  Waldo  Leggett,  Jr,  Houston;  brother,  Raymond  Leg- 
gett, Midland;  and  11  grandchildren. 
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RECENTLY  DECEASED  MEMBERS  OF  THE  TEXAS  MEDICAL  ASSOCIATION 


W.B.  ADAMS,  JR 
Wichita  Falls,  1915-1984 

F.W.  BONE 
Dallas,  1921-1984 

D.D.  DOUGLASS 
McAllen,  1920-1984 

R.T.  GOODWIN 
Houston,  1914-1984 

T.W.INMON 
Temple,  1922-1984 

L.  W.  LEGGETT 
Burnet,  1905-1984 


IN  MEMORIAM 


The  Memorial  Library  of  the  Texas  Medical  Association 
stands  as  a permanent  memorial  to  physicians  who  have 
served  their  patients,  their  profession  and  the  people 
of  Texas  so  faithfully  over  the  years. 

The  Library  ranks  as  one  of  the  finest  in  the  nation. 

It  is  providing  more  than  10,000  reference  requests, 

3,500  tapes  and  cassettes,  and  2,500  films  each  year 
to  physicians,  students,  and  to  those  seeking  information 
related  to  medicine  and  health  care.  The  resources  of  the 


Library  include  60,000  volumes,  400  tapes,  and  300 
scientific  and  lay  films;  more  than  1 ,300  professional 
journals  are  received  monthly.  Services  are  provided 
without  charge. 

Contributions  to  the  Texas  Medical  Memorial  Library 
Fund  are  invested  in  a permanent  fund  and  are  managed 
by  the  Board  of  T rustees  of  the  T exas  Medical  Association. 
Dividends  are  used  to  purchase  new  books  and  to  operate 
the  Library. 


I enclose  the  amount  of  $ Given  in  Memory  of 

Please  send  remembrance  card  to:  Donor  Information: 


NAME  

ADDRESS 

CITY  AND  STATE 


NAME  

ADDRESS 

CITY  AND  STATE 
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exas  Medical  Association  and  the 
jnerican  Association  of  Medical  Assistants 
Texas  Society 

985  Winter  Conference 


Creativity 

rhe  Way  of  the  Future 

ebruary  2, 1985 
heraton  Crest  Inn 
i 1 East  First  Street 
Aistin,  Texas 

chedule 

i:30—  9:00  am  Registration 
;):00— 1 2:00  noon  Morning  Session 
1:00-  1:00  pm  Luncheon 

1 :00-  4:30  pm  Afternoon  Session 

peakers 

David  G.  Noyes,  CPBC,  The  PM  Group 
Practice  Management 

_ouis  J.  Goodman,  PhD,  Director,  AMA  Department  of 
Health  Care  Financing  and  Organization 
Competition  in  Medicine 

Harrison  L.  Rogers,  Jr,  MD,  President-Elect,  AMA 
v/ital  Issues 

Charles  Armfield,  Co-Founder  and  President 
Delphi  Consultants 

Using  Creativity  to  Change  in  Today’s  Changing  Times 


Harrison  L.  Rogers,  Jr.,  MD 


ees 

Preregistration  $75.00 
At  the  door  $85.00 

Includes  conference,  course  materials,  luncheon  and  coffee  breaks. 

MA  Members — Watch  your  mail  for  a copy  of  the  program 
with  registration  and  hotel  reservation  forms. 

ror  Further  Information  Contact 

Pauline  LaBrose,  CMA 
Conference  Chairman 
P.O.  Box  29651 
San  Antonio,  Texas  78229 
512/696-0010  (o) 

512/342-3718  (h) 
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MEDICINE  IN  LITERATURE 


Medicine  in  Literature  is  a randomly  selected  sample  of 
medical  texts  recently  purchased  by  the  TMA  Memorial  Li- 
brary. In  1985  the  library  will  add  more  than  600  book  titles 
to  its  56,000-volume  collection  of  books  and  bound  journals, 
and  regularly  increases  its  holdings  of  motion  pictures,  au- 
diocassettes, videocassettes,  and  slide  presentations.  In 
addition,  the  library  subscribes  to  1,045  medical  and  health- 
related  journals.  For  additional  information,  call  the  Memo- 
rial Library  at  (512)477-6704. 


In  the  TMA  Library 

Bedogni  G,  Oselladore  D,  Ricci  E,  et  al:  Operative  Endo- 
scopy of  the  Digestive  Tract.  Italy,  Piccin  Medical  Books, 
1984. 

Berman  W Jr  (ed):  Pulsed  Doppler  Ultrasound  in  Clinical  Pe- 
diatrics. Mount  Kisco,  NY,  Futura  Publishing  Company,  Inc, 
1983. 

Campion  FD:  The  AM  A and  US  Health  Policy  Since  1940. 
Chicago,  Chicago  Review  Press,  1984. 

Corman  ML:  Colon  and  Rectal  Surgery.  Philadelphia,  J.B. 
Lippincott  Company,  1984. 

Cowan  DH:  Preferred  Provider  Organizations.  Planning, 
Structure,  and  Operation.  Rockville,  Md,  Aspen  Systems 
Corporation,  1984. 

Creasy  RK,  Resnik  R:  Maternal- Fetal  Medicine.  Principles 
and  Practice.  Philadelphia,  W.B.  Saunders  Company,  1984. 

Diagnostic  Ultrasound  Imaging  in  Pregnancy.  Washington, 
DC,  US  Department  of  Health  and  Human  Services,  National 
Institutes  of  Health,  1984. 

Dietz  AA  (ed):  Genetic  Disease.  Diagnosis  and  Treatment. 
Washington,  DC,  The  American  Association  for  Clinical 
Chemistry,  1983. 

Donald  PJ:  Head  and  Neck  Cancer— Management  of  the 
Difficult  Case.  Philadelphia,  W.B.  Saunders  Company,  1984. 

Eger  El  II  (ed):  Nitrous  Oxide.  New  York,  Elsevier,  1 985. 

Ellis  H:  Famous  Operations.  Media,  Penn,  Harwal  Publishing 
Company,  1984. 

Lee  BY:  Chronic  Ulcers  of  the  Skin.  New  York,  McGraw-Hill 
Book  Company,  1985. 
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Manual  on  Control  of  Infection  in  Surgical  Patients,  ed  2. 
Philadelphia,  J.B.  Lippincott  Company,  1984. 

Farber  L (ed):  Encyclopedia  of  Practice  and  Financial  Man- 
agement. Oradell,  NJ,  Medical  Economics  Books,  1985. 

Haskell  CM  (ed):  Cancer  Treatment,  ed  2.  Philadelphia,  W.B. 
Saunders  Company,  1985. 

Kim  EE,  HaynieTP:  Nuclear  Imaging  in  Oncology.  Norwalk, 
Conn,  Appleton-Century-Crofts,  1984. 

Linzer  N (ed):  Suicide.  The  Will  to  Live  vs  the  Will  to  Die.  New 
York,  Human  Sciences  Press,  Inc,  1984. 

Meyers  R:  DES.  The  Bitter  Pill.  New  York,  Seaview/Putnam, 
1983. 

Murray  HW  (ed):  FUO:  Fever  of  Undetermined  Origin.  Mount 
Kisco,  NY,  Futura  Publishing  Company,  1983. 

Pressman  RM:  Microcomputers  and  the  Private  Practitioner. 
Homewood,  III,  Dow  Jones- Irwin,  1984. 

Reisberg  B (ed):  Alzheimer’s  Disease.  New  York,  The  Free 
Press,  1983. 

Silber  SJ:  Reproductive  Infertility  Microsurgery  in  the  Male 
and  Female.  Baltimore,  Williams  & Wilkins,  1984. 

Stegman  SJ,  Tromovitch  TA:  Cosmetic  Dermatologic  Sur- 
gery. Chicago,  Year  Book  Medical  Publishers,  Inc,  1984. 

Weir  EK,  Reeves  JT  (eds):  Pulmonary  Hypertension.  Mount 
Kisco,  NY,  Futura  Publishing  Company,  Inc,  1984. 

Zatuchni  Gl,  Goldsmith  A,  Shelton  JD,  et  al:  Long-Acting 
Contraceptive  Delivery  Systems.  Philadelphia,  Harper  & 
Row  Publishers,  1984. 


TEXAS  MEDICINE 


Turn  of  the  century 
trephine  for  cranial  surgery 
and  tonsillotome  for 
removing  tonsils. 


We’ve  been  defending 
doctors  since 
these  were  the 
state  of  the  art. 


These  instruments  were  the  best  available  at 
tire  turn  of  the  century.  So  was  our  professional 
liability  coverage  for  doctors.  In  fact,  we 
pioneered  the  concept  of  professional 
protection  in  1899  and  have  been  providing 
this  important  service  exclusively  to  doctors 
ever  since. 


You  can  be  sure  we’ll  always  offer  the  most 
complete  professional  liability  coverage  you 
can  carry.  Plus  the  personal  attention  and 
claims  prevention  assistance  you  deserve. 

For  more  information  about  Medical 
Protective  coverage,  contact  your  Medical 
Protective  Company  general  agent. 


~0  f a?  rne  ?n  r.lP.ii£/x££m vn  CtuMSi&ir 


Bruce  Crim,  Charles  F.  Curtice,  Arthur  F.  Ennis,  Jr. , Keith  H.  Prince,  Daniel  S.  Marley 
Allied  Lakewood  Bank  Center,  6301  Gaston  Avenue,  Suite  570,  Dallas,  Texas  75214,  214/821-4640 
Mark  Lee  Gunter,  Wayne  L.  Kirk,  Suite  155,  7887  Katy  Freeway,  Katy  Hollow  Office  Park,  Houston,  Texas  77024,  713/682-8024 
Michael  Rollans,  Suite  408,  GPM  Building  South  Tower,  800  N.  W.  Loop  410,  San  Antonio,  Texas  78216,  512/344-5901 


DCH 


INTERNAL 

MEDICINE 


ALLERGY 

Arthur  T.  Pedersen,  MD 


CARDIOVASCULAR  DISEASE 

Hugh  F.  Arnold,  MD 
Michael  B.  Raine,  MD 
Michael  A.  Modelski,  MD 
Sigmund  W.  Friedland,  MD 
Stuart  L.  Solomon,  MD 
Boguslaw  Godlewski,  MD 


DERMATOLOGY 

Samuel  F.  Bean,  MD 


ENDOCRINOLOGY  & 
METABOLIC  DISEASES 

Thomas  G.  Vandivier,  MD 
Raymond  Gregory,  MD 
R.  Frederick  Gregory,  MD 
Thomas  J.  Hanson,  MD 
Richard  D.  Jablonski,  MD 
Brian  R.  Tulloch,  MD 


GASTROENTEROLOGY 

W.  Tom  Arnold,  MD 
Belton  G.  Griffin,  MD 
Frederick  R.  Lummis,  MD 
Dean  C.  Solcher,  MD 
Michael  Gagliardi,  MD 
Brian  C.  Douglas,  MD 
Margaret  E.  Bridges,  MD 
Robert  S.  McFadden,  MD 


DIAGNOSTIC  CLINIC  OF  HOUSTON 


6448  FANNIN 
HOUSTON,  TEXAS  77030 
(713)  797-9191 


TEXAS  MEDICAL  CENTER 


HEMATOLOGY 

Edmund  N.  Gouldin,  MD 
George  T.  Conklin,  MD 


INFECTIOUS  DISEASES 

Lewie  L.  Travis,  MD 
George  Burnazian,  MD 
Benjamin  L.  Portnoy,  MD 


INTERNAL  MEDICINE 

Jeffrey  Zatorski,  MD 
James  V.  Ryan,  MD 
Paul  T.  Forth,  MD 
Ronald  R.  Galfione,  MD 
Steve  Rosenbaum,  MD 
Eugene  M.  Hoyt,  MD 
Eileen  C.  Stade,  MD 
William  A.  Lent,  MD 


NEPHROLOGY 

K.  Ronald  Bingman,  MD 
R.  Robert  Durrett,  MD 
Garry  L.  Hagstrom,  MD 
Allan  I.  Goldberg,  MD 


NEUROLOGY 

Donald  J.  Russell,  MD 
George  Isaacs,  MD 


Ernesto  Infante,  MD 
Robert  W.  Fayle,  MD 
Simon  J.  Farrow,  MD 


( 


NUCLEAR  MEDICINE 

Donald  A.  Podoloff,  MD 

ONCOLOGY 

Lester  L.  Hoaglin,  ME 
J.  Peter  Sullivan,  MD 
Harry  R.  Price,  MD 
Edward  Middleman,  MD 
Martin  Hrgovcic,  MD 
Elizabeth  W.  Rogg,  MD 


PATHOLOGY 

Paul  B.  Radelat,  MD 
Ashok  M.  Balsaver,  MD 


PULMONARY  DISEASE 

William  M.  Donohue,  MD 
Joel  ^ Ffeed,  MD 
Gene  R.  Lindley,  MD 
Martin  L.  Kaplan,  MD 
Nelson  A.  Fernandez,  MD 


RADIOLOGY 

William  L.  Hinds,  MD 
C.  P.  Eldridge,  MD 
David  D.  Lawrence,  MD 
Charles  A.  Spain,  MD 
Joe  B.  Wilson,  MD 
Howard  J.  Pollock,  MD 
Jeffrey  A.  Klein,  MD 
Richard  J.  Frachtman,  MD 


RHEUMATOLOGY 

John  E.  Norris,  MD 
Carolyn  A.  Smith,  MD 


ADMINISTRATION 

Robert  B.  Hall, 
Administrator 

Joan  R.  McClung, 
Associate  Administrator 
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TEXAS  MEDICINE 


It’s  the  only  Trade  Show  you  will  need.  It’s  got  everything,  and  it 
is  strictly  for  members  of  the  medical,  accounting,  legal  and 

dental  professions. 


Professional  Resources.  Inc 
P.O.  Box  7404 S3 
Houston,  Texas  77274 
(713)  271-0214 


7k 


Co^ 


Attend  the  Exhibits  $10.00 
(pre-registration  is  not  required) 
EXHIBIT  HOURS: 


Exhibits  free  if  attending  MICROS  & MEDICINE.  The 
Micros  & Medicine  Symposium  is  sponsored  by  the 
Houston  Academy  of  Medicine/Texas  Medical  Center 
Library  (pre-registration  is  required).  For  more 
information,  Contact  the  Texas  Medical  Center  Library 
(713)  797-1230 


Thurs.,  Feb.  7,  10:00  AM-7:00  PM 
Fri.,  Feb.  8,  10:00  AM-7:00  PM 
Sat.,  Feb.  9,  10:00  AM-4:00  PM 

February  7,  8,  9,  1985 
Hall  of  Exhibits 
Shamrock  Hilton  Hotel 
Houston,  Texas 


Starlite  Village 
Hospital 

Center  Point,  Texas 

Ph.  634-2212 
634-2213 

A specialized  hospital  dedicated  to  the 

physical,  mental  and  spiritual  treatment 
of  men  and  women  suffering  from 
alcoholic  and  similar  disturbances. 

F.  E.  Seale,  M.D.  Annabelle  Lindner 

Medical  Director  Administrator 

CHAMPUS  APPROVED 
JCAH:  ACCREDITED 


At  the  other  end  of  this  toll 
free  phone  number  is  the  Texas  Medical 
Liability  Trust.  We’re  a non-profit 
organization  with  only  one  product . . . 
liability  insurance  for  Texas  physicians. 
Call  us;  we’re  just  what  the  doctors  ordered. 


CALL  TOLL  FREE 

1-800-252-9179 


RO.  BOX  14746,  AUSTIN,  TEXAS  78761 


Volume  81  January  1985 


67 


Texas  Physicians’  Directory 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA 
members  at  $32.00  per  column  inch  per  month  and  list- 
ings must  run  for  a minimum  of  six  months.  A discount  of 
5%  is  allowed  for  six  months’  advance  payment.  Section 
headings  are  limited  to  those  specialties  designated  by 
the  American  Medical  Association.  A list  of  these  special- 
ties is  available  upon  request.  New  listings,  changes,  or 
cancellations  should  be  sent  to  Advertising  Manager, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701.  Deadline  is  the  5th  of  the  month  preceding  publi- 
cation month. 


Anesthesiology 


DRS.  TALMAGE  <S  HAY,  PA 
Diagnostic  & Therapeutic  Nerve  Blocks 
Epidural  Steroid  Therapy 

Edward  A.  Talmage,  MD 
Richard  C.  Hay,  MD 

Diplomates  American  Board  of  Anesthesiology 
Suite  352.  7500  Beechnut,  Houston  77074;  713  988-7558 


Allergy 


CORPUS  CHRISTI  ALLERGY  CLINIC 

Saul  Grossman.  MD,  FACA,  FAACIA.  Allergy-Dermatology 
Wallace  A.  Crozier,  MD,  FACA,  Certified  American  Boards  Pediatrics 
and  Allergy,  Diplomats  American  Board  of  Allergy  and  Immunology 
lames  A.  Caplin,  MD.  Allergy-Immunology 


2530  Morgan,  Corpus  Christi.  Texas;  882-3487 


CHARLES  A.  RUSH,  JR.  MD 

Diplomate/American  Board  of  Allergy  & Immunology 
Fellow,  AAA.  ACA.  AACIA 

Northeast  Medical  Clinic  Association 
7601  Glenview  Drive 
Fort  Worth,  Texas  76118 


Clinics 


HOUSTON  HEADACHE  CLINIC 

Park  Plaza  Professional  Building.  1213  Hermann  Drive.  Suite  855, 
Houston.  Texas  77004;  713  528-1916 

A complete  neurological  facility  for  comprehensive  evaluation  and 
care  of  headache  patients. 

NEUROLOGY 

Ninan  T.  Mathew,  MD,  FRCP,  director 
BEHAVIORAL  MEDICINE 
CLINICAL  PSYCHOLOGY 
Eva  Stubits.  PhD 
BIOFEEDBACK  THERAPY 
Mary  Bray,  BA 
Linda  Alvarez 
ADMINISTRATION 
Sherri  Harbort 
Donna  Hosford 
Trena  Benson 


CT  Scan 
EEG 

Evoked  Potential 
EMG 

Thermography 
Personality  & Psychological 
Testing 

Behavioral  Analysis 


JAMES  A.  AYERS,  MD 
FAACIA.  FAAA,  FACA 
Adult  and  Pediatric  Allergy 

3130  S.  Alameda,  Corpus  Christi,  Texas  78404 
512  884-2841;  exchange  512  884-0661 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 

CONSULTANTS 


John  P.  McGovern.  MD 
DIRECTOR-CONSULTANT 


Theodore  I.  Haywood.  MD 
Orville  C.  Thomas.  MD 
Joseph  T.  Queng,  MD 
Lawrence  G.  Thorne.  MD 
Venugopal  K.  Menon,  MD 
Robert  E.  Smith.  MD 
Albert  Lehmann.  MD 
Gerald  T.  Machinski.  MD 
Theresa  C.  Queng,  MD 
Waldo  M.  Martinez.  MD 
Ellen  Louise  Gurian.  MD 


RESEARCH  ASSOCIATES 
Michael  H.  Smolensky.  PhD 
Alain  Reinberg,  MD.  PhD 
Michael  A.  McCormick.  PhD 
Chinavudh  Wanissorn.  MS 
Glenna  M.  Kyle.  PhD 


Evan  M.  Hersh,  MD 
IMMUNOLOGY 

James  A.  Knight.  MD 
PSYCHIATRY 

R.  John  Prevost,  MS 
AIR  POLLUTION 

Carolyn  S.  Leach.  PhD 
CLINICAL  LABORATORIES 

John  A.  Thomas.  PhD 
CLINICAL  PHARMACOLOGY 

Thomas  D.  Downs.  PhD 
BIOMETRICS 

Warren  E.  Schaller.  HSD 
Charles  F.  Kegley.  PhD 
ALLIED  HEALTH  SCIENCES 

Hester  Beth  Bland.  HSD 
HEALTH  EDUCATION 


DALLAS  DIAGNOSTIC  ASSOCIATION 

7777  Forest  Lane.  Suite  303.  Dallas.  Texas  75230 
214  661-7770 


CARDIOLOGY 

J.  Edward  Rosenthal.  MD.  FACC 
Jack  Schwade.  MD,  FACC,  FACP 
David  A.  Schwartz,  MD 

GASTROENTEROLOGY 
Paul  K.  Anderson.  MD 
Roger  C.  Camp,  MD 
Lannie  R.  Hughes.  MD 

HEMATOLOGY  AND  ONCOLOGY 
Barry  D.  Brooks,  MD 
Charles  S.  Wnite  III.  MD 


INTERNAL  MEDICINE 
Larry  Dossey.  MD 
Tom  L.  Hampton.  MD 
David  A.  Haymes.  MD 
Jack  F.  Melton,  MD 
Joe  H.  Sample.  Jr„  MD 
Peter  S.  Stack,  MD 
Rick  T.  Waldo.  MD 

ADMINISTRATOR 
Carl  E.  Ikard 


Diplomates  American  Boards  of  Internal  Medicine, 
Cardiology.  Gastroenterology.  Hematology  and  Oncology 


NASSAU  BAY  PAIN  CLINIC 

A Referral  Facility  Specializing  in  Acute  and  Chronic  Pain  Management 

Cancer  Pain  Indwelling  Epidural  Catheter 

Post-Laminectomy  Pain  Epidural  Steroid  Therapy 

Abdominal  Adhesions 

Diagnostic  and  Therapeutic  Nerve  Blocks 
Exercise  and  Dietary  Regiments 
Biofeedback,  TENS,  Counselling 

Frank  D.  Polanco,  MD,  Medical  Director 

Karin  Zieleck,  Clinic  Coordinator 


Certified  American  Board  of  Allergy  and  Immunology 

Diplomates  American  Boards  of  Pediatrics  and  Allergy 

6969  Brompton  (at  Holcombe),  Houston,  Texas  77025;  713  661-1444 


18100  Hospital  Blvd.,  Suite  130,  Nassau  Bay  (Houston), 
Telephone  713  333-9323 


RICHARD  A.  LIPTAK,  MD,  FAAP,  FACA,  FAACIA 
Pediatric  and  Adult  Allergy 


TMA  Medical  Student  Loan  Programs 


1107  Doctors  Drive,  Tyler,  Texas  75701  • • • Another  service  of  your  association 

214  592-6635 
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TEXAS  MEDICINE 


Colon  & Rectal  Surgery  Endocrinology 


FT.  WORTH  PROCTOLOGIC  CLINIC,  PA 
Colon  and  Rectal  Surgery  and  Colonoscopy 
Sommai  Sehapayak,  MD,  FACS,  FICS 

Diplomate  American  Board  oi  Colon  and  Rectal  Surgery 

1050  West  Rosedale,  Fort  Worth,  Texas  76104; 

817  338-4501  (24  hours) 


ENDOCRINE  ASSOCIATES  OF  DALLAS.  PA 

Stanley  Feld,  MD,  FACP 
Richard  Sachson,  MD.  FACP 
Steven  Dorfman.  MD.  FACP 
Stephen  Aronoff.  MD.  FACP 

Diplomates  of  American  Board  of  Internal  Medicine 
and  Endocrinology  and  Metabolism 

Practice  Limited  to  Endocrinology  & Diabetes 

5480  LaSierra  Drive.  Dallas.  Texas  75231;  214  363-5535 


DAVID  S.  PITA,  MD 
Colon  and  Rectal  Surgery 
Colonoscopy 

Barnett  Tower,  Baylor  Medical  Plasa 
3600  Gaston  Ave..  Suite  411 
Dallas,  Texas  75246 
Telephone  214  821-4300 


DONALD  H.  PEREZ.  MD 
Endocrinology 

Rosa  Verde  Towers. 

San  Antonio,  Texas  78205 

Telephone  512  226-9161 
226-9170 


Dermatology  eric  a.  orzeck.  md,  facp 


DAVID  R.  WEAKLEY,  MD,  FACP 

Dermatology — Dermatological  Surgery 
Including  Dermabrasion,  Chemical  Peeling 
and  Collagen  Injections 

Medical  City  Dallas.  Suite  214.  7777  Forest  Lane 
Dallas.  Texas  75230;  Phone  214  661-7460 


WILLIS  I.  COTTEL,  MD 

Practice  Limited  to  Skin  Cancer 

Mohs'  Chemosurgery 

Baylor  Medical  Plaza,  3600  Gaston  Avenue 
Suite  1154,  Dallas,  Texas  75246;  214  827-5960 


Endocrinology  & Diabetes 

8181  North  Stadium  Drive,  Houston,  Texas  77054;  713  797-9922 


FRED  F.  CIAROCHI,  MD,  FACP 

Diplomate  American  Board  Internal  Medicine 
Subspecialty  Board  Endocrinology  and  Metabolism 

Practice  Limited  to  Endocrinology  & Diabetes 

122  W.  Colorado  Blvd,  #208,  Dallas,  Texas  75208; 

214  948-8664 


Family  Practice 


DERMATOLOGY  ASSOCIATES  OF  SAN  ANTONIO 

lames  Lewis  Pipkin,  MD  Mary  Jo  Montgomery,  MD 

Diseases  of  the  Skin,  Skin  Cancer, 

Mucocutaneous  Virology 

108  Tendick,  San  Antonio,  Texas  78209;  512  222-8651,  222-2001 
(East  at  2700  block  Broadway  on  Brackenridge  Ave;  up  hill  tor  J 
blocks  to  Tendick  on  left.  Oiiice  in  middle  oi  block.  Note  signs  and 
arrows.)  

DERMATOLOGY  ASSOCIATES  OF  DALLAS 
David  S.  Alkek,  MD 

Hair  Transplantation,  Scalp  Reduction, 
Dermabrasion,  Chemical  Peel  and  Collagen 

Medical  City  Dallas,  7777  Forest  Lane,  Building  B, 

Suite  309,  Dallas,  Texas  75230;  telephone  214  788-0088 


SAMUEL  SILVA,  MD 

Hair  Replacement  and  Scalp  Reducation 

4759  S.  Freeway,  Fort  Worth,  Texas  76115 
817  923-7374 

Gastroenterology 


CECIL  O.  PATTERSON,  MD.  FACP 
Gastroenterology,  Gastroscopy,  Esophagoscopy 


MOHS  SURGERY 

FOR  PRIMARY  AND  RECURRENT 

CANCER  OF  THE  SKIN 

Forrest  C.  Brown,  MD 

Medical  City  Hospital  

7777  Forest  Lane,  Dallas,  Texas  75230;  214  661-4537 

Diagnostic  Radiology 


9000  Harry  Hines  Boulevard,  Dallas.  Texas  75235 
214  358-2545 


DRS.  BAILEY,  DOUGLAS  AND  DEVANEY 
ASSOCIATION 

3434  Swiss  Avenue.  Suite  303,  Dallas.  Texas;  214  823-5180 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey.  MD 
F.  Clark  Douglas,  MD 
George  T.  DeVaney,  MD 


COMPUTED  TOMOGRAPHY 
Temple  Independent  Scanner 

Stephen  J.  Vancura,  MD 

High  Resolution  In/Out  Patient  CT  (Head  or  Body) 
Including  Tumor  Biopsy,  Interventional  Radiology 
2027  S.  61st  St.,  Suite  116,  Temple,  Texas  76501 
817  774-9994 

Note:  24  hr.  Emergency  Services  Available 


TMA  Physician  Placement  Service 

. . . Another  service  ol  your  association 


General  Surgery 


DRS.  VANDERPOOL,  LANE  & WINTER 

David  Vanderpool,  MD,  FACS  John  W.  Winter,  MD,  FACS 

B.  Ward  Lane,  MD,  FACS  G.  Edward  Bone,  MD 

Diplomates  American  Board  of  Surgery 

General  & Peripheral  Vascular  Surgery 

1008  N.  Washington.  Dallas.  Texas  75204;  214  823-2650 
7777  Forest  Lane,  Suite  204,  Dallas.  Texas  75230;  214  661-7860 
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Hand  Surgery 

Nephrology 

L.  LEE  LANKFORD,  MD 

Diplomat©  American  Board  of  Orthopaedic  Surgery 

DAVID  J.  ZEHR,  MD — Microsurgery 

ARNOLD  V.  DiBELLA,  MD 

Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave..  Suite  450.  Dallas.  TX  75246;  214  823-5351 

LANKFORD  HAND  SURGERY  ASSN. 

SAN  ANTONIO  NEPHROLOGY  ASSOCIATES 

Bertram  W.  Roberts.  MD,  Adult  Nephrology  & Hypertension 

Nastaran  Fathi.  MD,  Adult  Nephrology  <£  Hypertension 

Clevert  H.  Tseng,  MD,  Pediatric  Nephrology 

730  N.  Main.  Suite  506.  San  Antonio.  Texas  78205;  512  223-9549 

ROBERT  E.  BUNATA.  MD,  PA 

B.  J.  WROTEN.  MD 

Neurological  Surgery 

Surgery  of  the  Hand 

801  West  Terrell,  Ft.  Worth,  Texas  76104 

Telephone  817  335-5411 

JACK  STERN,  MD,  FACS 

GARY  C.  HUTCHISON.  MD,  FACS 

THOMAS  R.  BOULTER,  MD.  FACS 

W.  DENNIS  STRIPLING,  MD.  PA 

MICHAEL  V.  DOYLE.  MD,  PA 

Diplomates  American  Board  ol  Orthopaedic  Surgery 

Neurological  Surgery 

8220  Walnut  Hill  Lane.  Suite  308.  Dallas.  Texas  75231;  363-8524 

Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

8220  Walnut  Hill  Lane.  Suite  606.  Dallas.  Texas  75231;  214  368-3776 

DOCTORS  SMITH.  WHEELER  AND  PARKER.PA 

Ronald  Smith,  MD 

Joe  Ellis  Wheeler.  MD 

KENNETH  D.  GLASS.  MD.  FACS 

Diplomate,  American  Board  of  Orthopedic  Surgery 

Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

5959  Harry  Hines  Blvd.,  Suite  812,  Dallas  75235 

Telephone  214  631-7488 

Leighton  B.  Parker.  MD 

920  South  Lake.  Fort  Worth.  Texas  76104 

Telephone  817  336-0551 

DALLAS  NEUROSURGICAL  ASSOCIATION 
Neurological  Surgery  and  Microneurosurgery 

Charles  W.  Simpson.  MD  Richard  H.  Jackson,  MD 

Morris  Sanders.  MD  Casey  E.  Patterson.  MD  (Retired) 

W.  Robert  Hudgins.  MD 

5959  Harry  Hines  Blvd.,  St.  Paul  Professional  Bldg.  Suite  620. 

Dallas.  Texas  75235;  214  637-0420 

ADRIAN  E.  FLATT,  MD,  FRCS 

Chief.  Department  of  Orthopaedic  Surgery 

Baylor  University  Medical  Center 

Reconstructive  Surgery  of  the  Hand 

Suite  412.  Doctor's  Building.  3707  Gaston  Avenue, 

Dallas.  Texas  75246;  Office  214  823-9440 

ROBERT  A.  ERSEK,  MD 

U.  GAD  ARIA,  MD,  FACS 

Diplomate  of  American  Board  of  Surgery 

Surgery  of  the  Hand 

30th  & Red  River,  Austin.  Texas  78704 

24  HR#  512  474-HAND 

8210  Walnut  Hill  Lane.  Presbyterian  Professional  Bldg..  Suite  905. 

Dallas,  Texas  75231;  214  369-7596 

DRS.  LONG,  SCOTT  & COON 

NEUROSURGERY  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 

R.  Gordon  Long,  MD,  FACS 

Bennie  B.  Scott.  MD.  FACS 

John  V.  Coon,  MD 

Diplomates  American  Board  of  Neurological  Surgery 

Baylor  Medical  Plaza,  605  Barnett  Tower,  3600  Gaston  Avenue, 

Dallas.  Texas  75246;  Telephone  214  826-7060 

EL  PASO  NEUROLOGICAL  INSTITUTE 

Professional  Association 

WILLIAM  J.  VAN  WYK,  MD.  PA 

Surgery  of  the  Hand 

803  West  Terrell,  Fort  Worth,  Texas  76104 

Telephone  817  877-3113 

Immunology 

Neurology,  Neurosurgery,  Electroencephalography 
Neuro-Radiology,  Computerized  Tomography 

William  J.  Nelson.  MD.  Neurosurgery 

IMMU-TEST  LABORATORIES,  INC. 

Immunology  Reference  Laboratory 

Director:  Maria  A.  Scouros.  MD 

Laboratory  Supervisor:  Michael  Callahan 

Client  Services/Technical  Representative:  Pat  McWaters 

8831  Longpoint,  Suite  405.  Houston.  Texas  77055;  713  464-9562 

John  T.  O'Neal,  MD,  Neurosurgery 

Robert  D.  Schneider.  MD.  Neurology  and  Electroencephalography 

Steven  K.  Crouse.  MD.  Neurology  and  Electroencephalography 

Murchison  Medical  Bldg..  Suite  307 

1810  Murchison  Drive,  El  Paso.  Texas  79902 

Telephone  915  532-8901 

TMA  Forum  on  Medical  Issues 

. . . Another  service  ol  your  association 

JACK  E.  McCALLUM,  MD,  PA 

PHILIP  C.  BECHTEL,  MD,  PA 

WARREN  D.  WILSON,  MD,  PA 

Diplomates  of  the  American  Board  of  Neurological  Surgery 

1522  Cooper,  Fort  Worth.  Texas  76104;  817  336-1300 
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TEXAS  MEDICINE 


Nuclear  Medicine 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  tor  Diagnostic 
Radioactive  Tests  In:  Hematology,  Tbyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology,  Obstetrics-Gynecology  and  Non-Invasive 
Nuclear  Cardiology 

Herbert  C.  Allen,  Tr.  MD,  FACNM 
Director  — 713  790-0540 

Diplomate  American  Board  oi  Nuclear  Medicine 


HERBERT  C.  ALLEN.  JR,  MD,  FACNM 
Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston,  Texas  77030;  713  790-0540 
Diplomate  Amorican  Board  of  Nuclear  Medicine 


Oncology 


HEMATOLOGY-ONCOLOGY  ASSOCIATES  OF 
HOUSTON.  PA 

Gary  B.  Fleishman.  MD  Joel  W.  Abramowitz,  MD,  PhD 

Diplomates  of  the  American  Boards  ot  Internal  Medicine  4 Medical 
Oncology 

Diplomate  oi  the  American  Board  oi  Hematology  (JWA) 

909  Frostwood,  Suite  120,  Houston,  TX  77024;  713  4G7-1630 
6565  DeMoss.  Suite  211,  Houston,  TX  77074;  713  270-1188 


STUART  A.  TERRY.  MD 
Sub-Specialty  Glaucoma 

MSS  Tower.  Suite  401.  730  N.  Main, 
San  Antonio.  Texas  78205;  512  226-5191 


LOUIS  M.  ALPERN.  MD,  MPH.  FACS.  PA 

Diplomats  American  Board  oi  Ophthalmology 

Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902;  915  545-2333 


EDWIN  C.  AUGUSTAT,  MD 

Ophthalmic  Plastic  and  Reconstructive  Surgery 

1400  South  Main,  Suite  503,  Fort  Worth,  Texas  76104;  817  338-4183 


RETINA  SOUTHWEST 

Limited  to  Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Gary  Mason,  MD 

7777  Southwest  Freeway,  St.  934.  Houston,  Texas  77074; 
Telephone  713  988-2020 


RAND  SPENCER,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

555  Wadley  Tower,  Baylor  Medical  Plaza, 

3600  Gaston  Avenue,  Dallas,  Texas  75246 
Telephone  214  821-4540 


Ophthalmology 


HOUSTON  EYE  ASSOCIATES 


1100  Hermann  Prof.  Bldg..  Houston. 
Richard  S.  Ruiz.  MD.  FACS 
Charles  E.  Russo,  MD.  FACS 
Malcolm  L.  Mazow,  MD,  FACS 
Robert  H.  Stewart.  MD,  FACS 
Robert  B.  Wilkins.  MD.  FACS 
Jeffrey  D.  Lanier.  MD.  FACS 
Michael  A.  Bloome.  MD,  FACS 
Paul  C.  Salmonsen,  MD.  FACS 
Richard  L.  Kimbrough,  MD.  FACS 


Texas  77030;  713  790-1100 
Charles  A.  Garcia.  MD 
Jack  T.  Holladay,  MD 
Sylvan  Brandon.  MD.  FACS.  FICS 
Rosa  A.  Tang,  MD 
Jeffrey  B.  Arnoult,  MD 
Louise  C.  Kaldis.  MD 
John  W.  Lewis,  MD 
R.  Wayne  Bowman,  MD 


RETINA-VITREOUS  ASSOCIATES 

W.  Rex  Hawkins.  MD 
Van  W.  Teeters,  MD 

Limited  to  Retina  and  Vitreous 

6436  Fannin,  Houston,  Texas  77030;  713  797-1531 


BELLAIRE  EYE  ASSOCIATES 
Warren  D.  Cross,  MD 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser.  MD 
William  B.  Snyder.  MD 
William  L.  Hutton.  MD 
Dwain  G.  Fuller.  MD 
Gary  Edd  Fish.  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

5421  LaSierra.  Dallas.  Texas  75231;  214  692-6941 


6802  Mapleridge.  Bellaire,  Texas  77401 
Telephone  713  666-4224 


HAROLD  GRANEK,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 


BRUCE  C.  TAYLOR,  MD 
RICHARD  L.  WINSLOW.  MD 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

2811  Lemmon  Ave.  E.  Dallas.  Texas  75204 
214  521-1153;  1-800-442-5376 


EYE  ASSOCIATES 

Diseases  and  Surgery  of  the  Eye 

Charles  A.  Sargent.  MD 
Alan  C.  Baum.  MD 
R.  Edwin  Pitts.  MD 
William  Decker.  MD 

7777  Southwest  Freeway.  St.  916,  Houston.  Texas  77074;  713  777-7145 

TMA  HealthWise  Series 

. . . Another  service  of  your  association 


Medical  Tower.  Suite  220.  1550  West  Rosedale, 
Fort  Worth.  Texas  76104;  817  332-6200 


EYE  ASSOCIATES  OF  SAN  ANTONIO 

343  W.  Houston,  Rosa  Verde  Towers  #709 
San  Antonio,  Texas  78205;  512  225-6705 

Diseases  and  Surgery  of  the  Eye 

Gilberto  Aguirre,  MD,  PA 
Roberto  San  Martin,  MD,  PA 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

James  W.  Speights,  MD 


RETINA  CONSULTANTS,  PA 

Lee  S.  Anderson,  MD 
H.  Cliff  Beasley,  MD 

1350  South  Main,  Suite  3200,  Fort  Worth.  Texas  76104 
817  332-1782 


Volume  81  January  1985 


71 


SOUTHWEST  RETINA  CONSULTANTS,  PA 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Roy  A.  Levit,  MD 
Clifford  M.  Ratner,  MD 

Sierra  Towers,  Suite  3800,  1700  Curie 
El  Paso,  Texas  799C2;  915  532-3912 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr,  MD 

E.  E.  Rising,  Jr,  MD,  Emphasis  on  Hand  Surgery 
C.  Poindexter,  MD 

C.  R.  Vavrin,  MD,  Emphasis  on  Sports  Medicine 
Diplomates  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road,  Arlinaton,  Texas  76012;  817  261-8284 


BRIAN  B.  BERGER,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Park  St.  David  Professional  Building.  Suite  106, 

800  East  30th  Street.  Austin  78705;  512  479-8101 
1-800-252-3437  day  or  night 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

F.  Leon  Ware,  MD  Huntly  G.  Chapman,  MD 

Dan  R.  Sutherland,  MD  Phillip  E.  Hansen,  MD 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 

R.  Dan  Loyd,  MD 

Orthopedic  Surgery 

3600  Gaston  Avenue,  Suite  303.  Dallas,  Texas  75246;  214  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane.  Suite  2116, 

Dallas,  Texas  75230;  214  661-7010 


JUDSON  P.  SMITH,  MD 

Diplomate/American  Board  of  Ophthalmology 

General  Ophthalmology  and  Ophthalmic  Surgery 
of  the  Anterior  Segment 

1350  South  Main,  Suite  3100.  Fort  Worth,  Texas  76104;  817  338-4081 


OPHTHALMOLOGY  ASSOCIATES  ' 

Joe  L.  Bussey,  MD,  Cataract  & Lens  Implant  Surgery 
Dan  E.  Bruhl,  MD 

Rufus  A.  Roberts,  MD,  Diseases  <£  Surgery  of  Retina,  Cataract 
<&  Lens  Implant  Surgery 

Thomas  H.  Smith,  MD,  Ophthalmic  Plastic  <£  Reconstructive  Surgery 
John  W.  Zerdecki,  MD,  Cataract  & Lens  Implant  Surgery, 

Corneal  & External  Disease 

Jensen,  MD,  Medical  Ophthalmology  & Glaucoma 
308  S.  Henderson,  Fort  Worth,  Texas  76104;  817  335-5435 
Appointments  817  335-6070;  se  habla  espanol  


HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart.  MD 
H.  Kendall  Hamilton,  MD 

5620  Greenbriar,  Houston.  Texas  77005 
Telephone  713  526-6262 


ORTHOPEDIC  FOOT  SURGERY  ASSOCIATES 
Surgery  <£  Diseases  of  the  Foot  and  Ankle 

Charles  E.  Graham.  MD 

8345  Walnut  Hill  Lane.  Suite  105.  Dallas  75231;  214  369-4361 
Donald  M.  Mauldin.  MD 

6161  Harry  Hines.  Suite  220.  Dallas  75235;  214  630-8646 


Orthopedic  Surgery 


L.  Ray  Lawson.  MD 
George  Truett  James.  MD 
Robert  D.  Vandermeer,  MD 
Wynne  M.  Snoots.  MD 
R.  Stephen  Curtis,  MD 
William  A.  Bruck.  MD 
W.  Z.  Burkhead.  Jr..  MD 

W.  B.  CARRELL  MEMORIAL  CLINIC 

A Professional  Association 

2828  Lemmon  Ave.,  Dallas,  Texas  75204;  214  521-2191 


ANGELO  L.  OTERO,  MD,  AAOS,  FACS 

A Professional  Association 

Orthopedic  Surgery.  Arthroscopy, 
Arthroscopic  Surgery 

Medical  Tower  Building,  1550  West  Rosedale,  Suite  410, 
Fort  Worth,  Texas  76104;  817  336-3906 
Answered  24  Hours 

G.  S.  GILL,  MD,  PA 

Orthopedic  Surgery — Surgery  of  the  Hand 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas;  817-335-4316 

Louis  J.  Levy,  MD,  PA 
Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders.  MD 
James  M.  Beckley.  MD 
Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD,  PA 


F.  Carlton  Hodges,  MD 
J.  Price  Brock,  Jr,  MD 
Mervvn  B.  Fouse.  MD 
John  H.  Judd.  Jr.,  MD 

ORTHOPEDIC  ASSOCIATES  OF  ABILENE 

Diplomates  American  Board  of  Orthopedic  Surgery 
1701  Pine  Street,  Abilene,  Texas  79601 


3704  20th  Street,  Suite  A,  Lubbock,  Texas  79410 
Telephone  806  797-9119 


ORTHOPEDIC  SURGERY,  TEXAS  TECH  UNIV. 
SCHOOL  OF  MEDICINE 

Gerald  S.  Laros,  MD.  Low  Back  Problems 

Robert  F.  McCarron  II,  MD,  Traumatology  and  Spinal  Surgery 
William  W.  Robertson,  Jr.,  MD,  Pediatric  Orthopaedic  Surgery 
Robert  P.  Yost.  MD,  Sports  Medicine,  Arthroscopic  Surgery 
Health  Sciences  Center  Building,  360  1 4th,  Lubbock  79430 
Orthopaedic  Clinic.  806  743-2475 
Cerebral  Palsy  Clinic.  806  743-3038 


Otolaryngology 


HOUSTON  ORTHOPEDIC  CENTER 

Donald  T.  Lazarz,  MD 
Lee  C.  Detenbeck.  MD 
Thomas  S.  Padgett,  MD 
John  J.  DeBender,  MD 

Twelve  Oaks  Tower,  4126  Southwest  Freeway,  Suite  200, 

Houston,  Texas  77027;  713  622-5100  and 

Parkway  Towers  Professional  Building.  Suite  202, 

150  West  Parker  Road,  Houston.  Texas  77076;  713  691-3905 


Drs.  Morton,  Blumenfeld  <&  Charbonneau,  PA 
ENT,  ENT  Allergy,  Cosmetic  Facial  Surgery 

R.A.D.  Morton,  Jr.,  MD.  FACS 

Ronald  J.  Blumenfeld.  MD,  FACS 

Paul  A.  Charbonneau,  MD,  FACS 

Diplomates,  American  Board  of  Otolaryngology 

1733  Curie,  Suite  100,  El  Paso,  Texas  79902;  915  533-5461 

9398  Viscount,  1-E.  El  Paso,  Texas  79925;  915  592-8666 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 
Orthopedic  Surgery — Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr,  MD 
Kenneth  C.  Scholz.  DDS,  MD.  PA 
John  Paul  Theo.  MD,  PA 
Robert  A.  Peinert,  Jr.,  MD 

3702  21st  St.  Suite  9.  Lubbock,  Texas  79410;  806  795-8261 


Representing  TMA's  Legislative  Views 

. . . Another  service  oi  your  association 


Plan  to  attend  1985  TMA  meetings: 

February  1-3  Austin 
May  8-12  San  Antonio 
September  19-21  Austin 

Another  service  of  your  association 
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Pathology 


John  J.  Andujar,  MD  announces  the  sale  of  the 

FORT  WORTH  MEDICAL  LABORATORIES  to  Dorothy  Patras,  MD, 

effective  January  1,  1985 

Anatomic  Pathology  and  Consultation  in 
Clinical  Pathology 

MOO  Pennsylvania  Avenue.  Fort  Worth,  Texas  76104 
Mailing  address:  P.O.  Box  1118,  Fort  Worth,  Texas  76101 
Telephone  817  336-7137 


ARTHUR  L.  RAINES  AND  ASSOCIATES 

Arthur  L.  Raines.  MD  Carolyn  Martin.  MD 
Diplomates  of  the  American  Board  of  Pathology 

Hospital  and  Clinic  Laboratory  Consultation 

P.O.  Box  686,  Cleburne,  Texas  76031;  817  641-2245 


J.  S.  WILKENFELD,  MD.  MEDICAL  LABORATORIES, 
INC. 

J.  S.  Wilkenfeld.  MD 

Diplomat*  of  the  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 
Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road.  P.O.  Box  55008  Houston,  Texas  77055;  713  468-0738 
Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 

AUSTIN  PATHOLOGY  ASSOCIATES 
MEDICAL  PARKWAY  CLINICAL  LABORATORY 

Anatomic  and  Clinical  Pathology,  Electron 
Microscopy,  Cytology  and  Dermatopathology 

Computerized  Results  Reporting  With  Telecommunications  Available 

A.  Q.  Da  Silva,  MD  Paul  A.  LeBourgeois.  MD 

Donald  A.  Parsons,  MD  Phillip  C.  Collins,  MD 

William  J.  Reitmeyer,  MD  David  R.  Ralph,  MD 

RENAL  PATHOLOGY:  Gerald  A.  Beathard,  MD 

Main  Lab:  711  W.  38th  Street — Suite  C-ll.  Austin,  Texas  78705 
Mailing  Address:  P.O.  Box  9806,  Austin,  Texas  78766-0806 
Telephone:  512  452-2529 

Office  Pickup  Service  in  Austin  Area 


Physical  Medicine  & Rehabilitation 


WARM  SPRINGS  REHABILITATION  HOSPITAL 
GONZALES  WARM  SPRINGS  FOUNDATION.  INC. 

P.O.  Box  58,  Gonzales,  Texas  78629 
Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy,  Speech  Therapy. 

Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 
David  E.  Gumper,  Administrator 
Larry  E.  Browne,  MD,  Medical  Director 


HOUSTON  PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  MD,  FACS 
Jonathan  J.  Dora,  MD,  FACS 
David  J.  Katrana,  DDS.  MD 
James  B.  Stafford,  IV,  MD 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

6560  Fannin,  Suite  750.  Houston,  Texas  77030;  795-5575 


FORT  WORTH  PLASTIC  SURGERY  CLINIC 
David  A.  Grant,  MD,  FACS 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 
Aesthetic  and  Reconstructive  Plastic  Surgery 

Raymond  A.  Faires,  MD 

Diplomate  American  Board  of  Surgery 
Plastic  and  Reconstructive  Surgery 
Hand  and  Micro  Surgery 

606  Medical  Plaza  Building 

800  Eighth  Avenue,  Fort  Worth,  Texas  76104 

817  335-4752  817  332-9441 


VALENTIN  GRACIA.  MD,  FACS,  FICS 

Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic  Surgery — Bums 

1001  W.  Rosedale,  P.O.  Box  2476,  Fort  Worth.  Texas  76113;  817  336-0446 


WILLIAM  E.  BARNES,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Cosmetic  Surgery 

Plastic  & Reconstructive  Surgery 

1301  West  38th  Street.  Suite  608.  Austin,  Texas;  454-7659 


JOHN  E.  CARTER,  MD,  PA 

Diplomat©  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

7711  Louis  Pasteur  Drive.  Suite  801.  San  Antonio,  Texas  78229 
Telephone:  (Area  Code  512)  Office  696-2390  Medical  Exchange  227-6331 


JACK  L.  CONLEE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

CHILI  ROBINSON,  MD 
Plastic  and  Cosmetic  Surgery 

613  Elizabeth,  Suite  401,  Corpus  Christi,  Texas  78404;  882-4566 


ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  226-2424 


PLASTIC  SURGERY  ASSOCIATION 

Leonard  Koch,  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3601  21st  Street.  Suite  5.  Lubbock.  Texas  79410;  806  792-2313 


Plastic  Surgery 


Thomas  D.  Cronin,  MD,  FACS  Laurence  E.  Wolf,  MD,  FACS 

Raymond  O.  Brauer,  MD,  FACS  Benjamin  E.  Cohen,  MD,  FACS 
Thomas  M.  Biggs,  MD,  FACS  Ernest  D.  Cronin,  MD,  FACS 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

7000  Fannin  St..  Suite  2400.  Houston.  Texas  77030;  713  795-5930 


TMA  Practice  Management  Workshops 

. . . Another  service  of  your  association 


STEPHEN  C.  LESAUVAGE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

825  Medical  Drive,  Tyler,  Texas  75705;  214  593-8296 


JOSEPH  P.  FLEMING,  MD,  FRCS(C).  FACS 
Plastic  and  Reconstructive  Surgery 

1213  Hermann  Drive.  Suite  645,  Park  Plaza  Professional  Building 
Houston.  Texas  77004;  713  524-7545 
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JAMES  L.  MOORE,  MD,  FACS.  PA 

Diplomat*  American  Board  oi  Plastic  Surgery  TIMBER  LAWN  PSYCHIATRIC  HOSPITAL 


Plastic  and  Reconstructive  Surgery 

1213  Hermann  Dr..  Suite  420, 

Houston.  Texas  77004;  713  526-6161 


PLASTIC  SURGERY  CLINIC  OF  AUSTIN 

Robert  A.  Ersek.  MD 

U.  Gadaria,  MD.  FACS 

Diplomate  of  American  Board  of  Surgery 

Aesthetics,  Plastic,  Reconstructive, 
Suction  Lipectomy,  and  Hand  Surgery 

30th  S Red  River,  Austin.  Texas  78705 
24  HR#  512  479-6805  & 512  474-HAND 


The  Burn  Care  Associates  has  been  organized  to  provide  care  for 
burned  patients.  Care  for  every  phase  of  burn  trauma  will  be  provided 
from  resuscitation  to  late  rehabilitation. 

John  E.  Carter,  MD  David  Mclnnis,  MD 

Lebaron  W.  Dennis.  MD  Donald  Novick,  MD 

Michael  M.  Duffy,  MD  Millie  Smith.  Coordinator 

Joe  Ford,  MD 

BURN  CARE  ASSOCIATES 

302  Oak  Hills  Building,  Louis  Pasteur  Drive.  San  Antonio.  Texas  78229 
Telephone  512  694-0973 


MICHAEL  L.  EISEMANN,  MD,  PA.  FACS 

Diplomats  American  Board  of  Plastic  Surgery 
Fellow  American  College  of  Surgeons 

Aesthetic  Surgery,  Plastic  and  Reconstructive 
Surgery  and  Hand  Surgery 

7000  Fannin.  Suite  880.  Houston,  Texas  77030;  713  790-1771 

Fort  Bend  Physicians  Plaza,  3807  FM  1092,  Missouri  City,  Texas  77459; 

713  499-6005, 

ROBERT  M.  WRIGHT.  JR.,  MD 
VALERIE  WRIGHT,  MD 

Plastic,  Reconstructive,  Hand 
and  Microvascular  Surgery 

1700  Providence  Drive,  Waco,  Texas  76707 
Telephone  817  756-0111 


Inpatient  and  Outpatient  Services  for  Child, 
Adolescent  and  Adult  Psychiatry 


ferry  M.  Lewis.  MD 
Doyle  I.  Carson.  MD 
Keith  H.  Johansen,  MD 
James  K.  Peden,  MD 
Charles  G.  Markward,  MD 
Byron  L.  Howard,  MD 
Roy  H.  Fanoni,  MD 
Mark  P.  Unterberg.  MD 
John  G.  Looney,  MD 
Kathleen  B.  Erdman,  MD 
Don  C.  Payne,  MD 
Mark  J.  Blotcky,  MD 


L.  Dwight  Holden,  MD 
Paul  M.  Hamilton.  MD 
Jerry  M.  Lewis,  III,  MD 
Tom  G.  Campbell.  MD 
Jeffrey  Glass,  MD 
Grover  M.  Lawlis,  MD 
Conway  McDonald.  MD 
Gary  L.  Malone.  MD 
Edgar  P.  Nace,  MD 
Ernest  N.  Brownlee.  MD 
Michael  Madigan.  MD 
Perry  Talkington,  MD 


4600  Samuell  Blvd.,  Dallas,  Texas  75228 
214  381-7181 


TITUS  HARRIS  CLINIC 

Inpatient  & Outpatient  Services 
(Open  and  Closed  Units) 

Practice  limited  to  Psychiatry 

E.  C.  McDonald,  Jr..  MD — Individual  and  Group  Psychotherapy 
Grace  K.  Jameson,  MD — Child,  Adolescent  and  Family  Psychiatry 
E.  Ahmed  Zein-Eldin,  MD — General  Psychiatry,  Somatic  Therapies 
William  W.  Bondurant.  Ill,  MD — General  Psychiatry.  Somatic  Therapies 
A.  O.  Singleton.  Ill,  MD — General  and  Adolescent  Psychiatry 
J.  B.  Rust.  MD— Substance  Abuse  Program.  Child  Psychiatry 
Constance  Stout,  ACSW — Individual  and  Family  Psychotherapy 
Pam  Peirsol,  ACSW — Individual  and  Family  Psychotherapy 
Ann  Brestrup,  ACSW — Individual  and  Family  Psychotherapy 
Mary  Middleton,  ACSW — Individual  and  Family  Psychotherapy 

200  University  Boulevard,  Suite  620,  Galveston.  Texas  77550 
Telephone  713  765-6321 


Psychiatry 


DALLAS  PSYCHIATRIC  ASSOCIATES. 
A PARTNERSHIP 


ROBERT  E.  HAZLEWOOD,  MD 

Psychiatry,  Somatic  Therapies,  Alcoholism  and 
Drug  Abuse,  Individual  <&  Group  Psychotherapy, 
(Adults  <&  Adolescents — Hospitalization  <S  Outpatient) 

Department  of  Psychology 

Medical  Science  Psychiatric  Center 

711  W.  38th,  Suite  C-4,  Austin,  Texas  78705;  512  458-9286 


GONZALO  A.  AILLON,  MD 
Psychiatry-Bilingual 


Inpatient  and  Outpatient  Services  for 
Adolescent  Psychiatry,  Adult  Psychiatry, 
Treatment  of  Alcoholism 


Larrie  W.  Arnold.  MD 
David  R.  Baker.  MD 
Gary  L.  Etter,  MD 
Bradford  M.  Goff,  MD 
Fred  L.  Griffin,  MD 
Joel  A.  Holiner.  MD 


R.  Sanford  Kiser,  MD 
William  R.  Lynch.  MD 
Claude  R.  Nichols.  MD 
William  M.  Pederson.  MD 
Leslie  H.  Secrest.  MD 
Angela  M.  Wood,  MD 


Brookhaven  Professional  Plaza.  LBJ  at  Webbs  Chapel 

10  Medical  Parkway,  Suite  304,  Dallas.  Texas  75234 

Medical  City  Dallas.  7777  Forest  Lane.  Suite  2411,  Dallas,  Texas  75230 

Telephone  214  247-1150 


3400  Wheatland  Road.  Suite  35 
Dallas.  Texas  75211;  214  296-6241 


Pulmonary  Diseases 


RICHARD  G.  JAECKLE.  MD 
Psychiatry 

Diplomate,  American  Board  Psychiatry  & Neurology,  Child  Psychiatry 
Diplomate,  American  Board  Psychiatry  & Neurology,  Psychiatry 

Presbyterian  Professional  Building  II,  Suite  404, 

8220  Walnut  Hill  Lane,  Dallas.  Texas  75231;  214  696-0964 


C.  MARSHALL  BRADSHAW.  MD.  PA 
Psychiatry,  Somatic  Therapies 
Clinical  Electroencephalography 

Suite  722.  1550  W.  Rosedale.  Fort  Worth.  Texas  76104 
Telephone  817  335-9409 


TMA  Memorial  Library 

. . . Another  service  oi  your  association 


John  R.  Burk.  MD,  FACP  David  R.  Stoop,  MD.  FACP.  FCCP 

Mitchell  C.  Kuppinger,  MD,  FCCP  W.  Steven  Trombold,  MD.  FCCP 
David  M.  Webb.  MD.  FCCP  David  H.  Plump.  MD 

Diplomates  of  American  Board  of  Internal  Medicine 

PULMONARY  CONSULTANTS  OF  TEXAS.  PA 

Physiology,  Diagnosis  Therapy,  Bronchoscopy, 
Pulmonary  Function,  Intensive  Care,  Pulmonary 
Angiography,  Pulmonary  Rehabilitation, 

Sleep  Apnea 

1413  Eighth  Avenue,  Suite  A,  Fort  Worth.  Texas  76104;  817  926-0242 

801  Road  to  Six  Flags  West,  Suite  137,  Arlington.  Texas  76012; 

817  461-0201  (Metro) 

Representing  the  Profession 

. . . Another  service  oi  your  association 
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Radiology 


THERAPEUTIC  RADIOLOGY  AT 
MEMORIAL  HOSPITAL 


EUGENE  R.  TODD.  MD,  PA 

Diplomate  of  the  American  Board  of  Urology 
Fellow  of  the  American  College  of  Suraeons 
Fellow  of  the  Society  for  Pediatric  Urology 

Urology — Adult  and  Pediatric 

3600  Gaston  Avenue.  Baylor  Medical  Center  Plaza. 
Wadley  Tower.  Suite  755.  Dallas.  Texas  75246 
214  826-3500 


Radiotherapy  Department 
7600  Beechnut 
Houston,  Texas  77074 

713  776-5622  Day  Phone 

713  776-5170  Night  and  Weekends 

Carlos  H.  Fernandez,  MD 

Diplomate  American  Board  of  Therapeutic  Radiology 

Practice  Limited  to  Radiation  Oncology 
External  or  Internal  Irradiation 
Inpatient  and  Outpatient  Services 


Rheumatology 


DALLAS  UROLOGY  ASSOCIATES 

David  D.  Reisman.  MD.  PA 

Donald  J.  Logan,  MD  PA 

Donald  L.  McKay,  MD,  PA 

Christopher  D Fetner,  MD.  PA 

Diplomates  of  American  Board  ol  Urology 

Medical  City  Dallas.  7777  Forest  Lane.  Suite  230.  Dallas.  Texas  75230 
Telephone:  214  233-7765  Answered  24  Hours 


WILLIAM  L.  MULCHIN,  MD,  FACS 

Diplomate  of  American  Board  of  Urology 

Adult  and  Pediatric  Urology 

10  Medical  Parkway.  Suite  207.  Proiessional  Plaza  3.  Dallas,  Texas  75234; 
214  241-3975  (Answered  24  hrs) 

3900  W.  15th,  Suite  #408.  Plano,  Texas  75075;  214  867-3928 


DON  E.  CHEATUM,  MD,  FACP,  FCCP 

Diplomats  American  Boards  ol  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas.  Texas  75204;  823-4151 


Thoracic  Surgery 


KIRBY  B.  TARRY,  MD.  FACS 

Diplomate,  American  Board  of  Urology 

Adult  and  Pediatric  Urology 

Impotence  with  Prosthesis-Vasovasostomy 

1405  West  Illinois,  Midland,  Texas  79701 
915  687-4553 


ALLAN  L.  GRAHAM,  MD,  FACS* 

KARAMAT  U.  CHOUDHRY,  MD,  FACS 
ROBERT  W.  MILEY,  MD.  FACS 
RICHARD  L.  SHEPHERD,  MD 

Diplomates  American  Board  ol  Surgery  and  Board  of  Thoracic  Surgery 
•Certificate  of  special  qualification  in  general  vascular  surgery, 
American  Board  of  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 
515  South  Adams,  Fort  Worth,  Texas  76104;  817  332-7878 


RICHARD  E.  WOOD,  MD 
ROBERT  E.  RAWITSCHER.  MD 
THOMAS  P.  MEYERS,  MD 
Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue. 
Suite  404.  Dallas.  Texas  75246;  214  827-389C 
Hours  By  Appointment 


BERNARD  R.  JACK,  MD.  PA,  FACS 

Diplomat©  American  Board  of  Surgery  and 
American  Board  of  Thoracic  Surgery 


Cardiac,  Vascular  & Thoracic  Surgery 

800  Eighth  Avenue.  Suite  432,  Fort  Worth,  Texas  76104 
817  336-1700 


Urology 


ELGIN  W.  WARE,  JR.  MD 
GEORGE  E.  HURT,  JR,  MD 
L.  MICHAEL  GOLDSTEIN,  MD 
STEVE  M.  FROST,  MD 
Urology 

3600  Gaston  Avenue.  Dallas,  Texas  75246 


THE  UROLOGY  CLINIC 

Dolphus  E.  Compere.  MD 
Grant  F.  Begley,  MD 
Hugh  Lamensdori,  MD 
Ira  N.  Hollander,  MD 

Box  11340,  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 
817  336-5711 


call  your 


Be 

Immortal. 

If  you  could  look  into 
the  eyes  of  generations  yet  to^* 
come,  you  would  be  there. 

'tou  can  make  a difference. 

By  including  the 
American  Cancer  Society 
in  your  will  you  can  have  a 
powerful  effect  on  those 
who  come  after  you. 

And  leaving  a legacy  of 
life  for  others  is  a beautiful 
way  of  living  forever  yourself. 
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Classified  Advertising 


Physicians  Wanted 


NEEDED:  EMERGENCY  PHYSICIANS,  North  Central  Texas  area,  lull 
and  part-time.  For  an  application  call  817-336-8600  or  write  Emergency 
Medicine  Consultants,  P.A.,  1533  Merrimac  Circle,  Suite  202,  Fort  Worth, 
Texas  76107. 


SAN  JACINTO  METHODIST  HOSPITAL,  BAYTOWN,  TEXAS.  General 
practitioner,  family  practitioner,  OB/Gyn,  psychiatrist.  Solo  or  group 
practice.  Home  of  Exxon,  U.S.  Steel,  Gull.  High  income.  Bay  area  near 
Houston.  Outstanding  schools,  colleges.  Contact  Administrator,  1101 
Decker  Drive,  Baytown,  Texas  77520,-  713-422-3405. 


EXPANDING  GROUP  NEEDS  SPECIALISTS  IN  pediatrics,  family  prac- 
tice, and  orthopedic  surgery.  Enjoy  practicing  medicine  with  our  28-man 
multi-specialty  group  located  in  a friendly  city  of  100,000  people  in 
north  central  Texas.  Close  to  everything,  but  away  from  big  city  proo- 
lems.  If  you  want  to  know  more  about  this  long  established  group 
(1919),  whose  city  has  a booming  economy,  call  collect  Dr.  David 
Pogue  at  817  766-3551.  Wichita  Falls  Clinic,  501  Midwestern  Parkway, 
Wichita  Falls,  Texas  76302  . 


PHYSICIANS  WANTED — Progressive  hospital  in  East  Texas.  Contact 
Paul  Bennett,  Administrator,  Gladewater  Municipal  Hospital,  300  West 
Upshur,  Gladewater,  Texas  75647;  telephone  214  845-2281. 


FAMILY  PRACTICE  PHYSICIANS  NEEDED.  50  bed  progressive  hospital, 
open  staff,  rural  setting,  adjacent  to  Wichita  Falls.  Provides  access  to 
cultural  opportunities  of  city  living.  Office  space  available,  financial 
assistance  available.  Contact  Clay  County  Memorial  Hospital,  P.O.  Box 
270,  Henrietta,  Texas  76365. 


WANTED:  ORTHOPEDIC  SURGEON.  Position  available  with  twelve 
doctor  multispecialty  group  located  in  the  Medical  City  Dallas  com- 
plex in  North  Dallas.  All  benefits  paid  for  by  the  group,  afternoon 
off,  rotating  call  schedule.  Send  curriculum  vitae  to  Sharon  Phelps, 
Administrator,  7777  Forest  Lane,  Suite  240,  Dallas,  Texas  75230,  phone 
214  661-7707. 


WANTED:  GENERAL  PRACTITIONER/INDUSTRIAL  MEDICINE.  Position 
available  with  twelve  doctor  multispecialty  group.  All  benefits  paid 
by  the  group,  afternoon  off,  rotating  call  schedule.  Send  curriculum 
vitae  to  Sharon  Phelps,  Administrator,  Suite  240,  7777  Forest  Lane, 
Dallas,  Texas  75230,  Phone  214  661-7707. 


TEXAS,  HOUSTON:  Doctors  EmergiCenter,  Houston's  newest  free  stand- 
ing emergency  center,  is  currently  seeking  physicians  to  staff  several 
urgent  care  centers.  Future  directorships  are  available.  Remuneration 
commensurate  with  experience.  Send  CV  and  application  request  to 
Doctors  EmergiCenter,  9100  Southwest  Freeway  #210,  Houston,  Texas 
77074  or  call  713  271-1992. 


TEXAS  NEEDS  DOCTORS.  Immediate  openings  for  family  physicians, 
minor  emergency  room,  internists,  neurologist,  Ob/gyn,  ENT,  ophthal- 
mologist, and  orthopedic  surgeons  in  Dallas  and  other  cities/towns 
throughout  the  state.  Group  or  solo  opportunities  with  generous  guar- 
antees where  there  is  a need  for  additional  physicians  and  other 
physicians  will  give  you  referrals.  Vacancies  available  because  of 
retirement.  No  state  income  or  corporate  taxes  in  Texas.  No  fee.  Contact 
Texas  Doctors  Group,  P.O.  Box  177,  Austin,  Texas  78767;  512  476-7129. 


FAMILY  PRACTITIONER  WANTED — Board  eligible  family  practitioner 
wanted  in  family  practice  department  of  27-physician  multispecialty 
clinic.  Many  benefits  that  only  a group  practice  can  provide.  Contact 
Richard  Lehigh,  Malone  and  Hogan  Clinic,  1501  West  11th  Place,  Big 
Spring,  Texas  79720;  telephone  915  267-6361  or  800  262-7361  Texas  only. 


EMERGENCY  MEDICINE  OPPORTUNITIES — Part-time  and  full-time  posi- 
tions available  in  more  than  40  facilities  throughout  Texas.  Competitive 
houly  income,  flexible  scheduling  without  on-call,  paid  professional 
liability  insurance  provided.  Week  days,  nights,  and/or  weekend 
shifts  available.  For  details  respond  in  confidence  to:  Spectrum  Emer- 
gency Care,  Inc.,  11494  Luna  Road,  Suite  205,  Dallas,  Texas  75234;  214 
869-0255. 


PHYSICIANS — We  have  positions  available  in  family  practice,  emer- 
gency medicine,  pediatrics,  Ob/Gyn,  internal  medicine,  gastroenterol- 
ogy and  orthopedic  surgery.  Call  Patsy  Bishop,  713  789-1550,  MEDEX, 
5805  Richmond,  Houston,  Texas  77057.  From  outside  Texas  call  800 
231-7578. 


UROLOGIST  NEEDED— WEST  TEXAS:  Boad  certified  or  qualified,  guar- 
antee six  months  with  percentage  of  profits.  Office  space  available. 
Lubbock  population  180,000  with  numerous  hospitals,  good  public  and 
private  schools  and  colleges,  principal  income  agriculture  and  oil  For 
more  inlormation,  contact  O.  L.  Staicup,  MD  3417  20th  Street,  Lubbock 
Texas  79410;  806  792-6221. 


UNPUBLISHED — 80%  of  the  best  practice  opportunities  in  the  U.S.  are 
unpublished.  Let  us  confidentially  search  on  your  behalf  for  that  ideal 
practice  situation.  Call  or  write  R.  H Medical  Group,  Inc.,  12651  Briar 
Forest,  Suite  180,  Houston,  Texas  77077;  713  496-7777. 


WANTED:  INTERNIST  with  specialty  in  rheumatology  to  join  internal 
medicine  group  in  west  Texas  city  of  90,000  plus.  All  subspecialties 
represented.  Fully  equipped  office  in  a new  facility.  Incentives  and 
benefits.  Highly  potential  position.  Submit  CV  to  Ad-464,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


DALLAS-FORT  WORTH — Growing  multispecialty  group  with  primary 
focus  on  network  of  8 extended  hours  ambulatory  care  centers  has 
immediate  openings  for  qualified  family  physicians.  Income  guarantee 
plus  fee-for-service,  flexible  hours,  paid  malpractice  and  equity  plan 
available.  Contact:  Ms.  Ernestine  Brown,  Primacare  Medical  Centers, 
9991  Marsh  Lane,  Suite  100,  Dallas,  Texas  75220;  214  352-1991. 


TEXAS  PRIVATE  PRACTICES  in  many  fields  and  many  sized  communi- 
ties, including  DFW  metroplex.  We  will  not  send  your  CV  to  our 
clients  without  your  permission.  We  are  interested  in  your  family's 
lifestyle  preferences.  Please  send  CV  to  W.  Sanford  Smith,  Professional 
Practice  Management,  Inc.,  900  Rockmead,  Kingwood,  Texas  77339. 


OB/GYN  UNEXPECTED  PHYSICIAN  OPENING,  established  practice,  no 
investment  necessary.  Available  August  1.  Contact  Nilon  Tallant,  MD, 
705  West  Hopkins  Street,  San  Marcos,  Texas  78666;  512  396-3361. 


(1079)  (EXEMPT)  ASSISTANT  DIRECTOR  OF  HEALTH  $45,21 1-$66,784 
yearly^  Nature  of  Work:  Acts  as  first  assistant  to  the  Health  Depart- 
ment Director  administering  a county-wide  public  health  program.  Acts 
on  behalf  of  the  director  in  all  phases  of  activities  involved  in  general 
health  maintenance.  Overall  goal  is  to  maintain  an  effective  community 
health  system.  Duties:  The  following  describes  some  of  the  major  duties 
and  responsibilities,  but  does  not  depict  all  of  the  other  duties  that 
may  be  assigned.  Assists  the  director  in  making  employee  appoint- 
ments, dismissals,  and  any  other  personnel  changes;  supervises  the 
preparation  of  the  budget  and  monitors  financial  transactions  and  ac- 
counting activities  of  the  financial  transactions  and  accounting  activities 
of  the  department  for  review  by  the  director;  supervises  preventive 
measures  for  contagious  diseases  of  public  health  concern;  maintains 
understanding  and  cooperation  with  local  organizations  through  meet- 
ings and  attendance  at  public  health  related  functions;  gives  medical 
and  administrative  direction  on  special  surveys  regarding  pertinent 
local  health  problems;  plans  and  conducts  inservice  training  programs 
for  personnel.  Preferred  Qualifications:  Licensed  to  practice  medicine 
in  Texas  by  the  State  Board  of  Medical  Examiners.  Three  years  admin- 
istrative experience  in  public  health.  Considerable  knowledge  of  modern 
principles  and  methods  of  business  administration  in  municipal  govern- 
ment. To  apply:  City  of  San  Antonio  Personnel  Department,  111  Plaza 
De  Armas,  San  Antonio,  Texas  78205.  An  equal  opportunity  employer. 


NEW  PHYSICIAN  OPPORTUNITIES:  BE/BC  generalist  and  subspecial- 
ists. Small,  medium  and  large  towns.  Client  pays  fees.  Confidential. 
Call  or  send  C.V.  to  R.  J.  Nast  & Associates,  1110  Lovett  Blvd.,  Suite 
222,  Houston,  Texas  77006;  713  529-3399. 


OBSTETRICIAN/GYNECOLOGIST  and  general  surgeon  for  large  multi- 
specialty clinic.  Salary  and  bonus  first  year,  partnership  second  year 
if  mutually  desirable.  Reply  to  Ad-492,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


DALLAS  AND  NORTHEAST  TEXAS:  Emergency  Physicians.  Immediate 
openings  available  in  established  ACEP  oriented  group.  Positions  avail- 
able in  emergency  departments  and  free-standing  ambulatory  care 
clinics.  Flexible  scheduling,  fee-for-service  with  guarantee — $75,000  to 
$100,000  Contact  Brenda  Lancaster,  EmCare,  3600  Gaston,  Suite  802 
Dallas  Texas  75246,  or  call  214  823-6850,  out-of-state,  toll  free  800 
527-2145. 


ABILENE:  EMERGENCY  PHYSICIANS— Full-time  positions  available  at 
beautiful  new  full  service  hospital.  Attractive  hourly  guarantee 
($88,000  annually)  with  fee-for-service  incentive.  Excellent  opportunity 
for  career  oriented  emergency  physicians.  Contact  Brenda  Lancaster, 
EmCare,  3600  Gaston,  Suite  802,  Dallas,  Texas  75246.  In  Texas,  214 
823-6850;  out-of-state,  toll  free  800  527-2145. 


INTERNIST  AND/OR  GASTROENTEROLOGIST  wanted  for  space  sharing 
office  arrangement.  X-ray  and  lab  available.  Will  subsidize  if  necessary. 
Suburban  Houston  area.  Please  reply  to  Ad-497,  TEXAS  MEDICINE,  1801 
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URGENT:  Three  doctor  family  practice.  One  doctor  retiring  and  one 
limiting  practice.  Unique  opportunity  with  no  investment  needed  Office, 
laboratory,  x-ray  and  ancillary  personnel  provided.  Excellent^  hospital 
facilities  equipped  for  obstetrics  and  surgery.  Call  Lee  Spring,  MD, 
or  Elda  Hart,  manager,  806  247-2754.  Spring  Soring  and  Alexander  and 
Associates,  1307  Cleveland,  Friona,  Texas  79035. 


TEXAS,  HOUSTON:  Full-time  hospital  based  emergency  department 
positions  now  available.  Unique  opportunity  for  career-minded  emer- 
gency physicians  to  join  a physicians  association  staffing  hospitals 
throughout  the  Houston  area.  Physician  compensation  is  based  on  an 
independent  contractor  status  and  fee-for-service  with  minimum  hourly 
guarantee.  Malpractice  is  included.  Board  certified  or  board  eligible 
applicants  send  your  CV  and  application  request  to  Houston  Emer- 
gency Phvsicians  Associates,  c/o  Ms.  Tyler,  PO  Box  720465,  Houston, 
Texas  77272  or  call  713  776-1081. 


WELL  ESTABLISHED  HOUSTON  CLINIC  offers  a uniaue  opportunity  to 
practice  emergency /family  care.  Requires  well  rounded  abilities  in 
office  based  orthopedics,  minor  surgery,  pediatrics  and  family  medi- 
cine. Dedication  to  high  quality  care,  excellent  patient  empathy  and 
communicative  skills  mandatory.  Excellent  working  conditions  and 
hours  Fee-for-service  Dr.  J.  A.  Burnett,  Kelsev-Sevbold/Cornerstone, 
4331  Brightwood  Drive,  Houston,  Texas  77068,  713  444-1204. 


NEED  ASSOCIATE  ASAP,  rapid  growth  area,  established  clinic  in 
Houston,  FP,  minor  emergency,  new  hospital,  good  salary.  Tremendous 
opportunitv.  Send  CV  to  Cvpress  Lakewood  ETC,  10720  FM1960  West, 
Houston,  Texas  77070  or  call  713  890-3010. 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $30.00  (U.S.  currency)  per  issue  for  50  words  or 
less,  payable  in  advance.  Ad  numbers  can  be  substituted 
for  formal  addresses  upon  request  at  no  extra  cost.  Name 
and  address  of  ad  number  listings  cannot  be  given  out 
unless  specific  permission  to  do  so  has  been  given.  The 
advertising  office  will  not  contact  ad  number  holders  ex- 
cept by  mail.  Federal  laws  prohibit  references  to  race, 
color,  religion,  sex,  national  origin,  or  age  unless  bona  fide 
occupational  qualifications.  Copy  deadline  is  the  5th  of 
the  month  preceding  publication.  Send  copy  to  Advertising 
Manager,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.. 
Austin,  Texas  78701. 
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TEXAS  MEDICINE 


TEXAS-SAN  ANTONIO  EMERGENCY  MEDICINE— Full  and  part-time 
positions  available  in  the  San  Antonio  area.  Excellent  pay.  Primary 
considerations  given  to  applicants  with  two  years  experience  in 
emergency  medicine  or  board  certified  or  board  eligible  in  emergency 
medicine,  family  practice,  internal  medicine  or  surgery.  Contact  Chuck 
Arnecke,  Emergency  Physicians  Associates,  604  Richmond  Ave.,  San 
Antonio,  TX  78215;  512  222-0746. 


(0161)  (EXEMPT)  PUBLIC  HEALTH  PHYSICIAN— $40, 620-$54, 420  annual- 
ly. Nature  of  work — This  is  professional  work  responsible  for  directing 
all  activities  performed  in  the  communicable  control  division  of  the 
Metropolitan  Health  Department.  Supervision  is  exercised  over  the 
following  areas:  Tuberculosis  Nursing  Services,  'tuberculosis  Chest 
Clinic,  Venereal  Disease  Clinic,  Immunization  section  and  general 
support  section  which  totals  approximately  70  employees.  Performs 
administrative  and  logistical  control  of  the  division  and  supporting 
sections  to  include  budgeting,  staffing  and  requisition  of  supplies. 
Maintains  operational  control  of  the  division  and  subordinate  sections 
and  coordinates  immunization  and  epidemiologic  problems  with  en- 
vironmental health  and  nursing  divisions.  Acts  as  liaison  between  other 
departments  and  with  the  public  and  private  sector.  Oversees  and 
maintains  anti-rabies  control  measures  by  working  closely  with  animal 
control  facility  and  Bexar  County  Hospital  services.  Monitors  com- 
municable diseases  in  Bexar  County  and  the  procurement  of  necessary 
vaccines  and  biologic  products  necessary  to  prevent  or  control  such 
outbreaks.  Researches,  develops  and  promulgates  criteria  for  com- 
municable disease  control  in  coordination  with  local,  state  and  federal 
guidelines.  Performs  other  tasks  assigned  by  the  director.  Minimum 
qualifications — Graduation  with  an  MD  degree  from  a medical  school 
of  Grade  A standing  with  the  American  Medical  Association,  plus  one 
year  of  internship  in  an  approved  hospital  and  one  year  of  full-time 

Said  experience  in  public  health  preferably  in  a recognized  public 
ealth  agency.  A license  to  practice  medicine  in  Texas  must  be  obtained 
prior  to  appointment.  To  apply — City  of  San  Antonio  Personnel  Depart- 
ment, 111  Plaza  De  Armas,  San  Antonio,  Texas  78205.  An  equal  oppor- 
tunity employer. 


AMERICAN  TRAINED  PHYSICIAN  capable  of  doing  generalist  medicine 
including  minor  surgery  and  orthopedics,  no  obstetrics,  major  surgery, 
hospitalization  responsibilities.  For  48-  to  60-hour  week,  pay  $5000- 
$6500  a month  on  contract  basis  with  ownership  possible  if  interested. 
Located  in  university  community  with  excellent  social,  recreational, 
and  educational  standards,  two  hospitals,  all  specialties  available. 
Malpractice  insurance  paid.  Please  reply  to  Ad-502,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


ER  PHYSICIAN — If  you  are  an  experienced  ER  physician,  family  prac- 
titioner, general  surgeon  or  internist,  we  may  have  a place  for  you 
in  our  ER  group.  Our  doctors  make  more  than  any  ER  physicians  in 
the  Houston  area  and  we  operate  out  of  comfortable,  friendly  com- 
munity hospitals.  Call  Greater  Houston  Emergency  Physicians  Asso- 
ciates at  713  861-7942. 


EMERGENCY  PHYSICIAN  NEEDED  IMMEDIATELY.  Internist  or  family 
practitioner.  Texas  license  required.  Emergency  clinic  backed  by  in- 
ternists. Prefer  full  time  physician.  Guarantee  $70,000  with  incentives 
and  benefits.  Highly  potential  position.  Submit  CV  to  Ad-462,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


EMERGENCY  MEDICINE — TEXAS  GULF  COAST.  Career  oriented,  full 
time,  few,  if  any,  weekends.  Flexible  scheduling,  competitive  salary, 
insurance  paid.  Please  replv  to  Ad-505,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


OB/GYN  BOARD  CERTIFIED  or  eligible,  to  join  staff  of  Women's 
Clinic.  35,000+  progressive  suburban  community  on  the  Texas  Gulf 
Coast.  Serving  seven  counties.  Excellent  hospital.  Send  CV  to  Ad-507, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


FAMILY  PRACTITIONER  AND  GENERAL  INTERNIST  for  a newly  built 
clinic  to  join  two  other  physicians.  Terms  negotiable.  Please  write  or 
call  Southpark  Medical  Clinic,  2020  Lindbergh,  Tyler,  Texas  75703. 


OB,  GENERAL  SURGEON,  PEDIATRICIAN— Friendly  Panhandle  Com- 
munity of  13,000.  Thriving  economy,  close  to  skiing,  service  area  of 
30,000  has  no  coverage  in  these  specialties.  80-bed,  full  service  hospital. 
Office,  relocation,  and  other  incentives.  Contact  Administrator,  Memo- 
rial Hospital,  Dumas,  Texas  79029;  806  935-7171. 


MULTI-  AND  SINGLE  SPECIALTY  groups  in  Dallas/Fort  Worth,  Central 
and  North  Central  Texas  seek  associates  for  family  practice,  pediatrics, 
internal  medicine,  surgery.  Also,  positions  available  with  minor  emer- 
gency centers  and  HMO.  For  information  without  cost  or  obligation, 
contact:  Physician  Resource  Network,  P.O.  Box  37102,  Fort  Worth, 
Texas  76117;  817  595-1128. 


PRIVATE  PRACTICE  OPPORTUNITIES — Summit  Health  Ltd.,  a growing 
health  care  corporation,  is  seeking  qualified  physicians  for  association 
with  our  full-service,  JCAH  accredited  hospitals  in  West  Texas.  Ideal 
opporunities  are  available  in  general/family  practice,  internal  medicine, 
OB/GYN  and  orthopedic  surgery  as  well  as  other  disciplines.  Excellent 
financial  incentives,  in  addition  to  practice  start-up  assistance  and 
practice-building  support  available.  For  further  information,  send  cur- 
riculum vitae  to:  Cheryl  Newman,  Director  of  Physician  Recruitment, 
Summit  Health  Ltd.,  4070  Laurel  Canyon  Blvd.,  Studio  City,  California 
91604;  818  985-8386. 


POSITION:  Seeking  board  eligible/board  certified  hematologist/ 
oncologist  and  obstetrician/gynecologist  to  join  eight-member  physician 
group  in  San  Antonio,  Texas.  Please  respond  to  Robert  J.  Knapp, 
Administrator  at  124  Dallas  St.,  San  Antonio,  Texas  78205. 


EXPANDING  TEXAS  MULTISPECIALTY  GROUP— Dallas/Fort  Worth  area, 
requires  BE/BC  physicians  in  urology,  general  surgery,  Ob/Gyn,  and 
orthopedic  surgery.  Competitive  salary.  Extensive  benefits.  Direct  in- 
quiry and  CV  to:  Medical  Director,  Permanente  Medical  Association  of 
Texas,  12720  Hillcrest,  #600,  Dallas,  Texas  75230. 


BC/BE  FAMILY  PRACTITIONER:  Licensed  or  eligible  for  licensure  in 
state  of  Texas.  Rural  and  metro  areas  of  Texas.  Outstanding  private 
practice  opportunities  and  guarantees.  Call  R.  Nast  at  713  529-3399  or 
send  CV  to  R.  J.  Nast  & Associates,  1110  Lovett  Blvd.,  Suite  222,  Hous- 
ton, Texas  77006. 


BC/BE  OBSTETRICS  & GYNECOLOGY.  Licensed  or  eligible  for  licensure 
in  state  of  Texas.  Rural  and  metro  areas  of  Texas.  Outstanding  private 
practice  opportunities  and  guarantees.  Call  R.  Nast  at  713  529-3399  or 
send  CV  to  R.  J.  Nast  & Associates,  1110  Lovett  Blvd.,  Suite  222,  Houston, 
Texas  77006. 


RESEARCH  PHYSIOLOGIST,  NEPHROLOGY — Conduct  research  on  renal 
physiology  in  humans.  Study  circulation,  excretion,  and  other  bodily 
functions  affecting  renal  processes.  Perform  experiments  to  test  new 
drugs  and  clinical  procedures  to  be  used  in  the  cure  of  renal  diseases. 
Requirements:  MD  in  medicine  or  PhD  in  physiology  or  equivalent  plus 
one  year  experience  in  job  offered.  Salary:  $20,400/yr  tor  40  hrs/wk. 
Apply  at  the  Texas  Employment  Commission,  Houston,  Texas,  or  send 
resume  to  Texas  Employment  Commission,  TEC  Building,  Austin,  Texas 
78778,  JO  #3661211.  Ad  paid  by  an  equal  employment  opportunity 
employer. 

DEPARTMENT  OF  FAMILY  MEDICINE— Texas  Tech  University  Health 
Sciences  Center  School  of  Medicine,  Administrative/Faculty  Positions: 
TTUHSCSM  is  a regional  medical  school.  Main  campus,  Lubbock;  other 
regional  academic  health  centers,  Amarillo,  El  Paso,  and  Odessa.  Dean 
and  department  chairmen,  Lubbock;  associate  deans  and  associate 
chairmen  all  sites.  Family  practice  residency,  each  site.  Students  first 
two  years  in  Lubbock,  last  two  years  Lubbock,  El  Paso,  or  Amarillo; 
student  electives  all  four  sites.  All  positions  competitive  salary,  ex- 
cellent fringes.  Faculty  rank  dependent  upon  experience  and  training. 
TTUHSC  is  an  equal, opportunity  employer.  Lubbock:  Faculty.  Required 
student  clerkship,  10-10-10  fully  accredited  residency.  Also,  beginning 
search  for  individual  with  primary  interest  geriatric  medicine  for 
geriatric  professorship  in  family  medicine.  ABFP  required.  Family  prac- 
tice residency  training  helpful.  Contact  Clark  A.  Johnson,  MD,  Associate 
Chairman,  or  Berry  N.  Squyres,  MD,  Chairman,  Department  of  Family 
Medicine,  T1UHSC,  Lubbock,  Texas  79430.  El  Paso:  Associate  Chairman/ 
Program  Director.  Required  clerkship,  5-5-5  fully  accredited  residency 
with  experienced  assistant  director  in  place.  Duties  involve  interface 
with  Lubbock  chairman,  El  Paso  associate  dean,  and  other  associate 
chairs,  El  Paso  medical  community.  ABFP  required,  academic  family 
medicine  experience  required.  Contact  David  Briones,  Chairman,  Search 
Committee  for  Associate  Chairman  Family  Medicine,  4800  Alberta 
Avenue,  El  Paso,  Texas  79905  or  Berry  N.  Squyres,  MD,  Chairman,  De- 
partment of  Family  Medicine,  TTUHSC,  Lubbock,  Texas  79430.  Faculty: 
Teach  students  and  residents;  facts  above.  ABFP  required,  family 
practice  residency  training  helpful.  Contact  Michael  Kilham,  MD,  In- 
terim Associate  Chairman/Program  Director,  Department  of  Family 
Medicine,  10060  Rushing/Rushfair  Shopping  Center,  El  Paso,  Texas 
79924  or  Dr.  Squyres  (address  above).  Odessa:  Faculty  positions,  5-5-5 
residency  with  first  PGY-I  on  board  July  1,  1984.  Elective  student  clerk- 
ships. ABFP  required,  family  practice  residency  training  helpful.  Con- 
tact John  Hundley,  MD,  Associate  Chairman/Program  Director,  Depart- 
ment of  Family  Medicine,  PO  Box  4734,  Odessa,  Texas  79760  or  Dr. 
Squyres  (address  above). 

HOUSTON — PART-TIME  PHYSICIAN  wanted  immediately.  Family  prac- 
tice, minor  emergency.  Call  713  530-4057. 

A WELL  ESTABLISHED,  stable,  university  based  family  practice  resi- 
dency training  program  with  24  residents  is  inviting  applications  for 
the  position  of  Director  of  Residency  Training.  Qualifications  include 
board  certification  in  family  practice  or  equivalent  credentials,  ex- 
perience in  family  practice  training  program  and  clinical  experience  in 
family  practice.  Rank  and  salary  commensurate  with  qualifications. 
Please  send  a letter  of  application  and  curriculum  vitae  to:  Paul  R. 
Young,  MD,  Chairman,  Department  of  Family  Medicine,  The  University 
of  Texas  Medical  Branch,  415  Texas  Avenue,  Galveston,  Texas  77550. 
Equal  employment  opportunity  (M/F)  affirmative  action  employer. 

A WELL  ESTABLISHED,  stable,  university  based  Family  Practice  Resi- 
dency Training  Program  with  24  residents  is  seeking  a Teacher  of 
Behavioral  Science.  Individuals  with  professional  training  in  psychiatry, 
psychology  or  other  behavioral  science  with  clinical  skills  and  posses- 
sing a background  in  teaching  and  an  interest  in  practicing  in  some 
aspect  of  family  medicine  research  are  invited  to  apply.  Rank  and 
salary  commensurate  with  qualifications.  Please  send  a letter  of  appli- 
cation and  curriculum  vitae  to:  Paul  R.  Young,  MD,  Chairman,  Depart- 
ment of  Family  Medicine,  The  University  of  Texas  Medical  Branch,  415 
Texas  Avenue,  Galveston,  Texas  77550.  Equal  employment  opportunity 
(M/F)  affirmative  action  employer. 

PHYSICIANS  NEEDED — All  specialties.  Good  financial  package.  Send 
CV  to  RH  Medical  Group,  12651  Briar  Forest,  #180,  Houston,  Texas 
77077;  713  496-7777.  Confidentiality  assured. 

TEXAS:  EMERGENCY  DEPARTMENT  locum  tenens  and  weekend  cover- 
age available  in  various  locations.  Competitive  hourly  rate  includes 
malpractice  insurance.  Contact  Emergency  Consultants,  Inc.,  2240 
South  Airport,  Traverse  City,  MI  49684;  1 -800-253-1 795. 

UNIVERSITY  TOWN — One  hour  from  Houston.  Excellent  opportunity 
for  young  family  practitioner  or  general  surgeon.  U S.  graduate  with 
interest  in  industrial  medicine.  Modern  facilities  and  hospitals  with  all 
subspecialties.  Beautiful  countryside,  lakes,  woods,  country  clubs. 
Reply  to  Ad-514,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 

THE  TEXAS  DEPARTMENT  OF  HEALTH  is  recruiting  a Regional  Director 
for  Public  Health  Region  5,  Arlington.  Must  be  licensed  to  practice 
medicine  in  Texas  and  have  two  years  public  health  experience,  and 
be  certified  by  appropriate  American  specialty  board  or  be  board 
eligible.  Or,  must  nave  two  years  public  health  experience  and  a 
Masters  in  Public  Health  degree,  four  years  of  executive  experience 
in  the  administration  of  a hospital,  health  facility  or  agency  concerned 
with  providing  health  services  to  the  public.  Compensation  package 
includes  $58,800  per  year,  recruitment  and  retention  compensation,  and 
all  other  State  benefits.  Apply  to  C.  C.  Eaves,  MD,  Associate  Commis- 
sioner, Community  and  Rural  Health,  Texas  Department  of  Health, 
1100  West  49th,  Austin,  Texas  78756;  telephone  512  458-7770.  Applica- 
tions accepted  until  5 pm,  January  15,  1985. 

NEEDED:  PEDIATRICIAN  faculty  member  with  10-12  years  training  in 
general  and  developmental  pediatrics  and  two  years  formal  fellowship 
in  child  development  to  direct  Child  Development  Clinic  and  conduct 
research  projects.  Fluency  in  Spanish  and  ability  to  diagnose  learning 
disabilities  in  school  children  required.  Salary  $31,000.  Apply  713 
791-4777. 

TEXAS — EMERGENCY  MEDICINE  Full  and  part-time  positions  available 
in  emergency  departments  and  clinics  for  qualified  physicians  seeking 
lucrative  employment  opportunities.  Outstanding  remuneration  and 
comprehensive  malpractice  insurance  provided.  Contact  Ellen  Murray, 
National  Emergency  Services,  Inc.,  1 Hollow  Lane,  Suite  304,  Lake 
Success,  New  York  11042;  1-800-645-4848. 

SAN  ANTONIO:  FAMILY  PRACTICE/EMERGENCY  MEDICINE.  Immedi- 
ate opening  in  minor  emergency  center  operating  14  hours  per  day. 
Salary  and  fringes  negotiable.  Contact  Robert  W.  Kottman,  MD,  7219 
Hidden  Hills  North,  San  Antonio,  Texas  78244;  512  661-4891. 


Volume  81  January  1985 


77 


CARDIOLOGIST:  To  join  busy  private  practice  in  North  Texas.  Invasive, 
non-invasive.  Send  CV  ana  references  to:  Manaqer,  P.O.  Box  157, 
Sherman,  Texas  75090. 


FULL  AND  PART-TIME  EXPERIENCED  PHYSICIANS  for  established  and 
expanding  family  care  clinic  in  Northwest  Houston.  Excellent  remunera- 
tion and  working  conditions;  flexible  scheduling.  Contact  Director 
Medical  Center,  7925  FM  1950  West,  Houston,  Texas  77070;  713  469-4560. 


HOLTER  MONITOR:  Circadian  single  channel,  real  time  analyzer  One 

recorder  included.  Can  add  spirometry  module.  Call  214  542-2673. 


GENERAL  PRACTICE — SOUTH  TEXAS  COAST,  grossing  income  over 
$2/5, UUU  without  obstetrics  and  weekend  calls.  Great  opportunities  for 
larger  income.  All  specialty  services  available.  Asking  price  $75  000 
Please  reply  to  Ad-515,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd  ' 
Austin,  Texas  78701. 


WANTED:  EMERGENCY  ROOM  PHYSICIAN,  40  hours  guaranteed. 
Salary  negotiable  with  malpractice  and  fringe  benefits.  South  Texas. 
Send  resume  and  salary  requirements  to:  Medical  Technology  Systems, 
1101  Post  Oak  Blvd.,  #9,  Houston,  Texas  77056. 


WANTED:  FAMILY  PRACTICE/GENERAL  PRACTICE  PHYSICIAN,  recent 
graduate.  Must  assume  some  ER  call.  40  hours  guaranteed.  Salary 
negotiable  with  malpractice  and  fringe  benefits.  South  Texas.  Send 
resume  and  salary  requirement  to:  Medical  Technology  Systems,  1101 
Post  Oak  Blvd.,  #9,  Houston,  Texas  77056. 


ORTHOPEDIC  SURGERY  WANTED  in  a clinic,  full  or  part-time  for 
office  consultation.  Primarily  workmen's  compensation.  Hospital  work 
optional.  Retired  or  semi-retired  orthopedic  surgeon  is  acceptable. 
Call  collect  214  494-2500  or  write  Ad-516,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


MEDICAL  CLINIC  AND  EQUIPMENT  FOR  SALE:  Comanche,  Texas, 
brick.  Exam  rooms,  business  office,  private  office  and  library,  lab, 
em®rf?encY  room,  kitchenette;  only  10  months  old.  Approximately 
2300  sq.  ft.,  paved  parking,  completely  furnished  and  eauS^ed  For 
further  information,  call  Clayton  Realty,  817  968-5242  or  817  893-6441. 


FOR  SALE— X-ray  and  lab  equipment.  X-ray,  250MA/150  KV  plus  dry 
Excellent  condition.  Takes  chest,  extremities,  spine  skulls 
$12  000  or  offers.  Lab  equipment  high  quality— everything  for  the  office. 
*ka  t i°.r  Can  deliver.  Telephone  612  424-5494  nights  and  weekends. 

Dr.  Kris,  11542  Gentilly  Road,  Maple  Grove,  Minnesota  55369. 


f'OR  SALE — TREADMILL,  Burdick,  TMS  300  memory  monitor,  defibrilla- 
tor. Marauette  three-channel  EKG.  $10,000  or  offers.  Also  available,  two 
power  tables.  Can  deliver.  Telephone  612  424-5494  nights  and  weekends. 
Dr.  Kris,  11542  Gentilly  Road,  Maple  Grove,  Minnesota  55369. 


Situations  Wanted 


WE  HAVE  PHYSICIANS  WHO  ARE  LOOKING  TO  JOIN  solo,  partner- 
ships,  or  multispecialty  groups  in  the  Texas  area.  For  more  information 
call  Medical  Advisorv  Group,  Inc.;  214  758-9939. 


FAMILY  PRACTICE  WANTED — solo  or  small  group.  If  you  are  thinking 
of  retiring  or  relocating,  please  contact  me.  Prefer  location  within  one 
or  two  hour  driving  or  flying  time  from  Houston,  Dallas  or  Austin. 
Will  c°nsider  others.  Telephone  612  424-5494  nights  and  weekends. 
Dr.  Kris,  11542  Gentilly  Road,  Maple  Grove,  Minnesota  55369. 


GENERAL  SURGEON  WANTING  TO  RELOCATE.  ABS.  Texas  license. 
WiUmg  to  do  some  general  practice.  Please  reply  to  Ad-512,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


WANTED  TO  BUY — Viable  general  practice  or  general  practice  with 
general  surgery.  Prefer  small  or  medium  size  community.  Could  take 
PrcLctice  at  short  notice.  Please  reply  to  Ad-513,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


For  Sale  or  For  Rent 


Business  and  Financial  Services 


PHYSICIAN'S  SIGNATURE  LOANS  to  $50,000.  Up  to  seven  years  to  re- 
pay. No  prepayment  penalties.  Prompt,  courteous  service.  Competitive 
fixed  rate,  with  no  points,  fees  or  charges  of  any  kind.  Physicians 
Service  Association,  Atlanta,  Georgia.  Toll  free  800-241-6905.  Serving 
MDs  for  over  ten  years. 


FOR  ADOPTION  OUR  PATIENT  NEWSLETTER.  Save  your  time  to 

gractice  medicine  while  we  help  keep  your  communication  lines  open. 

ur  quarterly  educational  newsletter  gets  excellent  marks  with  patients 
for  its  content,  clarity,  and  quality.  Send  today  for  free  sample;  rates. 
Marilyn  Baker  & Associates,  PO  Box  9802-610,  Austin,  TX  78766;  Ph 
512  346-6549. 


UNIQUE  BUSINESS  OPPORTUNITY  FOR  PHYSICIANS.  American  Blood- 
pressure  Centers,  Inc.  is  a rapidly  growing  chain  of  hypertension 
treatment  facilities  located  in  major  regional  shopping  malls.  If  you 
would  like  to  explore  how  this  sound  business  growth  opportunity 
might  help  you  build  toward  a financially  secure  future  contact: 
Richard  E.  Winter,  MD,  Chairman  of  the  Board,  777  Third  Avenue,  New 
York,  New  York  10017;  212  303-1706. 


MEDICAL  OFFICE  FOR  LEASE,  near  Seton  Hospital,  Austin,  Texas: 
Approximately  1,200  square  feet,  Lamar  Blvd.,  two  blocks  from  Seton. 
Will  remodel  to  suit.  Contact  512-454-4849. 


THE  LARGEST  MEDICAL  SPECIALTY  SPACE  IN  ARLINGTON— 
Arlington  Medical  Plaza,  has  four  suites  available  ranging  from  1401 
*■.*?, ,^08  s<4-  ft-  Ideal  location  two  blocks  north  of  Arlington 
Memorial  Hospital.  There  is  an  excellent  pharmacy,  lab,  and  radiology 
department,  as  well  as  optical  and  hearing  aid  dispensaries.  For  leas- 
ing information,  call  Ms.  Cooper  817  265-7862  or  Mr.  Rothrock  214 


NORTH  DALLAS— FAMILY  PRACTICE  for  sale.  Net  income  120K  plus 
K5r  a four  day  week.  Priced  to  sell  with  100%  3rd  party  financing. 
Board  certification  required.  Serious  principals  send  resume  to  3511 
Golfing  Green,  Dallas,  Texas  75234. 


FAMILY  PRACTICE  FOR  SALE — Amarillo.  Established  1976;  no  OB  or 
surgery,  good  new  patient  flow.  Two  year  old  office  adjacent  to  2 
hospitals,  cancer  center  in  growth  area  with  good  housing/schools. 
Owner  specializing.  Office  equipment  included  for  walk-in  practice,- 
price  negotiable.  Contact  Michael  E.  Byrne,  MD,  806  358-4516. 


SOUTH  AUSTIN.  60,000 -h  people  live  within  a 2-mile  radius.  Locate 
your  practice  where  the  people  live  and  be  convenient  for  your 
patients.  Office  condominiums  in  our  medical  and  dental  park  are 
available  for  lease  or  sale.  Join  other  successful  doctors  who  have 
started  their  practice  at:  Cannon  Professional  Park,  1110  William  Can- 
non Drive,  Austin,  Texas.  Call  Barbara  McEachern  or  Kevin  Wood- 
worth  at  Pence  Properties,  512  476-9200.  Our  rent  is  only  $10.80  per  sq. 
ft.  per  year,  with  an  option  to  purchase. 


OPHTHALMOLOGIST  & ENT — a great  opportunity  awaits  you  at  the 
Arlington  Medical  Plaza  to  set  up  your  practice  in  the  largest  specialty 
space  in  Texas.  There  is  an  excellent  pnarmacy,  radiology,  as  well  as 
complete  optical  shop  and  hearing  aid  dispensary.  Located  two  blocks 
north  of  an  outstanding  hospital.  Call  Ms.  Cooper,  817  265-7862  or 
Mr.  Rothrock,  214  696-8883. 


FOR  SALE — Active  practice,  ideal  location,  full  privileges.  Owner  wants 
out  of  the  rat  race.  Preter  board  certified  FP.  Ralph  C.  Bailey,  MD, 
1720  East  Austin  Street,  Nacogdoches,  Texas  75961;  phone  409  564-1213 
after  5 pm. 


FOR  RENT — COLORADO,  VAIL  RACQUET  CLUB — two  bedroom,  two 
bath,  sleeps  four-six,  TV,  fireplace,  indoor  tennis,  jacazzi,  racquetball, 
squash.  Free  transportation.  Below  market  rates.  John  Maloney,  MD, 
3213  Shore  Road,  Fort  Collins,  Colorado  80524,  303  484-6293  evenings. 

SKI  COLORADO — STEAMBOAT  SPRINGS:  Private  townhouse.  Four  bed- 
room, four  baths.  Sleeps  12.  Fully  furnished.  GE  kitchen,  washer/dryer, 
cable  TV,  two  fireplaces.  Heated  two  car  garage.  Ski  on/off  slope 
to/trom  gondola.  Very  quiet  surroundings.  Richard  L Pentold,  MD,  1908 
Pawnee  Drive,  Fort  Collins,  Colorado  80525;  303  484-2255. 


FOR  SALE  OR  LEASE— MODERN  MEDICAL  BUILDING.  Retiring  due  to 
illness  from  busy  ENT  and  allergy  practice  after  33  years  in  East  Texas 
town  of  75,000,  draws  from  300,000.  Wish  to  sell  all  equipment  and 
instruments  including  building  with  4944  sq.  ft.  Will  promote  good  will 
and  referrals.  Excellent  for  any  type  of  practice  or  emergency  clinic 
Call:  214  758-5573  ox  214  757-4432. 


Miscellaneous 


ABORTION  ALTERNATIVES!  Licensed  maternity  service  offers  residen- 
tial and  non-residential  program  with  counseling  and  medical  plan  for 
the  expectant  mother  who  is  planning  adoption  for  her  baby.  Costs 
adjusted  to  ability  to  pay.  MARYWOOD,  510  West  26th  Street,  Austin, 
Texas  78705.  Phone  512-472-9251.  (Formerly  HOME  OF  THE  HOLY  IN- 
FANCY.) 


DOCTOR,  YOU  CANT  BEAT  THE  quality  or  the  price!  Holter  Monitor 
Scanning  Service.  Physician  owned,  trained,  and  supervised.  Now 
using  UP  Service  for  faster  turnaround  time.  No  contracts  to  sign.  We 
can  arrange  for  lease/purchase  of  Holter  equipment.  Why  are  you 
paying  more  and  getting  less?  DCG  Interpretation  (313)  879-8860. 


HOW  ABOUT  A TWIST  IN  YOUR  WAITING  ROOM?  Life  magazine  from 
the  1940s.  Only  $10  each  which  includes  postage  and  handling.  MAF 
Enterprises,  PO  Box  3184,  Dallas,  Texas  75221. 


CLINIC  ADMINISTRATOR:  Responsible  for  overall  administration  of 
clinic,  including  the  hiring  and  supervising  of  medical,  nursing  and 
administrative  staffs;  budgetary  and  financial  matters;  purchasing  medi- 
cal equipment  and  pharmaceutical  supplies;  acting  as  liaison  between 
Persian  patients  and  clinic  staff,  hospitals  and  other  clinics.  BS  degree 
or  equivalent  in  Business  Administration  or  the  science  field  with  a 
premed  curriculum,  and  three  years  in  job  experience  required.  Must 
speak  fluent  Farsi.  40  hours  per  week;  $2,200  per  month  salary.  Apply 
at  the  Texas  Employment  Commission,  Austin,  Texas,  or  send  resume 
to  the  Texas  Employment  Commission,  TEC  Building,  Austin,  Texas 
78778,  JO  #3943012.  Ad  paid  by  an  equal  employment  opportunity 
employer. 


CLINIC  ADMINISTRATOR:  Responsible  for  overall  administration  of 
clinic.  Must  act  as  liaison  between  Persian  patients  and  other  staff, 
doctors  and  hospitals.  Will  hire  and  supervise  medical,  nursing  and 
administrative  staffs.  Responsible  for  budgets  and  financial  matters. 
Will  purchase  medical  equipment  and  pharmaceutical  supplies.  BS 
degree  or  equivalent  in  Business  Administration  or  the  science  field 
with  a premed  curriculum,  and  two  years  in  job  experience  required. 
Must  speak  Farsi  fluently.  40  hours  per  week;  $2,400  per  month  salary. 
Apply  at  the  Texas  Employment  Commission,  Houston,  Texas  or  send 
resume  to  the  Texas  Employment  Commission,  TEC  Building,  Austin, 
Texas  78778,  JO  #3660723.  Ad  paid  by  an  equal  employment  opportunity 
employer. 


CLINIC  ADMINISTRATOR:  Responsible  for  administration  of  clinic. 
Duties  include  hiring  and  supervising  medical  and  administrative 
staffs.  Responsible  for  budgets  and  fee  scheduling.  Must  purchase 
medical  equipment  and  supplies.  Will  act  as  liaison  between  Arabic 
speaking  patients  and  other  staff,  doctors  and  hospitals.  BS  degree 
or  equivalent  in  Business  Administration  or  science  field  with  premed 
curriculum,  and  one  year  in  job  experience  required.  Must  be  fluent 
in  Arabic.  40  hours  per  week;  $2,100  per  month  salary.  Apply  at  the 
Texas  Employment  Commission,  Houston,  Texas,  or  send  resume  to 
the  Texas  Employment  Commission,  TEC  Building,  Austin,  Texas  78778, 
JO  #3650635.  Ad  paid  by  an  equal  employment  opportunity  employer. 
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MEDICAL  DIRECTOR 
AUSTIN,  TEXAS 

Position  available  for  a Director  of  the  Medical 
Services  Division  for  a residential  facility  serving 
800  mentally  retarded  clients.  Must  be  able  to 
devise  individual  treatment  plans,  evaluations, 
and  delegate  an  effective  course  of  treatment  to 
other  medical  and  clinical  personnel.  Will  super- 
vise three  physicians  and  related  medical  service 
functions. 

Requires  graduation  from  an  approved  medi- 
cal school,  completion  of  internship  and/or  resi- 
dency program  in  an  approved  hospital,  and 
possess  a license  to  practice  in  Texas.  Salary 
$53,600  to  $57,400  (depending  on  qualifications) 
plus  up  to  $6,000  additional  compensation,  as 
well  as  excellent  state  fringe  benefits. 

Send  applications  and/or  vitae  to  Mr.  Mauricio 
Zuniga,  Personnel  Director,  Austin  State  School, 
P.  O.  Box  1 269,  Austin,  TX  78767,  (5 1 2) 
454-4731. 
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Every  23  minutes,  a person  is  killed  by  a drunk  driver* 

Statistics  have  proven  again  and  again — drinking  and  driving  don’t  mix.  But  for  many,  it  is 
acceptable  behavior.  Or  they  just  don’t  see  the  drinking  problem  as  their  problem  . . . until 
tragedy  occurs. 

When  you’re  out  with  friends,  decide  who  will  drive,  and  that  person  won’t  drink.  Also,  if  you 
are  with  a drunk  friend,  don’t  let  him  get  behind  the  wheel. 

Drunk  driving  isn’t  someone  else’s  problem.  It’s  yours  as  well. 

This  message  brought  to  you  by  friends  of  the  Houston  Chapter  of  MADD  - The  Travelers  Insurance  Companies, 

James  Bute  Paint  Company,  Hyatt  Regency  West  Houston,  Sheraton  Toun  & Country  Hotel 
and  Hermann  Hospital. 
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CONTINUING  EDUCATION  DIRECTORY 


COURSES 


FEBRUARY 

Anesthesiology 

Feb  7-9,  1985 

3RD  ANNUAL  CHRONIC  PAIN  COURSE.  Marriott  Hotel  Medical 
Center,  Houston.  Fee  $250.  Category  1 , AMA  Physician’s  Recogni- 
tion Award;  1 7 hours.  Contact  Lila  K.  Lerner  or  Lynne  Tiras,  Office  of 
Continuing  Education,  Baylor  College  of  Medicine,  One  Baylor 
Plaza,  Houston,  TX  77030  (713)799-6020 

Cardiovascular  Disease 

Feb  3,  1985 

CARDIOVASCULAR  DISEASES:  UPDATE  AND  REHABILITATION. 
Hyatt  Regency,  Austin,  Tex.  Fee  $75-member;  $80-nonmember.  Cat- 
egory 1,  AMA  Physician's  Recognition  Award;  5 hours.  Contact 
Dale  Willimack,  Director,  Department  of  Annual  Session  and  Scien- 
tific Programming,  Texas  Medical  Association,  1801  N Lamar  Blvd, 
Austin,  TX  78701  (512)477-6704 

Feb  19-22,  1985 

CARDIAC  REHABILITATION:  STATUS  '85.  Hotel  Intercontinental, 
Houston.  Fee  TBA.  Category  1 , AMA  Physician's  Recognition 
Award;  20  hours  (symposium),  4 hours  (preliminary  session). 
Contact  Michael  L Pollock,  PhD,  Director,  Cardiac  Rehabilitation 
Program,  Universal  Services  Rehabilitation  and  Development, 

Inc,  Travis  Centre,  Suite  500,  6655  Travis,  Houston,  TX  77030 
(713)630-6525 

Critical  Care  Medicine 

Feb  13-16,  1985 

CONFERENCE  ON  COMPUTING  IN  CRITICAL  CARE  San  Luis 
Hotel,  Galveston,  Tex.  Fee  before  1/15/85:  $250-physicians;  $100- 
students;  after  1/15/85:  $275-physicians;  $1 25-students.  Category 
1,  AMA  Physician's  Recognition  Award;  20  hours.  Contact  David 
Franklin,  Division  of  Neurosurgery,  UTMB,  Galveston,  TX  77550 
(409)761-3965 

Dermatology 

Feb  15-16,  1985 

4TH  ANNUAL  SOUTH  CENTRAL  TEXAS  DERMATOPATHOLOGY 
COURSE  AND  ROBERT  FREEMAN  HONORARY  LECTURE  SE- 
RIES. UT  Health  Science  Center,  San  Antonio.  Fee  $150.  AMA 
Physician's  Recognition  Award;  ADA;  12  hours.  Contact  Marjorie 
Foutz,  EdD,  Conference  Coordinator,  Medical  School  Continuing 
Education  Services,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
(512)691-6295 

General  Medicine 

Feb  1,  1985 

SECOND  ANNUAL  ADMINISTRATIVE  CONFERENCE,  "ADMINIS- 
TRATIVE ASPECTS  OF  HOME  HEALTH  CARE."  Four  Seasons 
Hotel,  Houston.  Fee  $100.  Credit  TBA  Contact  Jeff  Rasco,  Coordi- 
nator, Conference  Services-HMB  Box  131,  M.D.  Anderson  Hospital 
and  Tumor  Institute,  6723  Bertner  Ave,  Houston,  TX  77030  (713) 
792-2222 

Feb  2,  1985 

BASIC  CARDIAC  LIFE  SUPPORT  PROVIDER  COURSE.  Hyatt  Re- 
gency, Austin,  Tex.  Fee  $40-member;  $45-nonmember.  Category  1, 
AMA  Physician’s  Recognition  Award;  4 hours.  Contact  Dale  Willi- 
mack, Director,  Department  of  Annual  Session  and  Scientific  Plan- 
ning, Texas  Medical  Association,  1801  N Lamar  Blvd,  Austin,  TX 
78701  (512)477-6704 


Feb  2,  1985 

SHORT  (65  CM)  FLEXIBLE  FIBEROPTIC  COLONOSCOPE— PRAC- 
TICAL OFFICE  APPLICATIONS.  Beasley  Auditorium,  Baylor  Univer- 
sity College  of  Medicine,  Dallas.  Fee  $150.  Category  1,  AMA  Phy- 
sician's Recognition  Award;  7 hours.  Contact  Barbara  Grayson, 

A.  Webb  Roberts  Center,  3500  Gaston  Ave,  Dallas,  TX  75246  (214) 
820-2317 

Feb  7-9,  1985 

3RD  ANNUAL  CHRONIC  PAIN  COURSE.  Marriott  Hotel  Medical 
Center,  Houston.  Fee  $250.  Credit  TBA.  Contact  Lila  Lerner,  Baylor 
College  of  Medicine,  Office  of  Continuing  Education,  Room  184A, 
One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

Feb  16,  1985 

COMPUTING  & STATISTICS  IN  PATIENT  CARE  IN  NEPHROLOGY. 
San  Luis  Hotel,  Galveston,  Tex.  Fee  $85-physicians;  $45-students. 
Category  1,  AMA  Physician’s  Recognition  Award.  Contact 
David  Franklin,  Division  of  Neurosurgery,  UTMB,  Galveston,  TX 
77550-2778  (409)761-3965 

Feb  23,  1985 

CONFERENCE  ON  AIDS.  Shamrock  Hilton,  Houston.  Fee  none. 
Category  1,  AMA  Physician’s  Recognition  Award;  6.5  hours.  Con- 
tact Marjorie  Kraft,  Division  of  Continuing  Education,  UTHSC  at 
Houston,  PO  Box  20367,  Houston,  TX  77225  (713)792-4671 

Feb  26-March  1,  1985 

38TH  ANNUAL  SYMPOSIUM  ON  FUNDAMENTAL  CANCER  RE- 
SEARCH, "IMMUNOLOGY  AND  CANCER  " Shamrock  Hilton, 
Houston  Fee  $125.  Category  1,  AMA  Physician's  Recognition 
Award;  16.5  hours.  Contact  Jeff  Rasco,  Coordinator,  Conference 
Services-HMB  Box  131,  M.D.  Anderson  Hospital  and  Tumor  Insti- 
tute, 6723  Bertner  Ave,  Houston,  TX  77030  (713)792-2222 

Internal  Medicine 

Feb  2-9,  1985 

CLINICAL  TOPICS  IN  INTERNAL  MEDICINE  AT  SNOWBIRD 
Snowbird,  Utah.  Fee  $350-physicians;  $235-residents.  AMA  Physi- 
cian's Recognition  Award;  AAFP  prescribed;  25  hours.  Contact 
LeRoy  J.  Pickles,  Director,  Continuing  Medical  Education,  Rm  101, 
2401  S 31st  St,  Temple,  TX  76508  (817)740-4083 

Feb  3,  1985 

UPDATE  ON  ANTIBIOTICS.  Hyatt  Regency,  Austin,  Tex.  Fee  $75- 
member;  $80-nonmember.  Category  1,  AMA  Physician’s  Recogni- 
tion Award;  5 hours.  Contact  Dale  Willimack,  Director,  Department 
of  Annual  Session  and  Scientific  Programming,  1801  N Lamar 
Blvd,  Austin,  TX  78701  (512)477-6704 

Obstetrics  & Gynecology 

Feb  15-16,  1985 

ETHICAL  ISSUES  IN  OBSTETRICS  AND  GYNECOLOGY.  Mi- 
chael E.  DeBakey  Center,  Baylor  College  of  Medicine,  Houston. 

Fee  $125.  Category  1 , AMA  Physician's  Recognition  Award;  1 1 
hours.  Contact  Carol  J.  Soroka,  Office  of  Continuing  Education, 
Room  184A,  Baylor  College  of  Medicine,  One  Baylor  Plaza, 

Houston,  TX  77030  (713)799-6020 

Ophthalmology 

Feb  9,  1985 

ANNUAL  OPHTHALMOLOGY  SOCIETY  MEETING-OCULAR  TU- 
MOR/RETINAL VASCULAR  UPDATE.  Marriott  North,  San  Antonio, 
Tex.  Fee  $100.  Category  1,  AMA  Physician's  Recognition  Award;  7 
hours.  Contact  Marjorie  Foutz,  EdD,  Conference  Coordinator,  Medi- 
cal School  Continuing  Education  Services,  7703  Floyd  Curl  Dr,  San 
Antonio,  TX  78284  (512)691-6295 
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Feb  17-18,  1985 

TOA  COURSE  IN  PRACTICE  MANAGEMENT,  Warwick  Hotel-Post 
Oak,  Houston.  Fee  $30-members;  $30-residents  (with  letter  of  veri- 
fication); $200-nonmembers.  Category  1 , AMA  Physician’s  Recog- 
nition Award;  14  hours.  Contact  Bette  McAnmch,  Cullen  Eye  Insti- 
tute, 6501  Fannin,  Houston,  TX  77030  (713)799-5942 

Otolaryngology 

Feb  1-2,  1985 

MASTOIDECTOMY  SEMINAR  AND  LABORATORY.  Baylor  Medical 
Plaza,  Suite  103,  Dallas.  Fee  $250.  Category  1,  AMA  Physician's 
Recognition  Award;  1 1 .5  hours.  Contact  Barbara  Grayson,  A. 

Webb  Roberts  Center,  3500  Gaston  Ave,  Dallas,  TX  75246  (214) 
820-2317 

Pathology 

Feb  21-24,  1985 

3RD  ANNUAL  REVIEW  COURSE  IN  CYTOPATHOLOGY  FOR  PA- 
THOLOGISTS AND  CYTOTECHNOLOGISTS.  UT  Health  Science 
Center  at  San  Antonio  Fee  TBA  Category  1 , AMA  Physician's  Rec- 
ognition Award;  ASC  (Group  R);  IAC;  32  hours.  Contact  Marjorie 
Foutz,  EdD,  Conference  Coordinator,  Medical  School  Continuing 
Education  Services,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
(512)691-6295 

Pediatrics 

Feb  21-22,  1985 

PEDIATRIC  POSTGRADUATE  SYMPOSIUM:  PEDIATRICS-1985 
Marriott  Hotel  Medical  Center,  Houston.  Fee  $175.  Category  1, 

AMA  Physician's  Recognition  Award;  13  hours.  Contact  Carol  So- 
roka, Office  of  Continuing  Education,  Room  184A,  Baylor  College 
of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

Plastic  Surgery 

Feb  15-16,  1985 

BASIC  RHINOPLASTY.  UT  Health  Science  Center  at  Dallas.  Fee 
$1 50-residents;  $200-nonresidents.  Category  1,  AMA  Physician's 
Recognition  Award;  15  hours.  Contact  Gale  Quilter,  Coordinator, 
Division  of  Continuing  Education,  UTHSC  at  Dallas,  5323  Harry 
Hines  Blvd,  Dallas,  TX  75235  (214)688-2166 

Psychiatry 

Feb  13-15,  1985 

9TH  ANNUAL  ALCOHOLISM  CONFERENCE,  "ALCOHOLISM: 
NATURE  AND  NURTURE  ” Holiday  Inn  Downtown,  El  Paso,  Tex.  Fee 
TBA.  Category  1 , AMA  Physician's  Recognition  Award.  Contact 
Vicki  Hollander,  Texas  Tech  University  Health  Sciences  Center, 
Office  of  Continuing  Medical  Education,  Lubbock,  TX  79430  (806) 
743-2929 

Feb  28,  1985 

TREATING  THE  TEENAGER,  PART  V.  UT  Health  Science  Center  at 
Dallas.  Fee  TBA.  Credit  TBA.  Contact  Jan  Jacobs,  Coordinator,  Divi- 
sion of  Continuing  Education,  UTHSC  at  Dallas,  5323  Harry  Hines 
Blvd,  Dallas,  TX  75235  (214)688-2166 

Radiology 

Feb  4-8,  1985 

RADIOTHERAPY  TREATMENT  PLANNING  ANATOMY.  UT  Health 
Science  Center  at  San  Antonio.  Fee  $650.  Category  1 , AMA  Physi- 
cian’s Recognition  Award;  36  hours.  Contact  Marjorie  Foutz,  EdD, 
Conference  Coordinator,  Medical  School  Continuing  Education  Ser- 
vices, 7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (51 2)691  -6295 


Feb  4-9,  1985 

DIAGNOSTIC  IMAGING— CT,  MRI,  AND  ULTRASOUND.  Montego 
Bay,  Jamaica.  Fee  $350-physicians;  $200-residents  and  fellows. 
Contact  Dolly  Christensen,  Director  of  Radiology  Postgraduate  Edu- 
cation, UTHSC  at  Dallas,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235 
(214)688-2502 

Feb  11-15,  1985 

BASIC  RADIOLOGICAL  HEALTH.  UT  Health  Science  Center  at  San 
Antonio.  Fee  $500.  Category  1 , AMA  Physician's  Recognition 
Award;  40  hours.  Contact  Marjorie  Foutz,  EdD,  Conference  Coordi- 
nator, Medical  School  Continuing  Education  Services,  7703  Floyd 
Curl  Dr,  San  Antonio,  TX  78284  (512)691-6295 

Feb  27-March  2,  1985 

FUNDAMENTALS  OF  MRI.  UT  Health  Science  Center,  San  Antonio, 
Tex.  Fee  $385.  Category  1 , AMA  Physician's  Recognition  Award;  28 
hours.  Contact  Marjorie  Foutz,  EdD,  Conference  Coordinator,  Medi- 
cal School  Continuing  Education  Services,  UTHSC  at  San  Antonio, 
7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (512)691-6295 

Surgery 

Feb  15-16,  1985 

32ND  ANNUAL  SINGLETON  SURGICAL  SOCIETY  MEETING. 
Learning  Center,  UT  Medical  Branch,  Galveston,  Tex.  Fee  TBA. 
Credit  TBA.  Contact  Sharlene  Bonetti,  Secretary,  Singleton  Surgical 
Society,  PO  Box  140,  UTMB,  Galveston,  TX  77550  (713)333-9720 

Feb  21-23,  1985 

SURGICAL  UPDATE:  1985.  Lincoln  Hotel,  Dallas.  Fee  $300;  $1 50- 
residents  (with  letter  from  chairman).  Category  1 , AMA  Physician’s 
Recognition  Award;  AAFP  prescribed;  22  hours.  Contact  Depart- 
ment of  Surgery,  Division  of  Continuing  Education,  UTHSC  at  Dallas, 
5323  Harry  Hines  Blvd,  Dallas,  TX  75235  (214)688-3531 

MARCH 

Anesthesiology 

March  1-3,  1985 

REFRESHER  COURSE  IN  ANESTHESIOLOGY  Lubbock  Memorial 
Civic  Center,  Lubbock,  Tex  Fee  TBA.  Category  1 , AMA  Physician’s 
Recognition  Award.  Contact  Vicki  Hollander,  Texas  Tech  University 
Health  Science  Center,  Office  of  Continuing  Medical  Education, 
Lubbock,  TX  79430  (806)743-2929 

Family  Medicine 

March  28-31, 1985 

TENTH  ANNUAL  FAMILY  PRACTICE  RECERTIFICATION  REVIEW. 
Gunter  Hotel,  San  Antonio,  Tex.  Fee  $125.  Category  1 , AMA  Physi- 
cian’s Recognition  Award;  AAFP  prescribed;  24  hours.  Contact 
Marjorie  Foutz,  EdD,  Conference  Coordinator,  Medical  School  Con- 
tinuing Education  Services,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  (512)691-6295 

General  Medicine 

March  6-8,  1985 

TREATMENT  OF  CANCER  IN  THE  NECK.  Warwick  Post  Oak  Hotel, 
Houston.  Fee  TBA.  Category  1 , AMA  Physician's  Recognition 
Award;  15.5  hours.  Contact  Jeff  Rasco,  Coordinator,  Conference 
Services-HMB  Box  131,  M.D  Anderson  Hospital  and  Tumor  Insti- 
tute, 6723  Bertner  Ave,  Houston,  TX  77030  (713)792-2222 
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Internal  Medicine 

March  9-16,  1985 

CLINICAL  GYNECOLOGIC  ENDOCRINOLOGY.  Park  City,  Utah.  Fee 
$325-physicians;  $225-residents.  Category  1 , AMA  Physician's 
Recognition  Award;  AAFP  prescribed;  20  hours.  Contact  LeRoy  J, 
Pickles,  Director,  Continuing  Medical  Education,  Scott  & White, 
Room  101,2401  S 31st  St,  Temple,  TX  76508  (817)774-4083 

Ophthalmology 

March  29-30,  1985 

7TH  ANNUAL  DALLAS  SPRING  OPHTHALMOLOGY  SYMPOSIUM. 
Doubletree  Hotel,  Dallas.  Fee  before  1/15/85:  $225-physicians;  after 
1/15/85:  $250;  $75-residents.  Category  1,  AMA  Physician's  Recog- 
nition Award;  12  hours.  Contact  Lela  Breckenridge,  Director,  Con- 
tinuing Medical  Education,  Presbyterian  Hospital  of  Dallas,  Dallas, 
TX  75231  (214)696-8458 

Pathology 

March  1-2,  1985 

DIAGNOSTIC  APPLICATIONS  OF  IMMUNOHISTOCHEMISTRY. 
Baylor  University  Medical  Center,  Dallas.  Fee  $150.  Category  1 , 

AMA  Physician's  Recognition  Award;  12  hours.  Contact  LaNelle 
Chancellor,  Asst  to  the  Dean,  A.  Webb  Roberts  Center,  3500  Gaston 
Ave,  Dallas,  TX  75246  (214)820-2317 

Pediatrics 

March  13-16,  1985 

SYMPOSIUM  ON  PREVENTION  OF  PEDIATRIC  INFECTIONS  AND 
5TH  ANNUAL  NATIONAL  PEDIATRIC  INFECTIOUS  DISEASE  SEMI- 
NAR. Las  Vegas.  Fee  $250;  $1 75-residents.  Category  1 , AMA 
Physician’s  Recognition  Award;  21  hours;  AAFP  prescribed;  18.5 
hours.  Contact  Marian  Troupe,  Division  of  Continuing  Education, 
UTHSC  at  Dallas,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235  (214) 
688-3439 

Physical  Medicine  and  Rehabilitation 

March  4-6,  1985 

FUTURECARE:  A SYMPOSIUM  ON  CLINICAL  APPLICATIONS  OF 
TECHNOLOGY  TO  REHABILITATION,  Gunter  Hotel,  San  Antonio, 
Tex.  Fee  before  1/31/85:  $125;  after  1/31/85:  $150.  Category  1,  AMA 
Physician’s  Recognition  Award;  1 7 hours.  Contact  Marjorie  S.  Foutz, 
EdD,  Conference  Coordinator,  Medical  School  Continuing  Educa- 
tion Services,  UT  Health  Science  Center  at  San  Antonio,  7703  Floyd 
Curl  Dr,  San  Antonio,  TX  78284  (512)691-6295 

March  18-28,  1985 

19TH  COMPREHENSIVE  REVIEW  COURSE  IN  PHYSICAI  MEDI- 
CINE AND  REHABILITATION.  Holiday  Inn  Medical  Center,  Houston. 
Fee  before  2/15/85:  $375;  after  2/15/85:  $450.  Credit  TBA.  Contact 
Vicki  Forgac  or  Lila  Lerner,  Baylor  College  of  Medicine,  Office  of 
.'  Continuing  Education,  One  Baylor  Plaza,  Room  184A,  Houston,  TX 
77030  (713)799-6020 

Plastic  Surgery 

March  6-9,  1985 

SURGICAL  TECHNIQUES  IN  CLEFT  LIP  AND  PALATE,  Snowmass, 
Colo.  Fee  $500.  Category  1 , AMA  Physician's  Recognition  Award; 

1 7 hours.  Contact  Barbara  Brayson,  A.  Webb  Roberts  Center,  3500 
Gaston  Ave,  Dallas,  TX  75246  (21 4)820-231 7 


Psychiatry 

March  7-10,  1985 

25TH  ANNUAL  TITUS  HARRIS  SOCIETY  MEETING.  Waco,  Tex.  Fee 
TBA.  Category  1 , AMA  Physician's  Recognition  Award.  Contact  E.A. 
Zein-Eldm,  MD,  Titus  Harris  Clinic,  200  University  Blvd,  Suite  620, 
Galveston,  TX  77550  (409)765-6321 

March  11-17,  1985 

COUNSELING  STRATEGIES  FOR  PRIMARY  CARE  PHYSICIANS. 
Hyatt  Regency  Waikiki,  Honolulu.  Fee  $400.  Category  1 , AMA  Physi- 
cian’s Recognition  Award;  AAFP  prescribed;  20  hours.  Contact 
Davor  Jedlicka,  UT  at  Tyler,  3900  University  Blvd,  Tyler,  TX  75701 
(214)566-1471 

Toxicology 

March  18-22,  1985 

CURRENT  CONCEPTS  IN  TOXICOLOGY  ANALYTICAL  METH- 
ODOLOGY. UT  Health  Science  Center,  San  Antonio,  Tex.  Fee  $625. 
Category  1 , AMA  Physician's  Recognition  Award;  35  hours.  Contact 
Marjorie  Foutz,  EdD,  Conference  Coordinator,  Medical  School  Con- 
tinuing Education  Services,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  (512)691-6295 

Urology 

March  8-10,  1985 

ENDOUROLOGY.  Houston.  Fee  $230-members;  $260-non- 
members.  Category  1 , AMA  Physician's  Recognition  Award;  1 6 
hours.  Contact  Alice  Henderson,  Seminar  Coordinator,  Office  of 
Education,  PO  Box  25147,  Houston,  TX  77265  (713)791-1470 

APRIL 

Family  Medicine 

April  29-May  3,  1985 

9TH  ANNUAL  REVIEW  COURSE  IN  FAMILY  PRACTICE.  Marriott 
Hotel  at  the  Astrodome,  Houston.  Fee  TBA.  Category  1 , AMA  Physi- 
cian's Recognition  Award;  AAFP  prescribed;  51  hours.  Contact 
Carol  Soroka,  Baylor  College  of  Medicine,  Office  of  Continuing  Edu- 
cation, Room  184A,  One  Baylor  Plaza,  Houston,  TX  77030  (713) 
799-6020 

General  Medicine 

April  12-13,  1985 

MEDICAL-LEGAL  CONCERNS  IN  THE  HOSPITAL  SETTING.  Loews 
Anatole  Hotel,  Dallas.  Fee  $125.  Category  1 , AMA  Physician's  Rec- 
ognition Award.  Contact  Vicki  Hollander,  Texas  Tech  University 
Health  Science  Center,  Office  of  Continuing  Medical  Education, 
Lubbock,  TX  79430  (806)743-2929 

April  15-20,  1985 

1985  FAMILY  PRACTICE  REVIEW.  Learning  Center,  UT  Medical 
Branch,  Galveston,  Tex.  Fee  before  4/15/85:  $450-physicians;  $300- 
residents,  nonphysicians;  after  3/1 5/85:  $500-physicians;  $350- 
residents,  nonphysicians.  Category  1 , AMA  Physician's  Recognition 
Award;  45  hours.  Contact  Gayle  McKay,  Coordinator,  Office  of  Con- 
tinuing Education,  J-34,  UTMB,  Galveston,  TX  77550  (409)761-2934 

April  19-21,  1985 

22ND  ANNUAL  TEACHING  CONFERENCE:  PEDIATRICS  FOR 
THE  PRACTITIONER.  Gunter  Hotel,  San  Antonio,  Tex.  Fee  before 
3/29/85:  $200;  after  3/29/85:  $215.  Category  1 , AMA  Physician's 
Recognition  Award;  AAFP  prescribed;  15  hours.  Contact  Marjorie 
Foutz,  EdD,  Conference  Coordinator,  Medical  School  Continuing 
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Education  Services,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
(512)691-6295 

April  26-28,  1985 

NUTRITION.  Location  TBA.  Fee  TBA.  Credit  TBA.  Contact  Marjorie 
Foutz,  EdD,  Conference  Coordinator,  Medical  School  Continuing 
Education  Services,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
(512)691-6295 

Obstetrics  & Gynecology 

April  1-3,  1985 

CURRENT  CONCEPTS  1 985:  ISSUES  AND  ANSWERS  IN  OBSTEC- 
TRICS  AND  GYNECOLOGY.  Inn  on  the  Park,  Houston.  Fee  TBA. 
Credit  TBA.  Contact  Lynne  K.  Tiras,  Program  Coordinator,  Office  of 
Continuing  Education,  Room  184A,  Baylor  College  of  Medicine,  One 
Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

Orthopedic  Surgery 

April  11-13,  1985 

INTERDISCIPLINARY  CARE  OF  BONE  AND  SOFT  TISSUE  TU- 
MORS. Baylor  University  Medical  Center,  Dallas.  Fee  $295. 

Category  1 , AMA  Physician’s  Recognition  Award;  13  hours.  Contact 
Barbara  Grayson,  A.  Webb  Roberts  Center,  3500  Gaston,  Dallas,  TX 
75246  (214)820-2317 

Plastic  Surgery 

April  17-19,  1985 

8TH  ANNUAL  PRESENTATION  OF  PRACTICAL  PLASTIC  SURGERY. 
Boerne,  Tex.  Fee  TBA.  Credit  TBA.  Contact  Martha  Berlin,  Coordi- 
nator, Office  of  Continuing  Education,  J-34,  UTMB,  Galveston,  TX 
77550-2782  (409)761-2934 

Radiology 

April  1-5,  1985 

BASIC  PRINCIPLES  OF  MEDICAL  X-RAY  IMAGING  USING  FOUR- 
IER ANALYSIS  AND  MICROCOMPUTERS.  UT  Health  Science 
Center,  San  Antonio,  Tex.  Fee  $600.  Category  1 , AMA  Physician's 
Recognition  Award;  36  hours.  Contact  Marjorie  Foutz,  EdD,  Confer- 
ence Coordinator,  Medical  School  Continuing  Education  Services, 
UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
(512)691-6295 

April  9-10,  1985 

JCAH,  STATE  & FEDERAL  REGULATIONS,  RADIATION  SAFETY 
AND  QUALITY  ASSURANCE  FOR  RADIOLOGY  DEPARTMENTS. 

UT  Health  Science  Center,  San  Antonio,  Tex.  Fee  $250.  Category  1 , 
AMA  Physician's  Recognition  Award;  16  hours.  Contact  Marjorie 
Foutz,  EdD,  Conference  Coordinator,  Medical  School  Continuing 
Education  Services,  UT  Health  Science  Center  at  San  Antonio,  7703 
Floyd  Curl  Dr,  San  Antonio,  TX  78284  (51 2)691  -6295 

April  22-24,  1985 

INTRODUCTION  TO  COMPUTERS  AND  RADIOLOGY.  UT  Health 
Science  Center,  San  Antonio,  Tex.  Fee  $600.  Category  1 , AMA  Phy- 
sician's Recognition  Award;  36  hours.  Contact  Marjorie  Foutz,  EdD, 
Conference  Coordinator,  Medical  School  Continuing  Education  Ser- 
vices, 7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (51 2)691  -6295 

Surgery 

April  8-10,  1985 

1985  GARY  P.  WRATTEN  SURGICAL  SYMPOSIUM.  La  Mansion  del 
Norte  Hotel,  San  Antonio,  Tex.  Fee  TBA.  Credit  TBA.  Contact  Col 
Michael  J.  Walters,  General  Surgery  Service,  Brooke  Army  Medical 
Center,  Fort  Sam  Houston,  TX  78234  (512)221-2925 


Urology 

April  18-20,  1985 

UROLOGIC  ONCOLOGY.  Horseshoe  Bay,  Tex.  Fee  TBA.  Credit 
TBA.  Contact  Jan  Ogletree,  MD,  1313  Red  River,  Austin,  TX  78701 
(512)474-6676 

MAY 

Allergy 

May  31 -June  3,  1985 

SOUTHWEST  ALLERGY  FORUM.  San  Antonio,  Tex.  Contact  Paul 
Ratner,  MD,  601  Oak  Hills  Medical  Bldg,  San  Antonio,  TX  78229 

Internal  Medicine 

May  28-31,  1985 

UPDATE  IN  INTERNAL  MEDICINE.  Dallas.  Contact  Gale  Quilter,  Co- 
ordinator, Continuing  Education,  UTHSC  at  Dallas,  5323  Harry 
Hines  Blvd,  Dallas,  TX  75235  (214)688-2166 

Obstetrics  & Gynecology 

May  2-5,  1985 

MENSTRUATION;  CLINICAL  APPLICATIONS  & SOCIOCULTURAL 
IMPLICATIONS.  Galveston,  Tex.  Contact  Martha  Berlin,  Coordi- 
nator, Office  of  Continuing  Education,  J-34,  UTMB,  Galveston,  TX 
77550-2782  (409)761-2934 

Orthopedic  Surgery 

May  10-12,  1985 

SOUTHWESTERN  ORTHOPEDIC  SURGERY  REVIEW.  Dallas.  Con- 
tact June  Bovill,  Coordinator,  Continuing  Education,  UTHSC  at 
Dallas,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235  (214)688-2166 

Pathology 

May  16-18,  1985 

SURGICAL  PATHOLOGY  IV.  Dallas.  Contact  Gale  Quilter,  Coordi- 
nator, Continuing  Education,  UTHSC  at  Dallas,  5323  Harry  Hines 
Blvd,  Dallas,  TX  75235  (214)688-2166 

Radiology 

May  13-17,  1985 

ADVANCED  RADIOLOGICAL  HEALTH.  Location  TBA.  Contact  Mar- 
jorie Foutz,  EdD,  Conference  Coordinator,  Medical  School  Con- 
tinuing Education  Services,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  (512)691-6295 

May  20-24,  1985 

RADIATION  SAFETY  OFFICERS  COURSE.  Location  TBA.  Contact 
Marjorie  Foutz,  EdD,  Conference  Coordinator,  Medical  School  Con- 
tinuing Education  Services,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  (512)691-6295 

JUNE 

Ophthalmology 

June  6-8,  1985 

1 ST  INTERNATIONAL  CORNEA  AND  EYE  BANKING  SYMPOSIUM. 
San  Diego.  Contact  Lila  Lerner,  Symposium  Coordinator,  Office  of 
Continuing  Education,  Baylor  College  of  Medicine,  One  Baylor 
Plaza,  Houston,  TX  77030  (71 3)799-6020 
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Otolaryngology 

June  7,  1985 

VISITING  PROFESSORSHIP  IN  OTORHINOLARYNGOLOGY.  Dal- 
las. Contact  Gale  Quilter,  Division  of  Continuing  Education,  UTHSC 
at  Dallas,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235  (214)  688-2166 

Pediatrics 

June  10-14,  1985 

ACUTE  CARE  PEDIATRICS:  REVIEW  AND  UPDATE  OF  THE  STATE 
OF  THE  ART.  Hilton  Head  Island,  SC.  Contact  Vicki  L.  Forgac,  Pro- 
gram Coordinator,  Office  of  Continuing  Education,  Baylor  College  of 
Medicine,  One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

June  13-15,  1985 

1985  ANNUAL  PEDIATRIC  REVIEW  & UPDATE.  Galveston,  Tex. 
Contact  Gayle  McKay,  Coordinator,  Office  of  Continuing  Education, 
UT  Medical  Branch,  Galveston,  TX  77550-2782  (409)761-2934 

REGULARLY  SCHEDULED  ACTIVITIES 


Monday-Friday 

POSTGRADUATE  WORKSHOP  IN  NEURORADIOLOGY.  (Date  as- 
signed by  individual  request.)  Methodist  Hospital,  Houston.  Fee 
$450.  Category  I,  AMA  Physician’s  Recognition  Award,  40  hours. 
Contact  Vicki  Sayre,  Office  of  Continuing  Education,  Baylor  College 
of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

Monday-Friday 

POSTGRADUATE  WORKCOURSE  IN  DIAGNOSTIC  ULTRASOUND 
(Date  assigned  by  individual  request.)  Ben  Taub  General  Hospital, 
Houston.  Fee  $450.  Category  1 , AMA  Physician's  Recognition 
Award;  40  hours.  Contact  Vicki  Sayre,  Office  of  Continuing  Educa- 
tion, Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)799-6020 

Tuesdays,  12  pm 

MEDICAL  AND  SURGICAL  REVIEWS.  Sierra  Medical  Center,  El 
Paso.  Category  1 , AMA  Physician's  Recognition  Award;  1 hour 
weekly.  Contact  M.  Nazemi,  MD,  Sierra  Medical  Center,  1 625  Medi- 
cal Center  Dr,  El  Paso,  TX  79902 

Tuesdays  (all  but  last  Tuesday  of  each  month) 

SURGICAL  GRAND  ROUNDS.  Board  Room,  Brackenridge  Hospital, 
Austin.  Free.  Category  1 , AMA  Physician's  Recognition  Award;  1 
hour-session.  Contact  Nancy  Strandhagen,  Surgery  Education, 
Central  Texas  Medical  Foundation,  601  E 15th  St,  Austin,  TX  78701 
(512)476-6461  ext  51 72 

Wednesdays,  12  pm 

CONTINUOUS  REVIEW  OF  INTERNAL  MEDICINE.  Sid  Richardson 
Auditorium,  Scott  and  White  Memorial  Hospital,  Temple.  Category  1 , 
AMA  Physician’s  Recognition  Award,  1 hour  weekly.  Contact  Lynn 
Calvert,  Office  of  Continuing  Medical  Education,  Scott  and  White 
Memorial  Hospital,  2401  S 31st,  Temple,  TX  76508  (817)774-2350 

Thursdays,  8 am 

INTERNAL  MEDICINE  GRAND  ROUNDS.  Brackenridge  Hospital, 
Austin.  Category  1 , AMA  Physician's  Recognition  Award;  1 hour. 
Contact  Marianne  Foley,  MS,  Central  Texas  Medical  Foundation, 

1 500  E Ave,  Austin,  TX  78701  (51 2)476-6461  ext  5606 

Thursdays,  12  pm 

UROLOGY  CORE  CURRICULUM.  Scott  and  White  Memorial  Hospi- 
tal, Temple.  Category  1 , AMA  Physician's  Recognition  Award;  1 hour 
weekly.  Contact  Lynn  Calvert,  Office  of  Continuing  Medical  Educa- 


tion, Scott  and  White  Memorial  Hospital,  2401  S 31  st,  Temple,  TX 
76508  (817)774-2350 

Thursday-Friday 

POSTGRADUATE  WORKSHOP  IN  REAL-TIME  OBSTETRICAL  UL- 
TRASONOGRAPHY. (Date  assigned  by  individual  request.)  Jeffer- 
son Davis  Hospital,  Houston.  Fee  $350.  Category  1 , AMA  Physi- 
cian's Recognition  Award;  16  hours.  Contact  Vicki  Sayre,  Office  of 
Continuing  Education,  Baylor  College  of  Medicine,  One  Baylor 
Plaza,  Houston,  TX  77030(713)799-6020 

Fridays,  12  pm 

NEUROLOGY  GRAND  ROUNDS.  Sid  Richardson  Auditorium,  Scott 
and  White  Memorial  Hospital,  Temple.  Category  1 , AMA  Physician's 
Recognition  Award;  1 hour  weekly.  Contact  Lynn  Calvert,  Office  of 
Continuing  Medical  Education,  Scott  and  White  Memorial  Hospital, 
2401  S 31  st,  Temple,  TX  76508  (81 7)774-2350 

Fridays,  12  pm  (2nd  and  4th) 

TEACHING  CASE  CONFERENCE  Park  Place  Hospital,  Port  Arthur. 
Category  1 , AMA  Physician's  Recognition  Award;  2 hours  monthly. 
Contact  Phil  Newman,  MD,  Box  1648,  Port  Arthur,  TX  77640 
(409)983-4951 

Date  assigned  by  individual  request 

POSTGRADUATE  WORKSHOP  IN  CLINICAL  NMR.  Biomedical 
NMR  Center,  Baylor  College  of  Medicine,  Houston  Fee  $1 ,000.  Cat- 
egory 1 , AMA  Physician's  Recognition  Award;  40  hours.  Contact 
Vicki  Sayre,  Office  of  Continuing  Education,  Baylor  College  of  Medi- 
cine, One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 


TELECONFERENCE  NETWORK  OF  TEXAS 


Wednesdays 

PEDIATRICS  FOR  THE  PRACTITIONER.  UT  Health  Science  Center 
at  San  Antonio  and  teleconference  network  sites.  Fee  $80-series; 
$20-session.  Category  1 , AMA  Physician's  Recognition  Award.  Con- 
tact Phyllis  Wood,  Coordinator,  Teleconference  Network  of  Texas, 
7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (512)691-7291 

Every  other  Thursday,  12:30  pm 

CLINICAL  TOPICS  IN  MEDICINE.  UT  Health  Science  Center  at  San 
Antonio  and  teleconference  network  sites.  Fee  $35-program,  hospi- 
tal subscription  program.  Category  1 , AMA  Physician's  Recognition 
Award.  Contact  Phyllis  Wood,  Coordinator,  Teleconference  Network 
of  Texas,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (512)691  -7291 

CALENDAR  OF  MEETINGS  ^Denotes  Texas  Meetings 


JANUARY 

ALLIANCE  FOR  CONTINUING  MEDICAL  EDUCATION,  New  Or- 
leans, Jan  30-Feb  2,  1985.  ACME,  265  Purchase  St,  Rye,  NY  10580 

AMERICAN  SOCIETY  FOR  PARENTERAL  AND  ENTERAL  NUTRI- 
TION, Miami  Beach,  Jan  21-24,  1985.  Donna  M.  Baudrau,  Meetings 
Manager,  ASPEN,  1025  Vermont  Ave,  NW,  Washington,  DC  20005 

AMERICAN  SOCIETY  FOR  RECONSTRUCTIVE  MICROSURGERY, 
Las  Vegas,  Jan  17-19,  1985.  Berish  Strauch,  MD,  3331  Bainbridge 
Ave,  Bronx,  NY  10467 

AMERICAN  SOCIETY  FOR  SURGERY  OF  THE  HAND,  Las  Vegas, 
Jan  21-23,  1985  ASSH,  3025  S Parker  Rd,  Suite  65,  Aurora,  CO 
80014 
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SOUTHERN  SOCIETY  FOR  PEDIATRIC  RESEARCH,  New  Orleans, 
Jan  30-Feb  1 , 1 985-  Henry  G.  Herrod,  MD,  Secretary-Treasurer, 
SSPR,  University  of  Tennessee  Center  for  Health  Sciences,  PO  Box 
63656,  Memphis,  TN  38163 

FEBRUARY 

■AMERICAN  COLLEGE  OF  NUCLEAR  PHYSICIANS,  San  Antonio, 
Feb  20-24,  1985.  Erica  E.  Kellison,  1101  Connecticut  Ave,  NW, 
Washington,  DC  20036 

AMERICAN  GROUP  PSYCHOTHERAPY  ASSOCIATION,  INC,  New 
York,  Todd  S.  Zegel,  1995  Broadway,  14th  Floor,  New  York,  NY 
10023 

■TEXAS  MEDICAL  ASSOCIATION,  Austin,  Feb  1-3, 1985.  C Lin- 
coln Williston,  1 801  N Lamar  Blvd,  Austin,  TX  78701 

MARCH 

AMERICAN  ACADEMY  OF  ALLERGY  & IMMUNOLOGY,  New  York, 
March  16-20,  1985.  D.  L McNeil,  611  E Wells  St,  Milwaukee,  Wl 
53202 

AMERICAN  COLLEGE  OF  CARDIOLOGY,  Anaheim,  Calif,  March 
10-14,  1985.  Lawrence  H.  Long,  91 1 1 Old  Georgetown  Rd,  Be- 
thesda,  MD  20814 

AMERICAN  COLLEGE  OF  PHYSICIANS,  Washington,  DC,  March 
28-31 , 1 985.  Sarah  E.  Winston,  ACP,  4200  Pine  St,  Philadelphia,  PA 
19104 

AMERICAN  SOCIETY  OF  ABDOMINAL  SURGEONS,  Tampa,  Fla, 
March  24-27,  1985.  Blaise  F.  Alfano,  MD,  675  Main  St,  Melrose,  MA 
02176 

■AMERICAN  SOCIETY  FOR  CLINICAL  PHARMACOLOGY  AND 
THERAPEUTICS,  San  Antonio,  March  28-30,  1985.  Elaine  Galasso, 
Executive  Secretary,  ASCPT,  1 718  Gallagher  Rd,  Norristown,  PA 
19401 

INTERNATIONAL  ACADEMY  OF  PATHOLOGY,  United  States- 
Canadian  Division,  Toronto,  March  9-15,  1 985.  Nathan  Kaufman, 

MD,  1 003  Chafee  Ave,  Augusta,  GA  30904 

APRIL 

AMERICAN  ASSOCIATION  OF  PATHOLOGISTS,  Anaheim,  Calif, 
April  21-26,  1985.  Dana  M.  Raitt,  9650  Rockville  Pike,  Bethesda,  MD 
20814 

AMERICAN  ASSOCIATION  OF  PLASTIC  SURGEONS,  Coronado, 
Calif,  April  28-May  1 , 1985.  William  C.  Trier,  MD,  Univ  of  N Carolina 
Medical  School,  Wing  D,  Medical  School  208H,  Chapel  Hill,  NC 
27514 

AMERICAN  ASSOCIATION  FOR  THORACIC  SURGERY,  New  Or- 
leans, April  29-May  1 , 1 985.  William  T.  Maloney,  1 3 Elm  St,  Box 
1565,  Manchester,  MA01944 

AMERICAN  OCCUPATIONAL  MEDICAL  ASSOCIATION,  Kansas 
City,  Mo,  April  14-19,  1985.  Elizabeth  Cameron,  2340  S Arlington 
Heights  Rd,  Arlington  Heights,  IL  60005 

AMERICAN  SOCIETY  FOR  AESTHETIC  PLASTIC  SURGERY,  Bos- 
ton, April  14-19,  1985.  Jerome  R.  Klingbeil,  MD,  3956  Atlantic  Ave, 
Long  Beach,  CA  90807 


■TEXAS  COUNCIL  ON  FAMILY  RELATIONS,  Austin,  April  18-19, 
1985.  Dr  Preston  Dyer,  216  Guittard,  Waco,  TX  76706 

■TEXAS  SOCIETY  OF  CHILD  PSYCHIATRY,  Dallas,  April  19-21 , 

1985.  Robert  S.  Demski,  MD,  Box  512,  Helotes,  TX  78023 

MAY 

AMERICAN  ASSOCIATION  OF  ANATOMISTS,  Toronto,  May  5-9, 
1985.  William  P.  Jollie,  MD,  Box  101  MCV  Station,  Richmond,  VA 
23298 

AMERICAN  CLEFT  PALATE  ASSOCIATION,  Miami,  May  5-12,1 985. 
Jane  Angelone  Graminski,  University  of  Pittsburgh,  331  Salk  Hall, 
Pittsburgh,  PA  15261 

AMERICAN  PEDIATRIC  SOCIETY,  Washington,  DC,  May  7-10, 1985. 
Audrey  Brown,  MD,  450  Clarkson  Ave,  Brooklyn,  NY  1 1203 

■INTERNATIONAL  COLLEGE  OF  SURGEONS,  Texas  State  Surgical 
Division,  San  Antonio,  May  9,  1985.  Martin  L.  Lazar,  MD,  7777  Forest 
Ln,  Dallas,  TX 

■TEXAS  MEDICAL  ASSOCIATION,  San  Antonio,  Tex,  May  8-12, 
1985.  C.  Lincoln  Williston,  1801  N Lamar  Blvd,  Austin,  TX  78701 

■TEXAS  NEUROLOGICAL  SOCIETY,  San  Antonio,  May  8-12, 1985. 
AlanG.  Nogen,  MD,  151 6 Cooper,  Fort  Worth,  TX  76104 

■TEXAS  RHEUMATISM  ASSOCIATION,  Houston,  May  1985.  Richard 
Pope,  MD,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 

■TEXAS  SOCIETY  OF  SPORTS  MEDICINE,  San  Antonio,  May  10, 
1985.  Ted  L.  Edwards,  MD,  4615  W.  Bee  Caves  Rd,  Austin,  TX 
78746 

JULY 

AMERICAN  GERIATRICS  SOCIETY/AMERICAN  FEDERATION  FOR 
AGING  RESEARCH,  New  York,  July  12-1 7, 1985.  Marilyn  Burton,  10 
Columbus  Circle,  New  York,  NY  1 001 9 

SEPTEMBER 

■TEXAS  SOCIETY  OF  CHILD  PSYCHIATRY,  Sept  20-22, 1 985. 

Robert  S.  Demski,  MD,  Box  512,  Helotes,  TX  78023 
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reatment  of  neuroblastoma 
Carcinoma  of  the  bladder 
Selection  of  anesthetic  for  patients  with  Alzheimer’s  disease 
’sychiatry,  immunology,  and  cancer 


Professional  liability  a decade  later 
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®arbett-3HutcIttngs-^mtth  ^Memorial  hospital 

attit  tEnrln'tt-Mutrltimjs-  ^uiith  Clinic 


322  COLEMAN  STREET 
POST  OFFICE  BOX  60 


4®larlm,  ®exas  76661  TELEPHONE: 

(817)  883-3561 


GENERAL  SURGERY 

Howard  L.  Smith,  M.D.,  F.A.C.S. 
D.  R.  Swetland,  M.D.,  F.A.C.S. 
INTERNAL  MEDICINE 
W F.  McKinley,  Jr.,  M.D. 

James  S.  Bussell,  M.D. 

C.  G.  Brown,  M.D. 

EYE,  EAR,  NOSE,  AND  THROAT 
S.  W.  Hughes,  M.D. 

ALLERGY 

S.  W Hughes,  M.D 
TRAUMATIC  AND  ORTHOPEDIC 
SURGERY 

D.  R.  Swetland,  M.D.,  F.A.C.S. 
CARDIOLOGY 

W.  F.  McKinley,  Jr.,  M.D. 


FAMILY  PRACTICE 
OBSTETRICS  AND  PEDIATRICS 
William  Pickvance,  M.D. 

Barry  E.  Phillips,  M.D. 
GENERAL  DENTISTRY 
G.  Glenn  Rose,  D.D.S. 
♦DENTISTRY  FOR  CHILDREN 
T.  Brad  Willis,  D.D.S. 
RADIOLOGY 

J.  M.  Brown,  M.D.,  F.A.C.R. 
♦PATHOLOGY 

Ronald  E.  Henderson,  Jr.,  M.D. 
David  M.  McTaggart,  M.D. 

S.  M.  Bunn,  Jr.,  M.D. 

E.  B.  Morrison,  M.D. 
UROLOGY 

Howard  L.  Smith,  M.D.,  F.A.C.S. 


* NEUROPSYCHIATRY 
S.  B.  Morrison,  M.D. 
♦NEUROSURGERY 

Harry  W Slade,  M.D.,  F.A.C.S. 
♦DERMATOLOGY 

Maurice  C.  Barnes,  M.D.,  D.A.B.D. 
ADMINISTRATOR 
J.  D.  Norris,  Jr. 

ASSISTANT  ADMINISTRATOR 
W.  R.  Lux,  Jr. 

DIRECTOR  COORDINATOR,  NURSING 
SERVICE 

Diane  Howton,  R.N. 

DIRECTOR  OF  PATIENT  CARE 
Marie  Kotch,  R.N. 


The  original  hospital  was  founded  by  Dr.  J.  W.  Torbett  in  1898,  and  Howard  O.  Smith,  M.D.,  FACS,  past  president,  expired  May  17,  1977. 
* Consultants 


THE  DALLAS  MEDICAL  & SURGICAL 
CLINIC  AND  HOSPITAL 


4105  Live  Oak  Street 


DALLAS,  TEXAS  75211 


Telephone  823-4151 


INTERNAL  MEDICINE 
Morris  E.  Magers,  M.D.,  D.A.B  I.M. 

Charming  Woods,  M.D. 

Richard  C.  Stone,  M.D,  Gastroenterology  & Endoscopy 
Landon  W Stewart,  M D , D.A.B. I.M. 

Cloyce  L.  Stetson,  Jr.,  M D , D.A.B. I.M. 

David  S.  Sowell,  III,  M l),  D A.B.I.M  , Cardiology 
Don  E.  Cheatum,  M.D.,  D.A.B  I.M  , and  D A B.  Rhu, 

F.A.C.P , F.C.C.P.,  Rheumatology 
W Mark  Armstrong,  M.D  , D.A.B. I.M. 

Sam  W.  Waters,  M.D. 

Steven  P Bowers,  M D , D A.B.I.M 
Elizabeth  M.  Polanco,  M.D. 

Robert  C.  Dinwiddie,  M.D.,  D.A.B. I.M. 

Endocrinology  and  Diabetes 

OBSTETRICS  AND  GYNECOLOGY 
John  B Miller,  III,  M D , D A BOG,  F.A.C.O.G. 
Verme  D.  Bodden,  M.D  , D.A.B.O.G.,  F.A.C.O.G. 

PEDIATRICS 

Halcuit  Moore,  M D , D.A.B. P.,  F A A P 
P E.  Luecke,  Jr.,  M.D,  D.A.B  P.  F.A.A.P 
Peter  C.  Ray,  M D 

GENERAL  SURGERY 

George  P Fosmire,  M.D,  DABS.,  F.A.C.S. 

Charles  W Coleman.  M.D.,  D A B S. 

UROLOGY 

Harry  M.  Spence,  M.D  , D.A.B. U.,  F.A.C.S. 

William  II  Hoffman.  M.D,  D.A.B.U.,  F.A.C.S. 

Richard  B Dulany,  M.D  , D.A.B.U,  F.A.C.S. 


RADIOLOGY 

Joe  B Caldwell,  M.D,  D.A.B.R. 

James  B.  Evans,  M.D.,  D.A.B.R. 

DERMATOLOGY 

William  N New,  M.D.,  F.A.A.D.,  F.A.C.P 
Constance  Shadwick,  M D,  D.A.B.D. 

OTOLARYNGOLOGY  AND  OTOLOGIC  SURGERY 
D W Shuster,  M.D,  D.A.B.O 

OPHTHALMOLOGY 
James  M.  Copps,  M.D.,  D.A.B.O. 

R.  Roy  Whitaker,  M.D,  D.A.B.O. 

DENTISTRY  AND  DENTAL  SURGERY 
William  F Walton,  D.D.S. 

ADMINISTRATION 

Alan  G.  Kennon,  Administrator 

Russell  F.  McKee,  Associate  Administrator  for  Financial 
Affairs 

Mrs.  Connie  S.  McNamire,  R.N  B.S.N.,  Associate  Admin- 
istrator of  Hospital  Operations  and  Personnel 

INACTIVE  STATUS 

Adam  D.  Green,  M.D  , Surgery 
John  B Bourland,  M.D  , D.A.B  O.G. 

John  B.  Allen,  M.D.,  D.A.B. I.M. 


COMPLETE 

LABORATORY 

DOCUMENTATION  . . . EXTENSIVE 

CLINICAL  PROOF 


FOR  THE  PREDICTABILITY 
CONFIRMED  BY  EXPERIENCE 

DALMANE® 

flurozepom  HCI/Poche 

THE  COMPLETE  HYPNOTIC 
PROVIDES  ALL  THESE  BENEFITS: 

• Rapid  sleep  onset1 6 

• More  total  sleep  time1 6 

• Undiminished  efficacy  for  at  least 
28  consecutive  nights’4 

• Patients  usually  awake  rested  and  refreshed79 

• Avoids  causing  early  awakenings  or  rebound 
insomnia  after  discontinuation  of  therapy2  510 12 
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product  information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
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pam HCI;  pregnancy  Benzodiazepines  may  cause 
fetal  damage  when  administered  during  pregnancy 
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nant Consider  the  possibility  of  pregnancy  prior  to 
instituting  therapy. 
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EDITORIAL 


Evaluating  insurance  policies  and  agents 

Physicians  should  be  skeptical  of  insurance  agents  that  mail 
‘‘door-opener"  letters  which  imply,  as  an  example,  that  the 
benefit  provisions  of  group-type  disability  insurance  are  apt 
to  be  inadequate.  Such  letters  are  often  designed  to  gain  ap- 
pointments by  resorting  to  distorted  examples  of  costs, 
amounts  payable,  and  benefit  provisions. 

State  insurance  laws  prohibit  the  use  of  misleading  state- 
ments, examples  of  high  dollar  amounts  which  in  fact  are 
projections  of  benefits  under  specific  circumstances,  or  any 
type  of  presentation  that  involves  maximums  without  due  re- 
gard to  minimums,  costs,  and  restrictions. 

If  an  agent  tries  to  persuade  you  to  relinquish  any  cover- 
age you  have  in  force,  or  makes  reference  to  any  other  cov- 
erage during  his  presentation,  ask  the  agent  to  make  a com- 
plete comparison  of  his  policy  against  those  he  questions. 

If  disability  insurance  is  the  issue,  be  certain  that  the  com- 
parison includes  how  long  benefits  will  be  payable,  the 
definition  of  disability,  partial  disability  benefits,  termination 
dates,  basic  costs,  and  the  additional  charge  for  any  options. 
In  essence,  the  comparison  must  be  made  on  a dollar-for- 
dollar  and  benefit-for-benefit  basis— without  omissions. 

It  is  prudent  to  require  the  agent  to  prepare  the  comparison 
in  writing.  You  should  then  submit  the  comparison  to  the 
other  carrier  for  evaluation.  This  is  your  protection  against  an 
incomplete  comparison  or  distortion  of  facts. 

Fortunately,  most  insurance  agents  are  eager  to  abide  by 
the  ethics  of  their  profession.  They  do  not  condone  violators 
since  they  reflect  on  the  credibility  of  all  agents. 

You  may  evaluate  the  quality  of  an  agent  by  his  willingness 
to  abide  by  the  ethics  of  his  profession  and  his  efforts  to  be 
thorough.  Avoid  those  who  are  hypercritical  of  competitive  of- 
ferings and  are  unwilling  to  prepare  a complete  comparison  if 
they  seek  to  replace  coverage  you  have  in  force  or  choose  to 
downgrade  any  other  policies  during  their  presentation. 

E.  Richard  Criss,  Jr 

Legal  Counsel,  Texas  Medical  Association  Insurance  Trust,  1000  MoPac 

Circle,  Austin,  TX  78746. 


The  unmet  need  for  subsidized  sterilization 

Newspapers  and  magazines  today  are  replete  with  articles 
decrying  adolescent  pregnancy  and  childbirth.  Citizen  orga- 
nizations have  formed  in  communities  throughout  Texas  and 
the  nation  in  an  attempt  to  deal  with  the  immediate  as  well  as 
the  subsequent  problems  caused  by  adolescents  bearing 
children  (problems  such  as  premature  deliveries,  low  birth- 
weight  babies,  and  birth  defects,  school  dropout,  welfare 
dependency,  the  need  for  day  care).  In  its  last  regular  ses- 
sion, the  Texas  Legislature  addressed  several  issues  related 
to  adolescent  pregnancy  and  childbirth.  The  principal  state 
agencies  responsible  for  funding  subsidized  family  planning 


services  in  Texas — the  Texas  Department  of  Health  and  the 
Texas  Department  of  Human  Resources  (TDHR) — have 
taken  action,  and  TDHR  has  elevated  funding  for  teenage 
contraceptive  services  to  a higher  level  of  priority,  just  behind 
child  protective  services  and  community  care  for  the  aged 
and  disabled. 

Attention  to  the  family  planning  needs  of  Texas  adoles- 
cents is  long  overdue  and  exceedingly  welcome.  Neverthe- 
less, in  addressing  the  total  unmet  need  for  subsidized  family 
planning  services  in  Texas,  another  need  looms  every  bit  as 
large  in  our  thinking — a need  which  has  been  almost  totally 
overlooked  to  date.  That  need  is  for  subsidized  sterilization, 
especially  for  younger  women  in  their  20s  who  have 
achieved  their  desired  family  size. 

A few  interesting  comparative  statistics  follow.  In  1981 
there  were  approximately  339,000  teenage  women  in  Texas 
with  the  potential  for  an  unintended  pregnancy,  according  to 
the  Alan  Guttmacher  Institute  (1 ).  These  were  young  women 
who  were  sexually  active,  not  known  to  be  sterile,  not  preg- 
nant at  the  time,  and  not  desiring  pregnancy.  Of  the  above 
total,  an  estimated  172,900  (51%)  were  using  some  method 
of  contraception.  Viewed  another  way,  an  estimated  166,100 
(49%)  were  using  no  method  at  all  or  were  using  a method 
only  very  sporadically.  As  a result  of  this  situation,  there  were 
17,512  out-of-wedlock  births  among  teenage  women  in 
Texas  in  1982. 

By  comparison,  in  1981  there  were  approximately 
1,101 ,800  Texas  women  in  their  20s  with  the  potential  for  an 
unintended  pregnancy,  according  to  our  estimates  derived 
from  Alan  Guttmacher  Institute  figures  (1 ).  Of  this  number,  an 
estimated  628,000  (57%)  were  using  some  contraceptive 
method,  while  an  estimated  473,800  (43%)  were  using  no 
method  or  using  a method  only  very  sporadically.  Although 
the  number  without  contraceptive  protection  represents  a 
smaller  percentage  of  total  women  in  their  20s  with  the  po- 
tential for  an  unintended  pregnancy  (43%)  than  the  compar- 
able percentage  for  teenage  women  (49%),  in  terms  of  abso- 
lute numbers  there  is  a greater  need  for  contraceptive  pro- 
tection among  women  ages  20-29  than  among  teenage 
women  in  Texas  today.  This  is  the  case  because  there  are  so 
many  more  women  in  their  20s  who  are  sexually  active  than 
there  are  teenage  women  who  fit  this  description  (1,101 ,800 
versus  339,000).  Moreover — and  this  is  significant — a 
greater  number  of  women  in  their  20s  delivered  out-of- 
wedlock  in  1982  (20,449)  than  did  teenage  women  (2). 

Contraceptive  needs  change  for  many  women  as  they 
progress  from  their  teen  years  into  their  20s.  Sexually  active 
teen  women  need  a highly  reliable  temporary  method  of  con- 
traception, such  as  the  low-estrogen  oral  contraceptive. 

Many  also  need  significant  supportive  counseling  and  clinic 
visits  at  more  frequent  intervals  in  order  to  reinforce  their  mo- 
tivation to  continue  to  use  their  method.  Almost  no  teenagers 
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would  be  candidates  for  sterilization,  and  federal  regulations 
prohibit  the  application  of  federal  funds  to  sterilize  any 
woman  under  age  21  (3). 

By  contrast,  while  many  sexually  active  women  in  their  20s 
also  require  a highly  reliable  temporary  method  of  contracep- 
tion because  their  planned  childbearing  is  incomplete,  a very 
considerable  number  are  excellent  candidates  for  steriliza- 
tion because  they  are  satisfied  with  the  number  of  children 
that  they  have  and  would  be  relieved  to  be  assured  that  they 
could  not  bear  more.  The  choice  of  sterilization  for  lower  in- 
come women,  especially  those  in  their  20s,  is  the  great 
unmet  contraceptive  need  in  Texas  today.  Because  of  the 
high  initial  cost  and  the  limited  amount  of  funds  available  to 
family  planning  agencies,  sterilization  is  frequently  not  pre- 
sented as  a contraceptive  option  to  these  women  no  matter 
how  high  their  parity  (in  fact,  for  the  above  reasons,  steriliza- 
tion is  not  offered  to  women  of  any  age  at  some  agencies). 
However,  the  provision  of  the  option  of  sterilization  for 
younger  lower-income  women  who  would  accept  this 
method  of  contraception  would  be  extremely  cost-effective 
over  the  longer  run.  Not  only  would  there  be  a savings  over 
the  costs  of  providing  a temporary  method  after  approxi- 
mately ten  years  (the  current  cost  of  a sterilization  is 
approximately  equivalent  to  the  cost  of  providing  oral  con- 
traceptives for  ten  years),  but  there  would  be  virtually  no 
method  failures.  Savings  would  be  realized  in  the  costs  of 
welfare  dependency,  food  stamps,  Medicaid,  day  care,  public 
education,  and  child  protective  services  (among  others).  Per- 
haps most  important  of  all,  these  women  would  be  genuinely 
liberated,  in  the  sense  of  being  freed  from  the  prospect  of 
future  unintended  childbearing,  in  order  to  pursue  job  training 
and  work  toward  providing  a better  life  for  themselves  and 
their  children. 

We  hope  that  when  the  state  agencies  bring  their  budget 
requests  before  the  next  legislative  session,  special  funding 
will  be  requested  not  only  for  teenage  contraceptive  services 
but  also  for  sterilization  services,  especially  for  younger 
women  who  are  presently  often  being  denied  this  contracep- 
tive choice. 

Norman  F.  Gant,  MD;  Barry  E.  Schwarz,  MD;  Stephen  F. 

Heartwell,  DrPH;  Lewis  W.  Mondy,  PhD 

Department  of  Obstetrics  and  Gynecology,  The  University  of  Texas  Health 

Science  Center  at  Dallas,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235. 
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Studies  of  possible  acrylonitrile  poisoning  antidote 

Du  Pont’s  Haskell  Laboratory  for  Toxicology  and  Industrial 
Medicine  has  performed  studies  in  animals  to  assist  in  deter- 
mining the  optimum  treatment  for  persons  exposed  to  toxic 
amounts  of  acrylonitrile.  We  believe  these  are  pertinent  to 
the  case  described  by  Drs  Vogel  and  Kirkendall  (Texas  Medi- 
cine, 80:48-51 , May  1984).  An  abstract  of  this  work  was 
published  in  Toxicology  and  Applied  Pharmacology  (1).  Le- 
thal doses  (LD100,  < 3 hr)  of  acrylonitrile  were  given  by  oral 
intubation  to  mice,  rats,  and  rabbits,  and  by  intraperitoneal 
injection  to  dogs.  Antidotes  were  given  by  intraperitoneal  in- 
jection to  mice  and  rats  and  by  intravenous  injection  to  rab- 
bits and  dogs.  Antidote  efficacy  was  measured  by  the  de- 
crease in  percentage  mortality. 

In  all  species  tested,  the  most  effective  antidote  was  cys- 
teine hydrochloride  (mortality:  mice,  30%;  rats,  10%;  rabbits 
and  dogs,  0%).  The  conventional  cyanide  antidote  combina- 
tion of  sodium  nitrite  followed  by  sodium  thiosulfate,  as  rec- 
ommended in  1934  by  Chen  and  Rose  (2),  was  not  effective 
in  mice  or  dogs  (100%  mortality)  or  rats  (80%  mortality)  and 
only  moderately  effective  in  rabbits  (1 7%  mortality  after  75 
mg/kg  acrylonitrile;  83%  mortality  after  100  mg/kg  acryloni- 
trile). Sodium  thiosulfate  alone  was  very  effective  in  rats 
(20%  mortality)  and  moderately  effective  in  rabbits  given  75 
mg/kg  acrylonitrile  (50%  mortality);  it  was  ineffective  in  rab- 
bits given  100  mg/kg  acrylonitrile  or  in  mice  or  dogs. 

Our  cysteine  solution,  though  effective  in  all  species 
tested,  was  unstable  and  needed  to  be  freshly  prepared  for 
each  experiment  and  protected  from  light  until  it  was  admin- 
istered. Consultation  with  our  pharmaceuticals  department 
yielded  the  suggestion  that  further  trials  might  be  conducted 
with  the  conjugated  form,  N-acetylcysteine,  already  available 
as  Mucomyst.  As  Drs  Vogel  and  Kirkendall  have  identified, 
there  is  a hypothetical  analogy  with  the  toxic  effects  of  aceta- 
minophen, where  N-acetylcysteine  has  been  shown  to 
prevent  liver  damage  (3).  Use  of  intravenous  N-acetylcys- 
teine for  inhalation  exposures  to  acrylonitrile  is  also  advised 
by  Buchter,  Peter,  and  Bolt  (4),  following  the  same  dosage 
recommendations  as  for  its  use  for  acetaminophen 
poisoning. 

Martha  McLaughlin;  Neil  D.  Krivanek;  Henry  J. 

Trochimowicz;  William  L.  Sprout,  MD 

E.  I.  du  Pont  de  Nemours  & Company,  Haskell  Laboratory  for  Toxicology 

and  Industrial  Medicine,  PO  Box  50,  Newark,  DE  19711. 
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Turn  of  the  century 
trephine  for  cranial  surgery 
and  tonsillotome  for 
tonsils. 


removing 


We’ve  been  defending 
doctors  since 
these  were  the 


state  of  the  art. 


These  instruments  were  the  best  available  at 
the  turn  of  the  century.  So  was  our  professional 
liability  coverage  for  doctors.  In  fact,  we 
pioneered  the  concept  of  professional 
protection  in  1899  and  have  been  providing 
this  important  service  exclusively  to  doctors 
ever  since. 


You  can  be  sure  we’ll  always  offer  the  most 
complete  professional  liability  coverage  you 
can  carry.  Plus  the  personal  attention  and 
claims  prevention  assistance  you  deserve. 

For  more  information  about  Medical 
Protective  coverage,  contact  your  Medical 
Protective  Company  general  agent. 


Bruce  Crim,  Charles  F.  Curtice,  Arthur  F.  Ennis,  Jr. , Keith  H.  Prince,  Daniel  S.  Marley 
Allied  Lakewood  Bank  Center,  6301  Gaston  Avenue,  Suite  570,  Dallas,  Texas  75214,  214/821-46  40 
Mark  Lee  Gunter,  Wayne  L.  Kirk,  Suite  155,  7887  Katy  Freeway,  Katy  Hollow  Office  Park,  Houston,  Texas  77024,  713/682-8024 
Michael  Rollans,  Suite  408,  GPM  Building  South  Tower,  800  N.W.  Loop  410,  San  Antonio,  Texas  78216,  512/344-5901 
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PLAZA  MEDICAL  CENTER  REDEFINES  what  a mod 


ern  medical  office  building  can  be.  In  beauty.  In  efficiency.  In 


a totally  planned  environment  that  contributes  to  the  lives  of 


people  who  richly  deserve  it.  Occupancy  begins  soon.  And 


prime  spaces  are  still  available  at  competitive  prices.  See  Plaza 


Medical  Center,  1200  Binz,  north  of  Park  Plaza  Hospital  and 


the  Texas  Medical  Center.  For  information  please  call  John 


Hansen  Investment  Builder,  961-7700 
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TMA  IN  ACTION 

Texas  contributes  significantly 
to  AMA  policy  statement 

A Texas  resolution  contributed  sig- 
nificantly to  one  of  the  major  policy 
statements  to  come  out  of  the  1 984  In- 
terim Session  of  the  American  Medical 
Association. 

The  AMA  House  of  Delegates  has  re- 
affirmed its  policy  that  urges  state 
medical  associations  to  oppose  legisla- 
tion allowing  nonphysicians  to  practice 
medicine  independently.  Meeting  Dec 
2-5  in  Honolulu,  the  delegates  com- 
bined four  related  resolutions,  including 
one  from  Texas,  agreeing  that  the  AMA 
will  continue  to  monitor  legislative  and 
regulatory  activities  at  the  state  and  lo- 
cal levels,  and  disseminate  helpful 
information. 

M.T.  Jenkins,  MD,  Dallas,  a delegate 
representing  the  American  Society  of 
Anesthesiology,  introduced  a key 
amendment,  which  was  approved,  ask- 
ing the  AMA  to  develop  a pro-active 
program  to  assist  state  medical  so- 
cieties and  national  specialty  societies 
in  resisting  such  legislation.  The  dele- 
gates will  consider  the  program  during 
the  1985  annual  meeting. 

Texas’  34  delegates  and  alternates 
also  piloted  policy  statements  on  Medi- 
care decertification  of  rural  hospitals, 
reports  of  the  AMA  Council  on  Scien- 
tific Affairs,  hair  analysis,  and  chelation 
therapy.  Texas  introduced  a total  of 
eight  resolutions,  which  the  TMA 
House  of  Delegates  had  adopted  in  No- 
vember 1984. 

In  light  of  the  difficulties  some  rural 
hospitals  encounter  in  being  certified 
for  participation  in  the  Medicare  pro- 
gram, and  sparked  by  the  Texas 
resolution,  the  delegates  agreed  that 
“appropriate”  exceptions  should  be  al- 
lowed for  sole  community  hospitals  that 
serve  rural  populations. 

“The  Department  of  Health  and  Hu- 
man Services  mandates  staffing, 
pharmacy,  laboratory,  and  other 
requirements  which  are  often  too  ex- 


pensive and  difficult  for  a rural  hospital 
to  meet,"  the  Texas  resolution  stated. 

Noting  that  some  reports  of  the  AMA 
Council  on  Scientific  Affairs  can  be  in 
the  review  and  approval  procedure  for 
up  to  two  years  before  they  are  dis- 
tributed, TMA  successfully  carried 
through  a resolution  calling  for  expedi- 
tion. The  adopted  resolution  asked  that 
the  “AMA  Council  on  Scientific  Affairs 
reports  that  do  not  have  policy  implica- 
tions be  distributed  to  the  membership 
as  soon  as  is  practical  after  approval  by 
the  Council.” 

The  resolution  also  asked  that  re- 
ports that  call  for  policy  decisions 
continue  to  move  through  the  House  of 
Delegates  by  the  usual  process  and 
that  the  Council  on  Scientific  Affairs  uti- 
lize representatives  of  appropriate 
specialty  societies  in  developing  re- 
ports of  a scientific  nature. 

The  delegates  adopted  in  amended 
form  TMA’s  resolution  that  urged  the 
AMA  to  oppose  hair  analysis  as  the 
sole  determinant  of  the  need  for  medi- 
cal therapy.  The  resolution  further 
asked  that  the  AMA  inform  the  public 
and  governmental  agencies  of  its  op- 
position to  this  unscientific  practice. 

Chelation  therapy  generated  more 
testimony  than  any  item  before  Refer- 
ence Committee  E.  “Much  of  the 
testimony,”  the  reference  committee  re- 
port stated,  “expressed  a need  for  a 
stronger  position  in  opposition  to  chela- 
tion therapy  for  unproved  uses.  . .” 

After  the  debate  subsided,  the  House  of 
Delegates  approved  an  amended  form 
of  TMA’s  resolution  on  the  topic.  In  final 
form,  the  resolution  called  on  propo- 
nents of  chelation  for  anything  other 
than  heavy  metal  poisoning,  hyper- 
calcemia, or  digitalis  toxemia  therapy  to 

. .(a)  conduct  properly  controlled  sci- 
entific studies,  (b)  adhere  to  FDA 
guidelines  for  the  investigation  of 
drugs,  and  (c)  disseminate  results  of 
scientific  studies  in  the  usually  ac- 
cepted channels." 

Texas  also  influenced  policy  in  other 
key  areas,  as  the  House  of  Delegates 


adopted  the  state’s  resolution  asking 
the  AMA  Board  of  Trustees  to  continue 
to  pursue  its  lawsuit  challenging  the 
constitutionality  of  provisions  of  the 
Medicare  amendments  contained  in  the 
Deficit  Reduction  Act  of  1 984. 

The  AMA  House  of  Delegates  also 
commended  TMA  member  Edward  N. 
Brandt,  MD,  for  exemplary  public  ser- 
vice as  Assistant  Secretary  of  Health, 
US  Department  of  Health  and  Human 
Services.  After  completing  his  service 
in  Washington  at  the  end  of  1 984,  Dr 
Brandt  was  to  have  assumed  the  posi- 
tion of  chancellor  of  the  University  of 
Maryland,  Baltimore  campus.  Dr  Brandt 
previously  was  dean  of  The  University 
of  Texas  School  of  Medicine,  Gal- 
veston, and  vice-chancellor  of  health 
affairs  of  The  University  of  Texas 
System,  Austin.  He  also  is  a former 
chairman  of  the  AMA  Medical  School 
Section. 

Finally,  a TMA-sponsored  memorial 
resolution  honored  Harvey  Renger, 

MD,  a past  president  of  TMA,  a mem- 
ber of  the  Texas  Delegation  to  the  AMA 
for  1 7 years,  and  recipient  of  TMA’s  Dis- 
tinguished Service  Award.  Dr  Renger, 
who  practiced  medicine  in  the  Halletts- 
ville,  Tex,  area  for  more  than  50  years, 
died  in  August  1984. 

TMA  policies  to  undergo 
sunset  review 

The  Texas  Medical  Association  House 
of  Delegates  will  review  and  update 
association  policies  through  an  annual 
sunset  review  procedure  beginning 
in  May. 

The  Board  of  Councilors  recom- 
mended the  sunset  review,  and  the 
delegates  approved  it  in  November 
1 984.  The  review  affects  policy  state- 
ments that  are  more  than  five  years  old. 
Through  the  sunset  review  procedure, 
the  board,  council,  or  committee  that 
wrote  a policy  will  review  it;  if  the  state- 
ment is  not  re-adopted  or  revised,  it  will 
be  deleted  from  future  editions  of  the 
TMA  Policy  Manual. 

In  this  first  review,  scheduled  in  con- 


Volume  81  February  1985 


9 


junction  with  the  annual  session  in  San 
Antonio,  delegates  will  reexamine  poli- 
cies relating  to  a number  of  issues. 
These  diverse  and  controversial  topics 
include  abortion,  access  to  health  care, 
health  maintenance  organizations, 
Medicare,  and  the  use  of  helmets  in 
football  practice. 

At  the  direction  of  the  Executive 
Board,  the  Board  of  Councilors  already 
has  revised  or  eliminated  six  policy 
statements  that  posed  possible  legal 
risk.  These  statements  referred  to  chi- 
ropractic, physicians  treating  Medicare 
and  Medicaid  patients  in  teaching  hos- 
pitals, and  utilization  review. 

Bylaws  amendments  sanction 
provisional  membership  changes 

Recent  amendments  to  Texas  Medical 
Association's  Bylaws  sanction  new  pro- 
visional membership  requirements  that 
the  House  of  Delegates  approved  in 
May  1984. 

As  revised,  the  period  of  provisional 
membership  is  12  months,  rather  than 
24  months.  The  revised  Bylaws  also 
delete  the  requirement  that  a regular 
member  transferring  from  one  county 
medical  society  to  another  revert  to 
provisional  status. 

Further,  the  changes  waive  the  provi- 
sional membership  requirement  for 
military  and  associate  members  who 
have  held  those  memberships  for  at 
least  one  year,  and  enable  them  to  ap- 
ply for  regular  membership  in  their  own 
societies,  provided  that  they  meet  all 
other  requirements  for  regular  member- 
ship. The  amendments  also  confirm  the 
delegates’  waiver  of  the  provisional 
membership  requirement  for  intern/ 
resident  members  who  held  their  mem- 
berships for  one  year,  who  have 
completed  postgraduate  training,  and 
who  apply  for  regular  membership  in 
their  own  society. 

TMA’s  Committee  on  Membership 
first  proposed  deleting  the  provisional 
membership  requirements  in  February 
1983.  Since  then,  the  committee  mem- 
bers have  continued  to  emphasize  a 
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responsibility  not  only  to  recruit  eligible 
physicians  and  medical  students,  but  to 
integrate  them  into  the  federation  of 
medicine  to  the  extent  that  they  feel 
they  have  a voice  in  the  organization.  In 
its  report  to  the  House  of  Delegates 
in  May  1 984,  the  committee  noted, 

“.  . .the  present  two-year  provisional 
period  could  potentially  stifle  a new 
member’s  desire  to  actively  become  in- 
volved in  county  and  state  medical 
organizations.” 

The  report  continued,  “Not  only  is  the 
physician  denied  the  right  to  vote  on  is- 
sues presented  before  county  and  state 
medical  organizations,  but  he/she  may 
not  serve  in  an  elected  or  appointed 
office  during  the  provisional  period.” 

The  Committee  on  Membership  re- 
tained the  one-year  provisional  mem- 
bership in  response  to  county  medical 
societies'  contention  that  provisional 
membership  allows  local  societies  to 
observe  a physician's  professional 
conduct. 

Family  practice  section  offers 
a look  at  ethnic  medicine 

Meeting  with  Texas  Medical  Associa- 
tion’s 1 985  Annual  Session,  the  Section 
on  Family  Practice  offers  a look  at  eth- 
nic health  practices  in  a presentation 
called  “Medicines  and  Remedies.” 

The  annual  session  is  scheduled  for 
May  8-12  in  San  Antonio. 

During  the  family  practice  conclave, 
Godfrey  D.  Ripley,  MD,  Amarillo,  will 
discuss  the  potential  problems  arising 
from  the  combined  use  of  ethnic  medi- 
cine and  standard  medical  treatment. 

Dr  Ripley  is  associate  professor  in 
the  department  of  family  medicine, 
Texas  Tech  University  School  of  Medi- 
cine. He  also  acts  as  facilitator  and 
responsible  faculty  for  Tech's  student 
exchange  program  with  Uppsala  Uni- 
versity in  Sweden. 

Originally  from  England,  Dr  Ripley 
became  interested  in  ethnic  health 
practices  and  beliefs  when  he  worked 
in  Montego  Bay,  Jamaica,  during 
1959-1964.  While  in  practice  there,  he 


noticed  that  most  of  his  patients  took 
not  only  his  medicine,  but  also  their  own. 

“I  hope  that  physicians  who  attend 
my  presentation  will  recognize  that  our 
patients  may  have  a different  frame 
of  reference  when  it  comes  to  their 
health,"  he  said. 

‘‘Even  in  Mexico,  medical  schools 
and  residencies  do  not  equip  young 
physicians  to  recognize  folk  beliefs. 

The  fact  that  folk  medicine  is  not  in 
medical  school  curricula  is  one  reason  I 
want  to  bring  this  (topic)  to  doctors’  at- 
tention. Folk  remedies  are  potentially 
dangerous.  Physicians  may  not  know 
that  (patients)  are  taking  them,  and 
they  need  to  ask  patients  specifically 
about  such  remedies,  which  the  patient 
may  not  call  ‘medicine.’  “ 

Dr  Ripley’s  presentation  is  scheduled 
for  2:30  pm,  Friday,  May  1 0,  in  Room 
31  of  the  San  Antonio  Convention 
Center. 

Speaking  to  a sunrise  session  at  8:1 5 
am  on  the  same  day  is  Donald  L. 
Cooper,  MD,  Stillwater,  Okla.  Dr 
Cooper  will  explain  "How  to  Prepare 
Athletes  for  Competition.” 

He  is  director  of  the  Oklahoma  State 
University  Student  Health  Center  and 
team  physician  for  the  university’s  ath- 
letes. Ralph  C.  Bailey,  MD,  Nacog- 
doches, who  chairs  the  Section  on 
Family  Practice  described  Dr  Cooper 
as  “both  very  knowledgeable  and  very 
humorous.” 

The  family  practice  program  also  will 
spotlight  Richard  L.  Palmer,  MD, 
Temple,  speaking  on  “Evaluations  of 
Bleeding  Disorders”;  Henry  I.  Bussey, 
PharmD,  San  Antonio,  on  “Quinidine- 
Digoxin  and  Related  Interactions”; 
Soraya  N.  Hoover,  MD,  Houston,  on 
“Tuberculosis  Still  with  Us:  A Case  Re- 
port of  Tonsil  and  Lung  Tuberculosis”; 
and  Austin  G.  Bailey,  MD,  Lubbock,  on 
“Thyroid  Disease  in  a Rural  Family 
Practice.” 

Completing  the  program  are  William 
V.  Healey,  MD,  San  Antonio,  speaking 
on  “Carcinoma  of  the  Breast:  Clinical 
Mammographic  Correlation  in  214 
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A TIMELESS  MESSAGE  . . . 
“LET  THE  BUYER  BEWARE.” 

The  Texas  Medical  Association  has  sponsored  an  Insurance  Program  as  a 
service  to  its  members  for  over  29  years.  The  success  of  the  Program  is  sub- 
stantiated by  the  fact  that  over  19,000  individuals  are  insured  in  one  or  more 
plans — and  the  number  increases  daily. 

The  purchase  of  insurance  is  an  individual  choice.  There  is  no  concern  in  this 
regard.  However,  there  is  concern  when  the  effectiveness  of  the  TMA  coverage 
is  questioned  without  a complete  comparison  heing  made. 

If  an  effort  is  made  to  persuade  you  to  give  up  any  coverage  you  have  in  force 
or  not  to  enroll  in  a certain  program,  ask  the  agent  to  make  a complete  written 
comparison  of  both  policies  involved.  Make  sure  the  comparison  includes  such 
things  as  how  long  benefits  will  be  paid  and  the  qualifying  circumstances,  appli- 
cation of  deductibles,  coordination  clauses,  partial  payments,  amounts  paid  for 
specific  losses,  cost  projections,  termination  dates,  and  what  additional  charges 
are  made  for  certain  options.  You  should  then  submit  the  comparison  to  the 
other  carrier  for  evaluation. 

STATE  INSURANCE  LAWS  prohibit  the  use  of  misleading  statements  or  in- 
complete comparisons  during  presentations.  The  ultimate  choice  is  yours,  but 
do  not  base  your  decision  on  anything  less  than  factual  information. 


TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  PROGRAM 

underwritten  by 

PRUCO  LIFE  INSURANCE  COMPANY  OF  TEXAS 

a Subsidiary  of  The  Prudential 
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Patients”;  Thomas  D.  Watts,  DSW, 
Arlington,  on  “Is  Alcoholism  Policy 
Headed  in  a Neoprohibitionist  Direc- 
tion?”; and  Morris  H.  Craig,  Austin,  on 
“Alzheimer’s  Disease.” 

Physicians  who  attend  the  Section 
on  Family  Practice  are  eligible  to  re- 
ceive six  credit  hours  under  Category  1 
of  the  American  Medical  Association's 
Physician’s  Recognition  Award 
program. 

For  further  information  on  the  Sec- 
tion on  Family  Practice  and  annual 
session,  contact  Mrs  Dale  Willimack, 
Department  of  Annual  Session  and  Sci- 
entific Programming,  1801  N Lamar 
Blvd,  Austin,  TX  78701 , or  call 
(512)477-6704,  ext  230. 

Blocker  fund  amasses 
nearly  $30,000  in  contributions 

The  Truman  Blocker,  Jr,  MD,  Memorial 
Student  Loan  Fund  has  amassed 
$29,250  in  contributions  since  its  incep- 
tion in  June  1984. 

The  fund  honors  a physician  who 
achieved  wide  recognition  as  a medical 
educator  and  president  emeritus  of  The 
University  of  Texas  Medical  Branch.  He 
also  was  an  internationally  known  au- 
thority on  plastic  surgery  and  burn 
therapy. 

Dr  Blocker  was  associated  with  the 
medical  branch  as  a student,  professor, 


A memorial  student  loan  fund  honors  the  late 
Truman  Blocker,  Jr,  MD. 


and  administrator  for  almost  50  years. 
Among  his  many  honors  was  Texas 
Medical  Association’s  Distinguished 
Service  Award.  He  died  May  1 7, 1 984, 
at  the  age  of  75. 

The  TMA  Committee  on  Student 
Loans  established  the  memorial  fund. 
Contributions  may  be  made  payable  to 
the  Texas  Medical  Education  and  Re- 
search Foundation  and  mailed  to  the 
foundation  at  1801  N Lamar  Blvd,  Aus- 
tin, TX  78701. 

TMA  to  cosponsor  program 
on  AIDS  Feb  23  in  Houston 

Texas  Medical  Association  will  cospon- 
sor a symposium  on  acquired  immune 
deficiency  syndrome  (AIDS)  Feb  23, 

1 985,  in  the  Emerald  Room  of  the 
Shamrock  Hilton  Hotel,  Houston. 

The  program  offers  primary  care  phy- 
sicians information  on  the  definition  of 
AIDS,  its  epidemiology  and  suspected 
modes  of  transmission,  and  the  impli- 
cations for  various  “at  risk”  groups. 
Psychosocial,  legal,  and  ethical  issues 
also  are  included. 

Directing  the  program  are  James  G. 
Haughton,  MD,  MPH,  director,  City  of 
Houston  Health  Department,  and  Sam 
A.  Nixon,  MD,  assistant  dean  for  con- 
tinuing education,  professor  of  family 
practice  and  community  medicine,  The 
University  of  Texas  Medical  School  at 
Houston. 

In  addition  to  Drs  Haughton  and 
Nixon,  the  faculty  includes  George  G. 
Alexander,  MD,  Houston,  TMA  presi- 
dent; Robert  Bernstein,  MD,  Austin, 
Commissioner  of  Health,  Texas  Depart- 
ment of  Health;  James  W.  Curran,  MD, 
MPH,  Atlanta,  director,  AIDS  activity, 
Center  for  Infectious  Diseases,  Centers 
for  Disease  Control;  and  Anthony  S. 
Fauci,  MD,  Bethesda,  Md,  director,  Na- 
tional Institute  of  Allergy  and  Infectious 
Disease,  National  Institutes  of  Health. 

Completing  the  faculty  are  Charles 
D.  Ericsson,  MD;  Peter  W.A.  Mansell, 
MD;  Guy  R.  Newell,  MD;  and  Laurence 
R.  Tancredi,  MD,  JD,  all  of  Houston. 

In  addition  to  TMA,  program  spon- 


sors include  the  Mayor’s  Task  Force  on 
AIDS,  the  City  of  Houston  Health 
Department,  Harris  County  Health  De- 
partment, The  University  of  Texas 
Health  Center  at  Houston,  the  National 
Institute  of  Allergy  and  Infectious  Dis- 
eases, and  the  National  Institutes  of 
Health. 

The  program  is  offered  free  of 
charge,  but  registration  forms  must  be 
mailed  by  Feb  18  to  UT  Health  Science 
Center,  Division  of  Continuing  Educa- 
tion, PO  Box  20367,  Houston,  TX 
77225. 

Physicians  who  attend  the  program 
will  be  eligible  for  6.5  credit  hours  in 
Category  1 of  the  Physician’s  Recog- 
nition Award  of  the  American  Medi- 
cal Association  and  for  6.5  prescribed 
hours,  as  approved  by  the  American 
Academy  of  Family  Physicians. 

The  symposium  is  titled  “A  State-Of- 
The-Art  Symposium  on  AIDS:  Practical 
Considerations  for  the  Primary  Care 
Physician"  and  lasts  from  9 am  to  5 pm. 

A related  symposium  for  allied  health 
professionals  is  scheduled  for  the  same 
day  at  the  Shamrock  from  12:30  to  4 pm. 

TMA,  cable  network  to  air 
health  programs 

A series  of  health  programs  produced 
by  Texas  Cable  Network  in  cooperation 
with  Texas  Medical  Association  will  de- 
but in  February. 

The  series,  “Vital  Signs,”  covers  five 
segments  during  each  30-minute 
program. 

The  “Healthline”  segment  is  hosted 
by  Liz  McDaniel,  director  of  physician 
relations,  Seton  Medical  Center,  Austin, 
and  former  health  reporter  for  KVUE- 
TV  (ABC),  Austin.  "Healthline”  will  build 
an  understanding  of  the  complexity  of 
medicine  both  from  a scientific  and  so- 
cial standpoint.  Among  the  topics  to  be 
discussed  during  this  segment  are 
health  care  costs,  Medicare,  midwifery, 
and  second  opinions. 

Another  segment,  “Choices,”  fo- 
cuses on  physicians  as  partners  in 
health  care  with  the  patient  and  physi- 
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Red  Ink,  Red  Tape,  administrative  check 
in  and  verification  boondoggle.  End  it 
all,  and  speed  collections  to  boot. 

MediCredit®  provides  guaranteed 
fast  payment  of  the  employee’s  share  of 
health  care  plans,  quick  verification  of 
eligibility  and  benefit  plan  details,  plus 
critical  medical  information.  Call  now 
and  see  how  the  MediCredit®  card  can 
end  your  red  tape  blues: 


"HI  MediCredit* 

Cost  Containment  with  CreditAbility 

MediCredit®  Provider  Marketing: 

Robert  Kaiser 
(713)  952-2070 

Post  Office  Box  42834  Houston,  Texas  77242-2834 


MediCredit 
gets the 
redout. 

the 
green  in. 
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dans'  concerns  about  health  care 
costs.  Topics  to  be  covered  during  the 
"Choices”  segment  include  medical 
emergencies,  healthy  lifestyles,  follow- 
ing the  doctor’s  advice,  and  health 
fraud.  Diane  Perella,  an  Austin  actress, 
hosts  "Choices." 

Bobby  Q.  Lanier,  MD,  hosts  a third 
segment,  “Healthwise."  Dr  Lanier  is  a 
Fort  Worth  allergist,  chairman  of  TMA’s 
Council  on  Communication,  and  medi- 
cal consultant  and  reporter  for  KXAS- 
TV  (NBC)  in  Fort  Worth.  "Healthwise" 
portrays  physicians  as  health  edu- 
cators and  persons  concerned  with 
prevention,  not  only  with  treating  ill- 
ness. The  early  programs  concentrate 
on  drunken  driving,  sexually  trans- 
mitted diseases,  seat  belts,  and  aging 
in  good  health. 

Michael  Ozer,  MD,  a San  Antonio  pe- 
diatrician and  former  health  director  for 
Cable  News  Network,  Atlanta,  hosts  a 
segment  called  "Prescription  for  Liv- 
ing.” This  portion  of  the  program  treats 
topics  such  as  getting  a good  night's 
sleep,  stress,  how  to  lose  weight  safely, 
and  seat  belts/child  restraints. 

The  fifth  segment,  "Faces,”  features 
physicians  who  are  involved  in  interest- 
ing or  unusual  activities  outside  their 
practices.  Hosting  "Faces”  is  Austin 
artist  and  performer  Mary  Pillot. 

Texas  Cable  Network  (TCN)  is  the 
first  statewide  cable  television  network 
in  the  nation  providing  "Television  for 
Texans.”  It  cablecasts  1 4 programs 
each  week  via  1 1 affiliates:  Austin 
CableVision;  Rogers  Cablesystems, 
San  Antonio;  Storer  Cable-Houston; 
Qube  Cable  Houston  and  Dallas-Mes- 
quite;  Sammons,  Fort  Worth;  Group  W 
Cable  systems,  Galveston,  Irving,  and 
Lewisville;  the  TeleCable  system,  Rich- 
ardson; and  a privately  owned  system 
in  Las  Colinas,  a community  near 
Dallas.  TCN  anticipated  more  than  1 
million  subscriber  homes  by  the  end  of 
1984. 


TMAA  donates  $5,000 
to  restoration  of  Capitol 

The  Texas  Medical  Association  Auxil- 
iary (TMAA)  has  donated  $5,000  to  the 
restoration  of  the  fire-damaged  Senate 
wing  of  the  state  Capitol  in  Austin. 

TMAA  President  Joan  (Mrs  Robert 
A.)  McClure,  Houston,  presented 
TMAA’s  check  to  Diana  Hobby,  wife  of 
Lt  Gov  Bill  Hobby,  Nov  1 4,  1 984. 

The  auxiliary’s  contribution  was  used 
to  purchase  an  antique  chandelier,  one 
of  three  included  in  the  restoration.  The 
entire  project  is  expected  to  cost 
$278,000,  and  is  being  financed 
through  private  funding. 

After  a February  1983  fire  damaged 
the  area  behind  the  main  Senate  cham- 
ber, architects  decided  to  restore  that 
section  in  a style  that  will  closely  re- 
semble the  original,  open  design  of 
1882. 

The  chandelier  purchased  with  the 
auxiliary’s  donation  hangs  inside  an 
arched  doorway  in  the  largest  section 
of  the  Great  Room,  which  will  contain 
facilities  for  receptions,  luncheons, 
teas,  and  other  social  functions. 


Diana  (Mrs  William  P.)  Hobby,  left,  accepts  a 
check  for  $5,000  from  Joan  (Mrs  Robert  A.) 
McClure,  president  of  the  Texas  Medical  Associa- 
tion Auxiliary,  in  the  Senate  wing  of  the  state 
Capitol,  which  was  damaged  by  fire  in  February 
1983. 


HEALTH  LINE 


Myasthenia  gravis  patients 
treated  with  cyclosporine 

Physicians  at  The  University  of  Texas 
Health  Science  Center  at  Dallas  are 
testing  cyclosporine  as  a means  of 
treating  patients  with  myasthenia 
gravis.  A clinical  trial  is  under  way  using 
the  anti-rejection  drug  on  patients  with 
early  signs  of  the  disease.  According  to 
Richard  S.A.  Tindall,  MD,  director  of  the 
study,  the  drug  shows  great  promise  on 
myasthenia  gravis  and  other  auto- 
immune diseases,  since  cyclosporine 
interferes  with  the  body’s  production  of 
antibodies. 

Dr  Tindall  is  accepting  40  myasthenia 
gravis  patients  over  the  age  of  40  as 
volunteers.  The  patients  will  be  given 
cyclosporine  for  one  year.  All  treatment 
and  evaluation  are  free  of  charge.  A low 
dosage  of  the  drug  will  be  utilized, 
thereby  reducing  the  likelihood  of  short- 
term or  long-term  side  effects. 

The  UTHSCD  research  team  is  the 
first  in  the  nation  to  receive  approval 
from  the  Food  and  Drug  Administration 
for  treating  human  myasthenia  gravis 
with  cyclosporine.  A study  conducted  at 
The  Johns  Hopkins  Medical  Institutions 
has  found  cyclosporine  to  be  effective 
in  curing  laboratory  animals  of  a dis- 
ease simulating  myasthenia  gravis. 
"The  animal  study  offers  promise  that 
the  drug  may  arrest  myasthenia  in  hu- 
mans,” Dr  Tindall  says. 

For  further  information  about  the 
study  at  the  health  science  center,  con- 
tact the  study  coodinator,  Julia  Rollins, 
RN,  (214)688-2524. 

Rabies  antibody  testing 
discontinued  by  TDH 

The  Texas  Department  of  Health  (TDH) 
has  discontinued  rabies  antibody  test- 
ing using  the  Rapid  Fluorescent  Focus 
Inhibition  Test  (RFFIT).  The  TDH  an- 
nounced that  its  decision  was  based  on 
the  fact  that  the  human  diploid  cell  vac- 
cine (HDCV)  produces  adequate  levels 
of  protective  antibodies  against  rabies 
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The  sounds  of  laughter,  of  people 
helping  each  other,  a bird 
singing,  an  owl  in  the  still  of 
the  night — they  all  contrast 
sharply  with  the  din  of  traffic 
and  the  crush  of  the  city. 

TTie  peaceful  setting  is 
Ottine,  Texas.  Home  of  Warm 
Springs  Rehabilitation  Hospital. 
These  woodlands  adjacent  to 
Palmetto  State  Park  are  an 
unusual  location  for  a hospital, 
but  Warm  Springs  is  also  an 
unusual  hospital. 

Warm  Springs  has  over 
40  years  of  experience  in  the 
rehabilitation  field,  so  we’re  no 


newcomer.  In  fact,  we  really 
are  pioneers  in  the  treatment 
of  children  and  adults  who  are 
disabled  hy  paralytic  strokes, 
spinal  cord  or  head  injuries, 
developmental  impairments, 
and  crippling  diseases. 

Our  reputation  for  in- 
novation and  for  success  is 
well  known.  We  have  a driver’s 
education  program  in  modified 
vehicles  for  the  severely 
disabled,  orthotic  devices 
developed  at  Warm  Springs  and 
used  nationally,  and  an  accred- 
ited two-  year  college  campus 
for  the  physically  disabled. 


Other  hospitals  may  offer 
part-time  therapy  that  exercises 
the  muscles,  but  at  Warm  Springs 
you’ll  find  full-time  rehabilita- 
tion services  that  can  help  make 
life  livable.  Again. 

For  information  about  the 
full-time  rehabilitation  services 
of  Warm  Springs,  call  toll-free, 
1-800-292-1440. 


Warm  Springs  Rehabilitation  Hospital 

RO.  Box  58  • Gonzales,  Texas  78629 
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Consider  the 
causative  organisms. . . 


cefaclor 


250-mg  Pulvules  t.i.d. 

offers  effectiveness  against 
the  major  causes  of  bacterial  bronchitis 

H.  influenzae,  H.  influenzae,  S.  pneumoniae,  S.  pyogenes 

(ampicillin-susceptible)  (ampicillin-resistant) 


Brief  Summary  Consult  the  package  literature  for  prescribing 
information 

Indications  and  Usage  Ceclor*  (cefaclor.  Lilly)  is  indicated  in  the 
treatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Lower  respiratory  infections,  including  pneumonia  caused  by 
Streptococcus  pneumoniae  (Diplococcus  pneumoniae)  Haemoph 
ilus  influenzae  and  S pyogenes  (group  A beta-hemolytic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be 
performed  to  determine  susceptibility  of  the  causative  organism 
to  Ceclor 

Contraindication  Ceclor  is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings  IN  PENICILLIN-SENSITIVE  PATIENTS.  CEPHALO- 
SPORIN ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY 
THERE  IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL 
CROSS-ALLERGENICITY  OF  THE  PENICILLINS  AND  THE 
CEPHALOSPORINS.  AND  THERE  ARE  INSTANCES  IN  WHICH 
PATIENTS  HAVE  HAD  REACTIONS.  INCLUDING  ANAPHYLAXIS. 
TO  BOTH  DRUG  CLASSES 

Antibiotics,  including  Ceclor.  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy 
particularly  to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  (including  macrolides,  semisynthetic 
penicillins,  and  cephalosporins),  therefore,  it  is  important  to 
consider  its  diagnosis  in  patients  who  develop  diarrhea  in 
association  with  the  use  of  antibiotics  Such  colitis  may  range  in 
severity  from  mild  to  life-threatening 
Treatment  with  broad-spectrum  antibiotics  alters  the  normal 
flora  of  the  colon  and  may  permit  overgrowth  ol  Clostridia  Studies 
indicate  that  a toxin  produced  by  Clostridium  ditticile  is  one 
primary  cause  of  antibiotic-associated  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to 
drug  discontinuance  alone  In  moderate  to  severe  cases,  manage- 


ment should  include  sigmoidoscopy,  appropriate  bacteriologic 
studies,  and  fluid,  electrolyte,  and  protein  supplementation 
When  the  colitis  does  not  improve  after  the  drug  has  been 
discontinued,  or  when  it  is  severe,  oral  vancomycin  is  the  drug 
of  choice  for  antibiotic-associated  pseudomembranous  colitis 
produced  by  C difficile  Other  causes  of  colitis  should  be 
ruled  out 

Precautions  General  Precautions  - If  an  allergic  reaction  to 
Ceclor  ■ (cefaclor,  Lilly)  occurs,  the  drug  should  be  discontinued 
and.  if  necessary,  the  patient  should  be  treated  with  appropriate 
agents,  e g . pressor  amines,  antihistamines,  or  corticosteroids 
Prolonged  use  of  Ceclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  If  superinfection  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs'  tests  have  been  reported  during  treat- 
ment with  the  cephalosporin  antibiotics  In  hematologic  studies 
or  in  transfusion  cross-matching  procedures  when  antiglobulin 
tests  are  performed  on  the  minor  side  or  in  Coombs'  testing  of 
newborns  whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition,  it  should  be  recognized  that  a positive 
Coombs'  test  may  be  due  to  the  drug 
Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  safe  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Ceclor,  a false-positive  reaction 
for  glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict's  and  Fehlmg  s solutions  and  also  with  Clinitest* 
tablets  but  not  with  Tes-Tape’  (Glucose  Enzymatic  Test  Strip. 
USP,  Lilly) 

Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis 

Usage  in  Pregnancy  - Pregnancy  Category  B - Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  12 
times  the  human  dose  and  in  ferrets  given  three  times  the  maximum 


human  dose  and  have  revealed  no  evidence  of  impaired  fertility 
or  harm  to  the  fetus  due  to  Ceclor’  (cefaclor,  Lilly)  There  are. 
however,  no  adequate  and  well-controlled  studies  in  pregnant 
women  Because  animal  reproduction  studies  are  not  always 
predictive  of  human  response,  this  drug  should  be  used  during 
pregnancy  only  if  clearly  needed 

Nursing  Mothers  - Small  amounts  ol  Ceclor  have  been  detected 
in  mother  s milk  following  administration  of  single  500-mg  doses 
Average  levels  were  0 18.  0 20,  0 21.  and  0 16  mcg/ml  at  two. 
three,  four,  and  five  hours  respectively  Trace  amounts  were 
detected  at  one  hour  The  effect  on  nursing  infants  is  not  known 
Caution  should  be  exercised  when  Ceclor  is* administered  to  a 
nursing  woman 

Usage  in  Children  - Safety  and  effectiveness  of  this  product  for 
use  in  infants  less  than  one  month  ol  age  have  not  been  established 
Adverse  Reactions:  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 

Gastrointestinal  symptoms  occur  in  about  2 5 percent  of 
patients  and  include  diarrhea  (1  in  70). 

Symptoms  of  pseudomembranous  colitis  may  appear  either 
during  or  after  antibiotic  treatment  Nausea  and  vomiting  have 
been  reported  rarely 

Hypersensitivity  reactions  have  been  reported  in  about  1 5 
ercent  of  patients  and  include  morbiliform  eruptions  (1  in  100) 
ruritus.  urticaria,  and  positive  Coombs'  tests  each  occur  in  less 
than  1 in  200  patients  Cases  of  serum-sickness-like  reactions 
(erythema  multiforme  or  the  above  skin  manifestations  accompanied 
by  arthritis/arthralgia  and,  frequently,  fever)  have  been  reported 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor  Such  reactions  have  been  reported  more  frequently 
in  children  than  in  adults  Signs  and  symptoms  usually  occur  a few 
days  after  initiation  of  therapy  and  subside  within  a few  days 
after  cessation  of  therapy  No  serious  sequelae  have  been  reported 
Antihistamines  and  corticosteroids  appear  to  enhance  resolution 
of  the  syndrome 

Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 


occurred  in  patients  with  a history  of  penicillin  allergy 

Other  effects  considered  related  to  therapy  included 
eosinophilia  (1  in  50  patients)  and  genital  pruritus  or  vaginitis 
(less  than  1 in  100  patients) 

Causal  Relationship  Uncertain  - Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported  Although  they 
were  ol  uncertain  etiology,  they  are  listed  below  to  serve  as 
alerting  information  for  the  physician 

Hepatic  - Slight  elevations  in  SGOT,  SGPT,  or  alkaline 
phosphatase  values  (1  in  40) 

Hematopoietic  - Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  (1  in  40) 

Renal  - Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200) 

(061782R) 


Note  Ceclor  ’ (cefaclor.  Lilly)  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporins  and  should  be  given 
cautiously  to  penicillin-allergic  patients 
Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever  See  prescribing  information 
©1984.  ELI  LILLY  AND  COMPANY 
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in  all  recipients  who  have  received  the 
vaccine  following  the  recommended 
pre-exposure  schedules.  Once  a pri- 
mary immunization  series  with  HDCV 
has  been  given,  any  subsequent  poten- 
tial exposure  to  rabies  virus  should  be 
treated  with  a series  of  two  intra- 
muscular doses  of  HDCV  (1  ml  im- 
mediately, followed  by  a second  dose 
three  days  later).  This  permits  dispens- 
ing with  the  serologic  testing  for  rabies 
antibodies  in  most  situations. 

Situations  do  remain  in  which 
serologic  testing  may  be  necessary,  ac- 
cording to  the  health  department. 

These  include  (1 ) people  working  with 
live  rabies  virus  in  laboratories  or 
vaccine  production  facilities,  and 
(2)  people  who  are  at  risk  of  inapparent 
exposure  to  rabies  virus  (laboratory 
workers  handling  potentially  infectious 
materials,  spelunkers,  veterinarians, 
and  animal  control  and  wildlife  offi- 
cers working  in  areas  where  rabies  is 
endemic). 

The  Centers  for  Disease  Control  rec- 
ommend that  persons  at  higher  risk  of 
inapparent  exposure  have  their  serum 
rabies  antibody  titers  determined  every 
six  months  and  receive  booster  doses 
of  vaccine  as  needed  to  maintain  pro- 
tective titers.  Other  workers  in  rabies 
endemic  areas  should  receive  a booster 
dose  of  vaccine  every  two  years  or 
have  their  serum  tested  for  rabies  anti- 
bodies every  two  years  and,  if  their  titer 
is  inadequate,  receive  a booster  dose. 

For  information  on  available  rabies 
antibody  testing  in  Texas,  contact  the 
TDH  Bureau  of  Epidemiology,  1 100  W 
49th  St,  Austin,  TX  78756;  telephone 
(512)458-7207. 

Increased  survival  rates 
shown  in  cancer  patients 

Survival  rates  for  cancer  victims  are 
showing  a slow  but  gradual  improve- 
ment, according  to  statistics  from  the 
National  Cancer  Institute  (NCI).  Most 
noteworthy  are  gains  in  survival  of  can- 
cers of  the  lung  (from  12%  during  1973- 
1 975  to  1 3%  during  1976-1981),  colon 


(from  49%  to  52%  during  the  same  time 
periods),  and  prostate  (64%  to  70%). 

The  NCI  statistics  show  gains 
against  rare  diseases  such  as  testicular 
cancer,  Hodgkin's  disease,  melanoma, 
and  childhood  cancers  and  leukemias, 
but  little  progress  in  the  more  com- 
mon cancers  of  the  breast  and 
endometrium. 

Cancers  with  the  highest  five-year 
survival  rates  are:  thyroid  cancer,  93%; 
testis  cancer,  86%;  endometrium  can- 
cer, 85%;  melanoma,  80%;  female 
breast  cancer,  74%;  bladder  cancer, 
73%;  Hodgkin's  disease,  73%;  and 
uterine  and  larynx  cancers,  67%.  Can- 
cers with  the  lowest  survival  rates  are: 
pancreas  cancer,  2%;  esophagus  can- 
cer, 5%;  and  stomach  cancer,  16%. 

The  cancer  institute  suggests  that 
increased  survival  rates  are  due  to  im- 
proved drug  therapy  and  better 
recognition  of  early  lesions  by  patients. 

SOCIOECONOMICS 

Medicaid  study  shows  decline 
in  pediatricians’  participation 

During  the  period  from  1978  to  1983, 
the  percentage  of  Texas  pediatricians 
participating  in  Medicaid  has  declined 
slightly,  from  79%  to  78%,  according  to 
a study  by  the  American  Academy  of 
Pediatrics  (AAP). 

The  study  also  indicates  that  for  par- 
ticipating pediatricians  in  Texas,  the 
average  percent  of  patient  load  covered 
by  Medicaid  has  declined  from  12%  in 
1 978  to  9%  in  1 983.  Further,  the  per- 
cent of  Medicaid  participants  who 
accept  only  a limited  number  of  Medi- 
caid patients  increased  from  39%  in 
1978  to  50%  in  1983. 

The  AAP  investigation  of  13  states 
also  revealed  that  between  1 978  and 
1983: 

1 . The  percent  of  pediatricians  par- 
ticipating in  Medicaid  fell  from  85%  to 
82%. 

2.  The  percent  of  physician  Medicaid 
participants  who  limit  their  involvement 


in  the  program  increased  from  26%  to 
35%,  with  particularly  dramatic  in- 
creases in  California,  Georgia,  and 
Nebraska. 

3.  The  average  percent  of  patient 
load  covered  by  Medicaid  declined 
slightly,  from  15.7%  to  14.7%. 

The  results  of  the  study  were  re- 
ported by  its  principal  investigator  Janet 
D.  Perloff,  PhD,  during  the  annual 
meeting  of  the  American  Public  Health 
Association,  Nov  11-15,  1 984. 

Dr  Perloff  observed,  ‘The  Texas  de- 
cline in  participation  may  be  the  result 
of  a variety  of  factors,  including  reim- 
bursement levels  and  several  aspects 
of  state  Medicaid  administration.  Reim- 
bursement levels  have  fallen  relative  to 
fees  in  the  past  five  years — according 
to  our  survey,  the  average  ratio  of  Medi- 
caid reimbursement  to  a physician's 
current  usual  fee  for  a well  child  visit 
has  fallen  from  81  % to  61  %. 

“With  the  expansion  of  Medicaid  eli- 
gibility mandated  by  the  1984  Deficit 
Reduction  Act,  state  initiatives  to  foster 
physician  participation  in  Medicaid  will 
ultimately  be  a very  important  factor  in 
the  costs  borne  by  the  states,”  she 
added. 

The  Health  Care  Financing  Admin- 
istration funded  the  AAP  study,  which 
analyzed  the  responses  of  randomly 
selected  office-based  pediatricians  in 
13  states:  California,  Colorado, 

Georgia,  Indiana,  Iowa,  Maryland,  Mas- 
sachusetts, Nebraska,  New  York, 


"Before  you  go  in  there,  Nurse  Collins,  I 
want  to  give  you  some  medical  facts  about 
AIDS.” 
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Oklahoma,  Pennsylvania,  Tennessee, 
and  Texas. 

Federal  program  helps 
welfare  recipients,  elderly 

A federal  pilot  program  in  four  Texas  cit- 
ies helps  welfare  recipients  become 
self-supporting  and  at  the  same  time 
saves  elderly  and  disabled  persons 
from  unnecessary  placement  in 
institutions. 

The  Home  Health  Aide  Project 
(HHAP)  trains  mothers  who  have  relied 
on  Aid  to  Families  with  Dependent  Chil- 
dren (AFDC)  to  be  home  health  aides. 
Following  six  weeks  of  instruction  in 
communications,  skills  for  working  with 
the  elderly,  first  aid,  CPR,  body  func- 
tions, mental  health,  and  care  of  the 
bedfast  and  the  disabled,  the  women 
remain  with  the  project  for  one  year  as 
subsidized  employees. 

The  project  is  authorized  under  the 
Omnibus  Budget  Reconciliation  Act  of 
1980  and  funded  90%  by  the  Health 
Care  Financing  Administration  under 
Medicaid.  State  and  local  funds  provide 
the  remaining  1 0%  of  funding.  The 
Texas  Department  of  Human  Re- 
sources administers  HHAP  in  Texas. 

During  1 983,  the  first  year  of  the 
project,  240  AFDC  recipients  suc- 
cessfully completed  training  as  home 
health  aides,  and  home  care  services 
were  provided  to  436  elderly  or  dis- 
abled persons. 

During  the  first  six  months  of  1984, 

1 1 3 AFDC  recipients  completed  train- 
ing, and  an  average  of  199  home  health 
aides  provided  services  to  an  average 
of  441  elderly  or  disabled  persons  each 
month.  The  cost  of  providing  AFDC  and 
food  stamps  (maximum  of  $329  per 
family)  each  month  to  the  1 99  recip- 
ients and  the  cost  of  providing  nursing 
home  care  ($31 .16  per  day)  for  the  441 
elderly  or  disabled  clients  would  have 
been  $478,000  per  month.  The  cost  of 
operating  the  project  was  $294,000  per 
month,  translating  into  a savings  of 
$184,000  per  month. 

As  of  Oct  1 , 1 984,  there  were  87  for- 


mer AFDC  recipients  who  had  com- 
pleted their  subsidized  employment  in 
HHAP  and  75,  or  86%,  of  them  had  ob- 
tained unsubsidized  employment. 

CAPITAL  COMMENTS 

Legislative  committees  recommend 
actions  on  opticians,  others 

Interim  legislative  study  committees 
dealing  with  health  and  medical  affairs 
are  recommending  new  initiatives  for 
the  1 985  session  of  the  Texas  Legis- 
lature. Their  recommendations  focus 
on  several  areas,  including  the  regula- 
tion of  opticians,  acupuncturists,  and 
radiation  technologists. 

On  Oct  30,  the  Senate  Health  and 
Human  Resources  Committee  ap- 
proved reports  recommending  new 
legislation  regulating  the  practice  of  op- 
tometry and  acupuncture.  The  com- 
mittee report  noted  that  the  practice  of 
opticians  in  Texas  is  totally  unregu- 
lated, except  for  specific  prohibitions  on 
their  practice  contained  in  the  Texas 
Optometry  Act.  The  law  does  not  for- 
mally recognize  opticians,  nor  does  it 
require  them  to  pass  examinations  or  to 
prove  professional  competence  in  any 
other  manner.  Instead,  opticians  per- 
form their  services  upon  the  specific 
prescription  of  an  optometrist  or  under 
the  authority  and  at  the  direction  of  a 
physician. 

The  Senate  committee  recom- 
mended that  the  1985  Legislature 
enact  legislation  requiring  the  certifi- 
cation or  registration  of  opticians, 
including  competency  testing,  stan- 
dards for  education  and  training,  and 
continuing  education  requirements. 
Optometrists  and  physician  groups 
have  stoutly  opposed  previous  efforts 
to  regulate  opticians,  but  the  Texas 
Medical  Association  has  not  taken  a 
position  on  the  1985  proposal. 

The  same  committee  also  called  for 
further  regulation  of  the  practice  of  acu- 
puncture. Recommendations  were  that 
the  legislature: 


1 . Clearly  define  by  statute  the  reg- 
ulatory structure  for  acupuncture, 
including  educational  requirements  and 
practice  limitations; 

2.  Require  nonphysician  acupunc- 
turists to  pass  a state-approved 
examination; 

3.  Improve  procedures  for  verifying 
the  training  and  educational  credentials 
of  nonphysician  acupuncturists;  and 

4.  Improve  the  availability  of  acu- 
puncture training  opportunities,  es- 
pecially for  medical  students. 

The  committee  did  not  address  the 
crucial  question  of  whether  nonphysi- 
cian acupuncturists  should  be  indepen- 
dently licensed  to  practice  medicine  by 
use  of  this  specific  modality,  as  has 
been  proposed  for  the  past  four  years. 

It  did  refuse  a proposal  to  require  that 
physicians  who  utilize  acupuncture  also 
must  become  licensed  acupuncturists. 

In  1980,  a Houston  federal  court 
threw  out  Board  of  Medical  Examiners 
rules  permitting  only  physicians  to  prac- 
tice acupuncture.  The  court  held  that 
because  so  few  physicians  practiced  it, 
the  board  rules  had  so  unreasonably 
restricted  acupuncture’s  availability  to 
the  public  that  the  restrictions  were  un- 
constitutional. The  board  subsequently 
enacted  new  rules  permitting  nonphysi- 
cians to  provide  acupuncture  services 
under  a physician’s  supervision,  but 
Attorney  General  Jim  Mattox  ruled  un- 
constitutional four  of  the  board’s  rules 
involving  the  degree  of  physician  super- 
vision required.  Therefore,  the  commit- 
tee found  the  legal  status  of  nonphysi- 
cian acupuncturists  to  be  confused  and 
in  need  of  clarification. 

TMA  consistently  has  opposed  per- 
mitting nonphysicians  to  practice 
medicine,  by  acupuncture  or  any  other 
means.  The  Texas  Senate  defeated  by 
a narrow  (14-16)  vote  a 1 983  proposal 
to  grant  such  authority  to  nonphysician 
acupuncturists. 

Meanwhile,  the  House  Human  Ser- 
vices Committee  has  formally 
requested  that  the  Texas  Department 
of  Health  prepare  a proposal  for  the  es- 
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tablishment  of  standards  of  instruction 
and  for  certification  of  radiological 
technologists. 

A federal  law  tacked  onto  the  Reagan 
administration's  1981  tax  and  budget 
act  called  for  the  states  to  enact  legisla- 
tion establishing  minimum  standards 
for  the  education  and  certification  of 
persons  operating  radiation-producing 
equipment.  If  the  states  failed  to  act  by 
August  1984,  the  Secretary  of  Health 
and  Human  Services  was  directed  to 
recommend  to  Congress  legislative 
changes  necessary  to  assure  the 
states’  compliance.  Texas  and  numer- 
ous other  states  have  so  far  refused  to 
adopt  such  legislation.  Proposals  in 
1 981  and  1 983  were  defeated  or  dis- 
couraged by  a coalition  of  opponents, 
including  physicians,  hospitals,  and 
dentists. 

Proponents  say  certification  will  help 
prevent  harm  from  over-exposure  to 
x-rays  and  other  radiation-producing 
procedures,  and  provide  higher  quality, 
more  cost  effective  services.  TMA  and 
others  have  opposed  such  legislation, 
contending  that  it  provides  no  signifi- 
cant improvement  over  current  mecha- 
nisms for  protecting  patients  from 
improper  or  unnecessary  radiation  ex- 
posure, and  causes  an  unnecessary 
increase  in  the  cost  of  services,  partic- 
ularly in  rural  areas  and  in  physicians’ 
offices.  The  TMA  House  of  Delegates 
adopted  a resolution  opposing  govern- 
mental certification  and  regulation  of 
radiological  technologists  at  its  Novem- 
ber 1984  meeting. 

The  recommendations  on  all  three  is- 
sues are  expected  to  require  heavy 
lobbying  efforts  by  TMA  staff  and  mem- 
bers during  the  69th  Texas  Legislature. 

Lack  of  insurance  defines 
who  is  medically  indigent 

“To  a considerable  degree,  lack  of  ade- 
quate health  insurance  defines  who  is 
medically  indigent,"  according  to  the 
Task  Force  on  Indigent  Health  Care. 

The  governor,  lieutenant  governor, 
and  the  speaker  of  the  house  appointed 


the  75-member  task  force.  The  mem- 
bers spent  the  past  year  studying 
health  care  for  the  uninsured  poor  of 
Texas  vis  a vis  scope  of  services,  eligi- 
bility criteria,  administrative  struc- 
ture,and  methods  of  financing  a 
program  of  health  care. 

In  identifying  the  medically  indigent, 
the  preliminary  report  noted  that  ap- 
proximately 28%  of  the  poverty  popu- 
lation in  Texas  has  no  public  or  private 
health  insurance. 

. .among  the  poorest  of  the  state's 
poor,  or  individuals  living  below  25%  of 
poverty  guildelines,  almost  46%  are 
without  any  form  of  health  insurance,” 
the  report  noted. 

Further  describing  the  medically  indi- 
gent, the  report  pointed  out  that  about 
60%  of  the  uninsured  poor  are  women; 
50%  of  the  poverty  population  without 
insurance  are  Hispanic,  and  about  22% 
are  black. 

At  the  national  level,  studies  estimate 
that  from  1 2%  to  1 6%  of  the  population 
may  lack  health  insurance.  Further,  a 
national  study  funded  by  the  Robert 
Wood  Johnson  Foundation  found  that  1 
million  families  in  the  United  States 
have  at  least  one  member  who  needed 
health  care  during  the  year  but  did  not 
receive  it  for  financial  reasons. 

The  same  study  revealed  that  1 in  6 
uninsured  families  reported  increased 
difficulty  in  obtaining  medical  care  in 
the  year  prior  to  the  survey,  compared 
to  1 out  of  20  families  with  insurance. 

The  task  force  members  said  that  the 
medically  indigent  have  three  choices 
when  seeking  medical  care:  They  may 
defer  necessary  care,  resulting  in  un- 
necessary pain  and  suffering;  attempt 
to  pay  for  health  care  expenses  out-of- 
pocket;  or  rely  on  a source  of  “free”  or 
charity  care. 

The  task  force  prepared  a prelimi- 
nary report  that  contained  47  recom- 
mendations. Among  other  topics,  the 
recommendations  related  to  Medicaid, 
the  role  of  local  governments,  prenatal 
care,  and  limitations  on  medical  liability/ 
indemnification  of  providers.  A final  re- 


port was  to  be  presented  to  the  69th 
Texas  Legislature  in  January. 

Helen  Farabee  chaired  the  task 
force,  and  Rep  Gordon  "Doc”  Arnold 
(D-Terrell)  served  as  cochairman. 
Among  the  physician  members  were 
Ron  J.  Anderson,  MD,  Dallas;  David 
Briones,  MD,  El  Paso;  Rafael  De  La 
Cruz,  MD,  Brownsville;  Charles  Gibbs, 
MD,  San  Antonio;  Lauro  Guerra,  MD, 
McAllen;  Bill  Levin,  MD,  Galveston; 
Cervando  Martinez,  MD,  San  Antonio; 
Robert  Moreton,  MD,  Houston;  Bill 
Ross,  MD,  Dallas;  and  James  Simpson, 
MD,  Corpus  Christi. 

NEWSMAKERS 

JOHN  PRENTICE  HOWE  III,  MD,  is  the 
new  president  of  The  University  of 
Texas  Health  Science  Center  at  San 
Antonio.  Dr  Howe  has  been  affiliated 
with  the  University  of  Massachusetts 
Medical  Center  in  Worcester  since 
1975,  rising  from  assistant  professor  in 
the  department  of  medicine  to  vice 
chancellor  and  academic  dean  of  the 
University  of  Massachusetts  Medical 
Center.  He  succeeds  FRANK  HAR- 
RISON, MD,  PHD,  who  has  become 
the  fulltime  director  of  the  health  sci- 
ence center  s Institute  of  Biotechnology. 

JOHN  M.  SMITH,  JR,  MD,  San  Antonio, 
has  received  the  second  Golden  Ae- 
sculapius Award  from  the  Bexar  County 
Medical  Society.  A former  Texas  Medi- 
cal Association  president,  Dr  Smith  was 
honored  for  “distinguished  service  to 
the  medical  profession  and  the 
community.” 

CHARLES  C.  SPRAGUE,  MD,  presi- 
dent of  The  University  of  Texas  Health 
Science  Center  at  Dallas,  has  been 
named  chairman-elect  of  the  board  of 
directors  of  the  Association  of  Aca- 
demic Health  Centers. 
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TEXAS  MEDICAL  LIABILITY  TRUST 


The  Texas  Medical  Liability 
Trust  is  an  organization  offer- 
ing professional  liability  insur- 
ance responsive  to  the  needs 
of  Texas  physicians. 

Our  philosophy  is  to  pro- 
vide an  enduring  source  of  lia- 
bility insurance,  impact  on  the 
overall  malpractice  insurance 
market  by  our  presence,  pro- 
vide loss  prevention  and  risk 
management  education  to 
minimize  malpractice  prob- 
lems and  to  effectively  handle 
claims  with  personal  attention 
to  our  policyholders.  This  phi- 
losophy results  in  the  highest 
quality  liability  insurance  for 
Texas  physicians. 

Today,  the  health  care  in- 
dustry is  in  an  era  of  change. 
Cost  containment  incentives, 
DRG  systems,  competitive  en- 


vironment, and  rising  costs  of 
health  care;  plus  new  laws  and 
liberal  legal  trends  are,  more 
than  ever  before,  affecting  the 
Texas  physician.  The  Texas 
Medical  Liability  Trust  is 
acutely  aware  of  these  trends. 
Our  priority  to  anticipate  the 
future  and  understand  the 
staggering  problems  of  profes- 
sional liability  are  a vital  part 
of  the  quality  service  offered. 
And  it  is  because  of  this 
awareness  and  our  understand- 
ing of  the  industry  that  TMLT 
has  emerged  as  a dynamic 
leader  in  the  field  of  profes- 
sional liability  insurance. 

The  Texas  Medical  Liability 
Trust  . . . quality  insurance 
services  to  match  quality 
medical  practices. 
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lutstanding  Leadership  in 
harter  Medical  Corporation. 

racier  ship  Stands  Out  in  Texas. 


For  many  patients,  the  most  effective 
treatment  can  be  best  delivered  by 
psychiatrists,  working  with  highly 
qualified  professionals,  in  a free- 
standing hospital  whose  entire  staff 
is  dedicated  to  quality  psychiatric  care. 

Commitment  to  this  philosophy 
is  exemplified  in  each  and  every 
Charter  Medical  Hospital.  All  across 
America.  Without  exception. 

You  can  depend  on  the  fact  that 
the  staff  will  work  with  you  to  design 
and  implement  an  individualized 
treatment  plan  for  your  patient. 
Involvement  of  the  patient’s  family 
in  the  treatment  process  will  be 
encouraged.  There  will  be  regular 
communication,  between  the  hospital 
and  the  referring  professional,  about 
the  patient’s  status.  All  psychiatrists 
on  staff  are  Board  Certified  or  Board 
Eligible.  There  is  a wide  variety  of 
therapies  available  to  enhance 
individualized  treatment.  And  every 
Charter  Medical  Hospital  has  been 
designed  to  provide  a modern  thera- 
peutic environment  to  promote  your 
patient’s  recovery. 

Here’s  where  you  can  expect  to 
find  this  outstanding  leadership 
in  Texas. 

Charter  Rio  Grande  Hospital 
6020  Springfield  Avenue 
Laredo,  Texas  78041 
(512)  722-0900 

Beds:  64 

Psychiatric  Staff:  4 
Programs:  Adult,  Young  Adult, 
Adolescent,  Child,  and  Geriatric 
Psychiatric;  Adult  and  Adolescent 
Addictive  Disease 

Other  Programs:  Pain  Control 
and  Stress  Reduction  Clinic; 
Smoker’s  Clinic;  DWI  Education; 
Eating  Disorders 

For  further  information  about 
Charter  Rio  Grande  or  admission 
procedures,  contact: 

Medical  Director: 

Claudio  Cepeda,  M.D. 

Hospital  Administrator: 

Manuel  Ramos,  Jr. 


Charter  Plains  Hospital 
801  North  Quaker  Avenue 
Lubbock,  Texas  79499 
(806)  744-5505 

Beds:  80 

Psychiatric  Staff:  4 
Programs:  Adult,  Young  Adult, 
Adolescent,  and  Child  Psychiatric; 
Adult  and  Adolescent  Addictive 
Disease;  Eating  Disorders 

For  further  information  about 
Charter  Plains  or  admission 
procedures,  contact: 

Medical  Director: 

Joseph  L.  Black,  M.D. 

Hospital  Administrator: 

Don  C.  Morris 

Charter  Palms  Hospital 
1421  East  Jackson  Avenue 
McAllen,  Texas  78501 
(512)  631-5421 

Beds:  80 

Psychiatric  Staff:  7 
Programs:  Adult,  Adolescent,  and 
Geriatric  Psychiatric;  Adult  and 
Adolescent  Addictive  Disease 

Other  Programs:  Day  Care 
Psychiatric  and  Addictive  Disease; 
and  Outpatient  Addictive  Disease 

For  further  information  about 
Charter  Palms  or  admission 
procedures,  contact: 

Medical  Directors: 

Humberto  Diaz,  M.D., 

(Adult  Psychiatry) 

Emilio  Dominguez,  M.D., 
(Adolescent  Psychiatry) 

Raul  Rodriguez,  M.D., 

(Addictive  Diseases) 

Ricardo  Schack,  M.D., 

(Geriatric  Psychiatry) 

Hospital  Administrator:  Drew  Leven 
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CANCER  UPDATE 


Status  of  treatment  for  neuroblastoma:  a gloomy  past, 
possibly  a brighter  future 

Paul  M.  Zeltzer,  MD 

"Nothing  can  be  hoped  for  medicinal  treatment,  osteopathy, 
chiropractic  or  Christian  Science  in  these  cases.  Treatment 
with  the  Roentgen  rays  and  radium  may  diminish  the  size  of 
the  tumor  temporarily,  but  only  delays  the  fatal  termination 
(1).”  J.  L.  Morse,  Professor  of  Pediatrics,  Harvard  Medical 
School,  1 926  (textbook  discussion  of  children’s  kidney  and 
adrenal  tumors). 

Neuroblastoma  is  the  third  most  common  malignancy  of 
childhood,  after  acute  leukemia  and  brain  tumors;  more  than 
half  the  patients  are  diagnosed  before  the  age  of  two  years.  It 
is  the  leading  cause  of  cancer  mortality  in  the  first  four  years 
of  life,  with  more  than  300  children  dying  from  it  every  year  (2) 

Diagnosis 

The  most  common  presenting  feature  of  neuroblastoma  is  a 
recently  recognized  asymptomatic  abdominal  mass,  usually 
an  adrenal  tumor.  However,  in  children  less  than  1 year  of 
age,  the  presenting  sign  may  be  an  enlarged  liver  filled  with 
metastatic  tumor.  Other  frequent  presenting  features  are  per- 
iorbital ecchymoses,  proptosis,  bone  or  joint  pain,  limping, 
anemia,  or  fever. 

Once  neuroblastoma  is  suspected,  a sequence  of  studies 
should  be  undertaken  to  rule  out  other  etiologies  in  the  differ- 
ential diagnosis.  The  complete  blood  count  may  be  normal  or 
demonstrate  a mild  anemia;  the  lymphocyte  count  may  be 
high  or  low,  with  lymphopenia  being  a poor  prognostic  sign 
(3,4).  A chemistry  panel  may  demonstrate  raised  lactate  de- 
hydrogenase levels  (LDH)  from  tumor  cell  breakdown  and 
raised  alkaline  phosphatase  secondary  to  bony  and/or  liver 
metastases  (Fig  1). 

Vanillylmandelic  acid  (VMA)  is  elevated  several  times 
above  normal  in  urine  of  80%  of  patients  with  neuroblastoma. 
When  combined  with  the  measurement  of  homovanillic  acid 
(HVA),  VMA  determinations  may  detect  more  than  90%  of 
the  patients  with  neuroblastoma  (5).  Catecholamine  excre- 
tion products  are  present  in  all  stages  of  neuroblastoma 
and  the  VMA/HVA  ratios  are  prognostic  for  outcome  (5).  Cy- 
stathionine may  also  be  excreted  in  urine  of  50%  of  patients; 
the  reasons  for  this  are  unclear  (6). 


Paul  M.  Zeltzer,  MD,  Associate  Professor  of  Pediatrics,  Division  of  Hema- 
tology/Oncology, The  University  of  Texas  Health  Science  Center  at  San 
Antonio,  7703  Floyd  Curl  Drive,  San  Antonio,  TX  78284. 

This  article  has  been  named  a recipient  of  the  Harriet  Cunningham  Citation  for 
Meritorious  Scientific  Writing.  The  award,  named  in  memory  of  a longtime 
managing  editor  of  Texas  Medicine,  recognizes  review  articles  of  exceptional 
scientific  quality  published  in  the  journal. 
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Prognosis 

The  chances  for  survival  are  inversely  proportional  to  age 
and  extent  of  disease  (stage)  at  diagnosis  (7).  The  site  of 
primary  tumor  is  also  prognostic.  Extra-adrenal  tumors,  es- 
pecially those  rising  in  the  chest  and  pelvis  have  a better 
prognosis,  but  bony  metastases  are  of  grave  prognostic 
importance.  Children  less  than  1 year  old  have  a good  prog- 
nosis even  with  metastatic  disease,  while  those  over  1 year 
old  have  less  than  a 70%,  50%,  and  10%  survival  for  stages 
II,  III,  and  IV,  respectively.  Age  and  stage  are  thus  indepen- 
dent prognostic  variables  (7).  Surgery,  radiation  therapy,  and 
aggressive  multi-agent  chemotherapy  have  not  had  a dra- 
matic influence  on  survival  over  the  past  1 5 years.  Results 
of  six  separate  studies  using  three  to  six  agents  in  chemo- 
therapy in  addition  to  radiation  and  surgery  demonstrate  no 
influence  on  survival  (8). 

New  developments 

TUMOR  MODELS  AND  THEIR  CLINICAL  APPLICATION 
Effective  treatment  of  neuroblastoma  has  been  hampered  by 
our  inability  to  define  biologic  factors  associated  with  clinical 
response,  and  to  detect  small  but  significant  treatment  re- 
sponses to  promising  new  agents. 

Human  neuroblastoma  cell  lines  have  been  developed  and 
characterized  (9-12)  in  order  to  have  model  systems  with 
which  to  investigate  the  biologic  behavior  of  neuroblastoma 
(12-14).  In  vitro  characteristics  of  these  cell  lines  correlate 
well  with  their  behavior  in  vivo  (12).  For  example,  cultured 
neuroblastoma  cells  have  in  vitro  chemotherapy  resistance 
patterns  similar  to  those  of  the  tumors  themselves  (1 5). 

Cytosol  or  cell  surface  proteins  which  are  operationally 
tissue  and/or  tumor  specific  may  provide  prognostic  and 
monitoring  information.  Candidate  markers  for  this  purpose 
are  isoenzymes  which  have  restricted  expression  in  normal 
cells  from  which  the  tumors  are  derived  and  ideally  are  ex- 
pressed quantitatively  by  one  or  few  cell  types. 

NEURONAL  SPECIFIC  ENOLASE 

In  1976  a protein  specific  for  normal  neurons  was  reported  to 
have  enolase  activity  and  was  immunochemically  distinct 
from  other  enolases  (16).  Enolase  is  one  of  the  enzymes 
involved  with  anaerobic  glycolysis  converting  2-phosphogly- 
cerate  to  phosphoenolpyruvate.  During  investigations  of 
brain  tumors  in  which  we  quantitated  neuron  specific  enolase 
(NSE),  neuroblastoma  cell  lines  in  our  laboratory  were  used 
as  controls.  We  found  that  two  neuroblastoma  cell  lines  had 
very  high  NSE  activities,  approaching  that  of  normal  adrenal 
gland  (11,17).  Fig  2 demonstrates  that  there  was  a twelvefold 
range  of  NSE  concentration  in  the  1 1 cell  lines  which  were 
tested.  We  designed  a clinical  study  with  the  following  ques- 
tions in  mind. 

1 . Is  serum  NSE  raised  in  patients  with  localized  and/or 
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metastatic  neuroblastoma? 

2.  Are  serum  levels  of  NSE  prognostic? 

We  made  the  following  hypotheses:  that  a 1 0 g tumor  oc- 
curred in  a 1 0 kg  infant  with  1 0%  tumor  cell  lysis  at  any  one 
time.  We  assumed  the  plasma  volume  to  be  4%  of  the  body 
weight  and  that  the  neuroblastoma  NSE  content  was  500 
ng/mg  protein.  Using  these  figures,  a serum  level  of  1 ,200 
ng/mL  was  predicted. 

We  analyzed  NSE  values  in  all  stages  IV  (metastatic  dis- 
ease) patients  by  age  and  sex  on  the  current  Children's 
Cancer  Study  Group  (CCSG)  Neuroblastoma  Treatment  Pro- 
tocol. Our  data  suggest  that  NSE  is  an  extremely  sensitive 
marker  for  metastatic  neuroblastoma  since  it  is  present  in 
96%  of  all  patients  (Fig  3). 

We  then  asked  whether  serum  NSE  values  at  diagnosis 
could  be  prognostic  for  survival  and  learned  that  the  group 
with  lower  NSE  values  survived  longer  (18)  (Fig  4).  When 
analyzed  by  subset,  however,  the  strongest  correlation  for 
survival  was  in  those  infants  less  than  1 year  of  age  (p  < 

.003)  (Fig  5).  If  serum  values  greater  and  less  than  1 00  ng/ 
ml_  were  used,  NSE  was  extremely  prognostic  for  survival: 
seven  of  seven  infants  with  NSE  less  than  1 00  ng/mL  sur- 
vived; seven  of  eight  infants  with  levels  greater  than  1 00  ng/ 
mLdied  within  12  months  of  diagnosis  (18).  Thus  serum  NSE 
levels  at  diagnosis  correlate  with  survival  in  those  infants. 

We  then  analyzed  the  survival  of  all  patients  who  were  di- 
agnosed before  1 year  of  age  in  CCSG  studies  over  the  past 
ten  years  and  found  that  the  survival  curve  was  similar  to  the 
one  we  have  observed.  There  was  a precipitous  decline 
within  the  first  year  followed  by  a plateau  at  two  years,  sug- 
gesting that  50%  survived  long  term  (8).  These  independent 
observations  suggest  that  there  are  two  subgroups  of  stage 
IV  neuroblastoma  patients  less  than  1 year  of  age  at  diag- 
nosis; one  has  rapid  progression  of  disease  and  death,  and 
the  other  has  a negligible  risk  of  failure  with  current  therapy. 
Survival  appears  to  be  predicted  by  serum  NSE  estimation 
(18). 

In  summary: 

1 . Neuroblastoma  cells  in  vitro  and  in  vivo  express  NSE. 

2.  Serum  NSE  is  raised  in  sera  of  neuroblastoma  patients. 

3.  Serum  NSE  is  prognostic  for  (disease  free)  survival  in 
stage  IV  infants  less  than  1 year  of  age. 

OTHER  MARKERS 

Ferritin,  a membrane  component  of  neuroblastoma,  can  be 
shed  into  the  serum  and  detected  by  radioimmunoassay. 
Serum  levels  are  similarly  prognostic  in  infants  less  than  1 
year  of  age  with  six  of  eight  children  with  low  levels  surviving 
longer  than  two  years  but  no  infants  surviving  among  nine 
with  elevated  serum  values  (19). 


1.  Diagnostic  evaluation  for  patients  with  neuroblastoma. 

Essential  Studies  Useful  Studies 

Clinical  history  Inferior  venacavagram 

Physical  examination  Tomography 

Pathological  confirmation  of  diagnosis  Urinary  cystathionine 

Complete  blood  count,  differential  platelet  counts  Serum  ferritin 
Chemistry  panel  Serum  neuronal  enolase 

Urinalysis  Chromosomal  analysis 

24-hour  urine  for  catecholamine  screen  and 
creatinine  clearance 
Chest  x-ray 
Skeletal  survey 
CT  scan  or  IVP  or  ultrasound 
Liver  scan 
Bone  scan 

Bone  marrow  aspirate  and  biopsy 


2.  Neuronal  enolase  levels  in  various  tumor  cell  lines. 


Cell  Lines 

Passage  Number 

Soluble  Protein 
ng/mg 

Neuroblastoma 

SK-N-MC 

p 67 

129 

SK-N-SH 

p 192 

234 

IMR-32 

p 66 

269 

CHP-126 

p 68 

789 

CHP-206 

p 73 

816 

CHP-212 

p 106 

218 

CHP-234 

p 64 

715 

LAN-1 

p 42 

584 

LAN-2 

p 58 

1,550 

LAN-5 

p 28 

786 

Glioma 

MG  118 

p 228 

227 

Medulloblastoma 

TE-671 

p 42 

45 

UTM-4 

P 2 

7 

Breast  Carcinoma 

MCF-7 

p 32 

27 

Adult  Liver 

5 

Adult  Adrenal  Gland 

750 

Zeltzer  PM,  Marangos  PJ,  Schneider  SL,  et  al:  Expression  of  isoenzymes 
neuron  specific  enolase  and  creatine  phosphokinase  in  human  neuroecto- 
dermal lines.  Submitted  September  1983. 


3.  Serum  NSE  values  at  diagnosis  by  sex  and  age  range  in  patients  with 
neuroblastoma. 


Serum  NSE 
ng/ml 

Males 

Females 

<1  yr 

1 -5  yrs 

>5  yrs 

Total 

% 

<15 

4 

1 

0 

3 

2 

4 

15-40 

14 

15 

3 

22 

4 

24 

51-100 

21 

10 

4 

21 

6 

25 

101-500 

22 

23 

6 

35 

4 

37 

>500 

8 

4 

2 

9 

1 

10 

Total  numbers 

69 

53 

15 

90 

17 

100 

Normal  mean  serum  NSE  for  less  than  1 year  olds  (N  = 1 5) 

8 0 ± 2.8  and  for 

1 -5  year  olds  (N  = 

= 15)  = 

7.0  ± 1 .5  ng/ml.  For  leukemics  2- 

10  yrs  old  (N 

= 20) 

serum  NSE  = 9.7 

± 2.7  ng/ml.  A serum  NSE  concentration  of  1 5 ng/ml  is  3 

standard  deviations  above  the  mean  for  normal  adults  and  children. 
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Prospects  for  future  treatment 

MATURATION-INDUCING  AGENTS 
In  1963  Bodian  reported  favorable  effects  of  vitamin  B12  in 
patients  with  neuroblastoma  (20).  The  theory  was  that  vi- 
tamin B12  may  be  a stimulus  or  factor  for  conversion  from  a 
malignant  to  a benign  form  of  the  tumor.  Subsequent  studies 
have  not  confirmed  Bodian's  observation  (21 ),  but  the  search 
for  maturation-inducing  agents  has  continued. 

Cyclic  nucleotides  play  an  important  role  in  differentiation 
and  maturation  of  many  cells,  including  neuroblastoma  (22). 
Thus  there  is  the  therapeutic  potential  for  drugs  to  influence 
intracellular  nucleotide  levels  and  receptors.  In  particular, 
sodium  butyrate,  dibutyryl  cyclic  AMP,  and  papaverine 
have  produced  differentiation  of  neuroblastoma  cells  in  vitro 
(22,23).  Clinical  trials  using  these  agents  are  in  progress  but 
are  not  controlled. 

IMMUNOLOGY 

Cell-mediated  (24)  and  antibody-mediated  cytotoxicity  (25) 
have  been  postulated  as  host  mechanisms  of  tumor  control. 
Over  1 5 years  ago  the  Hellstroms  in  Seattle  described  a set 
of  exciting  experiments  whereby  lymphocytes  of  patients 
with  neuroblastoma  and  of  their  mothers  were  able  to  control 
the  growth  of  neuroblastoma  cells  in  vitro.  Sera  from  patients 
who  had  progressive  tumor  inhibited  the  tumor  cell  killing  in 
vitro  (25).  These  sera  contained  what  we  formerly  called 
blocking  antibodies  (but  probably  were  antigen-antibody 
complexes  arising  in  patients  with  large  tumor  masses); 

4.  Metastatic  neuroblastoma  survival  by  NSE  level  at  diagnosis.  The  survival 
(months)  for  all  studied  patients  with  stage  IV  neuroblastoma  at  diagnosis  is 
illustrated.  The  quantity  of  NSE  in  serum  at  diagnosis  was  correlated  with 
survival  to  determine  if  it  had  prognostic  significance.  The  median  survival 
time  for  patients  with  NSE  less  than  1 00  nglmL  was  20  months,  and  for 
those  with  NSE  greater  than  100  nglml  it  was  10  months  (p  = .009). 
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these  may  have  allowed  more  rapid  tumor  growth  (25)  by 
inhibiting  cell  mediated  immunity. 

MONOCLONAL  ANTIBODIES  TO  NEUROBLASTOMA 
Immunologic  approaches  may  be  helpful  in  other  ways. 
Monoclonal  antibodies  have  the  potential  to  identify  neuro- 
blastomas diagnostically,  to  detect  a few  metastases  that 
are  “silent"  in  the  marrow,  and  to  deliver  cytotoxic  drugs  to 
the  tumor  while  not  reacting  with  normal  cells  (26). 

These  antibodies  directed  against  components  of  the 
neuroblastoma  cell  surface  have  been  produced  (26,27). 

They  react  with  both  cultured  cells  and  those  in  tumor  and 
bone  marrow  (26).  Unfortunately  specificity  is  a major  prob- 
lem since  they  may  react  with  normal  and  malignant 
lymphocytes,  fibroblasts,  as  well  as  normal  adrenal  gland 
(26-  28). 

Other  monoclonal  antibodies  have  been  raised  against  a 
number  of  human  cell  lines.  The  situation  becomes  more 
complex  since  only  a fraction  of  the  tumor  cells  within  the 
same  tumor  may  react  with  antiserum.  Thus,  although  spe- 
cific "targeted”  therapy  with  antibody  or  antibody-linked 
drugs  is  a possibility,  more  investigations  are  needed  before 
it  will  be  ready  for  clinical  application. 

Future  uses  of  neuron  specific  enolase  and  other  markers 

PROGNOSIS 

If  we  can  identify  patients  with  a good  prognosis  using  his- 
topathologic or  serum  studies,  then  we  would  not  want  to 
offer  them  experimental  procedures  such  as  more  intense 
chemotherapy  or  bone  marrow  transplantation.  Infants  less 
than  1 year  old  having  a low  serum  NSE  would  be  in  this 
category. 

5.  Metastatic  neuroblastoma  in  infants  survival  by  NSE  level  at  diagnosis. 

For  stage  IV  neuroblastoma  patients  diagnosed  before  one  year  of  age,  a 
highly  significant  relationship  was  observed  between  the  level  of  NSE  at  di- 
agnosis and  survival.  Of  the  15  patients  in  this  subset,  seven  of  seven 
patients  with  NSE  less  than  100  ng/mL  were  alive  up  to  36  months  after  di- 
agnosis (median  time  on  study  was  25  months),  whereas  only  one  of  eight 
patients  with  NSE  greater  than  100  ng/mL  survived  more  than  12  months  (p 
= .002).  These  15  patients  are  representative  of  the  total  population  in  this 
subgroup,  since  survival  of  the  23  unstudied  patients  was  very  similar  to  the 
15  studied  patients  (p  = 0.78)  (data  not  shown).  When  patients  less  than  1 
year  of  age  at  diagnosis  were  removed  from  the  entire  group  of  stage  IV  pa- 
tients, NSE  level  was  no  longer  prognostic  for  survival. 
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DIAGNOSIS 

NSE  reactivity  is  greater  in  more  mature  neurons  than  sur- 
rounding stroma,  but  it  also  can  be  detected  in  neurobla- 
stoma cells  (29).  Current  studies  are  attempting  to  establish 
the  incidence  of  reactivity  of  NSE  in  other  pediatric  tumors 
(ie,  how  specific  is  it,  and  can  NSE  be  detected  in  other 
small  round  cell  malignancies?)  If  NSE  can  detect  neu- 
roblastoma cells  in  the  marrow,  can  it  detect  “silent" 
invasion?  Is  it  more  sensitive  than  detection  of  rosettes? 
How  does  NSE  detection  compare  with  that  using  mono- 
clonal antibodies?  Studies  within  the  Children's  Cancer 
Study  Group  are  trying  to  answer  this  question  in  a pro- 
spective fashion. 

DETECTION  OF  RESIDUAL  CELLS  AFTER  MARROW 
PURGING 

Recently,  poor  prognosis  neuroblastoma  has  been  treated 
with  autologous  marrow  transplantation  after  radiation 
therapy  and  chemotherapy  conditioning.  Before  transplanta- 
tion, bone  marrow  may  contain  tumor  cells,  and  monoclonal 
antibodies  and  the  NSE  assay  may  be  able  to  detect  them. 
The  monoclonal  antibodies  react  with  surface  components 
and  also  may  be  an  efficient  method  to  remove  these  cells 
from  the  bone  marrow  prior  to  autologous  transplantation. 
Chemotherapy  with  6-hydroxydopamine  has  also  been  used 
as  a selective  way  to  purge  the  marrow  of  neuroblastoma 
cells  (30). 

Caution  must  be  used,  however,  in  extrapolating  the  use 
of  monoclonal  antibodies  to  rid  tumor  cells  in  vivo.  Many 
neuroblastomas  have  antigens  cross  reactive  with  adult 
brain  and  kidney  (28,14);  thus  serious  deleterious  effects 
could  occur  if  these  modalities  were  attempted  without  ap- 
propriate controls. 

The  past  experiences  with  treatment  of  neuroblastoma 
have  been  difficult  and  frustrating  for  parents,  patients,  and 
their  physicians.  Dr  Morse's  “state-of-the-art"  summary  in 
1926  (1)  was  similar  to  our  recent  experience.  But  the 
advances  in  the  last  few  years  portend  a much  happier  out- 
come for  those  children  afflicted  with  this  disease.  In 
perspective,  a similar  plateau  followed  by  improved  treat- 
ment results  occurred  with  lymphoblastic  leukemia,  where 
now  over  half  of  the  children  appear  to  be  cured. 
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Carcinoma  of  the  bladder 

Donald  L.  Lamm,  MD 

Despite  remarkable  progress  in  the  diagnosis  and  treatment 
of  bladder  cancer,  it  remains  the  tenth  most  common  cause 
of  cancer  death  in  the  United  States.  Major  advances  in  the 
diagnosis  of  bladder  cancer  include:  (a)  recognition  of  the 
value  of  urinary  cytology,  which  is  both  sensitive  and  specific 
in  high-grade  tumors  but  insensitive  in  low-grade  tumors  (1 ); 
(b)  recognition  of  the  potential  lethality  of  carcinoma  in  situ 
and  the  value  of  bladder  biopsy  as  well  as  cytology  in  its 
diagnosis  (2);  and  (c)  determination  of  the  presence  of  blood 
group  antigens  (ABO)  on  tumor  cells  to  predict  subsequent 
muscle  invasion  or  metastasis  which  occurs  in  two  thirds  of 
patients  with  antigen  deletion  and  only  5%  of  patients  with 
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persistence  of  these  antigens  (3).  The  focus  of  this  update  is 
the  advance  in  the  treatment  of  superficial  transitional  cell 
carcinoma  of  the  bladder  with  the  use  of  adjuvant  intravesical 
chemotherapy  and,  more  importantly,  the  progress  that  has 
resulted  from  the  development  of  a new  treatment  modality, 
BCG  immunotherapy. 

Superficial  bladder  cancer 

An  estimated  38,500  persons  developed  bladder  cancer  in 
the  United  States  in  1983  (4).  Transitional  cell  carcinoma  ac- 
counts for  more  than  90%  of  these  tumors  and  more  than 
70%  occur  in  men.  Eighty-two  percent  of  patients  present 
with  disease  limited  to  the  bladder.  Although  one  third  of  pa- 
tients with  superficial  bladder  cancer  can  be  managed 
effectively  with  transurethral  resection  alone,  the  remainder 
will  have  recurrent  tumors  and  progressive  or  metastatic  dis- 
ease may  develop.  Effective  intravesical  therapy  can  reduce 
the  incidence  and  frequency  of  tumor  recurrence.  The  im- 
provement in  the  diagnosis  and  therapy  of  bladder  cancer  is 


1 . Response  to  intravesical  therapy  with  drugs,  used  in  management  of  su- 
perficial bladder  cancer. 
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reflected  in  improved  patient  survival:  the  five-year  survival 
has  increased  from  53%  in  the  early  1 960s  to  65%  one  dec- 
ade later. 

intravesical  chemotherapy 

The  exciting  potential  of  intravesical  chemotherapy  was  sug- 
gested in  1955  when  an  80%  response  rate  was  reported  in 
patients  with  a variety  of  solid  tumors  treated  by  local  admin- 
istration of  thiotepa.  A number  of  series  confirmed  that  intra- 
vesical thiotepa  was  effective  in  the  treatment  of  superficial 
bladder  cancer,  and  it  is  now  the  most  widely  used  drug  for 
intravesical  chemotherapy.  In  my  review  of  1 1 series  contain- 
ing 420  patients  with  superficial  bladder  cancer,  I found  that 
29%  of  patients  had  a complete  response  to  thiotepa  and 
26%  had  a partial  response  (5). 

In  the  past  decade  many  new  chemotherapeutic  drugs 
have  been  shown  to  be  effective  in  the  treatment  of  super- 
ficial bladder  cancer  and  the  prevention  of  tumor  recurrence. 
Epodyl  has  been  used  in  Europe  since  1966,  but  has  not 
been  introduced  in  the  United  States.  Epodyl  has  the  highest 
response  rate  of  any  intravesical  agent:  of  369  cases  avail- 
able for  review,  55%  have  had  a complete  response  and  32% 
have  had  a partial  response  to  Epodyl. 

Doxorubicin  (Adriamycin)  was  introduced  as  an  effective 
topical  drug  in  the  treatment  of  bladder  cancer  in  1 977.  Doxo- 
rubicin is  an  intercalating  agent  that  has  the  advantage  of 
almost  no  systemic  absorption  when  given  intravesically,  and 
therefore  it  offers  minimal  risk  of  systemic  toxicity.  Experi- 
ence with  520  patients  has  been  reported,  and  38%  of 
treated  patients  had  a complete  response  and  35%  a partial 
response  to  doxorubicin. 

Mitomycin-C,  which  was  introduced  in  this  country  for  in- 
travesical chemotherapy  in  1 979,  is  the  newest  and  one  of 
the  most  effective  intravesical  alkylating  agents  in  the  treat- 
ment of  bladder  cancer.  Like  doxorubicin,  it  presents  no 
problem  with  systemic  absorption  in  patients.  A review  of  170 
patients  showed  that  48%  had  a complete  response  and 
26%  had  a partial  response  to  intravesical  mitomycin-C. 
While  mitomycin-C  is  clearly  an  effective  agent  in  the  treat- 


ment of  superficial  bladder  cancer,  and  reported  side  effects 
are  the  least  of  any  agent,  it  has  the  major  disadvantage  of 
costing  up  to  $10  per  milligram.  An  eight-week  course  of 
treatment  with  this  drug  will  cost  the  patient  nearly  $3,000. 
Response  rates  for  these  drugs  are  shown  in  Fig  1 , and  a 
comparison  of  the  efficacy,  cost,  and  toxicity  of  the  primary 
drugs  used  in  the  management  of  superficial  bladder  cancer 
is  given  in  Figs  2 and  3. 

BCG  immunotherapy 

In  1976  Morales  (6)  reported  a marked  reduction  in  the  rate 
of  superficial  bladder  tumor  recurrence  following  BCG  immu- 
notherapy. In  his  initial  series  of  nine  patients,  tumor  recur- 
rence was  reduced  twelvefold.  In  1979  I reported  the  first 
randomized  prospective  study  that  confirmed  the  efficacy  of 
BCG  in  reducing  tumor  recurrence  (7).  Since  that  time,  mul- 
tiple investigators  have  confirmed  the  efficacy  of  BCG  in 
preventing  bladder  tumor  recurrence  and  treating  superficial 
carcinoma  (8).  Experience  from  six  series  with  a total  of  70 
patients  reveals  that  BCG  has  a complete  response  rate  of 
56%  and  a partial  response  rate  of  18%.  This  experience 
compares  favorably  with  that  of  intravesical  chemotherapy. 

My  experience  with  83  patients  with  bladder  cancer  who 
have  been  randomized  to  BCG  treatment  protocols  and  30 
non-randomized  patients  at  high  risk  of  tumor  recurrence  or 
progression  confirms  the  safety  and  efficacy  of  this  treat- 


2.  Comparison  of  dosage  and  cost  of  primary  drugs  used  in  management  of 
superficial  bladder  cancer. 


Agent 

No. 

Patients 

Typical  Dose 

Cost 

Epodyl 

369 

1 gm/ 1 00  cc  x 1 2,  then  monthly 

$ 420 

Mitomycin-C 

170 

40  mg/50  cc  weekly  x 8 

$2,800 

BCG 

70 

1 20  mg/50  cc  intravesically,  5 mg 
percutaneously  weekly  x 6,  then 
after  each  cystoscopic 
examination 

$ 300 

Doxorubicin 

520 

150  mg/50  cc  weekly  x 4,  then 
monthly 

$1,600 

Thiotepa 

420 

30  mg/30  cc  weekly  x 4,  then 
monthly 

$ 510 

3.  Comparison  of  response  to,  and  toxicity  of,  primary  drugs  used  in  management  of  superficial  bladder  cancer 


Agent 

Mechanism 

CR  + PR  = TR* 

Response  (%) 

Toxicity 

Comment 

Epodyl 

Alkylator 

55 

32 

87 

Cystitis  (33%) 
cCapacity  (26%) 

Unavailable 

in  US 

BCG 

Unknown 

56 

18 

74 

Cystitis  (>90%) 
cCapacity  (<1%) 

Experimental 

Mitomycin-C 

Alkylator 

48 

26 

74 

Cystitis  (7%) 

Rash  (6%) 
cCapacity  (c1%) 

Expensive 

Doxorubicin 

Intercalator 

38 

35 

73 

Cystitis  (26%) 
cCapacity  (9%) 

Thiotepa 

Alkylator 

29 

26 

54 

Cystitis  (19%) 

Leukopenia  (9%) 

Standard 

*CR:  Complete  response;  PR:  Partial  response;  TR:  Total  response. 
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ment,  and  provides  information  useful  in  designing  optimal 
treatment  schedules.  A single  course  of  six  weekly  intra- 
vesical and  percutaneous  administrations  of  Pasteur  strain 
BCG  resulted  in  prolonged  protection  against  tumor  recur- 
rence. Patients  have  been  followed  for  up  to  60  months. 
Fourteen  of  27  control  patients  (52%)  have  had  tumor  recur- 
rence, compared  with  only  6 of  30  (20%)  BCG-treated  pa- 
tients (p  = 0.008).  The  rate  of  tumor  recurrence  was  further 
reduced  with  the  initiation  of  a maintenance  BCG  treatment 
after  each  cystoscopic  examination  (every  three  months  for 
two  years,  every  six  months  for  two  years,  and  then  yearly). 
With  the  single  six-week  course,  six  patients  (20%)  had  a 
total  of  1 1 episodes  of  tumor  recurrence  for  a recurrence  rate 
of  1.9  tumors  per  100  patient  months.  On  maintenance  BCG, 
only  two  patients  (9%)  had  a single  episode  of  tumor  recur- 
rence for  a recurrence  rate  of  0.49  per  1 00  patients  months 
(p  = 0.048). 

Some  investigators  have  had  success  administering  BCG 
by  the  intravesical  route  alone  without  systemic  immuniza- 
tion. However,  my  preliminary  experience  suggests  that 
systemic  administration  does  improve  the  response  without 
increasing  toxicity.  Four  of  1 1 patients  given  BCG  intravesi- 
cally  without  concomitant  percutaneous  administration  have 
had  tumor  recurrence. 

BCG  treated  patients  have  a potential  advantage  over 
chemotherapy  treated  patients,  who  are  given  drugs'em- 
pirically,  in  that  immunotherapy  protocols  can  be  monitored 
by  evaluating  the  immune  response.  The  simple  intermediate 
strength  PPD  skin  test  appears  to  be  an  effective  monitor  of 
successful  BCG  immunotherapy.  Among  51  patients  ran- 
domized to  receive  BCG,  only  1 of  22  patients  (4.5%)  whose 
PPD  skin  tests  converted  from  negative  (<  1 0 mm  indura- 
tion) to  positive  has  had  tumor  recurrence,  compared  with  a 
38%  incidence  of  tumor  recurrence  in  13  patients  whose  skin 
tests  remained  negative  (p  = 0.01 3)  and  a 25%  incidence  of 
tumor  recurrence  in  patients  whose  skin  tests  were  PPD 
positive  before  treatment  (p  = 0.06,  not  statistically  signifi- 
cant). A single  course  of  intravesical  Pasteur  strain  BCG  did 
not  result  in  PPD  skin  test  conversion  in  any  of  our  UTHS- 
CSA  patients,  and  resulted  in  a disappointing  36%  recur- 
rence rate.  Maintenance  high-dose  intravesical  Tice  BCG  re- 
sulted in  100%  PPD  conversion  and  no  tumor  recurrence  in 
patients  in  a UCLA  study  (8). 

In  patients  with  carcinoma  in  situ,  BCG  has  had  a remark- 
able success  rate.  Nine  of  14  patients  (64%)  with  carcinoma 
in  situ  have  had  a complete  and  to  date  persistent  response 
to  BCG.  Two  additional  patients  (14%)  had  complete  re- 
sponse initially,  but  developed  recurrent  disease  one  year 
later.  Other  investigators  have  had  similar  success  with  72% 
complete  response  in  36  reported  patients  (5).  These  pa- 
tients must  continue  to  have  careful  surveillance  since  BCG 
can  effect  complete  resolution  of  carcinoma  in  situ  in  the 


bladder  while  invasive  disease  or  carcinoma  in  situ  in  the 
ureter  or  urethra  progresses. 

While  the  mechanism  of  action  of  BCG  may  be  unknown, 
this  agent  has  a distinct  advantage  over  that  of  existing 
chemotherapies.  It  is  well  recognized  that  patients  who  fail  to 
respond  to  one  chemotherapeutic  drug  are  less  likely  to  re- 
spond to  a second  drug.  BCG  offers  an  entirely  different 
approach  to  this  problem.  Fourteen  of  22  patients  (64%) 
treated  unsuccessfully  with  intravesical  chemotherapeutic 
regimens  have  remained  disease  free  after  treatment  with 
BCG,  with  a median  follow-up  of  1 5 months.  An  additional 
four  patients  (19%)  remained  tumor  free  for  one  year  after 
BCG  treatment. 

BCG  therapy  is  not  recommended  for  patients  with  dis- 
ease invading  the  detrusor  muscle.  As  many  as  40%  of  these 
patients  will  already  have  metastasis  to  pelvic  nodes,  and 
survival  with  optimal  current  treatment,  ie,  cystectomy  with  or 
without  preoperative  radiation  therapy,  is  less  than  50%.  Ani- 
mal studies  have  suggested  that  BCG  is  effective  only  when 
the  tumor  burden  is  scant.  However,  17  patients  who  de- 
clined or  were  not  candidates  for  cystectomy  or  radiation 
therapy  have  been  treated  with  BCG.  Seven  (41%)  of  these 
patients  have  remained  disease  free  with  a median  follow-up 
of  18  months  (range  9 to  60  months)  and  with  the  addition  of 
maintenance  BCG,  partial  cystectomy,  or  cystectomy  (3  pa- 
tients) 76%  are  currently  alive  and  disease  free. 

Improvement  in  the  management  of  superficial  bladder 
cancer  with  the  aid  of  adjuvant  chemotherapy  or  immuno- 
therapy should  result  in  decreased  tumor  recurrence, 
decreased  need  for  radical  surgery  and  radiation  therapy, 
and  eventually  further  improve  the  survival  of  patients  with 
bladder  cancer. 
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New  studies  uncover 
the  potassium  effects  of 
beta-2  blockade 

Clinical  pharmacology  data 
from  The  New  England  journal 
of  Medicine: 

.when  normal  young  men  are  given 
infusions  of  epinephrine  at  levels  such 
as  those  that  circulate  in  patients  with 
myocardial  infarction , their  serum 
potassium  concentrations  fall  by  about 
0.8  [mmol]  per  liter.  Hypokalemia  is 
prevented  by  selective  beta-2 
blockade. 


Evidence 
that  all  be  . 

are  not  created  equal. 


Once-daily  INDERAL  LA 
(propranolol  HCI)  for 
smooth  blood  pressure 
control  without  the 
potassium  problems 
of  diuretics 

Once-daily  INDERAL  LA  (propranolol  HCI) 
avoids  the  risk  of  diuretic-induced  ECC  ab- 
normalities due  to  hypokalemia.2  3 In  addi- 
tion, INDERAL  LA  preserves  potassium 
balance  without  additive  agents  or  supple- 
ments while  providing  simple,  well-tolerated 
therapy  with  broad  cardiovascular  benefits. 

Once-daily  INDERAL  LA 
for  the  cardiovascular 
benefits  of  the  world's 
leading  beta  blocker 

Simply  start  with  80  mg  once  daily.  Dosage 
may  be  increased  to  1 20  mg  to  1 60  mg  once 
daily  as  needed  to  achieve  additional  control. 

Like  conventional  INDERAL  tablets, 

INDERAL  LA  should  not  be  used  in  the 
presence  of  congestive  heart  failure,  sinus 
bradycardia,  heart  block  greater  than  first 
degree,  and  bronchial  asthma. 
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The  appearance  of  these  capsules 
is  a registered  trademark 
of  Ayerst  Laboratories. 


80  mg  120  mg  160  mg 

Please  see  brief  summary  of  prescribing  information 
on  the  next  page  for  further  details. 
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Once-daily 

Forbeta'bi£todilNDERAL  LA 

(PROPRANOLOL  HCI)  LCcapsulesG 

BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION,  SEE  PACKAGE  CIRCULAR ) 
INDERAL*  LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 
DESCRIPTION.  Inderal  LA  is  formulated  to  provide  a sustained  release  of  propranolol 
hydrochloride  Inderal  LA  is  available  as  80  mg,  120  mg,  and  160  mg  capsules 
CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective  beta-adrenergic  receptor 
blocking  agent  possessing  no  other  autonomic  nervous  system  activity  It  specifically  com- 
petes with  beta-adrenergic  receptor  stimulating  agents  for  available  receptor  sites.  When 
access  to  beta-receptor  sites  is  blocked  by  INDERAL,  the  chronotropic,  inotropic,  and 
vasodilator  responses  to  beta-adrenergic  stimulation  are  decreased  proportionately 

INDERAL  LA  Capsules  (80. 120,  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate.  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours 
and  the  apparent  plasma  halt-life  is  about  10  hours  When  measured  at  steady  state  over  a 24- 
hour  period  the  areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for  the 
capsules  are  approximately  60%  to  65%  of  the  AUCs  for  a comparable  divided  daily  dose  of 
INDERAL  tablets  The  lower  AUCs  tor  the  capsules  are  due  to  greater  hepatic  metabolism  of 
propranolol,  resulting  from  the  slower  rate  of  absorption  of  propranolol  Over  a twenty-four  (24) 
hour  period,  blood  levels  are  fairly  constant  for  about  twelve  (12)  hours  then  decline 
exponentially. 

INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  for  conventional 
propranolol  and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four 
times  daily  dosing  with  the  same  dose  When  changing  to  INDERAL  LA  from  conventional 
propranolol,  a possible  need  for  retitration  upwards  should  be  considered  especially  to 
maintain  effectiveness  at  the  end  of  the  dosing  interval  In  most  clinical  settings,  however, 
such  as  hypertension  or  angina  where  there  is  little  correlation  between  plasma  levels  and 
clinical  effect,  INDERAL  LA  has  been  therapeutically  equivalent  to  the  same  mg  dose  of 
conventional  INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure  and  on  24-hour 
exercise  responses  of  heart  rate,  systolic  pressure  and  rate  pressure  product  INDERAL  LA 
can  provide  effective  beta  blockade  for  a 24-hour  period 

The  mechanism  of  the  antihypertensive  effect  of  INDERAL  has  not  been  established 
Among  the  factors  that  may  be  involved  in  contributing  to  fhe  antihypertensive  action  are  (1) 
decreased  cardiac  output,  (2)  inhibition  of  renin  release  by  the  kidneys,  and  (3)  diminution  of 
tonic  sympathetic  nerve  outflow  from  vasomotor  centers  in  the  brain  Although  total  peripheral 
resistance  may  increase  initially,  it  read|usts  to  or  below  the  pretreatment  level  with  chronic 
use.  Effects  on  plasma  volume  appear  to  be  minor  and  somewhat  variable  INDERAL  has 
been  shown  to  cause  a small  increase  In  serum  potassium  concentration  when  used  in  the 
treatment  of  hypertensive  patients 

In  angina  pectoris,  propranolol  generally  reduces  the  oxygen  requirement  of  the  heart  at 
any  given  level  of  effort  by  blocking  the  catecholamine-induced  increases  In  fhe  heart  rate 
systolic  blood  pressure,  and  the  velocity  and  extent  of  myocardial  contraction  Propranolol 
may  increase  oxygen  requirements  by  increasing  left  ventricular  fiber  length,  end  diastolic 
pressure  and  systolic  ejection  period  The  net  physiologic  effect  of  beta-adrenergic  blockade 
Is  usually  advantageous  and  is  manifested  during  exercise  by  delayed  onset  of  pain  and 
increased  work  capacity. 

In  dosages  greater  than  required  for  beta  blockade.  INDERAL  also  exerts  a quinidme-like 
or  anesthetic-like  membrane  action  which  affects  the  cardiac  action  potential  The  signifi- 
cance of  the  membrane  action  in  the  treatment  of  arrhythmias  is  uncertain 

The  mechanism  of  the  antimigraine  effect  of  propranolol  has  not  been  established  Beta- 
adrenergic  receptors  have  been  demonstrated  in  the  pial  vessels  of  the  brain 

Beta  receptor  blockade  can  be  useful  in  conditions  in  which,  because  of  pathologic  or 
functional  changes,  sympathetic  activity  is  detrimental  to  the  patient  But  there  are  also 
situations  in  which  sympathetic  stimulation  is  vital.  For  example,  in  patients  with  severely 
damaged  hearts,  adequate  ventricular  function  is  maintained  by  virtue  of  sympathetic  drive 
which  should  be  preserved.  In  the  presence  of  AV  block,  greater  than  first  degree,  beta 
blockade  may  prevent  the  necessary  facilitating  effect  of  sympathetic  activity  on  conduction 
Beta  blockade  results  in  bronchial  constriction  by  interfering  with  adrenergic  bronchodilator 
activity  which  should  be  preserved  in  patients  subject  to  bronchospasm 
Propranolol  is  not  significantly  dialyzable 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  manage- 
ment of  hypertension,  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive 
agents,  particularly  a thiazide  diuretic  INDERAL  LA  is  not  indicated  In  the  management  of 
hypertensive  emergencies. 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated 
for  the  long-term  management  of  patients  with  angina  pectoris 

Migraine:  INDERAL  LA  is  Indicated  for  the  prophylaxis  of  common  migraine  headache 
The  efficacy  of  propranolol  in  the  treafment  of  a migraine  attack  that  has  started  has  not  been 
established  and  propranolol  is  no!  indicated  for  such  use 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of 
hypertrophic  subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced 
angina,  palpitations,  and  syncope  INDERAL  LA  also  improves  exercise  performance  The 
effectiveness  of  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of 
the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta-receptor  stimulation 
Clinical  improvement  may  be  temporary. 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock;  2)  sinus 
bradycardia  and  greater  than  first  degree  block;  3)  bronchial  asthma,  4)  congestive  heart 
failure  (see  WARNINGS)  unless  the  failure  is  secondary  to  a tachyarrhythmia  treatable  with 
INDERAL 

WARNINGS.  CARDIAC  FAILURE  Sympathetic  stimulation  may  be  a vital  component  sup- 
porting circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta 
blockade  may  precipitate  more  severe  failure  Although  beta  blockers  should  be  avoided  in 
overt  congestive  heart  failure,  if  necessary,  they  can  be  used  with  close  follow-up  in  patients 
with  a history  of  failure  who  are  well  compensated  and  are  receiving  digitalis  and  diuretics 
Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart 
muscle. 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can,  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually.  If  possible). 

IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and,  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of 
INDERAL  therapy.  Therefore,  when  discontinuance  of  INDERAL  is  planned  the  dosage 
should  be  gradually  reduced  over  at  least  a few  weeks,  and  the  patient  should  be 
cautioned  against  interruption  or  cessation  of  therapy  without  the  physician’s  advice  If 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  It  usually  is  advis- 
able to  reinstitute  INDERAL  therapy  and  take  other  measures  appropriate  for  the  man- 
agement of  unstable  angina  pectoris  Since  coronary  artery  disease  may  be 
unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients  considered  at  risk 
of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for  other 
indications. 

Nonallergic  Bronchospasm  (e.g.,  chronic  bronchitis,  emphysema)  — 

PATIENTS  WITH  BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA 
BLOCKERS  INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodila- 
tion  produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 
MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy 
prior  to  ma|or  surgery  Is  controversial  It  should  be  noted,  however,  that  the  impaired  ability  of 
the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthe- 
sia and  surgical  procedures 
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INDERAL  (propranolol  HCI),  like  other  beta  blockers,  is  a competitive  inhibitor  of 
receptor  agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents 
dobutamine  or  isoproterenol  However,  such  patients  may  be  subject  to  protracted  s 
hypotension  Difficulty  in  starting  and  maintaining  the  heartbeat  has  also  been  reporte 
l*)6tQ  blockers 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  th 
pearance  of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  chanc 
acute  hypoglycemia  in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be 
difficult  to  adjust  the  dosage  ot  insulin 

THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyro 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  sym 
of  hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid  functior 
IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  brady 
requiring  a demand  pacemaker.  In  one  case  this  resulted  after  an  initial  dose  of 
propranolol. 

PRECAUTIONS.  General  Propranolol  should  be  used  with  caution  in  patients  with  im1 
hepatic  or  renal  function  INDERAL  (propranolol  HCI)  is  not  Indicated  for  the  treatrr 
hypertensive  emergencies 

Beta  adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  P; 
should  be  told  that  INDERAL  may  interfere  with  the  glaucoma  screening  test  Withdraw.; 
lead  to  a return  of  increased  intraocular  pressure 

Clinical  Laboratory  Tests  Elevated  blood  urea  levels  In  patients  with  severe  heart  di  ■ 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 

DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs  such  a: 
pine  should  be  closely  observed  if  INDERAL  is  administered  The  added  catechol; 
blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  i 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  ororth 
hypotension 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility  Long-term  studies  in  animal! 
been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18-month  stu 
both  rats  and  mice,  employing  doses  up  to  1 50  mg/kg/day,  there  was  no  evidence  of  sigr 
drug-induced  toxicity  There  were  no  drug-related  tumorigenic  effects  at  any  of  the  c 
levels.  Reproductive  studies  in  animals  did  not  show  any  impairment  of  fertility  th, 
attributable  to  the  drug 

Pregnancy.  Pregnancy  Category  C.  INDERAL  has  been  shown  to  be  embryot 
animal  studies  at  doses  about  10  times  greater  than  the  maximum  recommended  humar 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women,  INDERAL 
be  used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  ths 
Nursing  Mothers  INDERAL  is  excreted  in  human  milk  Caution  should  be  exerciser 
INDERAL  is  administered  to  a nursing  woman 

Pediatric  Use  Safety  and  effectiveness  in  children  have  not  been  established 
ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  an 
rarely  required  the  withdrawal  of  therapy. 

Cardiovascular  bradycardia;  congestive  heart  failure,  intensification  of  AV  block 
tension,  paresthesia  of  hands;  thrombocytopenic  purpura,  arterial  insufficiency,  usuall; 
Raynaud  type 

Central  Nervous  System  lightheadedness;  mental  depression  manifested  by  ins 
lassitude,  weakness,  fatigue;  reversible  mental  depression  progressing  to  catatonia 
disturbances,  hallucinations;  an  acute  reversible  syndrome  characterized  by  disorients 
time  and  place,  short-term  memory  loss,  emotional  lability,  slightly  clouded  sensoriu; 
decreased  performance  on  neuropsychometrics 

Gastrointestinal  nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  dij 
constipation,  mesenteric  arterial  thrombosis,  ischemic  colitis. 

Allergic  pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with 
and  sore  throat,  laryngospasm  and  respiratory  distress 
Respiratory  bronchospasm 

Hematologic  agranulocytosis,  nonthrombocytopenic  purpura,  thrombocyt'i 
purpura 

Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  ha ) 
reported 

Miscellaneous:  alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  mat 
tence,  and  Peyronie’s  disease  have  been  reported  rarely  Oculomucocutaneous  r< 
involving  the  skin,  serous  membranes  and  conjunctivae  reported  for  a beta  blocker  (prjlj 
have  not  been  associated  with  propranolol 
DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochlor  i 
sustained-release  capsule  for  administration  once  daily.  If  patients  are  switched  from  INj  I 
tablets  to  INDERAL  LA  capsules,  care  should  be  taken  to  assure  that  the  desired  therle 
effect  is  maintained.  INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substpj 
INDERAL  INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels  Retitratj t 
be  necessary  especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  « 
HYPERTENSION — Dosage  must  be  individualized  The  usual  initial  dosage  Is h 
INDERAL  LA  once  daily,  whether  used  alone  or  added  to  a diuretic  The  dosage  i y 
increased  to  120  mg  once  daily  or  higher  until  adequate  blood  pressure  control  is  acj| 
The  usual  maintenance  dosage  is  120  to  160  mg  once  daily  In  some  instances  a dosagjfj 
mg  may  be  required  The  time  needed  tor  full  hypertensive  response  to  a given  dc  i 
variable  and  may  range  from  a few  days  to  several  weeks 

ANGINA  PECTORIS — Dosage  must  be  individualized.  Starting  with  80  mg  INDEl 
once  daily,  dosage  should  be  gradually  increased  at  three  to  seven  day  intervals  until  oj 
response  is  obtained  Although  individual  patients  may  respond  at  any  dosage  I; 
average  optimum  dosage  appears  to  be  160  mg  once  daily.  In  angina  pectoris,  the  v; 
safety  of  dosage  exceeding  320  mg  per  day  have  not  been  established 

If  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a fevi 
(see  WARNINGS). 

MIGRAINE — Dosage  must  be  individualized  The  initial  oral  dose  is  80  mg  INDI 
once  dally  The  usual  effective  dose  range  is  160-240  mg  once  daily.  The  dosage 
increased  gradually  to  achieve  optimum  migraine  prophylaxis.  If  a satisfactory  respon  is 
obtained  within  four  to  six  weeks  after  reaching  the  maximum  dose,  INDERAL  LA  ;ii 
should  be  discontinued  It  may  be  advisable  to  withdraw  the  drug  gradually  over  a p 31 
several  weeks 

HYPERTROPHIC  SUBAORTIC  STENOSIS— 80-160  mg  INDERAL  LA  once  daily  I 1 
PEDIATRIC  DOSAGE — At  this  time  the  data  on  the  use  of  the  drug  in  this  age  group)*: 
limited  to  permit  adequate  directions  for  use 
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What’s  new  in  the 
diagnosis  of  viral 
respiratory  infections 
in  children 

PART  1*  Viral  respiratory  infections  are  common  ill- 
nesses seen  in  pediatric  practice.  Rapid  developments 
in  viral  diagnosis  and  antiviral  chemotherapy  have  oc- 
curred in  recent  years.  This  article  discusses  the  pres- 
ent status  of  the  diagnosis  of  viral  respiratory  infections 
in  children. 


Respiratory  viruses  are  the  most  common  cause  of  symp- 
tomatic human  infections.  In  children,  respiratory  viruses  are 
the  major  cause  of  lower  respiratory  tract  illnesses  causing 
significant  mortality,  hospitalization,  and  deaths.  On  average, 
a child  experiences  two  to  seven  episodes  and  an  adult  one 
to  three  episodes  of  respiratory  illnesses  per  year,  most  of 
them  caused  by  viruses  (1 ,2).  In  spite  of  their  ubiquity,  res- 
piratory viruses  have  not  received  enough  attention  from 
practitioners.  Physicians  who  see  patients  with  viral  respira- 
tory illnesses  do  not  usually  attempt  to  make  a viral  diagnosis 
before  they  give  symptomatic  treatment  because  they  think 
viral  diagnosis  and  antiviral  drugs  are  not  readily  available. 

In  the  past  30  years,  virology  has  been  the  most  rapidly 
growing  field  in  medicine  and  a tremendous  amount  of  knowl- 
edge has  been  acquired.  Viral  diagnostic  techniques  and 
antiviral  agents,  which  had  always  been  the  promise  of  the 
future,  are  now  available  for  some  viral  illnesses.  The  pur- 
pose of  this  article  is  to  provide  an  update  on  information 
about  the  diagnosis  of  viral  respiratory  infections  in  children. 

Respiratory  viruses 

The  viruses  causing  respiratory  disease  in  infants  and  chil- 
dren and  the  common  clinical  syndromes  and  seasonal 
activity  characteristic  of  those  viruses  are  shown  in  Figs  1 
and  2.  Respiratory  syncytial  virus  (RSV)  and  parainfluenza 
viruses  (types  1 , 2,  and  3)  are  the  most  common  and  most 
important  viruses;  they  cause  almost  60%  of  lower  respira- 

‘First  of  two  parts.  Part  II,  "What's  new  In  the  treatment  of  viral  respiratory 
infections  in  children,"  begins  on  page  43, 


tory  illnesses  in  infants  and  children  (3).  RSV  appears  in 
yearly  epidemics,  occurring  in  winter  or  early  spring.  Para- 
influenza types  1 and  2 also  appear  in  epidemics  or 
endemics  usually  in  the  fall,  but  they  do  not  appear  every 
year.  Parainfluenza  type  3,  rhinoviruses  and  adenoviruses 
appear  to  cause  respiratory  diseases  throughout  the  year. 
Influenza  viruses  (A  and  B)  usually  appear  in  a four-  to  six- 
week  epidemic  in  winter.  Enteroviruses  (polioviruses,  ECHO, 
and  coxsackie  viruses)  cause  significant  outbreaks  with  a va- 
riety of  clinical  syndromes,  including  those  of  the  respiratory 
system,  in  the  summer  and  fall. 

Viral  diagnosis 

Not  all  viral  respiratory  infections  require  virologic  confirma- 
tion. Epidemiologic  data  from  a surveillance  study  in  the 
community,  or  periodic  cultures  of  certain  cases  provide  a 
profile  of  what  is  going  on  in  the  community.  In  severely  ill 
patients,  however,  viral  diagnosis  has  become  necessary 
since  some  specific  treatment  or  prophylaxis  may  be  avail- 
able. Other  benefits  of  viral  diagnosis  include  avoidance  of 
unnecessary  laboratory  tests,  antibiotics,  or  prolonged  hos- 
pitalization, improved  concept  of  prognosis  or  illness,  pre- 
vention of  nosocomial  infections,  prevention  of  infection  in 
the  community,  and  better  knowledge  of  what  physicians  are 
dealing  with. 

Methods  for  diagnosis  of  respiratory  viruses  are  shown  in 
Fig  3.  Some  of  these  methods  are  now  commercially  avail- 
able. Others  are  in  the  developmental  stage  or  are  used 
primarily  for  research  investigations.  The  rapid  methods  for 
viral  diagnosis  require  direct  demonstration  of  viral  antigen  in 
respiratory  specimens,  such  as  throat  swab,  nasopharyngeal 
swab,  or  nasal  wash.  Immunofluorescence  (IF)  and  enzyme- 
linked  immunosorbent  assay  (ELISA)  at  the  present  time  are 


7.  Respiratory  viruses. 


Virus 

Common  Clinical  Syndromes 

Seasonal  Activity 

RSV 

Bronchiolitis,  pneumonia, 

Annual  winter/ 

tracheobronchitis,  croup,  URI 

spring  epidemic 

Parainfluenza 

Type  1 : croup,  pneumonia,  URI 

Fall 

Viruses 

Type  2:  croup,  pneumonia 

Fall 

Type  3:  bronchiolitis, 

pneumonia,  bronchitis, 
URI,  croup 

All  seasons 

Adenoviruses 

URI,  pneumonia,  bronchitis 

All  seasons 

Influenza  viruses 

Influenza,  tracheobronchitis, 

Winter 

(A&B) 

pneumonia,  URI 

Rhinoviruses 

Common  colds 

All  seasons 

Enteroviruses 

Febrile  illness  with  rash,  URI, 
other  diseases  than 
respiratory 

Summer/fall 
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the  most  commonly  used  tests  to  rapidly  detect  respiratory 
virus  antigens  from  clinical  specimens. 

Immunofluorescence  (IF)  may  be  utilized  as  either  a direct 
or  indirect  test.  A direct  method  uses  a specific  antiviral  anti- 
body directly  coupled  to  a fluorochrome  (usually  fluorescein 
isothiocyanate,  FITC).  An  indirect  method  utilizes  a specific 
antiviral  antibody  which  is  followed  by  a fluorochrome- 
coupled  antibody  whose  antigen  binding  site  (Fab)  is  specific 
for  the  primary  antibody.  Enzyme-linked  immunosorbent  as- 
says (ELISA)  also  may  be  used  to  detect  viral  antigens  in 
either  a direct  or  indirect  mode.  The  simplest  approach  is  the 
direct  antibody  test.  In  this  test  a solid-phase  (test  tube  or 
plate)  is  coated  with  specific  virus  antibody.  This  is  incubated 
with  a patient  specimen  and  followed  by  an  enzyme-labeled 
anti-viral  IgG  or  F (ab)2.  When  incubated  with  the  enzyme 

2.  Seasonal  activity  of  respiratory  viruses  isolated  from  the  clinical  virology 
laboratory,  The  University  of  Texas  Medical  Branch,  from  November  1 982 


substrate,  a positive  result  appears  by  development  of  a 
color  reaction. 

Less  common  approaches  consist  of  radioimmunoassay 
(RIA),  immunoperoxidase  (IP),  and  counterimmunoelectro- 
phoresis  (CIE).  Radioimmunoassay  (RIA)  utilizes  isotopic 
labeling  of  the  purified  antigen  to  be  measured.  When  un- 
labeled antigen  (Ag)  is  combined  with  radioisotopic-labeled 
antigen  (Ag*)  in  the  presence  of  antibody  (Ab),  an  equilibrium 
is  established  (Ag  + Ag*  + Ab  EQUILIBRIUM  AgAb  + 
Ag*Ab).  Therefore  both  radio-labeled  antigen-antibody  com- 
plex (Ag*Ab)  and  non  radio-labeled  antigen-antibody 
complex  (AgAb)  complex  are  formed.  A standard  curve  is 
established  in  a buffer  system  and  bound  Ag*  is  separated 
from  free  Ag*.  Once  separated,  the  bound  or  free  fractions 
are  counted  in  a suitable  beta  or  gamma  counter.  The  counts 

through  April  1984.  HSV  = Herpes  simplex  virus;  CMV  = cytomegalovirus; 
RSV  = respiratory  syncytial  virus. 
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for  the  patient  samples  are  compared  with  the  standard 
curve  and  the  results  calculated.  Immunoperoxidase  (IP)  is 
technically  a much  easier  procedure.  The  first  antibody  ap- 
plied to  a specimen  is  specific  antiviral  antibody  (eg,  Rabbit 
anti-HSV).  The  second  antibody  applied  is  directed  against 
the  primary  antibody  species  (eg,  sheep  anti-rabbit).  The 
third  component  in  the  test  consists  of  a peroxidase-anti- 
peroxidase complex.  And  the  final  component  is  the  enzyme 
substrate  which  changes  color  in  a positive  test.  In 
counterimmunoelectrophoresis  (CIE),  the  respiratory  speci- 
men and  specific  antiserum  are  placed  into  an  agarose  gel; 
when  current  is  applied,  a precipitin  line  forms  where  antigen 
and  antibody  meet  in  the  gel. 

The  above  rapid  techniques,  then,  use  specific  viral  anti- 
body which  is  labeled  with  a fluorochrome,  an  enzyme,  or 
radioisotope  (IF,  ELISA,  IP,  RIA),  or  they  use  a precipitation 
reaction  between  antigen  and  antibody  in  an  electric  field 
(CIE).  When  viral  antigen  is  present,  the  antigen-antibody 
complex  can  be  demonstrated  or  quantified  by  fluorescent 
microscopy  (IF),  spectrophotometry  (ELISA),  light  micro- 
scopy (IP),  scintillation  counting  (RIA),  or  visual  determina- 
tion (CIE)  (4).  These  rapid  methods  generally  take  from  one 
to  three  hours. 

At  present,  demonstration  of  respiratory  viral  antigens  are 
being  used  more  commonly  for  RSV,  parainfluenza  viruses, 
influenza,  and  adenoviruses  by  direct  or  indirect  immunofluo- 
rescence (IF)  and  enzyme-linked  immunosorbent  assay 
(ELISA)  (5-9).  One  problem  with  the  rapid  methods  for 
detection  of  respiratory  viruses  is  that  any  given  clinical  syn- 
drome can  be  caused  by  numerous  types  of  viruses.  Rapid 
methods  can  only  be  used  for  selected  viruses  which  are 
most  likely  to  cause  the  syndrome.  When  rapid  methods  are 
used,  highly  specific  antisera  are  needed.  Although  more 
and  more  highly  specific  antisera  have  become  available 
commercially,  antisera  for  viruses  with  many  distinct  sero- 
types, such  as  rhinoviruses,  are  not  likely  to  be  available. 
Other  problems  with  the  rapid  techniques  are  that  they  re- 
quire high  technical  skill  both  in  the  preparation  of  the 
specimens  and  interpretation  of  the  results;  and  each  labora- 
tory needs  to  obtain  the  specificity  and  sensitivity  of  their  own 
tests  by  comparing  the  rapid  method  results  with  tissue  cul- 
ture results  and  normal  controls.  Because  of  these  difficul- 
ties, rapid  methods  for  diagnosis  of  respiratory  viruses  are 
available  only  in  large  university  hospitals.  However,  every 
effort  is  being  made  to  have  rapid  viral  diagnosis  widely  avail- 
able since  it  is  necessary  for  appropriate  selection  of  antiviral 
therapy. 


Confirmatory  viral  diagnosis  relies  on  viral  isolation  in 
tissue  culture,  the  most  practical  and  most  widely  used  tech- 
nique which  has  been  available  for  a few  decades.  Appropri- 
ate clinical  specimens  for  respiratory  virus  cultures  include 
nasopharyngeal  swab,  nasal  wash,  or  throat  swab  (10-12). 
The  principle  of  viral  culture  is  similar  to  that  of  bacterial  cul- 
ture except  viruses  do  not  grow  in  nonliving  media;  they  only 
grow  in  living  cells.  Different  viruses  grow  in  different  types  of 
cells,  take  different  periods  of  time  to  grow  and  cause  differ- 
ent changes  in  cell  morphology  (cytopathic  effect  or  CPE). 
After  inoculation  of  specimens  into  tubes  containing  a mono- 
layer  of  cells  and  an  incubation  period,  the  growth  of  virus  is 
monitored  by  examining  for  the  CPE  under  the  light  micro- 
scope. The  final  confirmatory  identification  and  typing  of  the 
viruses  rely  on  several  methods  depending  on  the  type  of 
viruses.  These  methods  include  fluorescent  antibody,  neu- 
tralization, complement  fixation,  and  hemagglutination- 
inhibition. 

The  time  required  to  grow  viruses  depends  on  the  quality 
of  the  specimens  and  the  procedures  used  in  the  virology 
laboratory.  However,  several  viruses  generally  require  less 
than  five  days  to  grow.  In  the  Clinical  Virology  Laboratory, 
Department  of  Pathology,  University  of  Texas  Medical 
Branch,  the  specimens  are  usually  inoculated  within  minutes 
after  collection,  and  cell  cultures  are  read  daily  except  Sun- 
day. Our  data  demonstrate  that  it  generally  requires  two  to  14 
days  to  grow  RSV  (median  of  five  days),  four  to  1 2 days  for 
parainfluenza  viruses  (median  of  six  days),  one  to  five  days 
for  adenoviruses  (median  of  two  days),  two  to  eight  days  for 
influenza  viruses  (median  of  four  days),  five  to  1 4 days  for 
rhinoviruses  (median  of  seven  days)  and  one  to  14  days  for 
enteroviruses  (median  of  four  days).  Our  cost  for  presump- 
tive viral  culture  (CPE  results)  and  confirmatory  identification 
is  $40  which  is  comparable  to  the  costs  for  other  clinical  mi- 
crobiological tests  ($37  for  an  aerobic  bacterial  culture,  $46 
for  a blood  culture,  and  $84  for  an  anaerobic  culture). 

3.  Respiratory  viral  diagnosis. 

1 Direct  demonstration  of  viral  antigen  (rapid  method) 

Immunofluorescence  (IF) 

Enzyme-linked  immunosorbent  assay  (ELISA) 

Immunoperoxidase  (IP) 

Radioimmunoassay  (RIA) 

Counterimmunoelectrophoresis  (CIE) 

2.  Isolation  (cultivation) 

Tissue  culture 
Animal  inoculation 
Embyronated  egg  inoculation 

3.  Serology 
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Viral  isolation  by  tissue  culture  is  generally  available  for 
private  practitioners  through  reference  laboratories  (ie,  state 
laboratories)  and  at  university  hospital  laboratories.  In  some 
communities  private  practitioners  routinely  use  these  facili- 
ties by  participating  in  community  surveillance  programs 
(13,14). 

Serology  has  limited  usefulness  in  clinical  situations  since 
serologic  tests  are  usually  based  upon  demonstration  of  a 
significant  rise  in  antibody  titer  over  the  course  of  the  illness. 
Obtaining  convalescent  specimens  always  involves  a delay 
which  makes  serologic  diagnoses  retrospective  (4).  These 
tests  are  generally  used  for  epidemiology  and  research  and 
are  available  both  at  the  university  hospitals  and  reference 
laboratories. 
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equation  equals  the  total  number  of  staff  members  in 
your  professional  practice  or  corporation.  Subtract 
from  that  number  all  but  one  staff  member  — yourself. 

What  do  you  get?  Freedom.  Freedom  from  the 
expense  and  bother  of  personnel-related 
administrative  chores. 

Freedom  to  design  a benefits  and  retirement 
package  which  best  fits  your  own  needs,  without 
the  financial  and  administrative  burden  of  supplying 
like  coverage  for  every  member  of  your  staff. 

Freedom  to  offer  your  staff  "large  corporation” 
benefits,  even  if  your  professional  practice  or  company 
is  modest  in  size. 

The  equation  can  work  for  you,  through  the  services 
of  Staff  Leasing,  Inc.  The  concept  is  simple.  Our 
company  hires  your  employees  and  leases  them  back 
to  you.  Your  office  routine  remains  unchanged,  except 
that  Staff  Leasing,  Inc.  handles  all  facets  of  personnel 
administration.  We  assume  responsibility  for  payroll 
and  related  accounting,  make  ail  employer  contributions 
to  taxes  and  insurance  on  behalf  of  employees,  and 
manage  the  withholding  and  deposit  of  all  employee 
payroll  deductions. 

Because  a large  number  of  men  and  women  are 
employed  by  Staff  Leasing,  Inc.,  our  company  can 
provide  a package  of  employee  benefits  second  to 
none.  Your  staff  will  enjoy  group  medical  insurance, 
including  maternity  benefits;  group  dental  insurance; 
group  life  insurance;  a sound  retirement  plan; 
professional  liability  insurance;  worker’s  compensation 
insurance;  and  more. 

Staff  leasing  is  also  a recognized  and  approved 
solution  to  the  affiliated  service  group 
problem  presented  by  Internal  Revenue  Code 
Section  4l4(m). 

Staff  Leasing,  Inc.  is  not  an  employment  agency. 

We  simply  make  it  easier  for  you  to  operate  your 
professional  practice  or  corporation  with  existing 
staff.  Or  we  staff  your  office  with  new  employees, 
subject  to  your  approval. 

Freedom.  It’s  writing  one  check  a month  and  letting 
Staff  Leasing,  Inc.  do  the  rest. 

Let  us  work  out  a staff  leasing  plan  for  you.  It 
adds  up  to  a better  way  of  doing  business. 


Texas  office: 

Staff  Leasing,  Inc. 
7557  Rambler  Road, 
Suite  610 

Dallas,  Texas  75231 
(214)  696-0808 


Oklahoma  office: 

Staff  Leasing,  Inc. 

P.O.  Box  12373 

Oklahoma  City,  Oklahoma  73 1 57 
(405)  943-3310 
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What’s  new  in  the 
treatment  of  viral 
respiratory  infections 
in  children 

PART  II*  Treatment  for  viral  respiratory  infections  was 
only  symptomatic  until  the  licensing  of  amantadine 
(Symmetrel)  for  treatment  of  influenza  A virus  infection 
in  1976.  Although  amantadine  is  still  the  only  licensed 
drug  for  respiratory  viruses  at  present,  numerous  other 
antiviral  agents  are  being  investigated.  This  article  dis- 
cusses the  current  status  of  the  specific  treatment  for 
viral  respiratory  infections. 


Amantadine  (1-adamantanamine  hydrochloride)  was  first  li- 
censed in  1 966  for  use  in  the  prevention  of  Asian  influenza 
(H2H2);  it  did  not  receive  wide  acceptance  in  the  United 
States  until  recently.  The  reluctance  to  use  amantadine  was 
due  to  the  inconvenience  of  using  prophylactic  drugs,  related 
side  effects,  and  the  fact  that  it  was  licensed  for  use  only 
against  Asian  influenza  (H2H2).  Since  that  time,  amantadine 
has  proved  to  be  safe  and  effective  prophylactically  and  ther- 
apeutically against  virtually  all  influenza  A strains  and  was 
licensed  for  use  accordingly.  A panel  at  the  National  Insti- 
tutes of  Health  (NIH)  has  urged  use  of  the  drug  during  an 
influenza  epidemic  (1 5).  Amantadine  is  an  oral  antiviral  drug 
which  inhibits  the  uncoating  of  influenza  A virus  and  may  in- 
terfere with  the  successful  penetration  of  the  cell  by  the  virus 
(16,17).  Amantadine  is  not  effective  against  influenza  B. 
Under  epidemic  conditions  the  potential  prophylactic  and 
therapeutic  use  of  amantadine  in  specific  populations  of  chil- 
dren may  help  reduce  some  of  the  morbidity  and  mortality 
associated  with  influenza.  Administration  of  amantadine  prior 
to  exposure  prevents  influenza  A virus  infection  with  approx- 
imately 80%  efficacy  (18).  Administration  of  amantadine 
within  48  hours  of  onset  of  acute  infection  with  influenza  A 
significantly  reduces  fever  within  24  hours  and  shortens  the 
course  of  illness,  decreases  the  likelihood  of  impaired  pulmo- 


‘Second  of  two  parts.  Part  I,  "What’s  new  in  the  diagnosis  of  viral  respiratory 
infections  in  children,"  begins  on  page  39. 


nary  function,  and  decreases  the  amount  of  virus  shedding 
(19-21). 

Dosage  for  children  9 to  1 2 years  of  age  is  200  mg/day 
given  in  two  divided  doses.  The  same  total  daily  dose  is  rec- 
ommended for  an  adult  in  once  daily  or  two  divided  doses.  In 
children  1 to  9 years  of  age,  the  total  daily  dose  is  2 to  4 mg/ 
Ib/day  up  to  1 50  mg/day.  For  prophylaxis  in  high  risk  children 
at  the  beginning  of  the  influenza  season,  amantadine  can  be 
given  in  combination  with  the  killed  vaccine  and  then  discon- 
tinued when  immunity  to  the  vaccine  has  had  sufficient  time 
to  develop  (six  weeks  for  primary  immunization  and  two 
weeks  for  booster  vaccination).  If  amantadine  is  used  alone, 
it  must  be  continued  for  the  duration  of  the  epidemic  which  is 
usually  four  to  six  weeks.  For  treatment,  amantadine  should 
be  given  until  the  symptoms  disappear  for  24  to  48  hours. 
Common  side  effects  include  insomnia,  dizziness,  nerv- 
ousness, nausea,  or  vomiting.  These  symptoms  are  gen- 
erally minimal,  well-tolerated,  and  reversible.  A new  ana- 
logue of  amantadine,  rimantadine,  has  been  shown  to  be 
more  effective  in  prophylaxis  of  influenza  A and  caused  sig- 
nificantly fewer  side  effects  (22).  Rimantadine  will  soon  be 
licensed  for  use  with  influenza  A. 

An  additional  interesting  and  most  useful  antiviral  drug  for 
respiratory  viruses  is  currently  under  investigation.  Ribavirin 
(1  p-D-ribofuranosyl-1 ,2,4,triazole-3-carboxamide),  a syn- 
thetic nucleoside  resembling  guanosine  has  been  shown  to 
work  by  inhibition  of  RNA  synthesis  (23).  Ribavirin  is  effective 
for  treatment  of  respiratory  syncytial  virus  (RSV)  infection. 
Recently,  two  prospective,  double-blind  clinical  studies  have 
compared  the  safety  and  efficacy  of  aerosolized  ribavirin  and 
placebo  (24,25).  In  one  study  (24),  33  infants  with  RSV  pneu- 
monia were  included.  Sixteen  infants  received  aerosolized 
ribavirin,  seventeen  infants  received  placebo  (water)  for  an 
average  of  20  hours  per  day  for  three  to  six  days.  Infants  in 
the  ribavirin  group  had  significantly  greater  improvement  in 
their  overall  score  for  severity  of  illness,  in  lower  respiratory 
tract  signs,  and  in  arterial  oxygen  saturation.  Furthermore, 
the  amount  of  viral  shedding  at  the  end  of  therapy  was  also 
reduced.  In  another  study  (25),  26  infants  with  RSV  bron- 
chiolitis were  enrolled.  Twelve  infants  were  treated  with 
aerosolized  ribavirin  for  a continuous  1 2-hour  period  daily  for 
five  days,  and  1 4 infants  were  treated  with  placebo  (saline). 
Infants  in  the  ribavirin  group  improved  more  rapidly  although 
the  patterns  of  virus  shedding  were  not  significantly  different. 
No  side  effects  were  observed  in  either  study.  This  drug, 
when  licensed,  will  help  reduce  the  morbidity  and  mortality  of 
the  diseases  caused  by  RSV,  the  most  common  respiratory 
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virus.  The  medication  will  be  especially  important  for  infants 
with  underlying  disease,  for  RSV  infection  is  commonly  fatal 
for  them  (26).  Efficacy  of  ribavirin  in  treatment  of  influenza  A 
and  B infections  and  in  one  case  of  parainfluenza  type  3 in- 
fection has  also  been  demonstrated  (27-29). 

A variety  of  other  compounds  with  antiviral  properties  have 
been  developed  and  tested  to  various  degrees.  Drugs  used 
for  prophylaxis  and  treatment  of  rhinovirus,  the  most  com- 
mon cause  of  cold,  are  under  intense  scrutiny.  These  chemo- 
therapeutic agents  include  different  types  of  interferon  as 
well  as  enviroxime  (30-33). 

Viral  respiratory  infections  will  continue  to  be  the  most 
common  problems  in  infants  and  children,  and  symptomatic 
therapy  will  be  required  in  most  cases.  However,  for  the  pa- 
tients with  more  serious  illness,  such  as  in  young  infants  or 
children  with  underlying  diseases,  new  developments  in  the 
field  will  permit  effective  intervention.  As  more  antiviral  drugs 
become  available,  the  need  for  rapid  viral  diagnosis  will  be 
crucial.  The  two  developments  need  to  coincide  in  order  to 
have  a significant  impact  on  the  standard  of  care  for  patients 
with  viral  respiratory  infections. 
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Anesthetic 
considerations  for 
patients  with 
Alzheimer’s  disease 

Alzheimer’s  disorder,  or  senile  dementia  of  the  Alz- 
heimer’s type  (SDAT),  first  described  at  the  beginning  of 
this  century,  is  a degenerative  process  involving  the  in- 
tracranial central  nervous  system  and  ultimately  leading 
to  total  disintegration  of  mental  acuity.  Since  the  preva- 
lence of  SDAT  in  the  population  is  increasing,  the 
practicing  anesthesiologist  is  increasingly  likely  to  be 
confronted  with  management  of  these  patients.  Patients 
afflicted  with  this  disease  may  be  poor  candidates  for 
regional  anesthetic  techniques  and  may  suffer  pro- 
longed postanesthetic  central  nervous  system  depres- 
sion following  certain  general  anesthetic  techniques. 
This  article  suggests  an  anesthetic  approach  predicated 
on  knowledge  of  the  pathophysiology  of  SDAT  and  cur- 
rent anesthesiology  principles. 


Alzheimer's  disorder  or  senile  dementia  of  the  Alzheimer’s 
type  (SDAT),  first  described  by  Alois  Alzheimer  in  1 906,  is  a 
complex  degenerative  process  involving  multiple  cellular  de- 
rangements ultimately  leading  to  brain  failure  (1 ).  Since  the 
prevalence  of  SDAT  in  the  population  is  increasing,  the  prac- 
ticing anesthesiologist  is  more  likely  than  ever  to  be  asked  to 
provide  anesthetic  care  to  these  patients.  The  Alzheimer  pa- 
tient, due  to  inability  to  cooperate  or  understand,  may  be  a 
poor  candidate  for  a regional  anesthetic  technique  and  may 
suffer  prolonged  postoperative  central  nervous  system  de- 
pression following  certain  general  anesthetic  techniques. 
Very  little  is  known  of  the  effects  of  anesthesia  on  the  prog- 
ress of  Alzheimer's  disorder  and  very  little  has  appeared  in 
the  literature  on  the  anesthetic  management  of  such  pa- 
tients. Consequently,  the  following  discussion  is  presented 
as  a guide  to  the  anesthesiological  management  of  the  Alz- 
heimer patient  based  on  the  current  state  of  knowledge  of  the 
disease  process  and  current  anesthesiological  precepts. 


Pathophysiology  of  Alzheimer’s  disorder 

Latest  census  data  readily  demonstrate  the  significant 
growth  of  that  segment  of  the  population  often  labeled  as 
“senior  citizens."  In  1 981  more  than  26  million  individuals  in 
the  total  population  of  the  United  States  were  over  65  years 
of  age,  approaching  1 1 .5%  of  the  total  population.  More  im- 
pressive is  the  fact  that  this  segment  of  the  population  in- 
creased by  31 .4%  from  1 970  to  1 981  (2).  Further  studies 
indicate  that  Alzheimer's  disorder  has  a 1 % incidence  and  a 
5%  to  7%  prevalence  among  persons  more  than  65  years 
old.  In  the  population  over  age  80,  the  incidence  increases  to 
4%  and  the  prevalence  to  20%  (3).  These  figures  graphically 
illustrate  the  increasing  likelihood  that  patients  suffering  from 
this  poorly  understood  disease  will  be  encountered  by  the 
practicing  anesthesiologist. 

Although  precise  etiology  is  unknown,  it  may  be  genetically 
linked,  being  autosomal  dominant  in  type  with  incomplete 
penetrance,  with  women  more  commonly  affected  than  men. 
Initial  signs,  often  occurring  in  late  middle  age,  involve  mem- 
ory and  intellectual  impairment  which  progresses  in  tandem 
with  marked  mood  swings  to  mutism  and  total  dissociation 
from  the  environment.  There  is  no  pathological  distinction 
between  young  onset  Alzheimer’s  disorder  and  senile  de- 
mentia, both  exhibiting  generalized  atrophy  of  the  cerebral 
cortex,  particularly  the  cerebral  hemispheres.  Morphologi- 
cally, diffuse  cortical  atrophy  is  observed  with  neuronal  body 
alterations,  neurofibrillary  tangles,  and  neuropile  lesions  or 
senile  plaques  (1). 

Clinical  observation  of  Alzheimer  patients  suggests  that  a 
threshold  amount  of  brain  damage  is  required  for  dementia 
and  other  signs  of  mental  dysfunction  to  appear.  Further- 
more, when  Alzheimer’s  dementia  becomes  evident,  the 
neuropathological  changes  are  correlated  with  an  intractable 
reduction  in  regional  cerebral  blood  flow  in  the  hippocampus 
and  parietotemporal  cerebral  cortex.  However,  the  ability  of 
the  cerebral  vasculature  to  respond  to  a carbon  dioxide  stim- 
ulus is  well  preserved  and  even  appears  to  be  greater  than 
that  of  age  matched  non-demented  controls  (4). 

Recently,  the  cholinergic  system  has  been  singled  out  as  a 
primary  locus  of  impairment.  The  presynaptic  cholinergic 
system  is  selectively  affected,  with  major  decreases  in  cho- 
linergic innervation  of  the  cortex.  There  is  a reduction  in 
presynaptic  cholinergic  markers  (ie,  choline  acetyltrans- 
ferase  and  acetylcholinesterase),  particularly  in  the  hippo- 
campus and  the  basal  forebrain  neurons  of  the  nucleus  of 
Broca  and  the  nucleus  of  Meynert.  These  two  regions  are  a 
major  source  of  the  cholinergic  innervation  of  the  cortex  (5,6). 
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In  advanced  Alzheimer’s,  the  amount  of  functioning  brain 
tissue  and  brain  neurotransmitter  levels  are  significantly  re- 
duced with  a concurrent  decrease  in  the  number  of  all 
receptor  sites. 

Life  span  in  Alzheimer’s  is  not  altered  and  the  length  of 
survival  after  onset  of  the  disorder  is  dependent  upon  the 
state  of  health  of  the  patient  at  the  time  the  diagnosis  is  made 
(3). 

Death  in  patients  with  Alzheimer’s  disease  is  usually  the 
result  of  urinary  tract  or  respiratory  tract  infections.  Mild  hy- 
perreflexia  and  primitive  reflexes  together  with  a defective 
respiratory  tract  reflex  can  be  elicited  in  such  patients  (7). 

Preanesthetic  evaluation 

The  preanesthetic  assessment  of  patients  with  SDAT  can  be 
a challenge  due  to  the  very  nature  of  the  disease  process. 
Without  patient  cooperation,  the  physician  must  have  infor- 
mation from  relatives,  acquaintances,  and  past  medical 
records  to  complement  a thorough  medical  examination.  It 
should  be  noted  that  the  presence  of  SDAT  does  not  pre- 
clude the  presence  of  cardiovascular,  respiratory,  or  other 
systemic  disorders  which  should  be  fully  evaluated  before 
the  administration  of  an  anesthetic.  Suggested  minimal  labo- 
ratory studies  should  include  an  electrocardiogram  to  assist 
in  evaluation  of  cardiac  status,  along  with  hemoglobin  and 
electrolyte  determination  to  assist  in  the  assessment  of  al- 
terations that  usually  accompany  the  debilitated  state. 

Selection  of  appropriate  premedication  in  these  patients 
can  be  tricky.  Since  most  of  Alzheimer's  victims  display  cen- 
tral nervous  system  depression  and  defective  airway  re- 
flexes, use  of  the  customary  doses  of  narcotics  or  sedatives 
could  easily  promote  severe  respiratory  depression  or  respi- 
ratory arrest  and  increase  the  risk  of  passive  regurgitation 
with  subsequent  aspiration  of  gastric  contents  (8). 

Due  to  the  reduction  in  the  number  of  active  receptor  sites 
in  the  brain,  increased  effects  of  accepted  doses  of  most 
tranquilizers  are  to  be  expected.  In  such  patients,  neurolep- 
tics and  other  such  drugs  that  act  on  the  central  neurotrans- 
mitters tend  to  sensitize  individuals,  not  only  to  the  neurolep- 
tic therapeutic  effects  but  also  to  the  secondary  side  effects 
such  as  parkinsonian  symptoms  (9).  It  should  be  remem- 
bered that  these  side  effects  are  also  common  when  very  low 
dosages  are  employed.  Consequently,  it  is  recommended 
that  drugs  such  as  droperidol  be  avoided  in  these  patients. 

The  cholinergic  system  has  also  been  shown  to  be  im- 
paired in  patients  with  Alzheimer’s  disorder.  This  also  has 
implications  as  regards  to  anesthetic  drug  effects.  Notably, 
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commonly  administered  anticholinergic  anesthetic  drugs 
which  are  capable  of  crossing  the  blood-brain  barrier,  such 
as  scopolamine  and  atropine,  may  prove  detrimental.  In  fact, 
their  use  in  healthy  individuals  can  produce  symptoms  simi- 
lar to  those  that  occur  in  SDAT  (10).  Although  in  healthy 
individuals  these  effects  may  be  transient,  this  may  not  be 
the  situation  in  patients  suffering  from  Alzheimer’s  disorder, 
and  their  avoidance  in  such  patients  would  be  prudent.  On 
the  other  hand,  the  effects  of  the  anticholinesterases  that 
cross  the  blood-brain  barrier  may  have  beneficial  effects  on 
the  progress  of  Alzheimer’s  disorder  (1 1 ).  The  potential  ther- 
apeutic benefits  of  physostigmine  in  this  regard  are  currently 
under  active  investigation  (written  communication,  Robert 
Katzman,  MD,  October  1982,  Yeshiva  University). 

Consequently,  it  seems  prudent  that  all  premedicant  drugs 
should  be  avoided  in  such  patients  until  the  individual  is  di- 
rectly under  the  control  of  the  anesthesiologist.  Whether  or 
not  the  patient  s routine  maintenance  medications  should  be 
continued  preoperatively  should  be  decided  according  to  cur- 
rent anesthetic  practice  (12). 

Anesthetic  technique 

The  selection  of  some  variety  of  regional  analgesia,  sub- 
arachnoid or  epidural  block,  would  initially  appear  to  be  of 
benefit  in  these  individuals.  However,  lack  of  patient  under- 
standing or  cooperation  during  placement  of  the  block  and 
during  the  surgical  procedure,  along  with  bony  and  muscular 
alterations  accompanying  prolonged  debilitations,  may  easily 
result  in  no  block  or  an  incomplete  block  with  subsequent 
unsatisfactory  operating  conditions  (13).  A patient  in  the 
early  stages  of  the  disease  process,  however,  when  menta- 
tion has  not  been  totally  destroyed,  may  certainly  benefit  by 
the  use  of  an  appropriate  conduction  anesthetic  technique. 

In  the  circumstances  where  general  anesthesia  is  deemed 
to  be  most  suitable,  a technique  involving  endotracheal  intu- 
bation for  airway  management  and  the  use  of  rapidly 
eliminated  inhalation  and  intravenous  agents  should  prove  to 
be  most  beneficial. 

Induction  of  general  anesthesia  can  be  facilitated  with  the 
usual  hypnotic  induction  agents  such  as  thiopental  and 
methohexital.  However,  the  dose  required  is  normally  less 
than  that  customarily  recommended.  Induction  should  thus 
proceed  by  slow  intravenous  injection  until  unconsciousness 
is  achieved,  thereby  minimizing  the  cardiovascular  depres- 
sant side  effects  of  these  drugs  (14). 

Due  consideration  should  also  be  given  to  the  choice  of 
neuromuscular  blockers  used  to  facilitate  intubation.  Most  of 
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these  patients  will  be  extremely  debilitated  with  muscle  wast- 
ing, and  as  succinylcholine  is  known  to  release  potassium 
from  wasted  muscle  leading  to  hyperkalemia  and,  potentially, 
cardiac  dysrhythmias,  its  use  in  patients  with  Alzheimer's  dis- 
order should  be  avoided  (15).  Pancuronium  bromide,  which 
relies  principally  on  renal  excretion  for  elimination,  should  be 
avoided  in  these  patients  if  there  is  concurrent  decreased 
renal  function,  which  is  frequently  the  case  as  a result  of  the 
propensity  of  these  patients  to  recurrent  urinary  tract  infec- 
tions (16).  Atracurium,  a recently  introduced  nondepolarizing 
neuromuscular  blocking  agent,  would  appear  to  be  the  agent 
of  choice  in  these  individuals  for  endotracheal  intubation  or 
surgical  muscle  relaxation.  The  recommended  intravenous 
initial  dose  of  0.5  mg/kg  followed  by  0.1  mg/kg  approximately 
every  30  minutes  as  needed,  proffers  several  advantages  not 
least  of  which  include  minimal  adverse  effects  on  the  car- 
diovascular system.  Atracurium  undergoes  in  vivo  degrada- 
tion by  Hoffman  elimination  and  ester  hydrolysis  so  that  elim- 
ination of  drug  effect  is  independent  of  renal  and  hepatic 
function  and  does  not  require  reversal  of  effect  by  the  use  of 
intravenous  anticholinesterases,  such  as  neostigmine,  and 
anticholinergics,  such  as  glycopyrrolate.  Therefore,  we  have 
available  an  agent  of  short  duration  which  does  not  dictate 
use  of  additional  drugs  to  reverse  the  effect  (17). 

Maintenance  of  general  anesthesia  should  be  accom- 
plished with  agents  that  are  short  acting  or  eliminated  rapidly, 
as  suggested  above.  A combination  of  nitrous  oxide  and  oxy- 
gen supplemented  by  one  of  the  volatile  anesthetic  agents  or 
oxygen  alone  with  a volatile  anesthetic  agent  as  the  situation 
demands  affords  a suitable  technique.  Since  Alzheimer’s  dis- 
ease is  primarily  a premature  brain  degeneration  process,  it 
follows  that  the  minimum  alveolar  concentration  of  all  the  in- 
halational  anesthetic  agents  will  be  reduced  (18,19).  All  three 
of  the  currently  available  volatile  anesthetic  agents  have 
been  utilized  for  the  maintenance  of  anesthesia  in  patients 
with  Alzheimer’s  disorder  without  apparent  detriment.  How- 
ever, consideration  should  be  given  to  the  potential  problems 
associated  with  enflurane  administration  in  patients  with  re- 
nal dysfunction  which  is  not  an  infrequent  occurrence  in  Alz- 
heimer’s patients.  The  inorganic  fluoride  ion  metabolite  of 
this  agent  may  reach  levels  in  kidney  tissue  sufficient  to 
cause  further  renal  damage  and  decreased  function  (20). 
Also  enflurane  under  certain  conditions  has  been  known  to 
stimulate  seizure-like  activity  which  may  be  detrimental  in 
such  patients  (21 ).  It  should  be  noted  as  well  that  halothane 
should  be  avoided  where  concomitant  liver  dysfunction  is 
present  (22,23). 


Should  a narcotic,  nitrous  oxide,  oxygen  technique  be  con- 
sidered preferable,  the  long-acting  narcotic  agents  should  be 
avoided.  Fentanyl  is  the  narcotic  supplement  of  choice  in 
such  cases  with  dosages  tailored  to  the  individual  patient 
with  due  regard  to  his  general  condition  and  dictated  by  heart 
rate,  blood  pressure,  lacrimation,  pupillary  size,  etc  (24). 
Since  the  volatile  agents  are  eliminated  via  the  pulmonary 
route  (25)  and  the  effects  of  fentanyl  can  be  readily  reversed 
by  use  of  a narcotic  antagonist,  such  as  naloxone  (26),  judi- 
cious use  of  these  agents  will  allow  a rapid  emergence  from 
general  anesthesia  with  minimal  postoperative  effects.  Sup- 
plementation of  the  anesthetic  using  scopolamine,  atropine, 
diazepam,  or  droperidol  should  be  avoided  for  reasons  noted 
previously. 

During  mechanical  ventilation  of  the  patient  with  Alz- 
heimer’s disorder,  hyperventilation  with  hypocarbia  should  be 
avoided  as  the  already  reduced  cerebral  blood  flow  and  cere- 
bral degeneration  which  these  patients  exhibit  may  be 
detrimentally  affected  by  the  cerebral  vasoconstriction  that 
accompanies  hyperventilation.  As  such,  until  further  evi- 
dence becomes  available,  all  such  patients  should  be  main- 
tained in  a state  of  normocapnia  during  anesthesia. 

One  point  that  is  often  forgotten  is  the  very  fragile  state  of 
these  patients’  skeletal,  muscular,  and  cutaneous  systems. 
Muscle  contractions,  muscle  wasting,  osteoporosis,  arthritic 
changes,  and  cutaneous  degenerations  may  all  be  present  in 
varying  degrees.  These  individuals  must  be  handled  gently 
and  carefully  to  avoid  further  damage  to  these  compromised 
areas.  Careful  transfer  between  cart  and  operating  table, 
with  support  and  padding  during  anesthesia  and  surgery,  are 
critical  (27). 

Postoperative  considerations 

Despite  meticulous  preoperative  and  intraoperative  anes- 
thetic care,  delayed  recovery  from  the  anesthetic  is  common. 
As  such,  prolonged  observation  is  the  order  of  the  day  in 
conjunction  with  aggressive  pulmonary  toilet  and  ventilatory 
support.  The  use  of  physostigmine  as  a general  adjuvant  in 
such  patients  to  reverse  the  general  anesthetic  effects  is  still 
controversial  but  may  be  of  benefit  in  patients  with  Al- 
zheimer’s disorder. 

Conclusion 

There  is  a paucity  of  information  in  the  literature  regarding 
the  anesthetic  management  of  patients  suffering  from  Alz- 
heimer’s disorder.  This  discussion  should  therefore  form  a 
basis  for  the  proper  management  of  such  patients  during 
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anesthesia,  and  assist  the  physician  in  his  quest  to  promote 
better  care  of  these  unfortunate  individuals.  It  is  thus  con- 
cluded that  during  anesthesia,  avoidance  of  major  tran- 
quilizers and  mood  altering  drugs  would  be  prudent  and 
anesthesia  should  be  carried  out  using  short-acting  and 
rapidly  eliminated  agents. 
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Psychiatry, 
immunology,  and 
cancer 

Studies  have  shown  that  stress  impairs  immune  system 
responsiveness  and  may  influence  malignant  disease. 
Animal  studies,  for  example,  have  demonstrated  a rela- 
tionship between  stress  and  accelerated  tumor  growth, 
and  other  studies  have  suggested  a relationship  be- 
tween stress  and  T and  B cell  responsiveness.  Because 
of  such  relationships,  physicians  treating  cancer  pa- 
tients should  utilize  all  available  therapies  to  reduce 
stress,  convey  hope,  and  assure  the  patient  that  he  or 
she  has  allies  throughout  the  illness. 


As  early  as  1 846,  W.H.  Walsh  (1 ) wrote,  “The  influences 
of  grief  appear  to  me,  in  a general  way,  the  most  common 
cause  of  cancer.”  Many  clinicians  have  observed  stress  and 
how  the  “will  to  live”  influences  malignant  disease.  Data  now 
link  the  effects  of  physical  and  emotional  stress  on  the  im- 
mune system  and  their  possible  influence  on  malignant 
disease.  Stress  can  be  considered  a contributing  biological 
factor  to  the  disease  process,  when  disease  is  viewed  as  a 
persistent,  harmful  disturbance  of  the  equilibrium  of  the  bi- 
ophysical system.  We  can  also  link  stress  to  neurohormonal 
and  immunologic  stimuli  which  in  turn  govern  the  equilibrium 
of  the  body  functions.  Stress  stimuli  processed  by  humans  in 
an  unhealthy  manner  produce  unhealthy  body  effects  regis- 
tered by  organ  systems,  especially  the  immune  system. 
Perhaps  this  processing  of  emotions  (from  life  experiences) 
may  be  a clue  to  why  people  have  paradoxical  life  and  death 
experiences.  Every  clinician  has  questioned  why  some 
people  die  unexpectedly  (without  discoverable  causes) 
and  others  live  when  they  are  expected  to  die.  A theoretical 
model  of  how  life  experiences  could  influence  behaviors  is 
shown  in  Fig  1 . This  article  discusses  the  possible  effects  of 
stressors  on  the  immune  system  and  cancer. 

Humoral  antibody  mediated  immunity 

On  antigenic  stimulation,  lymphocyte  differentiation  into  im- 
munological competent  B cells  occurs  in  the  diffuse  lymphoid 
structures  of  the  gut  and  bone  marrow  in  mammals.  The  B 


cells  differentiate  into  plasma  cells  which  migrate  into  lym- 
phoid tissue  and  spleen  and  are  deposited  as  basophils. 
Other  plasma  cells  go  to  the  thymus,  forming  T cells,  and 
become  thymus  dependent.  Immunoglobulins  IgG,  IgA,  IgE, 
IgM,  and  IgD  serve  as  a defense  against  toxins  and  bacteria. 
Humoral  antibody  responses  are  involved  in  immediate  hy- 
persensitivity reactions  (ie,  anaphylaxis). 

Cellular  mediated  immunity 

T cells  interacting  with  antigens  form  lymphokines  or  killer  T 
cells  and  macrophages  with  cytotoxic  action.  B cells  help 
regulate  tissue  and  cell  growth  through  antibody  production 
and  serve  as  a defense  against  viruses  and  cancer  cells. 
Cellular  immune  responses  are  also  involved  in  delayed  hy- 
persensitivity (transplant  rejection).  Humoral  antibody  and  T 
cell  mediated  immunity  are  influenced  both  by  autonomic 
and  central  nervous  systems  as  well  as  by  the  hypothalamic- 
pituitary  axis. 

Neoplastic  cellular  changes  occurring  from  radiation  (2), 
chemicals  (3),  hormones  (4),  viruses  (5),  and  genetics  (6) 
seem  to  be  well  established.  In  order  for  psychosocial  factors 
to  cause  the  cellular  change  (ie,  mutation  and  transforma- 
tion) occurring  in  neoplasia,  they  must  change  cells  by  direct 
means  (ie,  faulty  repair  of  the  DNA).  Indirectly,  psychosocial 
factors  may  cause  changes  in  cells  by  blocking  immune 
receptors  (enhancing  tumor  growth)  or  by  removing  the 
transformation  by  cell  lysis  (decreasing  tumor  growth). 

Fortunately  nonhuman  mammals  and  humans  have  simi- 
lar mechanisms  of  carcinogenesis  so  stress  produces  the 
same  hormonal  responses  with  only  quantitative  differences 
(7,  8).  Both  the  nervous  and  immune  systems  receive  stimuli; 
the  nervous  systems  react  with  neuronal  firing  and  the  im- 
mune system  by  changing  its  molecules.  Both  systems  react 
to  genetic  and  environmental  stimuli  and  demonstrate  wide 
latitudes  of  adaptation  to  previously  unknown  stresses. 

The  immune  and  nervous  systems  interact  at  all  levels  in 
very  complex  ways.  Immunological  responses  are  not  as 
specific  as  once  thought;  ie,  a specific  antigen  does  not  affect 
a specific  antibody  but  many  extraneous  events  affect  im- 
mune system  responses.  Some  of  the  better  understood 
reactions  are  described  below  (9). 

1.  Corticosteroids  depress  immune  responses,  enhance 
phagocytosis  and  macrophage  activation,  and  increase  the 
ratio  of  B over  T cells.  Thus  acute  stress  depresses  the  im- 
mune responses  while  chronic  stress  (with  adaptation) 
elevates  or  leaves  the  immune  responses  unchanged. 

2.  Androgens,  estrogens,  and  progesterone  decrease  im- 
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mune  responses,  while  growth  hormone,  thyroxine,  and 
insulin  increase  the  immune  responses. 

3.  Hypothalamic  effect  controlled  by  the  anterior  pituitary 
function  can  depress  immediate  and  delayed  hypersensitivity 
reactions. 

4.  Hormone  receptors  on  lymphocytes  for  corticosteroids, 
growth  hormones,  estradial,  testosterone,  and  acetylcholine 
are  found  more  easily  on  stimulated  than  nonstimulated 
lymphocytes. 

5.  The  interactions  of  the  thymus  with  growth  hormones, 
steroids,  and  thyroid  hormone  are  poorly  understood. 

So,  if  we  establish  that  many  factors  affect  the  immune 
system,  can  we  state  that  stress  influences  neoplasia?  To 
explore  the  relationship,  it  is  helpful  to  review  pertinent  ani- 
mal and  human  studies  which  show  how  psychosocial  fac- 
tors (stress)  change  immune  responses. 

Animal  studies  by  several  groups  (10-14)  showed  that 
mice  stressed  with  electroshock  demonstrated  a dramatic 
increase  in  tumor  growth  due  to  decreased  immune  re- 
sponses. Other  studies  with  different  stressors,  such  as 
flashing  bright  lights  (15),  caging  (16),  sound  (17),  and  ship- 
ping (18)  (measuring  tumor  growth  or  lymphocyte 
responses)  also  showed  increased  tumor  growth.  In  a 
chronic  stress  study  by  Marjan  and  Collector  (19),  immu- 
nosuppression followed  by  immunoenhancement  occurred 
as  measured  by  T and  B cell  responsiveness. 

Human  studies  by  other  researchers  (20-24)  demonstrated 
that  grief  and  sleep  deprivation  suppressed  immune  re- 
sponses as  shown  by  increased  tumor  growth  and/or  other 
physical  illnesses.  Fessel  et  al  (25),  Kissen  et  al  (26),  and 
Borysenko  (27)  found  that  increased  anxiety  altered  immu- 


noglobulin levels  with  increased  susceptibility  to  cancer. 

Other  factors  have  been  identified  as  affecting  immune 
competence.  For  example,  newborns  have  decreased  IgM 
and  decreased  T cell  activity,  while  in  senescence  there  is 
involution  of  the  thymus  with  decreased  lymphocyte  re- 
sponse (28).  Immunological  responses  also  are  decreased  in 
both  starvation  and  obesity  (29).  Stress — either  physiologic, 
psychologic,  or  social — causes  depression  of  one  or  more  of 
the  immune  systems,  although  the  clinical  significance  of  this 
finding  is  not  clearly  understood  (30,31 ). 

In  summary,  then,  the  current  data  relating  psychosocial 
factors,  immunity,  and  cancer  are  becoming  better  estab- 
lished and  can  be  transformed  into  five  hypotheses:  (a) 
psychosocial  factors  (stress)  influence  the  immune  system 
by  initial  depression  and  subsequent  rebound;  (b)  suppres- 
sion of  the  lymphocyte  growth  usually  parallels  immunity  and 
development  of  disease;  (c)  animals  subject  to  high  stress 
often  do  not  die  of  cancer  but  die  of  intercurrent  infection;  (d) 
the  condition  of  the  immune  system  can  be  determined  by 
measuring  the  lymphocyte  responses;  (e)  patients  who  can- 
not express  feelings,  especially  negative  feelings  of  rage  are 
more  prone  to  show  impaired  immune  responses. 

Implication  for  psychiatry 

Since  psychiatry  is  the  specialty  of  medicine  dealing  with 
behavior,  emotions,  and  life  adaptations,  we  in  psychiatry 
should  be  aware  of  the  significance  of  the  findings  presented 
in  this  paper.  What  kind  of  program  can  be  devised  that  will 
provide  for  better  stress  management  and  enhance  the  im- 
mune system  functions  when  stressed  by  psychosocial 
factors?  Since  evidence  exists  that  psychosocial  factors  and 
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the  immune  system  may  be  linked  to  morbidity  and  mortality 
of  cancer,  what  programs  can  be  devised  to  provide  holistic 
medical  care? 

Physicians  are  educated  to  diagnose  and  treat  illness,  an- 
ticipating recovery.  Patients  with  incurable  disease  may 
represent  professional  failures  to  physicians  who  see  cures 
as  their  ultimate  achievement  and  who  find  partial  recovery, 
relapses,  persistent  suffering,  and  death  as  personal  de- 
feats. Because  of  these  physician  attitudes,  the  care — other 
than  medical  and  surgical  treatment — has  been  left  to  the 
family,  friends,  and  ministers.  Physicians  have  often  consid- 
ered terminal  cancer  a nonmedical  problem! 

Our  medical  colleagues  are  aware  that  only  supportive 
therapies  for  oncology  patients  are  used;  this  knowledge  has 
engendered  reluctance  for  referrals  since  the  attitude  exists 
that  most  anyone  can  serve  in  this  role.  Now  an  abundance 
of  information  indicates  that  stress,  especially  emotional 
stress,  depresses  the  immune  system  and  enhances  tumor 
growth.  We  in  liaison  psychiatry  should  seek  an  organized 
program  of  treatment  that  is  understandable  to  our  col- 
leagues. This  program  should  not  only  be  emotionally  sup- 
portive, but  designed  to  support  the  immune  system  by  ade- 
quate stress  reduction.  The  program  should  also  provide  pa- 
tients with  a substrate  for  coping  and  enhance  their  sense  of 
control.  In  medical  terms,  we  might  desensitize  by  ‘immu- 
nization against  helplessness.” 

Historically,  group  psychotherapies  were  used  for  humani- 
tarian reasons  to  improve  the  quality  of  life.  To  date,  support 
groups  led  by  caring,  loving,  and  involved  leaders  have  been 
more  effective  than  other  psychiatric  treatment  (32).  The  cur- 
rent concept  of  oncology  group  therapy  success  lies  in  the 
group  leaders’  effectiveness.  To  be  effective,  the  group 
leader  who  experiences  anguish  in  the  death  and  dying  of 
group  members  must  function  with  ability  for  continued  em- 
pathy without  withdrawal  or  isolation  from  the  group.  He  must 
be  able  to  cope  with  this  stress  without  decompensating  into 
hopelessness  and  despair.  This  is  best  accomplished 
through  the  use  of  a supportive  mature  group  supervisor 
who  is  able  to  refocus  and  reorient  the  direction  of  the 
therapy  in  supervision. 

Using  sexual  functioning  and  return  to  employment  as  in- 
dices of  healthy  adaptation,  Capone  et  al  (33)  found  crises 
intervention  counseling  during  initial  hospitalization  very 
helpful.  Simonton  et  al  (34)  have  pioneered  transpersonal 
techniques  supplementing  regular  medical  treatment  in  their 
oncology  patients.  Cancer  control  appears  to  be  enhanced 
by  coupling  fantasized  visualization  of  physiologic  self- 


regulation with  traditional  radiology.  In  other  words,  the 
therapist  provides  “tools"  to  be  used  in  fantasy  so  the  pa- 
tient can  cope  with  unknown  changes  within  his  body.  He 
can  fantasize  killer  T cells  to  be  big  and  strong,  devouring 
weaker  cancer  cells,  and  have  his  fantasies  supported. 
These  individual  therapy  sessions  are  supplemented  by  re- 
laxation, hypnosis,  and  group  therapy  by  the  Simonton 
group. 

According  to  Redd  et  al  (35),  behavior  modification  using 
relaxation,  imagery,  and  suggestion  has  been  useful  for 
specific  target  symptoms  in  the  cancer  patient.  Even  such 
difficult  symptoms  as  nausea,  vomiting,  and  fear  of  side 
effects  of  chemotherapy  may  be  modified  with  behavior 
modification  or  by  biofeedback. 

Although  grief  reactions,  anxiety  reactions,  and  depres- 
sions are  the  most  common  psychosocial  responses,  treat- 
ment with  tranquilizers  and  antidepressants  have  been  col- 
lectively disappointing.  In  fact,  tricyclic  antidepressants  are 
not  always  helpful  and  sometime  depress  the  already  de- 
pressed immune  systems. 

The  concept  of  cancer  treatment  centers  will  help  develop 
the  team  approach  (medical,  surgical,  psychiatric,  etc)  in 
the  management  of  malignant  disease.  Inclusion  of  mental 
health  professionals  will  encourage  the  patients’  acceptance 
of  psychiatric  treatment.  Likewise,  as  medical  and  surgical 
physicians  understand  what  psychiatry  can  offer,  there  will 
be  increased  acceptance  of  psychiatric  treatments  in  the 
team  treatment  protocol. 

The  cancer  treatment  team  should  be  hopeful,  conveying 
“there’s  always  a treatment  or  solution”  (not  necessarily 
a recovery),  for  eventualities  of  the  unknown.  Above  all, 
the  patient  must  know  he  has  allies  who  will  stay  with  him 
through  good  and  bad  periods  and  who  will  not  abandon  him 
until  death.  In  other  words,  his  allies  from  “the  team"  would 
remain  available  as  needed  in  his  life-and-death  struggle 
against  cancer.  The  use  of  such  a cancer  center  team  treat- 
ment program  should  enhance  compliance  for  all  treatments 
and  reduce  morbidity  and  mortality  rates. 

As  medical  oncology  has  developed  into  a recognized  sub- 
specialty, physicians  are  generally  becoming  aware  that  the 
management  of  patients’  emotional  difficulties  must  coincide 
with  treatment  of  the  neoplasm  (36).  Seminars  about  the 
psychiatric  treatments  must  be  included  in  the  oncology  resi- 
dency training  program  so  that  the  physician  may  explore  his 
own  attitudes  about  cancer,  death,  and  dying,  and  receive 
some  personal  support  to  develop  meaningful  treatment 
techniques.  Senior  oncologists  and  mental  health  care  pro- 
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fessionals  are  necessary  as  resource  people  as  these  pro- 
grams are  included  in  the  oncology  residency. 

In  summary,  then,  a revised  cancer  education  program 
should  include  education  in  psychiatry  and  cancer,  both  in 
the  undergraduate  and  graduate  levels  in  medicine,  and  for 
the  allied  health  disciplines;  training  in  medical  oncology  so 
the  oncologist  will  not  only  learn  the  relation  between  immu- 
nology and  stress  but  broaden  his  education  to  experience 
this  relationship;  sharing  current  data  with  medical  practi- 
tioners in  CME  programs  and  introducing  liaison  psychiatrists 
as  members  of  the  oncology  treatment  team. 

This  update  on  psychiatry,  immune  systems,  and  cancer 
leaves  many  questions  unanswered.  Hopefully  it  will  help  the 
physician  to  understand  that  a person  not  only  needs  treat- 
ments for  his  tumor  cells  but  needs  treatment  for  his  psyche 
as  well. 
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Profound  lactic 
acidosis  in  a young 
woman  treated  with 
nalidixic  acid 

A 16-year-old  white  girl  with  pancytopenia  and  hepatic 
dysfunction  was  admitted  to  the  intensive  care  unit  with 
an  apparent  toxic  delirium.  Evaluation  revealed  pro- 
found lactic  acidosis.  Administration  of  intravenous 
sodium  bicarbonate  reversed  both  the  clinical  symp- 
toms and  the  metabolic  abnormalities.  Following  clinical 
recovery,  hepatic  dysfunction  was  unchanged.  Since 
nalidixic  acid  was  the  only  agent  given  to  the  patient  be- 
fore we  examined  her  in  the  intensive  care  unit,  we 
suspected  an  association  between  the  drug  and  the  lac- 
tic acidosis.  Clinicians  should  be  aware  of  this  possible 
complication  of  therapy,  especially  in  patients  with  renal 
disease  and/or  hepatic  dysfunction. 


Nalidixic  acid  has  been  reported  to  cause  severe  metabolic 
and  lactic  acidosis.  Reported  cases,  however,  have  been 
complicated  by  other  potential  causes  of  acidosis:  hypoten- 
sion (1 ),  renal  failure  (1 ,2),  uncontrolled  diabetes  (1), 
possible  sepsis  (1),  or  the  intake  of  multiple  other  medica- 
tions (1 ,3).  When  plasma  levels  of  nalidixic  acid  were  mea- 
sured, these  acidoses  have  been  associated  with  marked  el- 
evations. We  present  here  a relatively  uncomplicated  case  of 
severe  lactic  acidosis  in  a young  woman  with  impaired  liver 
function,  treated  for  three  days  with  high  dose  nalidixic  acid. 

Case  history 

A 16-year-old  white  girl  was  admitted  to  the  intensive  care 
unit  for  evaluation  of  apparent  toxic  delirium  of  two  hours' 
duration.  She  had  been  observed  for  the  previous  three 
months  for  persistent  pancytopenia  secondary  to  a lympho- 
proliferative  disorder.  As  part  of  a program  of  infection 
prophylaxis  in  granulocytopenic  patients,  she  was  placed  on 
oral  nystatin  suspension  (1  million  units  every  six  hours)  and 
nalidixic  acid  (2  g by  mouth  every  six  hours)  three  days  be- 
fore admission.  Hepatic  dysfunction  consistent  with  non-A, 
non-B  hepatitis  had  appeared  four  weeks  before  admission 


and  was  still  present  at  the  time  of  admission.  This  was  sub- 
sequently shown  to  be  related  to  hepatic  infiltration  with 
lymphoma.  She  had  no  medical  history  of  diabetes,  renal  fail- 
ure, drug  abuse,  drug  overdose,  or  seizure  disorder.  She 
received  no  other  medications  and  took  her  last  dose  of 
nalidixic  acid  two  hours  before  admission. 

Her  blood  pressure  was  1 50/1 00,  pulse  rate  1 30  and  regu- 
lar, respiration  35,  and  axillary  temperature  37.2°  C (99°  F). 
She  was  visibly  jaundiced  and  markedly  agitated.  Neurologic 
examination  failed  to  demonstrate  any  other  abnormality  or 
localizing  sign.  The  remainder  of  the  physical  examination 
was  unremarkable,  except  for  hepatosplenomegaly.  She  was 
given  naloxone,  gastric  lavage,  activated  charcoal,  and  mag- 
nesium sulfate  catharsis  to  treat  a possible  drug  overdose. 
We  administered  50  ml_  of  50%  dextrose  and  1 00  mg  of  thia- 
mine intravenously  without  effect.  Laboratory  values  are 
shown  in  Fig  1.  Hemogram  (WBC  of  5,300/p.L,  hematocrit 
27%,  platelet  count  of  57,000/|j.L)  represented  a marked 
change  from  values  recorded  the  day  before  admission 
(WBC  900  p.L,  hematocrit  34.4%,  and  platelet  count  27,000). 
As  soon  as  the  blood  gas  results  were  known,  the  patient 
was  given  two  ampules  of  sodium  bicarbonate  and  within  ten 
minutes  began  to  verbalize  appropriately.  Within  two  hours 


1 . Laboratory  results  for  1 6-year-old  girl  presenting  with  apparent  toxic 
delirium. 


Sodium 

140  mmol/L 

Potassium 

4.2  mmol/L 

Chloride 

1 10  mmol/L 

C02 

7 mmol/L 

Glucose 

126  mg/dL 

BUN 

1 1 mmol/L 

Creatinine 

1 .0  mg/dL 

White  blood  cell  count 

5,300/pL 

Hematocrit 

27% 

Platelet  count 

57,000/p.L 

SGOT 

210  m|i/mL  (nl  = 5 20) 

SGPT 

192  m|x/mL  (nl = 5 — 24) 

Bilirubin 

6.6  mg/dL 

Alkaline  phosphatase 

62  mp/mL  (nl  = 15  — 70) 

pO? 

143  mmHg 

pC02 

13  mmHg 

pH 

7.16 

Serum  calcium 

9.2  mg/dL 

Serum  ammonia 

19  mmol  (nl =0  70) 

EKG 

Sinus  tachycardia 

Chest  roentgenogram 

Normal 

Urine 

Free  of  ketones,  oxalate  crystals,  and  myoglobin 

Blood  and  urine  cultures 

Negative 

Serum  lactate 

105  mg/dL  (nl=0.5-18,  venous  blood) 

Thyroid  function  tests 

Normal 

Toxicologic  screening  of 
urine  and  blood 

Unrevealing 
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she  was  perfectly  lucid  and  her  electrolytes  and  arterial  blood 
gases  showed  marked  improvement.  Nalidixic  acid  was  with- 
held, and  during  the  next  36  hours  the  patient's  abnormal 
metabolic  parameters  completely  corrected  with  a total  dose 
of  eight  ampules  of  bicarbonate  given  during  this  period. 
Serum  samples  taken  four  and  28  hours  after  admission  and 
sodium  bicarbonate  therapy  were  analyzed  for  determination 
of  serum  nalidixic  acid  concentration  and  revealed  levels  of 
43.7  mg/mL  and  0 22  mg/mL  (therapeutic  levels  15-40  mg/ 
ml.  at  doses  of  1 to  2 g orally,  q 6 hours  at  steady  state), 
respectively. 

Following  recovery  the  hepatic  dysfunction  remained  un- 
changed and  the  hemogram  returned  to  values  seen  the 
previous  day,  suggesting  transient  catecholamine-induced 
demargination  as  the  cause  of  its  brief  change.  She  was  dis- 
charged on  the  fourth  hospital  day  with  no  medication  and 
with  normal  metabolic  parameters. 

Discussion 

This  patient  had  severe  lactic  acidosis  that  appeared  to  be 
related  to  the  ingestion  of  nalidixic  acid.  In  contrast  to  previ- 
ously reported  cases,  there  were  no  other  known  causes  of 
lactic  acidosis.  Plasma  nalidixic  acid  levels  four  hours  after 
starting  sodium  bicarbonate  therapy  were  only  minimally  ele- 
vated and  24  hours  later  were  negligible,  suggesting  en- 
hanced renal  clearance  and  elimination  of  nalidixic  acid  that 
is  seen  with  sodium  bicarbonate  therapy  (4).  Having 
achieved  a steady  state  in  a patient  on  the  same  dosage 
schedule  as  the  patient  described  above,  Buchbinder  (5)  re- 
ported a relatively  constant  serum  level  of  1 5.6  mg/dL  one, 
three,  and  six  hours  after  administration  of  the  last  dose  of 
drug.  This  further  suggests  the  role  of  sodium  bicarbonate  in 
both  the  minimally  elevated  levels  of  nalidixic  acid  in  plasma 
and  its  rapid  decay  following  therapy. 

The  contribution  of  this  patient's  hepatic  dysfunction  to  the 
lactic  acidosis  is  uncertain.  At  this  center,  however,  more 
than  100  patients,  40%  of  whom  had  some  degree  of  hepatic 
dysfunction,  have  been  treated  with  the  same  dose  of  nali- 
dixic acid  without  developing  this  metabolic  problem.  The 
drug  is  partially  metabolized  by  the  liver  and  fully  excreted  by 
the  kidney.  Increased  plasma  levels  of  nalidixic  acid  are  ob- 
served in  patients  with  impaired  renal  function  (4),  but  there 
are  no  such  reports  of  increased  levels  in  patients  with  im- 
paired liver  function.  Unchanged  hepatic  function  during  the 
episode  and  following  clinical  recovery  suggests,  however, 
that  it  did  not  play  an  etiologic  role  in  this  patient’s  acidosis. 

The  frequency  of  such  episodes  is  unknown,  but  the  scar- 
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city  of  case  reports  would  suggest  that  they  are  rare.  Like- 
wise, the  etiology  is  unknown.  Physicians  using  this  drug 
should  be  aware  of  this  possible  complication,  especially  in 
patients  with  renal  disease  and/or  hepatic  dysfunction  as  the 
acidosis  is  potentially  lethal,  but  readily  treatable  if  recog- 
nized promptly. 
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BT 


Low  incidence  of  side  effects 

CARDIZEM®  (diltiazem  HC1) 
produces  an  incidence  of  adverse 
reactions  not  greater  than  that 
reported  with  placebo  therapy, 
thus  contributing  to  the  patient’s 
sense  of  well-being. 

"Cardizem  is  indicated  in  the  treatment  of  angina  pectoris  due  to 
coronary  artery  spasm  and  in  the  management  of  chronic  stable 
angina  (classic  effort-associated  angina)  in  patients  who  cannot 
tolerate  therapy  with  beta-blockers  and/or  nitrates  or  who  remain 
symptomatic  despite  adequate  doses  of  these  agents. 
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Reduces  angina  attack  frequency 

42%  to  46%  decrease  reported  in 
multicenter  study.1 

Increases  exercise  tolerance* 

In  Bruce  exercise  test,2  control 
patients  averaged  8.0  minutes  to 
onset  of  pain;  Cardizem  patients 
averaged  9.8  minutes  (P<.005). 
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Please  see  full  prescribing  information  on  following  page. 
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PROFESSIONAL  USE  INFORMATION 


cardizem 

(dilfazem  HCI) 

30  mg  and  60  mg  tablets 


DESCRIPTION 

CARDIZEM"  (diltiazem  hydrochloride)  Is  a calcium  ion  influx 
inhibitor  (slow  channel  blocker  or  calcium  antagonist).  Chemically, 
diltiazem  hydrochloride  is  1,5-Benzothiazepin-4(5H)one,3-(acetyloxy) 
-5-[2-(dimethylamino)ethyl]-2,3-dihydro-2-(4-methoxyphenyl)-, 
monohydrochloride,(+)  -cis-  The  chemical  structure  is: 


Diltiazem  hydrochloride  is  a white  to  otl-white  crystalline  powder 
with  a hitter  taste.  It  is  soluble  in  water,  methanol,  and  chloroform 
It  has  a molecular  weight  of  450.98.  Each  tablet  of  CARDIZEM 
contains  either  30  mg  or  60  mg  diltiazem  hydrochloride  for  oral 
administration. 


CLINICAL  PHARMACOLOGY 

The  therapeutic  benefits  achieved  with  CARDIZEM  are  believed 
to  be  related  to  its  ability  to  inhibit  the  influx  of  calcium  ions 
during  membrane  depolarization  of  cardiac  and  vascular  smooth 
muscle. 

Mechanisms  of  Action.  Although  precise  mechanisms  of  its 
antianginal  actions  are  still  being  delineated.  CARDIZEM  is  believed 
to  act  in  the  following  ways: 

1.  Angina  Due  to  Coronary  Artery  Spasm:  CARDIZEM  has  been 
shown  to  be  a potent  dilator  of  coronary  arteries  both  epicardial 
and  subendocardial.  Spontaneous  and  ergonovme-induced  cor- 
onary artery  spasm  are  inhibited  by  CARDIZEM 

2.  Exertional  Angina:  CARDIZEM  has  been  shown  to  produce 
increases  in  exercise  tolerance,  probably  due  to  its  ability  to 
reduce  myocardial  oxygen  demand  This  is  accomplished  via 
reductions  in  heart  rate  and  systemic  blood  pressure  at  submaxlmal 
and  maximal  exercise  work  loads. 

In  animal  models,  diltiazem  interferes  with  the  slow  inward 
(depolarizing)  current  in  excitable  tissue.  It  causes  excitation-contraction 
uncoupling  in  various  myocardial  tissues  without  changes  in  the 
configuration  of  the  action  potential.  Diltiazem  produces  relaxation 
of  coronary  vascular  smooth  muscle  and  dilation  of  both  large  and 
small  coronary  arteries  at  drug  levels  which  cause  little  or  no 
negative  inotropic  effect.  The  resultant  increases  in  coronary  blood 
flow  (epicardial  and  subendocardial)  occur  in  ischemic  and  nonischemic 
models  and  are  accompanied  by  dose-dependent  decreases  in  sys- 
temic blood  pressure  and  decreases  in  peripheral  resistance. 

Hemodynamic  and  Electrophysiologlc  Effects.  Like  other 
calcium  antagonists,  diltiazem  decreases  sinoatrial  and  atrioventricu- 
lar conduction  in  isolated  tissues  and  has  a negative  inotropic  effect 
in  isolated  preparations  In  the  intact  animal,  prolongation  of  the  AH 
interval  can  be  seen  at  higher  doses. 

In  man,  diltiazem  prevents  spontaneous  and  ergonovine-provoked 
coronary  artery  spasm.  It  causes  a decrease  in  peripheral  vascular 
resistance  and  a modest  fall  in  blood  pressure  and,  in  exercise 
tolerance  studies  in  patients  with  ischemic  heart  disease,  reduces 
the  heart  rate-blood  pressure  product  for  any  given  work  load 
Studies  to  date,  primarily  in  patients  with  good  ventricular  function, 
have  not  revealed  evidence  of  a negative  inotropic  effect;  cardiac 
output,  election  fraction,  and  left  ventricular  end  diastolic  pressure 
have  not  been  affected.  There  are  as  yet  few  data  on  the  interaction 
of  diltiazem  and  beta-blockers.  Resting  heart  rate  is  usually  unchanged 
or  slightly  reduced  by  diltiazem 

Intravenous  diltiazem  in  doses  of  20  mg  prolongs  AH  conduction 
time  and  AV  node  functional  and  effective  refractory  periods  approxi- 
mately 20%.  In  a study  involving  single  oral  doses  of  300  mg  of 
CARDIZEM  in  six  normal  volunteers,  the  average  maximum  PR 
prolongation  was  14%  with  no  instances  of  greater  than  first-degree 
AV  block.  Diltiazem-associated  prolongation  of  the  AH  interval  is  not 
more  pronounced  in  patients  with  first-degree  heart  block.  In  patients 
with  sick  sinus  syndrome,  diltiazem  significantly  prolongs  sinus 
cycle  length  (up  to  50%  in  some  cases). 

Chronic  oral  administration  of  CARDIZEM  in  doses  of  up  to  240 
mg/day  has  resulted  in  small  increases  in  PR  interval,  but  has  not 
usually  produced  abnormal  prolongation.  There  were,  however,  three 
instances  of  second-degree  AV  block  and  one  instance  of  third- 
degree  AV  block  in  a group  of  959  chronically  treated  patients 

Pharmacokinetics  and  Metabolism.  Diltiazem  is  absorbed 
from  the  tablet  formulation  to  about  80%  of  a reference  capsule  and 
is  subject  to  an  extensive  first-pass  effect,  giving  an  absolute 
bioavailability  (compared  to  intravenous  dosing)  of  about  40%.  CARDIZEM 
undergoes  extensive  hepatic  metabolism  in  which  2%  to  4%  of  the 
unchanged  drug  appears  in  the  urine.  In  vitro  binding  studies  show 
CARDIZEM  is  70%  to  80%  bound  to  plasma  proteins  Competitive 
ligand  binding  studies  have  also  shown  CARDIZEM  binding  is  not 
altered  by  therapeutic  concentrations  of  digoxin,  hydrochlorothiazide, 
phenylbutazone,  propranolol,  salicylic  acid,  or  warfarin.  Single  oral 
doses  of  30  to  120  mg  of  CARDIZEM  result  in  detectable  plasma 
levels  within  30  to  60  minutes  and  peak  plasma  levels  two  to  three 
hours  after  drug  administration.  The  plasma  elimination  half-life 
following  single  or  multiple  drug  administration  is  approximately  3.5 
hours  Desacetyl  diltiazem  is  also  present  in  the  plasma  at  levels  of 
10%  to  20%  of  the  parent  drug  and  is  25%  to  50%  as  potent  a 
coronary  vasodilator  as  diltiazem.  Therapeutic  blood  levels  of 
CARDIZEM  appear  to  be  in  the  range  of  50  to  200  ng/ml.  There  is  a 
departure  from  dose-linearity  when  single  doses  above  60  mg  are 
given;  a 1 20-mg  dose  gave  blood  levels  three  limes  that  of  the  60-mg 
dose.  There  is  no  information  about  the  effect  of  renal  or  hepatic 
impairment  on  excretion  or  metabolism  of  diltiazem. 

INDICATIONS  AND  USAGE 

1  Angina  Pectoris  Due  to  Coronary  Artery  Spasm.  CARDIZEM 


is  indicated  in  the  treatment  of  angina  pectoris  due  to  coronary 
artery  spasm.  CARDIZEM  has  been  shown  effective  in  the 
treatment  of  spontaneous  coronary  artery  spasm  presenting  as 
Prinzmetal’s  variant  angina  (resting  angina  with  ST-segment 
elevation  occurring  during  attacks). 

2 Chronic  Stable  Angina  (Classic  Effort  Associated  Angina). 
CARDIZEM  is  indicated  in  the  management  of  chronic  stable 
angina.  CARDIZEM  has  been  effective  in  controlled  trials  in 
reducing  angina  frequency  and  increasing  exercise  tolerance. 

There  are  no  controlled  studies  of  the  effectiveness  of  the  concomi- 
tant use  of  diltiazem  and  beta-blockers  or  of  the  safety  of  this 
combination  in  patients  with  impaired  ventricular  function  or  conduc- 
tion abnormalities. 

CONTRAINDICATIONS 

CARDIZEM  Is  contraindicated  in  (1)  patients  with  sick  sinus 
syndrome  except  in  the  presence  of  a functioning  ventricular  pacemaker, 
(2)  patients  with  second-  or  third-degree  AV  block  except  in  the 
presence  of  a functioning  ventricular  pacemaker,  and  (3)  patients 
with  hypotension  (less  than  90  mm  Hg  systolic). 

WARNINGS 

1 Cardiac  Conduction.  CARDIZEM  prolongs  AV  node  refrac- 
tory periods  without  significantly  prolonging  sinus  node  recov- 
ery time,  except  in  patients  with  sick  sinus  syndrome.  This 
effect  may  rarely  result  in  abnormally  slow  heart  rates  (particularly 
in  patients  with  sick  sinus  syndrome)  or  second-  or  third-degree 
AV  block  (six  of  1243  patients  for  0 48%).  Concomitant  use  of 
diltiazem  with  beta-blockers  or  digitalis  may  result  in  additive 
effects  on  cardiac  conduction.  A patient  with  Prinzmetal’s 
angina  developed  periods  of  asystole  (2  to  5 seconds)  after  a 
single  dose  of  60  mg  of  diltiazem. 

2.  Congestive  Heart  Failure.  Although  diltiazem  has  a negative 
inotropic  effect  in  isolated  animal  tissue  preparations,  hemodynamic 
studies  in  humans  with  normal  ventricular  function  have  not 
shown  a reduction  in  cardiac  index  nor  consistent  negative 
effects  on  contractility  (dp/dt).  Experience  with  the  use  of 
CARDIZEM  alone  or  in  combination  with  beta-blockers  in  patients 
with  impaired  ventricular  function  is  very  limited  Caution  should 
be  exercised  when  using  the  drug  in  such  patients 

3 Hypotension.  Decreases  in  blood  pressure  associated  with 
CARDIZEM  therapy  may  occasionally  result  in  symptomatic 
hypotension. 

4 Acute  Hepatic  Injury.  In  rare  instances,  patients  receiving 
CARDIZEM  have  exhibited  reversible  acute  hepatic  injury  as 
evidenced  by  moderate  to  extreme  elevations  of  liver  enzymes. 
(See  PRECAUTIONS  and  ADVERSE  REACTIONS.) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is  extensively  metab- 
olized by  the  liver  and  excreted  by  the  kidneys  and  in  bile.  As  with  any 
new  drug  given  over  prolonged  periods,  laboratory  parameters  should 
be  monitored  at  regular  intervals.  The  drug  should  be  used  with 
caution  in  patients  with  impaired  renal  or  hepatic  function  In  sub- 
acute and  chronic  dog  and  rat  studies  designed  to  produce  toxicity, 
high  doses  of  diltiazem  were  associated  with  hepatic  damage  In 
special  subacute  hepatic  studies,  oral  doses  of  125  mg/kg  and 
higher  in  rats  were  associated  with  histological  changes  in  the  liver 
which  were  reversible  when  the  drug  was  discontinued  In  dogs, 
doses  of  20  mg/kg  were  also  associated  with  hepatic  changes, 
however,  these  changes  were  reversible  with  continued  dosing. 

Drug  Interaction.  Pharmacologic  studies  indicate  that  there 
may  be  additive  effects  in  prolonging  AV  conduction  when  using 
beta-blockers  or  digitalis  concomitantly  with  CARDIZEM  (See 
WARNINGS) 

Controlled  and  uncontrolled  domestic  studies  suggest  that  con- 
comitant use  of  CARDIZEM  and  beta-blockers  or  digitalis  is  usually 
well  tolerated.  Available  data  are  not  sufficient,  however,  to  predict 
the  effects  of  concomitant  treatment,  particularly  in  patients  with  left 
ventricular  dysfunction  or  cardiac  conduction  abnormalities.  In  healthy 
volunteers,  diltiazem  has  been  shown  to  increase  serum  digoxin 
levels  up  to  20%. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility.  A 

24  month  study  in  rats  and  a 21-month  study  in  mice  showed  no 
evidence  of  carcinogenicity  There  was  also  no  mutagenic  response 
in  in  vitro  bacterial  tests  No  intrinsic  effect  on  fertility  was  observed 
in  rats. 

Pregnancy.  Category  C Reproduction  studies  have  been  con- 
ducted in  mice,  rats,  and  rabbits  Administration  of  doses  ranging 
from  five  to  ten  times  greater  (on  a mg/kg  basis)  than  the  daily 
recommended  therapeutic  dose  has  resulted  in  embryo  and  fetal 
lethality.  These  doses,  in  some  studies,  have  been  reported  to  cause 
skeletal  abnormalities.  In  the  perinatal/postnatal  studies,  there  was 
some  reduction  in  early  individual  pup  weights  and  survival  rates. 
There  was  an  increased  incidence  of  stillbirths  at  doses  of  20  times 
the  human  dose  or  greater. 

There  are  no  well-controlled  studies  in  pregnant  women;  therefore, 
use  CARDIZEM  in  pregnant  women  only  if  the  potential  benefit 
justifies  the  potential  risk  to  the  fetus. 

Nursing  Mathers.  It  is  not  known  whether  this  drug  is  excreted 
in  human  milk  Because  many  drugs  are  excreted  In  human  milk, 
exercise  caution  when  CARDIZEM  is  administered  to  a nursing 
woman  if  the  drug’s  benefits  are  thought  to  outweigh  its  potential 
risks  in  this  situation 

Pediatric  Use.  Safety  and  effectiveness  in  children  have  not 
been  established 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies  carried  out  to 
date,  but  it  should  be  recognized  that  patients  with  impaired  ventricu- 
lar function  and  cardiac  conduction  abnormalities  have  usually  been 
excluded. 

In  domestic  placebo-controlled  trials,  the  incidence  of  adverse 
reactions  reported  during  CARDIZEM  therapy  was  not  greater  than 
that  reported  during  placebo  therapy. 

The  following  represent  occurrences  observed  in  clinical  studies 
which  can  be  at  least  reasonably  associated  with  the  pharmacology 
of  calcium  influx  inhibition.  In  many  cases,  the  relationship  to 
CARDIZEM  has  not  been  established.  The  most  common  occurrences, 
as  well  as  their  frequency  of  presentation,  are:  edema  (2.4%), 


headache  (2.1%),  nausea  (1.9%),  dizziness  (1.5%),  rash  (1 
asthenia  (1.2%),  AV  block  (1.1%).  In  addition,  the  following  e 
were  reported  infrequently  (less  than  1%)  with  the  order  of  pre; 
tion  corresponding  to  the  relative  frequency  of  occurrence 


Cardiovascular 


Nervous  System 
Gastrointestinal 


Dermatologic 

Other 


Flushing,  arrhythmia,  hypotension,  brai 
dia,  palpitations,  congestive  heart  fa: 
syncope 

Paresthesia,  nervousness,  somnoh 
tremor,  insomnia,  hallucinations,  and  ami 
Constipation,  dyspepsia,  diarrhea,  von 
mild  elevations  of  alkaline  phosphatase,  t 
SGPT,  and  LDH 

Pruritus,  petechiae,  urticaria,  photosens 
Polyuria,  nocturia. 


The  following  additional  experiences  have  been  noted 
A patient  with  Prinzmetal's  angina  experiencing  episod 
vasospastic  angina  developed  periods  of  transient  asympto 
asystole  approximately  five  hours  after  receiving  a single  E 
dose  of  CARDIZEM 

The  following  postmarketing  events  have  been  reported 
quently  in  patients  receiving  CARDIZEM:  erythema  multiformr 
kopenia,  and  extreme  elevations  of  alkaline  phosphatase,  I 
SGPT,  LDH,  and  CPK  However,  a definitive  cause  and  effect  bei 
these  events  and  CARDIZEM  therapy  is  yet  to  be  established 


OVERDOSAGE  OR  EXAGGERATED  RESPONSE 

Overdosage  experience  with  oral  diltiazem  has  been  lir 
Single  oral  doses  of  300  mg  of  CARDIZEM  have  been  well  tolf 
by  healthy  volunteers.  In  the  event  of  overdosage  or  exagge 
response,  appropriafe  supportive  measures  should  be  employ 
addition  to  gastric  lavage  The  following  measures  may  be  consii 


Bradycardia 


High-Degree  AV 
Block 

Cardiac  Failure 
Hypotension 


Administer  atropine  (0  60  to  10  mg).  If 
is  no  response  to  vagal  blockade,  admi 
isoproterenol  cautiously. 

Treat  as  for  bradycardia  above  Fixed 
degree  AV  block  should  be  treated  witl 
diac  pacing 
Administer  inotropic  agents  (isoprotei 
dopamine,  or  dobutamine)  and  diuretics 
Vasopressors  (eg,  dopamine  or  levarte 
bitartrate). 


Actual  treatment  and  dosage  should  depend  on  the  severity 
clinical  situation  and  the  ludgment  and  experience  of  the  tre 
physician 

The  oral/LD50's  in  mice  and  rats  range  from  415  to  740  n 
and  from  560  to  810  mg/kg,  respectively.  The  intravenous  LD, 
these  species  were  60  and  38  mg/kg,  respectively.  The  oral  L 
dogs  is  considered  to  be  in  excess  of  50  mg/kg,  while  lethalit 
seen  in  monkeys  at  360  mg/kg  The  toxic  dose  in  man  is  not  k 
but  blood  levels  in  excess  of  800  ng/ml  have  not  been  assor 
with  toxicity. 


DOSAGE  AND  ADMINISTRATION 
Exertional  Angina  Pectoris  Due  to  Atherosclerotic  i 
nary  Artery  Disease  or  Angina  Pectoris  at  Rest  Due  to  i 
nary  Artery  Spasm.  Dosage  must  be  adjusted  to  each  pat 
needs.  Starting  with  30  mg  four  times  daily,  before  meals  3) 
bedtime,  dosage  should  be  increased  gradually  (given  in  d 
doses  three  or  four  times  daily)  at  one-  to  two-day  intervals 
optimum  response  is  obtained  Although  individual  patients 
respond  to  any  dosage  level,  the  average  optimum  dosage 
appears  to  be  180  to  240  mg/day.  There  are  no  available  data  co 
ing  dosage  requirements  in  patients  with  impaired  renal  or  hi 
function  If  the  drug  must  be  used  in  such  patients,  titration  sho 
carried  out  with  particular  caution. 

Concomitant  Use  With  Other  Antianginal  Agents: 

1 . Sublingual  NTG  may  be  taken  as  required  to  abort 
anginal  attacks  during  CARDIZEM  therapy. 

2 Prophylactic  Nitrate  Therapy -CARDIZEM  may  be 
coadministered  with  short-  and  long-acting  nitrates,  but 
have  been  no  controlled  studies  to  evaluate  the  antiai 
effectiveness  of  this  combination 

3.  Beta-blockers.  (See  WARNINGS  and  PRECAUTIONS.) 


HOW  SUPPLIED 

Cardizem  30-mg  tablets  are  supplied  in  bottles  of  100 
0088-1771-47)  and  in  Unit  Dose  Identification  Paks  of  100 
0088-1771-49)  Each  green  tablet  is  engraved  with  MARION  o 
side  and  1771  engraved  on  the  other  CARDIZEM  60-mg  s 
tablets  are  supplied  in  bottles  of  100  (NDC  0088-1772-47)  and  i 
Dose  Identification  Paks  of  100  (NDC  0088-1772-49).  Each  i 
tablet  is  engraved  with  MARION  on  one  side  and  1772  on  the 
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Another  patient  benefit  product  from 
PHARMACEUTICAL  DIVISION 

MARION 

LABORATORIES,  INC 

KANSAS  CITY,  MISSOURI  64137 


When  good  practice 
management  is  not  enough  . . . 

A marketing  plan  can  help  build  your  practice  through 
greater  patient  satisfaction,  higher  patient  volume, 
increased  physician  referral,  and  greater  awareness  of 
your  services  in  your  community. 

We  can  provide  market  research,  practice  analysis,  devel- 
opment of  patient  education  programs  and  literature,  and 
creation  of  comprehensive  marketing  plans. 

We  deal  exclusively  with  physicians  and  design  our  pro- 
grams within  professional  society  guidelines.  Call  us 
today  for  a more  successful  and  satisfying  tomorrow. 


Chimney  Hill  Business  Park  301  Arguello,  Suite  102  College  Station,  TX  77840  (409)  846-3573 


Convention 

Headquarters 

The  San  Antonio  Convention  Center  is 
headquarters  for  the  1985  Annual  Ses- 
sion. The  majority  of  scientific  programs 
and  House  of  Delegates  meetings  will  be 
scheduled  there.  The  Marriott  Hotel  will 
be  delegates’  headquarters  and  will  ser- 
vice meetings  of  boards,  councils  and 
committees.  Four  Seasons  Plaza  Na- 
cional,  Hilton  Palacio  del  Rio,  and  Hyatt 
Regency  also  serve  as  headquarters  fa- 
cilities and  will  accommodate  program 
participants,  general  housing,  additional 
meetings  and  social  events.  All  hotels  are 
near  the  Convention  Center  and  San  An- 
tonio’s famous  Riverwalk. 

House  of  Delegates  meetings  will  be  held 
in  the  Mission  Room,  Convention  Center, 
Thursday,  May  9,  at  8 am,  and  Friday, 
May  10,  at  9 am.  Reference  Committee 
meetings  will  be  held  in  the  Marriott  Hotel 
Thursday,  May  9,  beginning  at  9:30  am. 


Registration 

There  is  no  registration  fee  for  members 
of  the  Texas  Medical  Association,  for  par- 
ticipants in  the  annual  session  program, 
and  for  in-state  interns,  residents,  or  indi- 
viduals in  allied  health  disciplines,  such 
as  medical  students,  medical  assistants, 
nurses,  technicians.  A registration  fee  of 
$50  is  charged  for  all  other  nonmembers. 
It  is  not  necessary  to  register  in  ad- 
vance of  the  session. 

Registration  will  be  held  at  the  following 
times  and  places: 

San  Antonio  Convention  Center 

(Registration  and  Ticket  Sales) 

North  Exhibit  Hall  (east  end): 

Wednesday,  May  8 9:00  am-5:00  pm 
Thursday,  May  9 7:30  am-5:30  pm 

Friday,  May  10  7:30  am-5:30  pm 

Saturday,  May  1 1 7:30  am-3:00  pm 

Marriott  Hotel 

(Registration  Only) 

Ballroom  Foyer 

Wednesday,  May  8,  10:00  am- 10:00  pm 


Welcome  to 
San 

Antonio 


Physician 
and  Patient 

Today’s 
Health  Care 
Team 

Texas  Medical  Association 
118th  Annual  Session 
San  Antonio  Convention  Center 
May  8-12,  1985 

Featuring 

24  Section  Programs  Allergy  • Colon 
and  Rectal  Surgery  • Digestive  Diseases  • 
Diseases  of  the  Chest  • Endocrinology  • 
Family  Practice  • Internal  Medicine  • Neu- 
rological Surgery  • Neurology  • Nuclear 
Medicine  • Obstetrics  and  Gynecology  • 
Occupational  Medicine  • Oncology  • Oph- 
thalmology • Otolaryngology  • Pathology  • 
Pediatrics  • Physical  Medicine  and  Re- 
habilitation • Plastic,  Reconstructive,  and 
Maxillofacial  Surgery  • Psychiatry  • Public 
Health  • Radiology  • Surgery  • Urology 

Sunrise  Sessions  Sunrise  Sessions 
are  informal  programs  given  primarily  for 
those  in  general  practice  and  all  spe- 
cialties and  feature  a short  lecture  fol- 
lowed by  open  discussion. 

Join  the  Friday  and  Saturday  morning 
speakers  from  8:15-9:15  for  such  topics 
as  How  to  Prepare  Athletes  for  Competi- 
tion; Dance  Injuries — Understanding  and 


Management;  Principles  of  Magnetic  Ri.i- 
onance:  Nuts  and  Bolts — Basic  Con- 
cepts; Computed  Tomography  of  the 
Cervical  Spine,  and  Diagnostic  Imagines 
the  Eighties. 

Sports/Alumni  Events  Golf,  tennis, 
Fun  Run,  alumni  and  fraternity  parties, 
class  reunions. 

General  Meeting 
Luncheons 

General  Meeting  Luncheons  will  be  hel 
on  Friday,  May  10,  and  Saturday,  May 
at  12:15  pm  in  the  North  Banquet  Hall, 
Convention  Center. 

At  Friday’s  luncheon,  awards  will  be  pre, 
sented  for  outstanding  scientific  exhibit 
and  for  excellence  in  health  information, 
communication.  Scientific  exhibits  are  . 
judged  on  the  basis  of  clarity,  effec- 
tiveness, originality,  contribution  to  basi, 
knowledge,  and  practical  values.  Threei 
awards  are  given  in  each  of  four  profesi 
sional  categories.  Additionally,  the 
Aesculapius  Award,  sponsored  by  Mis- 
sion Pharmacal  Co.,  San  Antonio,  is 
awarded  for  an  outstanding  exhibit  by  £ 
Texas  physician  or  group  of  physicians, 

Also  presented  at  Friday’s  luncheon  arc 
the  Anson  Jones  Awards,  inspired  by  tf 
example  of  Dr.  Anson  Jones.  Dr.  Jones, 
was  the  last  president  of  the  Republic  c 
Texas,  a pioneer  Texas  physician,  a prc 
lific  writer,  and  the  man  responsible  for 
establishing  the  first  regulations  concei 
ing  medical  practice  in  Texas.  The  awa 
named  after  him  are  presented  in  news 
paper,  magazine/newsletter,  radio  and 
television  categories.  Entries  are  judge 
on  the  basis  of  accuracy,  significance, 
quality,  public  interest,  and  impact.  Afte 
the  awards  presentations,  attendees  w 
hear  from  a prominent  speaker  who  wi, 
be  named  soon. 

Saturday’s  luncheon,  co-sponsored  wit 
the  Texas  Medical  Association  Auxiliar 
will  feature  musical  entertainment  by  T 
Chordsmen,  a fifty-man  chorus  which  t 
won  international  chorus  competitions 
for  its  fine  barbershop  harmony.  The 
Chordsmen  will  present  nostalgia,  com 
edy  and  drama,  old,  modern,  blue  and 
silly  songs  in  a most  appealing  way.  Tt 
repertoire  includes  such  classics  as  Zif 
pity  Doo  Dah,  Mr.  Sandman,  Sunny  Sic' 
of  the  Street,  Edelweiss,  and  Alexande 
Ragtime  Band.  Join  us  Saturday  for  a 
rousing  good  time  and  some  extraor- 
dinary music! 
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sxas 

eritage 

elebration 

i back  in  time  to  the  early  days 
3xas.  An  array  of  determined 
and  women  await  you  at  the 
tute  of  Texan  Cultures,  site  of 
exas  Medical  Association/ 
liary  party  during  the  Annual 
;ion.  Hailing  from  faraway 
es  such  as  Norway,  Africa, 
land,  Japan,  Lebanon, 

?ce,  and  others,  these 
I 

jest  Speakers 


settlers  contributed  both  to  the 
taming  of  this  great  state  and  to 
the  cultural  variety  which  makes  it 
such  a fascinating  place  to  live. 

The  ‘Texas  Heritage  Celebra- 
tion," Friday  evening,  May  10,  will 
provide  a wonderful  opportunity 
to  discover  the  diverse  traditions 
and  customs  of  the  state,  while 
viewing  exhibits  and  visiting  with 
friends.  The  exhibits  chronicle  the 
challenges  and  hardships  met  by 
Texas  settlers  from  twenty-five 
nations.  You’ll  be  introduced  to 
"curanderas"  (folk-healers  from 
Mexico),  see  handcrafts  from 


Scandanavia,  and  stand  face  to 
face  with  a buffalo,  once  ruler  of 
the  Texas  plains. 

Video  tapes  located  in  various  ex- 
hibit areas  will  describe  lives  and 
times  of  specific  people,  and  their 
historic  accomplishments.  Inter- 
preters will  be  on  hand  to  explain 
details  of  certain  exhibits,  allow- 
ing you  to  delve  into  the  exciting 
background  of  neighbors  you 
may  not  have  known  you  had! 

A musical  mosaic,  “Faces  and 
Places  of  Texas,”  will  illuminate 
36  screens  of  the  Dome  Theatre, 


highlighting  both  the  cultural  di- 
versity and  scenic  beauty  of  our 
home  state.  Several  booths 
serving  Italian,  Swiss,  German, 
Western,  Mexican,  and  Chinese 
food  will  be  set  up  throughout  the 
exhibit  hall,  and  the  Mike  De 
Leon  Band  will  entertain  you  with 
a variety  of  musical  styles. 

Don’t  miss  sharing  this  relaxed 
evening  of  discovery  with  your  old 
friends.  And  what  better  way  to 
meet  new  ones  than  in  exploring 
your  mutual  heritage!  Tickets  are 
$25  each,  and  the  event  runs 
from  7-10  pm,  Friday,  May  10. 


Barnes,  MD 

Beach,  Calif. 
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art  Barnes,  MD 

Rock,  Ark 
ary  (vascular) 

don  Berrol,  MD 

Francisco,  Calif. 

ical  medicine  and  rehabilitation 

>ph  M.  Cannella,  MD 

York,  NY 
pational  medicine 

lard  J.  Cerullo,  MD 

ago,  III. 

ological  surgery 

I 

aid  L.  Cooper,  MD 

rater,  Okla. 

Is  medicine 

;st  Cralge,  MD 

Del  Hill,  NC 

lology 

i 

am  T.  Creasman,  MD 

lam,  NC 

oology,  oncology 

,( V.  Dahl,  MD 

Tester,  Minn, 
latology 

i ert  C.  Drews,  MD 

.ton,  Mo. 

‘halmology 


John  M.  Goin,  MD 

Los  Angeles,  Calif, 
plastic  surgery 

Bernard  L.  Kaye,  MD,  DMD 

Jacksonville,  Fla. 
plastic  surgery 

Lee  F.  Rogers,  MD 

Chicago,  III. 
radiology 

Gerald  S.  Golden,  MD 

Memphis,  Tenn. 
pediatrics,  neurology 

John  A.  Lombardo,  MD 

Cleveland,  Ohio 
sports  medicine 

Thomas  H.  Rossing,  MD 

Boston,  Mass, 
internal  medicine 

Richard  L.  Goode,  MD 

Stanford,  Calif, 
otolaryngology 

Karl  M.  Morgenstein,  MD 

Miami,  Fla. 
otolaryngology 

Robert  M.  Satovick,  MD 

Salt  Lake  City,  Utah 
neurology 

Colum  A.  Gorman,  MD 

Rochester,  Minn, 
endocrinology 

Robert  M.  Morse,  MD 

Rochester,  Minn, 
psychiatry,  neurology 

Martin  H.  Smith,  MD 

Gainesville,  Ga 
pediatrics 

Frederick  M.  Grazer,  MD 

La  Jolla.  Calif, 
plastic  surgery 

Robert  G.  Ojemann,  MD 

Boston,  Mass, 
neurosurgery 

John  A.  Talbott,  MD 

New  York,  NY 
psychiatry 

Robert  Gruber,  MD 

Rockville,  Md. 
psychiatry 

Roy  Patterson,  MD 

Chicago,  III. 
allergy,  immunology 

James  H.  Thrall,  MD 

Detroit,  Mich. 

nuclear  medicine,  radiology 

Grant  Gwinup,  MD 

Irvine,  Calif. 

endocrinology  and  metabolism 

Edward  E.  Pennington,  MD 

Atlanta,  Ga. 
surgery 

David  J.  Volsky,  MD 

Omaha,  Neb. 
pathology 

Steven  E.  Harms,  MD 

Dallas,  Tex. 
diagnostic  radiology 

Daniel  H.  Present,  MD 

New  York,  NY 
internal  medicine 

Marion  L.  Walker,  MD 

Salt  Lake  City,  Utah 
pediatric  neurosurgery 

Eugene  Helveston,  MD 

Indianapolis,  Ind. 
ophthalmology 

David  T.  Purtilo,  MD 

Omaha,  Neb. 
pathology 

Richard  B.  Welch,  MD 

San  Francisco,  Calif, 
orthopaedic  surgery 

David  Heppel,  MD 

Rockville,  Md 
pediatrics 

John  E.  Ray,  MD 

New  Orleans,  La. 
colon  and  rectal  surgery 

James  V.  Zelch,  MD 

Cleveland,  Ohio 
radiology 

l ance  Ticket  Order  Form 

pe  advance  ticket  order  form,  attach  check,  and  mail  to:  Texas  Medical  Association, 
Jorth  Lamar  Blvd.,  Austin,  Texas  78701,  and  your  tickets  will  be  waiting  for  you  at  the 
Ticket  Sales  Desk  in  San  Antonio. 


Final  Program  Order  Form 

The  Program  and  Abstracts  of  the  1 18th  Texas  Medical 
Association  Annual  Session  will  be  available  in  early  April. 

If  you  wish  to  order  your  copy  in  advance,  please  return  this 
coupon  with  a check  for  $4.75  to  Texas  Medical  Association, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701 . 


city  state  zip 

ckets  ‘Function  and  price  including  tax  and  gratuity  Amount 

ji — General  Meeting  Luncheon — Friday,  May  10,  12:15  pm 

(Speaker  pending) 

$16.00  per  person  $ 

— General  Meeting  Luncheon— Saturday,  May  11,  12:15  pm 
(The  Chordsmen) 

$16.00  per  person  $ 

— Texas  Heritage  Celebration 

Friday,  May  10,  7:00  pm 

$25.00  per  person  $ 

Total  Amount  Enclosed  $ 


stand  tickets  will  be  available  for  pickup  at  the  San  Antonio  Convention  Center, 
prices  are  based  on  the  Association's  actual  cost  of  food,  gratuity  and  expenses  for 

rs.  Please  complete  and  return  to  TMA  before  April  24, 1985.  No  refunds  after  May  4 


Please  send  a copy  of  the  Program  and  Abstracts  for  the 
1 18th  Annual  Session  to: 


name 


address 


city  state 

My  check  for  $4.75  is  enclosed. 


zip 
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Texas  Medical  Association 

118th  Annual  Session 

San  Antonio  May  8—12, 1985 

Make  Your  Reservations  Now 

• Hotel  rooms  will  be  assigned  on  a first-come,  first-served 
basis  by  the  San  Antonio  Convention  and  Visitors  Bureau. 

• Complete  in  full  the  Official  Housing  Request  Form  and 
return  it  immediately  to: 

Housing  Bureau 

San  Antonio  Convention  and  Visitors  Bureau 

P.O.  Box  2277 

San  Antonio,  Texas  78298 

• List  six  hotels  in  order  of  preference. 

• Only  reservations  received  on  the  Official  Housing 
Request  Form  will  be  accepted.  Hotels  will  not  accept  res- 
ervations directly,  and  telephone  requests  cannot  be 
accepted. 

• Do  not  send  housing  form  to  Texas  Medical  Association. 
This  will  only  delay  your  request. 

• Deadline  for  reservations  is  April  24,  1985,  unless 
otherwise  noted. 

Confirmations 


Participating  hotels  and  codes: 


1.  The  Crockett  CRO 

(Deadline  for  Reservations— April  19) 
320  Bonham 
(General  Housing) 

Singles  $70 
Doubles  $80 

2.  Four  Seasons  San  Antonio  FSE 

555  South  Alamo 
(General  Housing) 

Singles  $90 
Doubles  $100 

3.  Hilton  Palacio  del  Rio  HPR 

(Deadline  for  Reservations— April  22) 
200  South  Alamo 
(Program  Participants/ 

General  Housing) 

Singles  $80 
Doubles  $89 

4.  Hyatt  Regency  San  Antonio  HYR 

123  Losoya 

(Auxiliary  Headquarters/ 

General  Housing) 

Singles  $78 
Doubles  $89 


5.  La  Mansion  del  Rio  LMR 

1 1 2 College 
(General  Housing) 

Singles  $84 
Doubles  $94 

6.  La  Quinta-Convention  Centei 

1001  East  Commerce 
(Exhibitors/General  Housing) 

Singles  $44 
Doubles  $52 

7.  San  Antonio  Marriott  SAM 

(Deadline  for  Reservations— A, ( 
711  East  Riverwalk 
(House  of  Delegates,  Boards, 
Councils,  Committees) 

Singles  $78 
Doubles  $89 

8.  St.  Anthony  Inter-Continenta 

300  East  Travis 
(General  Housing) 

Singles  $78 
Doubles  $90 


• Your  room  confirmation  will  be  sent  to  you  directly  from 
the  hotel  within  three  weeks  of  receipt  of  your  request  by 
the  Housing  Bureau.  Please  check  it  carefully  to  be  sure  all 
information  is  correct. 

Room  Deposits 

• Your  room  will  be  held  until  6:00  pm  on  your  date  of  arrival 
unless  you  send  one  night’s  room  deposit.  Due  to  the  pos- 
sibility of  unforeseen  delays  in  your  arrival  time,  it  is  always 
a good  idea  to  send  a deposit  no  matter  what  time  you  plan 
to  arrive. 

• To  make  a deposit  on  your  room,  after  you  have  received 
confirmation  from  the  hotel,  you  can  send  one  night  s 
room  deposit  directly  to  the  hotel,  or  simply  call  the  hotel 
with  your  credit  card  number.  (American  Express,  VISA, 
MasterCard,  Diners  Club  and  Carte  Blanche  are  accepted.) 

Changes  and  Cancellations 

• If  you  must  change  your  hotel  reservation,  simply  write  or 
call  the  hotel  indicating  the  change  desired. 

• If  you  must  cancel  your  reservation,  please  write  the 
Housing  Bureau  in  San  Antonio  immediately  so  that  others 
can  be  accommodated.  Your  notice  of  cancellation  must  be 
received  within  48  hours  of  your  scheduled  arrival  or  your 
deposit  cannot  be  refunded.  Remember . . . Don’t  be  a 
no  show! 
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HOUSING  BUREAU  USE  ONLY 


MAIL  TO: 


Texas  Medical  Association 
118th  Annual  Session 
8-12,  1985 
San  Antonio 

OFFICIAL  HOUSING  REQUEST  FORM 

PLEASE  READ  CAREFULLY 

ASE  PRINT  OR  TYPE  ALL  ITEMS  TO  ASSURE  ACCURACY. 

4PLETE  EACH  PART  BELOW  IN  DETAIL  FOR  CORRECT  AND  RAPID  COMPUTER  PROCESSING. 

ULD  MORE  THAN  THREE  (3)  ROOMS  BE  NEEDED,  SUPPLEMENTAL  ROOM  LIST  MUST  BE  ATTACHED  USING  SAME  FORMAT  AS  IN  PART  III. 
ACKNOWLEDGEMENTS  WILL  BE  SENT  TO  INDIVIDUAL  INDICATED  IN  PART  I.  ACTUAL  CONFIRMATION  WILL  FOLLOW  FROM  HOTEL. 

PARTI 

' STRUCTIONS:  Complete  requested  data  using  abbreviations  as  necessary. 

4ME  OF  PERSON  REQUESTING  ROOMS) 


HOUSING 

SAN  ANTONIO  CONVENTION 
& VISITORS  BUREAU 
P O BOX  2277 

SAN  ANTONIO.  TEXAS  78298 


(LAST  NAME)  (FIRST) 


(NAME  OF  COMPANY  OR  FIRM) 

(STREET  ADDRESS  OR  P O BOX  NUMBER) 


(CITY) 

(STATE 

(ZIP  — USA) 

(COUNTRY)  (AREA  CODE)  (PHONE  NUMBER) 


PART  II 


/RUCTIONS:  Select  SIX  Hotel/Motels  of  your  choice.  No  request  will  be  processed  without  SIX  choices. 

choice  n n n 

SECOND  CHOICE  O O 0 

THIRD  CHOICE  O O O 

(HOTEL  CODE) 

(HOTEL  CODE) 

(HOTEL  CODE) 

ITH  CHOICE  Q O O 

FIFTH  CHOICE  D D d 

SIXTH  CHOICE  O D D 

(HOTEL  CODE) 

(HOTEL  CODE) 

(HOTEL  CODE) 

PART  III 


STRUCTIONS:  1.  PRINT  OR  TYPE  NAMES  OF  ALL  PERSONS  OCCUPYING  EACH  ROOM. 

2.  SELECT  TYPE  ROOM  DESIRED  WITH  ARRIVAL  AND  DEPARTURE  DATES. 

3.  SUPPLEMENTAL  LIST  FOR  ADDITIONAL  ROOM  MUST  USE  SAME  FORMAT. 

4.  PRINT  OR  TYPE  LAST  NAME  FIRST. 


GUEST  NAME/S  (PRINT  LAST  NAME  FIRST)  P + 1 — Parlor  & one  bedroom  P + 2 — Parlor  & two  bedrooms 

OOM 

40.  1 

1. 

CHECK  ONE 

—Single  Triple 

—Double  Quad 
_Twin  _ P + 1 
_Dbl/Dbl  _P  + 2 

ARR  HATP  r>FP  DATF 

2 

ARR  TIMF  n AM  n PM  (Check  one! 

NOTE:  Reservation  will  be  held  only  until  6 p.m. 
unless  special  arrangements  are  made  directly 
with  hotel.  The  hotel  may  request  a deposit. 

3 

4 

1. 

CHECK  ONE 
Single  —Triple 

Double  —Quad 

—Twin  _ P + 1 
— Dbl/Dbl  — P + 2 

ARR  DATF  DFP  DATE 

OOM 
tO.  2 

r 

4 

2. 

ARR  TIMF  n AM  n PM  (Check  one! 

NOTE:  Reservation  will  be  held  only  until  6 p.m. 
unless  special  arrangements  are  made  directly 
with  hotel.  The  hotel  may  request  a deposit. 

3 

4 

: 


1. 

CHECK  ONE 

Single  Triple 

Double  —Quad 

—Twin  P + 1 

_Dbl/Dbl  _ P + 2 

ARR  HATF  DFP  DATF 

2 

ARR  TIMF  n AM  n PM  (Check  onel 

NOTE:  Reservation  will  be  held  only  until  6 p.m. 
unless  special  arrangements  are  made  directly 
with  hotel.  The  hotel  may  request  a deposit. 

3 

4 

NOTE:  PLEASE  RECHECK  ALL  ITEMS  FOR  CORRECT  INFORMATION 
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CLINICAL  ABSTRACTS 


Clinical  abstracts  are  selected  from  current  reviews  in  100 
internationally  recognized  journals  received  by  the  TMA  Me- 
morial Library  each  month. 


The  management  of  the  infected  endoprosthesis.  Leslie 
Klenerman,  ChM.  The  Journal  of  Bone  and  Joint  Surgery, 

Inc,  The  Journal  of  Bone  and  Joint  Surgery,  vol  66-B,  no  5, 
November  1984,  pp  645-651. 

Of  all  the  complications  of  total  joint  replacement,  there  is  no 
doubt  that  infection  is  the  most  serious.  For  the  surgeon  it  is 
a humbling  anticlimax  which  follows  a procedure  that  may 
have  given  the  patient  a new  lease  of  life,  freedom  from  pain, 
and  increased  mobility.  With  about  250,000  total  hip  replace- 
ments performed  throughout  the  world  each  year,  the  man- 
agement of  the  infected  endoprosthesis  is  likely  to  become 
an  ever-increasing  addition  to  the  clinical  load  of  orthopedic 
surgeons.  The  discussion  of  the  problem  in  this  article  is  con- 
fined to  the  hip,  but  the  general  principles  are  the  same  for  all 
joints. 

The  premenstrual  syndrome.  Ken  N.  Muse,  MD;  Nancy  S. 
Cetel,  MD;  Lori  A.  Futterman,  PhD,  et  al.  The  Massachusetts 
Medical  Society,  The  New  England  Journal  of  Medicine,  vol 
311,  no  21,  1984,  pp  1345-1349. 

In  a crossover  study  conducted  over  a six-month  period  in 
eight  patients  with  well-characterized  premenstrual  syn- 
drome, physical  and  behavioral  symptoms  were  relieved  by 
daily  administration  of  an  agonist  of  gonadotropin-releasing 
hormone.  The  reversible  “medical  ovariectomy”  attained  with 
this  agonist  suggests  that  it  may  be  an  effective  and  rational 
treatment  for  this  distressing  syndrome  in  the  short  term. 
Whether  prolonged  therapy  would  be  safe  and  effective,  or 
even  necessary,  remains  to  be  determined. 


who  are  unwilling  or  unable  to  heed  this  advice.  This  group  of 
patients  poses  two  broad  questions:  first,  how  serious  the 
consequences  are  of  continuing  to  smoke  before  operation, 
and  second,  what  period  of  abstinence  will  provide  some  de- 
gree of  amelioration  from  them.  In  an  attempt  to  answer 
these  questions,  the  authors  review  the  wide-ranging  patho- 
physiologic and  psychologic  effects  of  smoking  and  critically 
assess  available  evidence  on  the  effects  of  a period  of  smok- 
ing abstinence. 


5-Azacytidine  and  fetal  hemoglobin.  Paul  Heller  and  Jo- 
seph DeSimone.  Alan  R.  Liss,  Inc,  American  Journal  of 
Hematology,  vol  17, 1984,  pp  439-447. 

The  evidence  that  5-azacytidine  stimulates  the  production  of 
Hb  F and  F cells  in  baboon  and  man  is  reviewed.  The  mecha- 
nism of  this  effect  is  not  entirely  clear,  but  5-azacytidine 
produces  hypomethylation  of  the  7 gene  at  certain  sites,  and 
gene  expression  and  DNA  hypomethylation  are  related  phe- 
nomena in  many  other  systems.  Other  mechanisms  have 
been  postulated  by  other  investigators.  The  therapeutic  sig- 
nificance of  increased  Hb  F levels  in  homozygous  p thalas- 
semia and  sickle  cell  anemia  is  exemplified.  The  potential 
risk  of  carcinogenicity  has  delayed  more  extensive  clinical 
trials. 


Smoking  and  anesthesia:  preoperative  abstinence  and 
perioperative  morbidity.  A C.  Pearce  and  R.M.  Jones. 
American  Society  of  Anesthesiologists,  Inc,  Anesthesiology, 
vol  61, 1984,  pp  576-584. 

Smoking  continues  to  be  a cause  of  increased  perioperative 
morbidity.  More  than  1 ,000  components  of  cigarette  smoke 
have  been  identified  with  wide-ranging  effects  on  the  cardio- 
vascular, respiratory,  and  immune  systems,  hemostasis, 
drug  metabolism,  and  patient  psychology.  Patients  who  are 
seen  in  surgical  outpatient  clinics  before  elective  surgery 
should  be  informed  of  this  increased  risk,  so  that  they  can 
stop  smoking  before  admission.  However,  there  are  patients 
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Make  one  phone  call  to  Trans-Texas  Leasing  and  we  will  deliver  any  make 
anywhere  in  Texas  right  to  your  doorstep.  It's  yours  for  the  asking. 

Call  today  and  we  will  explain  the  tax  advantages,  low  monthly  payments, 
100%  financing,  premium  trade-in  allowances,  and  guaranteed  residual  value 
available  to  you  when  you  lease  a car  from  us. 


We  are  endorsed  by: 


1 -800-442-61 58 


o 


Recommend  the  Tradition  of  Value. 


When  you  recommend  a hotel  in 
Houston’s  medical  center,  that  hotel 
should  offer  free  transportation  to  and 
from  the  medical  center,  special  diets 
upon  request,  a complimentary  infor- 
mation packet,  free  parking,  a close 
proximity  to  the  medical  center  and  a 
mature,  experienced  staff  serving 
your  referral  patients. 

That  hotel  is  Houston’s  Shamrock 
Hilton.  We  were  the  first  hotel  in  the 


medical  center  area.  And  we  continue 
to  deliver  the  best  hotel  service  for 
medical  center  visitors.  We  call  it 
Hilton  Class. 

For  reservations  and  information 
call:  713/668-9211,  your  local  Hilton 
Reservation  Service  or  your  travel 
agent.  For  Brochures,  Write:  Director 
Of  Medical  Guest  Services,  Houston’s 
Shamrock  Hilton,  RO.  Box  2848, 
Houston,  Texas  77252-9955. 


The  first  hotel  in 
Houston's  Medical  Center 
area  is  still  offering  the 
best  value  at  $60. 

(one  or  two  persons) 


HOUSTON’S 


THE  VALUE  OF  EXPERIENCE. 

At  The  Medical  Center. 

© Copyright  1985,  Shamrock  Hilton  Hotel,  Houston,  Texas. 
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Professional  liability  a decade  later 


As  the  69th  Texas  Legislature  convenes,  Texas  Medical 
Association  again  will  bring  to  the  legislators  a plea  for  relief 
from  an  increasing  number  of  medical  liability  claims  and 
staggering  jury  awards  to  plaintiffs. 

The  issue  remains  a high  priority  with  the  association,  but 
it  spurred  even  more  drama  ten  years  ago  during  the  64th 
session.  In  1975,  a flurry  of  TMA  activity  persuaded  the  leg- 
islators to  create  the  Texas  Medical  Liability  Underwriting 
Association,  better  known  as  the  Joint  Underwriting  Associ- 
ation, offering  emergency  relief  to  physicians  who  were 
unable  to  obtain  professional  liability  insurance  from  the  pri- 
vate sector,  and  to  place  the  regulation  of  medical  profes- 
sional liability  Insurance  for  physicians,  hospitals,  and  others 
under  the  supervision  of  the  State  Board  of  Insurance.  In  an 
effort  to  stimulate  suggestions  for  long-term  solutions,  the 
64th  Legislature  approved  the  creation  of  an  18-member 
Medical  Professional  Liability  Study  Commission. 

A decade  after  the  creation  of  the  study  commission,  its 
two  physician  members,  E.  Don  Webb,  MD,  Houston,  and 
Milton  V.  Davis,  Jr,  MD,  Dallas,  reflected  on  the  com- 
mission's activities  and  the  current  malpractice  climate  in 
Texas. 


The  Texas  Medical  Professional  Liability  Study  Commission 
was  created  by  the  64th  Texas  Legislature  as  a vehicle  for 
finding  long-term  solutions  to  a crisis.  Between  1971  and 
1975,  malpractice  suits  in  the  state  had  quadrupled,  accord- 
ing to  a Texas  Medical  Association  survey.  Amounts  awarded 
by  juries  had  risen  a startling  500%  in  the  same  period.  While 
the  reported  number  of  suits  and  claims  filed  remained  rela- 
tively stable  from  1960  until  1968,  it  increased  dramatically 
between  1 968  and  1 974,  by  61 3%.  The  reported  number  of 
suits  and  claims  increased  from  .33  per  100,000  population 
in  1 960  to  3.61  per  1 00,000  population  in  1 974. 

Facing  an  increasingly  litigious  public,  one  of  every  two 
Texas  physicians  reported  that  he/she  would  limit  services. 
TMA’s  survey  projected  that  26%  to  28%  of  physicians  in  pri- 
vate practice  in  Texas  in  late  1 975  would  be  required  to  find  a 
new  source  of  basic  coverage  during  the  1 976  summer 
months.  The  Joint  Lindenwriting  Association  (JUA),  also  a 
creature  of  the  64th  legislature,  offered  coverage  limited  to 
$300,000  for  those  who  could  not  find  insurance  in  the  pri- 
vate sector.  But  a serious  availability  crisis  for  more  than 
$300,000  basic  coverage  was  imminent  for  at  least  one 
fourth  of  the  Texas  private  practitioners. 

Thus,  medicine  was  in  trouble  when  the  late  N.L.  Barker, 
MD,  who  was  TMA’s  president  at  the  time,  asked  E.  Don 
Webb,  MD,  a Houston  general  practitioner,  and  Milton  V. 
Davis,  MD,  a Dallas  thoracic  surgeon,  to  represent  their  pro- 
fession on  the  Medical  Professional  Liability  Study  Commis- 
sion. Governor  Dolph  Briscoe  made  their  appointments  offi- 


cial in  June  1 975.  Led  by  former  University  of  Texas  law 
school  dean  W.  Page  Keeton,  the  two  physicians  and  the 
other  15  commission  members  worked  for  18  long  months. 
Their  work  engendered  1 5 recommendations,  which  were  in- 
corporated into  HB  1048,  the  Medical  Liability  and  Insurance 
Improvement  Act  of  Texas.  The  bill  was  patterned  after  lia- 
bility law  in  Indiana  that  medical  leaders  in  Texas  considered 
to  be  strong  and  effective. 

What  the  Texas  law  did 

Signed  on  June  1 6,  1 977,  in  the  waning  hours  of  the  65th 
Legislature,  the  bill  promised  to  batter  some  of  the  problems 
that  had  brought  medicine  to  the  crossroads.  It  limited  dam- 
ages to  $500,000  plus  past  and  future  medical  expenses.  It 
also  limited  the  statute  of  limitations  to  two  years  from  the 
alleged  occurrence,  except  for  minors  under  age  1 2,  who 
would  have  until  age  1 4 to  file  a claim. 

The  bill  provided  for  60  days  prior  notice  before  a malprac- 
tice suit  could  be  filed  and  provided  the  State  Board  of  Medi- 
cal Examiners  with  more  funding,  people,  and  disciplinary 
power.  The  bill  also  authorized  the  establishment  of  a formul- 
ary commission  to  prepare  forms  for  written  verification  of 
informed  consent  in  most  cases. 

The  late  Nym  L.  Barker,  MD,  former  TMA  president,  looks  on  as  Gov  Dolph 
Briscoe  signs  legislation  creating  the  Joint  Underwriting  Association  and 
placing  the  regulation  of  medical  professional  liability  insurance  for  physi- 
cians under  the  supervision  of  the  State  Board  of  Insurance  (June  1975). 
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But,  the  bill  left  other  problems  untouched.  Dr  Webb  la- 
mented recommendations  that  fell  by  the  wayside.  “We  also 
recommended— this  was  not  passed— that  there  be  a limita- 
tion of  $1 00,000  on  pain  and  suffering.  The  other  two  most 
significant  things  that  we  recommended  were  not  passed. 
One  was  the  collateral  source  bill.  . . The  commission  by  a 
majority  vote,  not  unanimous,  felt  that  reducing  the  amount 
paid  the  plaintiffs  based  upon  what  had  already  been  paid  for 
(by  other  third  party  payers)  would  significantly  reduce  the 
magnitude  of  awards.  But  the  legislature  did  not  buy  that. 

The  second  recommendation  was  itemized  verdicts  and  peri- 
odic payments,”  he  said. 

Dr  Davis  also  felt  that  HB  1 048  did  not  go  far  enough,  even 
though  “at  that  time  it  was  one  of  the  best  laws  in  the  nation.” 

He  listed  the  bill’s  shortcomings:  “Number  one,  it  did  not 
effect  tort  reforms.  Second,  it  stressed  insurance  mecha- 
nisms and  was,  de  facto,  a set  of  amendments  to  the  in- 
surance code  of  Texas.  Insurance  is  not  really  the  way  to 
accomplish  remedies;  insurance  is  probably  the  cause  of 
many  of  our  problems  in  this  field.  Third,  it  did  not  address 
many  of  the  basic  causes  of  the  problems." 

In  addition  to  its  inherent  problems,  HB  1048  has  suffered 
at  the  hands  of  the  judicial  system.  Dr  Webb  noted  that,  de- 
spite its  problems,  HB  1048  . .would  be  effective  had  not 

the  Supreme  Court  ruled  a lot  of  the  provisions.  . .unconsti- 
tutional. The  statute  of  limitations  has  been  eroded.  They 


Milton  V.  Davis,  MD,  Dallas,  describes  today's  malpractice  climate  as 
"volcanic." 


have  discounted  the  fact  that  60-day  notice  is  absolutely  re- 
quired in  order  to  file  a suit.  And,  the  reason  is  that  the  courts 
have  said  that  there’s  unequal  protection  under  the  law — that 
it  provides  protection  for  doctors,  but  no  one  else.” 

He  added,  "The  commission.  . .knew  that  some  of  these 
things  would  not  withstand  the  absolute  test  of  constitu- 
tionality. . . However,  right  up  front,  we  said  that  the  magni- 
tude of  the  situation — the  crisis,  the  necessity  for  people  to 
receive  health  care — was  of  such  societal  importance  that  a 
separate  classification  could  be  made  for  this  particular  area 
of  tort  law." 

Back  to  the  brink 

The  erosion  of  the  limited  progress  promised  by  HB  1 048  has 
brought  physicians  to  the  brink  of  another  crisis.  While  in 
1 975  many  physicians  faced  the  crisis  of  being  unable  to  find 
professional  liability  insurance,  physicians  in  1 985  face  the 
crisis  of  affordability. 

“The  Texas  Medical  Liability  Trust  has  seen  fit — for  eco- 
nomic survival — to  increase  premiums  across  the  board.  It 
varies  slightly,  but  generally,  policyholders  will  face  a 35%  to 
38%  increase.  There  are  other  companies  in  the  private  mar- 
ket that  have  filed  for  increased  premiums  also.  . . So  across 
the  board,  this  affordability  factor  is  going  to  be  again  per- 
ceived by  the  average  doctor  out  there,"  Dr  Webb  said.  “And, 
when  that  happens,  then  we’re  going  to  have  the  crisis  situa- 
tion known  to  all  because  the  average  rank  and  file  doctor — 
not  just  us  who  are  involved  in  it — is  going  to  say,  ‘Boy,  this  is 
terrible!”’ 

One  expert  noted  recently  that  in  some  states,  some  spe- 
cialists are  paying  more  than  $1 ,000  per  week  for  their 
professional  liability  insurance.  In  1982,  physicians  through- 
out the  United  States  paid  $1 .5  billion  to  insurance  com- 
panies for  liability  insurance,  and  it  is  expected  that  this  will 
reach  $2  billion  in  1984. 

Additionally,  the  JUA  has  announced  that  in  1 985,  there 
will  be  a 19%  boost  in  policyholders’  premium  surcharge, 
which  supports  a Stabilization  Reserve  Fund. 

Dr  Davis  noted  that,  “Because  of  the  1 975  law  and  the 
stipulations,  we  now  have  better  communication  between  pa- 
tient and  family  doctor  regarding  informed  consent.”  But,  in 
agreement  with  Dr  Webb,  Dr  Davis  added  that  “.  . .the  ap- 
peals courts  have  struck  down  some  of  the  more  important 
tort  reforms,  such  as  the  statute  of  limitations,  60-day  notice 
of  suit,  and  likely  will,  in  time,  strike  down  the  limitations  on 
awards.  . .” 

As  for  the  judicial  interpretation  of  the  statutes  related  to 
medical  professional  liability,  Dr  Davis  observed,  “.  . .we 
have  an  archaic  judicial  system,  which,  while  it  may  be  the 
best  that  has  yet  been  devised,  is  quite  inadequate  to  deal 
with  medical  professional  liability  problems.” 

Taking  a retrospective  look  at  what  the  study  commission 
should  have  done  differently,  Dr  Davis  also  said,  “.  . .it 
should  have  done  something  to  guard  against  judicial  deci- 
sions being  based  on  the  testimony  of  a single  so-called 
‘expert.’  It  did  nothing  about  the  appellate  court’s  changing 
the  standards  of  medical  care  by  their  appellate  decisions, 
which  often  are  based  on  legal  technicalities;  but  even  so, 
they  can  change  the  standards  of  medical  care.” 
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He  continued,  "The  law  should  require  proof  beyond 
reasonable  doubt  in  a medical  liability  case,  rather  than  a 
‘preponderance  of  evidence.'  All  dollars  paid  in  settlements 
or  judgments  should  be,  by  law,  a matter  of  public  record, 
especially  referral  fees  from  one  lawyer  to  another." 

Public  support  is  important 

Recognizing  the  importance  of  public  support  in  achieving 
any  legislative  reforms  in  the  area  of  professional  liability, 
both  physicians  addressed  the  issue  of  public  opinion.  In 
1975,  a TMA-sponsored  survey  revealed  overwhelming  pub- 
lic support  for  physicians.  The  opinion  research  survey 
conducted  by  Belden  Associates  showed  that  eight  out  of  ten 
Texans  agreed  with  doctors  that  legislation  was  needed  to 
help  solve  the  medical  malpractice  insurance  problem.  The 
survey  also  showed  that  80%  of  the  public  agreed  with  the 
statement,  "Our  state  legislature  should  immediately  pass 
laws  to  change  the  conditions  which  cause  high  malpractice 
insurance  rates.” 

Reinforcing  and  expanding  that  public  support,  TMA 
produced  a brochure  called  "No  Texan  Can  Escape  this 
Epidemic”  and  a series  of  advertisements  in  major  publica- 
tions, including  Texas  Monthly,  Texas  Parade,  and  the  Texas 
editions  of  Time  and  US  News  & World  Report. 

Dr  Davis  feels  that  since  the  Belden  survey,  public  interest 
(like  the  effectiveness  of  HB  1048)  has  ebbed.  “I  have  arrived 
at  the  opinion,  going  back  as  early  as  1 976,  that  the  general 
public  never  has  had  much  interest  in  this  problem,”  he  said. 

Further,  he  offered  little  hope  of  sparking  public  interest. 

. .This  is  difficult  to  pull  off  and  would  require  some  skillful 
public  relations  efforts  and  a lot  of  luck,”  he  said.  “The  public, 
in  its  own  way,  decides  what  it  is  interested  in  and  what  it  is 
exercised  about.  Even  though  there  are  many  effective 
people  in  advertising,  marketing,  politics,  and  opinion- 
making, generally  the  public  calls  the  shots  about  what  it  is 
interested  in.” 

Dr  Webb  noted  that  many  doctors  have  assumed  a com- 
placent attitude,  and  they,  along  with  the  general  public,  need 
to  be  reeducated  about  the  problems.  “In  the  mid-70s  there 
was  a crisis  of  availability — people  just  pulling  out,”  he  re- 
called. “You  couldn’t  get  insurance  until  the  JUA  was  formed. 
The  premiums  at  that  time  were  perceived  by  all  of  the  doc- 
tors as  exorbitant.  They  did  not  go  down  in  76  and  77,  but  I 
think  that  the  doctors  adjusted  to  that  level  of  premiums 
and  said,  ‘What  are  we  going  to  do?  Maybe  it’s  affordable 
after  all.’” 

Dr  Davis  agreed:  "Basically,  the  same  problems  that  were 
present  then  all  exist  now,  except  professional  liability  insur- 
ance was  less  available  then.  We  do  not  have  an  availability 
crisis,  but  the  costs  are  out  of  line,”  he  said. 

The  physician-patient  relationship 

On  a more  personal  level  the  malpractice  climate  has  af- 
fected the  physician-patient  relationship.  Dr  Davis  observed, 
“Physicians  practice  in  a climate  of  fear  that  they  will  be 
sued,  often  for  something  that  someone  else  says,  rather 
than  for  something  that  they  have  done  in  their  practices.” 

The  American  Medical  Association  confirms  the  apprehen- 
sive mood  of  physicians,  stating  that  the  average  incidence 


of  claims  has  risen  from  3.3  to  8.0  per  100  physicians  since 
1 978.  AMA  Executive  Vice-President  James  H.  Sammons, 
MD,  has  predicted  that  the  implementation  of  Diagnosis  Re- 
lated Groups  (DRG)  and  Peer  Review  Organization  (PRO) 
programs,  with  their  emphasis  on  minimizing  the  use  of  hos- 
pitals’ services,  could  result  in  still  more  professional  liability 
suits. 

In  this  atmosphere,  according  to  the  American  Medical 
Association  Center  for  Health  Policy  Research,  physicians 
have  changed  the  way  they  practice  medicine.  One  econo- 
mist has  noted  that  the  changes  have  potential  to  raise 
health  care  expenditures.  The  AMA  study  showed  that  al- 
most 57%  of  all  physicians  have  augmented  their  record- 
keeping in  response  to  the  increased  frequency  and  severity 
of  professional  liability  suits.  Other  major  changes  reported 
include:  referring  more  patients  (44.8%),  prescribing  addi- 
tional diagnostic  tests  (40.8%),  spending  more  time  with 
patients  (35.9%),  and  providing  additional  treatment  proce- 
dures (27.2%).  The  data  also  show  that  31 .4%  of  all  physi- 
cians have  increased  their  fees  because  of  the  costs  of 
professional  liability.  The  AMA  told  the  Senate  Committee  on 
Labor  and  Human  Resources  that  such  elements  of  defen- 
sive medicine  may  drive  up  the  nation's  total  health  care  bill 
by  as  much  as  $15.1  billion  annually. 

Dr  Webb  noted  that  in  light  of  the  government's  efforts  to 
cut  expenses,  including  limits  on  Medicare  reimbursement, 

E.  Don  Webb,  MD,  Houston,  represented  Texas  physicians  on  the  Medical 
Professional  Liability  Study  Commission. 
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physicians  will  be  especially  hard  pressed  to  recover  the  cost 
of  malpractice  insurance. 

Seeking  solutions 

Looking  back  over  the  events  of  the  past  ten  years,  Dr  Davis 
described  the  professional  liability  climate  in  Texas  today  in 
grim  terms:  “It’s  approaching  a volcanic  eruption  in  terms  of 
suits,  claims,  judgments,  and  settlements.” 

Recognizing  the  gravity  of  the  situation,  TMA  is  pursuing 
solutions,  as  it  did  during  the  crisis  of  1 975.  The  association’s 
Committee  on  Professional  Liability  works  with  the  Texas 
Medical  Liability  Trust  in  the  development  and  implementa- 
tion of  educational  activities  in  the  professional  liability  field 
and  also  sponsors  a professional  liability  seminar  at  the  TMA 
Annual  Session. 

To  keep  abreast  of  the  trends  in  professional  liability,  the 
committee  analyzes  data  from  the  Texas  State  Board  of 
Medical  Examiners  and  the  Texas  State  Board  of  Insurance 
on  the  lawsuits  and  claims  experience  of  Texas  physicians 
and  on  companies  writing  professional  liability  insurance. 

In  addition  to  the  committee's  activities,  the  TMA  lead- 
ership is  studying  tort  reforms  and  has  asked  Dr  Webb  to 
develop  a special  legislative  package  on  tort  reform.  His  sug- 
gestions were  to  be  presented  to  the  TMA  Council  on 
Legislation  for  its  review  and,  possibly,  introduced  to  the  69th 
Texas  Legislature. 

Dr  Webb  emphasized  the  importance  of  educating  the 
public  about  tort  reform,  pointing  out  that  patients  may  not  be 
aware  of  the  costs  associated  with  “defensive  medicine"  that 
accompanies  the  litigious  climate.  He  said  that  Texas  Medi- 
cal Foundation  hopes  to  receive  funds  to  study  the  practice  of 
defensive  medicine.  Dr  Webb  continued,  “Defensive  medical 
care  (is  costly),  yet  it  does  not  add  materially  to  the  quality  of 
medicine.  I think  when  the  public  sees  that — that  they  are 
being  forced  to  pay  either  directly  or  through  their  insurance 
premium,  for  (procedures)  that  medically  are  not  neces- 
sary— we  might  be  able  to  convince  them  (to  support  tort 
reform).  Also,  we  might  be  able  to  convince  the  legislature 
and  the  judiciary  that  there  is  a good  reason  to  look  upon 
medical  liability  as  a special  part  of  the  law.” 

“I  think  the  public’s  got  to  realize  that  society  cannot  afford 
the  tort  system  that  we  have  now,”  he  concluded. 

Donna  Jones 

News  Editor,  Texas  Medicine 
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MEDICAL  PRACTICE  MANAGEMENT  SYSTEMS 
Available  through  SMA  Physicians  Purchasing  Program 

♦Discounts  on  IBM  and  Texas  Instruments  Hardware  ’Discounts  on  Software  *Now  Available  on  New  IBM  PC/AT 


MPM  1000  the  complete  system  includes: 

’Hardware  (IBM  or  Texas  Instruments) 

’Software 
*T  raining 

’After  Sale  Support 

’Solo,  Group  Practice  or  Clinic  Systems 
Designed  to  work  in  all  aspects  of  practice  management 
Standard  Programs  include:  Optional  Programs  include: 


’Patient  Profiles 
’Accounts  Receivable/Billing 
’Insurance  Processing/Tracking 
’Collection  System 
’Recall  Notices 

’Full  line  of  Management  Reports 
’And  much  more  . . . 


’Word  Processing 
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’Inventory  Control 
’Appointment  Scheduling 
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Office  Phone 
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Suite  402 
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Information  for  authors 

Texas  Medicine  has  two  purposes:  As  a continuing  education  vehi- 
cle for  physicians,  it  publishes  clinically  useful  scientific  articles  and 
other  technical  information.  As  the  official  publication  of  the  Texas 
Medical  Association,  it  informs  members — through  editorials,  news 
pages,  and  regular  departments — about  medical  events,  legislative 
and  governmental  news,  meetings,  continuing  education  courses, 
and  programs  and  policies  of  the  Association. 

Material  for  Texas  Medicine  may  be  sent  to  the  Managing  Editor, 

1 801  North  Lamar  Blvd,  Austin  78701 . It  must  be  offered  solely  to 
this  journal.  Each  article  is  reviewed  by  a consultant  specialist  and 
an  editorial  board,  and  is  accepted  or  rejected  on  the  basis  of  its 
individual  merit  and  the  availability  of  other  material.  Reviews  usually 
take  six  to  eight  weeks. 

Copyright  assignment 

In  view  of  The  Copyright  Revision  Act  of  1 976,  effective  Jan  1 , 1 978, 
all  transmittal  letters  to  the  editor  must  contain  the  following  lan- 
guage: "In  consideration  of  the  Texas  Medical  Association  taking 
action  in  reviewing  and  editing  my  submission,  the  author(s)  under- 
signed hereby  transfers,  assigns,  or  otherwise  conveys  all  copyright 
ownership  to  the  Texas  Medical  Association  in  the  event  that  such 
work  is  published  by  the  TMA.” 

We  regret  that  transmittal  letters  not  containing  the  foregoing  lan- 
guage signed  by  all  authors  of  the  manuscript  will  necessitate  return 
of  the  manuscript. 

Scientific  articles 

Manuscripts  should  be  typed  double-spaced  with  ample  margins. 
Three  copies,  including  illustrations,  should  be  submitted  and  the 
author  should  keep  a copy. 

Please  indicate  six  key  words  for  indexing. 

Titles  should  include  the  words  most  suitable  for  indexing  the  arti- 
cle in  “Index  Medicus,"  should  stress  the  main  point,  and  should  be 
brief.  Subtitles  should  not  be  connected  grammatically  with  the  main 
title. 

Include  a mailing  address  and  telephone  number  for  each  author. 

An  introductory  summary  of  1 00- 1 50  words  is  required. 

Text  should  be  narrative  with  complete  sentences,  few  abbrevia- 
tions, and  logical  subheadings.  For  spelling  and  usage  the  editors 
follow  “Dorland’s  Illustrated  Medical  Dictionary,”  26th  edition,  and 
“Webster's  Third  New  International  Dictionary,  Unabridged.” 

The  text  of  observational  and  experimental  articles  is  usually — but 
not  necessarily — divided  into  sections  with  the  headings:  Introduc- 
tion, Methods,  Results,  and  Discussion.  Subheadings  may  be 
needed  to  clarify  content.  Other  types  of  articles  may  need  different 
formats. 

For  more  extensive  information  about  preparing  medical  articles 
for  publication,  the  editors  suggest  the  following  sources: 

International  Committee  of  Medical  Journal  Editors:  Uniform  re- 
quirements for  manuscripts  submitted  to  biomedical  journals.  The 
complete  document  is  available  in  the  June  1 982  issue  of  the  Annals 
of  Internal  Medicine. 

Barclay  WR,  Southgate  MT,  Mayo  RW:  Manual  for  authors  and 
editors:  editorial  style  and  manuscript  preparation.  Los  Altos,  Calif, 
Lange  Medical  Publications,  1 981 . Compiled  for  the  American  Medi- 
cal Association. 

CBE  Style  Manual  Committee:  Council  of  Biology  Editors  style 
manual:  a guide  for  authors,  editors,  and  publishers  in  the  biological 
sciences.  4th  ed.  Council  of  Biology  Editors,  Inc,  1978.  Distributed  by 
the  American  Institute  of  Biological  Sciences,  Arlington,  Va. 

In  addition,  many  excellent  books  and  manuals  are  devoted  to 
principles  and  techniques  of  clear,  concise  writing,  and  are  applica- 
ble to  scientific  as  well  as  general  topics. 

References 

References  to  scientific  publications  should  be  listed  in  numerical 
order  at  the  end  of  the  article,  with  reference  numbers  placed  in 
parentheses  at  appropriate  points  in  text. 

Minimum  acceptable  data: 


Journals:  Author,  article  title,  journal,  volume,  inclusive  pages, 
year. 

Books:  Author,  title,  place  of  publication,  publisher,  year. 

Other  sources:  Enough  information  must  be  included  so  that  the 
information  can  be  identified  and  retrieved. 

Letters,  personal  communications,  and  sources  not  readily  avail- 
able should  be  excluded  from  the  reference  list,  but  may  be 
mentioned  parenthetically  or  in  footnotes. 

Illustrations 

Illustrations  should  be  black  and  white  drawings  or  positive  photo- 
graphs, with  neat,  uniform,  fairly  large  lettering.  A label  pasted  to  the 
back  of  each  illustration  should  indicate  its  number,  topic,  author’s 
name,  and  title  of  article  in  brief. 

Legends  should  be  in  complete  sentences,  numbered,  and  typed 
on  a separate  sheet. 

Tables  should  be  typed  on  separate  sheets.  Column  headings 
should  show  points  of  similarity;  side  headings,  points  of  difference. 

Previously  published  material 

Written  permission  should  be  obtained  from  the  publishers  and  the 
authors  for  use  of  any  previously  published  material  (extensive  tex- 
tual matter,  illustrations,  tables)  used.  Short  verbatim  quotations  in 
the  text  may  be  used  without  permission,  but  should  be  quoted  ex- 
actly with  the  source  credited.  Copies  of  permission  letters  should  be 
submitted  with  the  manuscript. 

Editorials 

Editorials  should  be  written  in  clear,  concise  language.  Length 
should  be  about  two  or  three  pages  typed  with  double  spacing. 

Letters 

Letters  will  be  published  at  the  discretion  of  the  managing  editor, 
consultants,  and  Board  of  Publication. 

News 

News  items  should  be  sent  to  the  Editorial  Offices,  1 801  North 
Lamar  Blvd,  Austin  78701 . 

Obituaries 

Brief  obituaries  of  deceased  TMA  members  are  published  if  ade- 
quate information  is  received  within  four  months  of  date  of  death. 
With  notification,  please  include  the  name  and  address  of  next  of  kin. 

Policy  on  columns 

Few  contributors  recognize  beforehand  the  demands  of  producing  a 
monthly  column  that  will  consistently  be  of  interest  and  value  to  the 
reader.  Although  a few  regular  columns  appear,  it  has  not  been  the 
policy  to  grant  monthly  pages  to  specific  committees,  councils,  or 
groups. 

The  Editorial  Committee  and  the  editors  do,  however,  encourage 
committees,  councils,  and  individuals  to  submit  original  material 
which  they  consider  valuable  to  readers.  Should  regular  publication 
in  column  form  be  deemed  appropriate,  the  committee  and  the  edi- 
tors will  consider  development  of  a column. 

Editing 

All  material  is  subject  to  editing,  but  authors  receive  typescripts  to 
check  before  publication.  After  the  article  is  sent  to  the  printer,  only 
minimal  revision  may  be  made. 

Reprints 

Reprints  are  available  directly  from  the  printer  at  an  established 
schedule  of  costs.  Authors  automatically  receive  order  blanks  when 
their  articles  are  published. 

Copyright 

Texas  Medicine  is  copyrighted  by  the  Texas  Medical  Association. 
Written  permission  from  the  managing  editor  must  be  obtained  be- 
fore reproducing,  in  part  or  in  whole,  any  material  published  in  Texas 
Medicine. 

Point  of  View 

Publication  of  any  article  or  statement  is  not  to  be  deemed  an  en- 
dorsement of  the  views  expressed  therein,  nor  shall  publication  of 
any  advertisement  be  considered  an  endorsement  of  or  approval  of 
the  product  or  service  involved. 
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TEXAS  MEDICINE 


\ou  can  give 
someone  a 
chance  to  live. 


Someday  your  donor  card  and 
Humana  Hospital -San  Antonio 
could  give  someone  a second 
chance  on  life. 


Disease  doesn’t  play  favorites.  Anyone  at  any  age  can 
be  faced  with  the  need  for  an  organ  transplant  such  as  a 
kidney  or  liver.  A transplant  can  mean  the  difference 
between  a life  dependent  on  machines  and  medica- 
tions, or  even  no  life  at  all. 

Today,  thanks  to  new  surgical  techniques,  medica- 
tions and  willing  donors,  organ  transplants  have  given 
many  people  a second  chance  on  life.  But  there 
just  aren’t  enough  donor  organs  available. 
Thousands  of  people  are  on  waiting  lists 
around  the  country.  While  the  number  of  those 
in  need  continues  to  grow,  fewer  and  fewer 
donors  are  available. 

Humana  Hospital -San  Antonio  and  the 
physicians  in  their  kidney  transplant  program 
are  committed  to  providing  organs  for  patients 
needing  transplants.  Humana  Hospital -San 
Antonio  is  part  of  a network  of  160  hospitals 
nationwide  dedicated  to  securing  needed  organs 
such  as  hearts,  kidneys  and  livers.  As  a partici- 
pating hospital  in  this  network,  Humana  Hospital - 
San  Antonio  works  with  the  South  Texas  Organ 
Bank  who  can  notify  or  be  notified  of  organ  avail- 
ability and  attempt  to  match  patients  with  needed 
organs. 

But  the  concern  and  commitment  of  you  and 
| others  is  necessary  to  give  someone  a second 
chance.  That’s  where  you  can  help.  It  is  easy  to 
become  an  organ  donor.  Simply  fill  out  the  donor 
certificate  on  the  back  of  your  Texas  driver’s 
license  in  the  presence  of  two  witnesses. 

For  more  information  please  call  or  write  the 
Renal  Transplant  Center  at  Humana  Hospital - 
San  Antonio. 

Give  someone  the  chance  to  live  a better  life. 
Someday,  you  may  need  that  chance  for  someone 
you  love. 


+lumana  Hospital 

San  Antonio 


8026  Floyd  Curl  Drive  • San  Antonio,  Texas  78229  • (512)  692-3545 

South  Texas  Organ  Bank  (512)  732-961 2 s 1984  Humana  Inc. 
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Lease  a Place  in 

Clear  Lake’s  Medical  Future. 

Physicians  and  related  healthcare  professionals  can 
now  assure  themselves  a place  in  dynamic  Clear  Lake’s 
future.  Completely  refurbished  Clear  Lake  Medical  Profes- 
sional Building  now  has  space  available.  Located  adjacent 
to  Humana  Hospital  Clear  Lake,  offices  in  this  modern 
facility  will  position  your  practice  in  the  middle  of  fast- 
developing  Clear  Lake  Medical  Center. 

Consider  these  advantages  to  being  located  in  the  re- 
gional medical  center  of  the  future:  Covered  walkway  to 
Clear  Lake  Medical  Tower  • walking  distance  to  five  more 
existing,  projected  or  developing  healthcare  facilities 
• 24-hour  security  and  management  assistance  • beauti- 
fully landscaped  courtyard  • abundant  parking  • nearby 
shopping  and  convenience  services  to  attract  and  hold 
quality  staff  personnel. 


Medical  Professional 

■ P/iutMi 


w 


400  Medical  Center  Blvd.  • Webster,  Tbxas  77598 
Fred  Goeke  & Associates,  Inc.,  Property  Manager 
Call  Bill  Goeke  (713)  847-2100 
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600*% 


600 mg  Tablels 


More  convenient  f6r  your  patients 


1984  The  Upjohn  Company 


The  Upjohn  Company  • Kalamazoo,  Michigan  49001  USA 


j-4044  January  1984 


On  nitrates, 
but  angina  still 
strikes... 


After  a nitrate, 
add  ISOPTIN 

(verapamil  HCl/Knoll) 


To  protect  your  patients,  as  well  as  their  quality  of  life, 
add  Isoptin  instead  of  a beta  blocker. 


First,  Isoptin  not  only  reduces  myocardial  oxygen  demand 
by  reducing  peripheral  resistance,  but  also  increases  coro- 
nary perfusion  by  preventing  coronary  vasospasm  and 
dilating  coronary  arteries  — both  normal  and  stenotic. 
These  are  antianginal  actions  that  no  beta  blocker 
can  provide. 

Second,  Isoptin  spares  patients  the 
beta-blocker  side  effects  that  may 
compromise  the  quality  of  life. 

With  Isoptin,  fatigue,  bradycardia  and  mental 
depression  are  rare.  Unlike  beta  blockers, 

Isoptin  can  safely  be  given  to  patients  with 
asthma,  COPD,  diabetes  or  peripheral 
vascular  disease.  Serious  adverse 
reactions  with  Isoptin  are  rare 
at  recommended  doses;  the 
single  most  common  side 
effect  is  constipation  (6.3%). 

Cardiovascular  contra- 
indications to  the  use  of 
Isoptin  are  similar  to  those 
of  beta  blockers:  severe 
left  ventricular  dysfunction, 
hypotension  (systolic  pres- 
sure <90  mm  Hg)  or  cardio- 
genic shock,  sick  sinus  syndrome 
(if  no  artificial  pacemaker  is  present) 
and  second-  or  third-degree  AV  block. 

So,  the  next  time  a nitrate  is  not  enough,  add 
Isoptin ...  for  more  comprehensive  antianginal 
protection  without  side  effects  which  may 
cramp  an  active  life  style. 


ISOPTIN.  Added 
antianginal  protection 
without  beta-blocker 
side  effects. 


Please  see  brief  summary  on  following  page 


1S0PT1N  TABLETS 

(verapamil  HCl/KnoIl) 

80  mg  and  120  mg 

Contraindications:  Severe  left  ventricular  dysfunction  (see  Warn- 
ings), hypotension  (systolic  pressure  <90  mm  Hg)  or  cardiogenic 
shock,  sick  sinus  syndrome  (if  no  pacemaker  is  present),  2nd-  or  3rd- 
degree  AV  block  Warnings:  ISOPTIN  should  be  avoided  in  patients 
with  severe  left  ventricular  dysfunction  (e.g.,  ejection  fraction  <30%) 
or  moderate  to  severe  symptoms  of  cardiac  failure-  Control  milder 
heart  failure  with  optimum  digitalization  and/or  diuretics  before 
ISOPTIN  is  used.  ISOPTIN  may  occasionally  produce  hypotension 
(usually  asymptomatic,  orthostatic,  mild,  and  controlled  by  decrease 
in  ISOPTIN  dose).  Occasional  elevations  of  liver  enzymes  have  been 
reported;  patients  receiving  ISOPTIN  should  have  liver  enzymes  moni- 
tored periodically.  Patients  with  atrial  flutter/fibrillation  and  an  acces- 
sory AV  pathway  (e.g  , W-P-W  or  L-G-L  syndromes)  may  develop  a 
very  rapid  ventricular  response  after  receiving  ISOPTIN  (or  digitalis). 
Treatment  is  usually  D C. -cardioversion.  AV  block  may  occur  (3rd 
degree,  0.8%).  Development  of  marked  Ist-degree  block  or  progres- 
sion to  2nd-  or  3rd-degree  block  requires  reduction  in  dosage  or, 
rarely,  discontinuation  and  institution  of  appropriate  therapy.  Sinus 
bradycardia,  2nd-degree  AV  block,  sinus  arrest,  pulmonary  edema, 
and/or  severe  hypotension  were  seen  in  some  critically  ill  patients 
with  hypertrophic  cardiomyopathy  who  were  treated  with  ISOPTIN 
Precautions:  ISOPTIN  should  be  given  cautiously  to  patients  with 
impaired  hepatic  function  (in  severe  dysfunction  use  about  30%  of 
the  normal  dose)  or  impaired  renal  function,  and  patients  should  be 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other 
signs  of  overdosage.  Studies  in  a small  number  of  patients  suggest 
that  concomitant  use  of  ISOPTIN  and  beta  blockers  may  be  beneficial 
in  patients  with  chronic  stable  angina.  Combined  therapy  can  also 
have  adverse  effects  on  cardiac  function.  Therefore,  until  further 
studies  are  completed,  ISOPTIN  should  be  used  alone,  if  possible.  If 
combined  therapy  is  used,  patients  should  be  monitored  closely. 
Combined  therapy  with  ISOPTIN  and  propranolol  should  usually  be 
avoided  in  patients  with  AV  conduction  abnormalities  and/or  de- 
pressed left  ventricular  function  or  in  patients  who  have  also  recently 
received  methyldopa  Chronic  ISOPTIN  treatment  increases  serum 
digoxin  levels  by  50%  to  70%  during  the  first  week  of  therapy  which 
can  result  in  digitalis  toxicity.  The  digoxin  dose  should  be  reduced 
when  ISOPTIN  is  given,  and  the  patient  carefully  monitored  ISOPTIN 
may  have  an  additive  hypotensive  effect  in  patients  receiving  blood- 
pressure-lowering  agents.  Disopyramide  should  not  be  given  within 
48  hours  before  or  24  hours  after  ISOPTIN  administration.  Until  fur- 
ther data  are  obtained,  combined  ISOPTIN  and  quimdine  therapy  in 
patients  with  hypertrophic  cardiomyopathy  should  probably  be 
avoided,  since  significant  hypotension  may  result.  Adequate  animal 
carcinogenicity  studies  have  not  been  performed.  One  study  in  rats 
did  not  suggest  a tumorigenic  potential,  and  verapamil  was  not 
mutagenic  in  the  Ames  test.  Pregnancy  Category  C There  are  no 
adequate  and  well-controlled  studies  in  pregnant  women  This  drug 
should  be  used  during  pregnancy,  labor,  and  delivery  only  if  clearly 
needed.  It  is  not  known  whether  verapamil  is  excreted  in  breast  milk, 
therefore,  nursing  should  be  discontinued  during  ISOPTIN  use. 
Adverse  Reactions:  Hypotension  (2.9%),  peripheral  edema  (1 .7%), 
AV  block  3rd  degree  (0.8%),  bradycardia  HR<50/min  (1  1 %),  CHF 
or  pulmonary  edema  (0  9%),  dizziness  (3.6%),  headache  (1.8%), 
fatigue  (1.1%),  constipation  (6.3%),  nausea  (1.6%)  The  following 
reactions,  reported  in  less  than  0.5%,  occurred  under  circumstances 
where  a causal  relationship  is  not  certain  confusion,  paresthesia, 
insomnia,  somnolence,  equilibrium  disorders,  blurred  vision,  syncope, 
muscle  cramps,  shakiness,  claudication,  hair  loss,  maculae,  and  spotty 
menstruation.  Overall  continuation  rate  of  94  5%  in  1,166  patients 
How  Supplied:  ISOPTIN  (verapamil  HCI)  is  supplied  in  80  mg  and 
120  mg  sugar-coated  tablets.  July  1982  2068 

KNOLL  PHARMACEUTICAL  COMPANY 

knoll  30  NORTH  JEFFERSON  ROAD,  WHIPPANY  NEW  JERSEY  07981 
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IGNORANCE 

ISN0 

EXCUSE. 

America's  declining 
productivity  is  serious 
business. 

It's  about  time  we  all 
got  serious  about  it. 

1 productivity-  1 America's  productivity 
TheCrivi*  qrowth  rate  has  been 

1 That  Crept  Up  » . , , , 

onus-  slipping  badly  tor  sev- 
1 eral  years  now,  com- 
_ 1 pared  to  that  of  other 

\ ^ nations.  And  it's  ad- 

lES  ! versely  affecting  each 
I Wi®  ( and  every  one  of  us. 
L—  We've  all  seen 

plants  and  businesses  close  down. 
Tens  of  thousands  of  |obs  lost.  Prices 
rising,  quality  deteriorating.  A flood 
of  foreign-made  products  invading 
our  shores.  It's  all  part  of  our  declin- 
ing productivity  rate. 

We've  simply  got  to  work  it  out — 
and  we've  got  to  work  together  to  do 
it.  But  first,  we  need  to  know  more 
about  the  problem  and  the  possible 
solutions  so  we  can  act  intelligently 
and  effectively. 

That's  why  you  should  send  for 
this  informative  new  booklet.  It  hasn't 
got  all  the  answers — there  are  no 
quick  and  easy  ways  out— but  it's  a 
very  good  place  to  start  the  produc- 
tivity education  of  yourself,  your 
associates  and  your  workers.  It's  free 
for  the  asking  — and  in  quantity.  Mail 
the  coupon  right  away.  Ignorance  is 
no  excuse. 


A public  service  of  this  publication 
and  the  American  Productivity  Center 


America. 

Let's  work  together. 


National  Productivity  Awareness  Campaign 
I PO  Box  480,  Lorton,  VA  22079 


Yes,  I would  like  to  improve  my  company's 
productivity  Please  send  me  a free  copy  of 
"Productivity  the  crisis  that  crept  up  on  us." 
(Quantities  available  at  cost  from  above 
address  ) 


Name 


Title 


Company 

I City State Zip 

Please  allow  4-6  weeks  for  delivery. 
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•85  and  Beyond 

er  Cassette 
Tapes  Today! 

is  Medical  Association 
> Winter  Conference 

t Regency  Austin 
uary  2 


Tape  1 

Remarks  of  the  President— 

George  G.  Alexander,  MD 
Challenges  Ahead  for  the  Profession — 
Harrison  L.  Rogers,  Jr.,  MD 
Professional  Liability:  A Crisis? — 
James  E.  Davis,  MD 

Tape  2 

Enhancing  Your  Medical  Practice  in  a 
Competitive  Environment — 

David  G.  Noyes 

The  New  World  of  Competition  and 
Changes  in  Medical  Care  Delivery — 

Louis  J.  Goodman,  PhD 

Tape  3 

Panel— Key  Medical  Issues  Before  the 
Texas  Legislature  and  the  Congress 

Non-Physician  Practitioners  and 
Reimbursement  Issues— 

Byron  L.  Howard,  MD 

The  69th  Texas  Legislature  and 

Medical  Care  Finance  Legislation — 

John  P.  Coughlin,  MD 

Can  Tort  Reform  be  Achieved? — 

E.  Don  Webb,  MD 

Medical  Issues  Before  the  99th 

Congress — 

Joseph  T.  Ainsworth,  MD 

Tape  4 

Breakout  Session  1 /The  New  Medical 
Alphabet  and  the  Delivery  of  Profes- 
sional Services— HMOs,  PPOs,  DRGs, 
and  PROs 

Dewey  W.  Johnston,  MD 
Donald  S.  Huge,  MD 
Louis  J.  Goodman,  PhD 


Tape  5 

Breakout  Session  2/Professional 
Liability:  1985  and  Beyond 

Dave  Murray 
Kleber  C.  Miller,  LLB 
James  E.  Davis,  MD 
E.  Don  Webb,  MD 

Tape  6 

Breakout  Session  3/Your  Medical  Prac- 
tice— Thriving  or  Surviving? 

Russell  W.  H.  Kridel,  MD 
Marilyn  Baker 
David  G.  Noyes 

Tape  7 

Update  Session  for  Officers  of  County 
Societies— Part  1 

Functions  of  Board  of  Councilors — 

Joe  A.  Lewis,  MD 

Your  Responsibilities  as  a County 
Society  Officer — 

George  G.  Alexander,  MD 

TMA  Resources  Available  to  Assist 

County  Society  Officers— 

Donald  M.  Anderson 

Tape  8 

Update  Session  for  Officers  of  County 
Societies— Part  2 

Legislative  Issues  for  1985— 

John  P.  Coughlin,  MD 
Peer  Review  and  Legal  Issues  Con- 
fronting County  Societies — 

Donald  P.  Wilcox,  JD 
Development  of  the  Hospital  Medical 
Staff  Section — 

Ted  H.  Forsythe,  MD 
Diagnosis  Related  Groups— 

Rogers  K.  Coleman,  MD 


Order  Form 

rig  or  Surviving:  1985  and  Beyond 

ual  cassette  tapes  are  $7.95  plus  5Va%  sales  tax. 

Name 

1 □ Tape  2 □ Tape  3 □ Tape  4 

5 □ Tape  6 □ Tape  7 □ Tape  8 Address 

City 

State Zip 



For  additional  information,  contact  TMA  Communication  Department,  1801 
x_ North  Lamar  Blvd.,  Austin,  Texas  78701 ; 512/477-6704 

□ Paid  □ Bill  me  □ Mail 
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You  know  it's  not  your  every-  If  you  are  a specialist  in 

day  patient  problem.  Alco-  addiction  treatment,  you're 

holism  is  far  different  from  equipped  to  deal  with  these 

most  other  diseases.  Patients  problems.  If  not,  consider 

try  to  hide  it  from  you.  They  Brookwood  Recovery  Center 

resist  treatment.  They  deny  as  your  specialist  and  partner 
they  have  the  disease  at  all.  in  the  treatment  of  alcohol- 

Such  a complex  physical  ism  and  drug  abuse . We're  a 

and  emotional  problem  usually  specialized  facility  staffed  to 
requires  extensive  evaluation,  serve  both  your  patient  and 
And  intervention  counseling  patient's  family.  Our  nation- 

is  frequently  needed.  ally  recognized  treatment 


programs  have  given  us  one  (214/988-0106,  metro),  Ft. 

of  the  best  recovery  rates  in  Worth  (817/654-4153,  metr 
the  country.  And  once  recov-  Houston  (713/439-1202), 
ered,  your  patients  and  their  San  Antonio  (512/494-447 
families  return  to  being  the  Port  Arthur  (409/983-2064 
kind  of  patients  that  let  you  or  Westgate  in  Denton 
help  them  once  again. 

For  further  information  on 
how  a Brookwood  Recovery 
Center  can  help  you  effectively 
treat  this  problem,  call  our 

treatment  center  in  Dallas  . Recovery  Centee 


(214/434-3549,  met 
anytime,  day  or  nig 


Brookwood 


A health  care  service  of 
American  Medical  International 


Have  you 
ever  wanted 
to  know  if 
you’re 
managing 
your  finances 
in  a 

balanced, 
biblical  way? 


There  is  now  a personal  financial  service 
available  to  help  you  to  know.  Christian 
Wealth  Management,  Inc.  offers  fee-only  finan- 
cial planning  with  three  distinctives.  First,  a 
biblical  approach  to  personal  finance  that  is 
reflected  in  God's  word.  Second,  independent 
counsel  that  is  not  connected  with  the  sale  of 
any  products.  Third,  technical  expertise  to 
provide  an  integrated  approach  to  each  area  of 
your  personal  finances. 

For  more  information,  call 
(512)  528-1140 
Principle — Bill  Lucy 

Registered  Investment  Advisor 
BBA,  Finance,  University  of  Houston 
MABS,  Dallas  Theological  Seminary 


CHRISTIAN  WEALTH 
MANAGEMENT,  INC. 

1015  Bee  Cave  Woods,  Suite  207 
Austin,  Texas  78746 


BUY  A PIECE  OF 
THE  VAIL  VALLEY 

You've  developed  a successful,  sound 
professional  foundation.  Doesn't  it  make 
sense  to  invest  in  your  precious  leisure 
time  as  well?  You  may  have  already 
considered  purchasing  a vacation  home  in 
a resort  area  like  Colorado's  Vail  Valley. 
Perhaps  you've  decided  the  cost  was  too 
great  to  make  the  purchase  practical.  You 
may  be  surprised  to  learn  how  reasonably 
a group  of  like-minded  professionals  can 
purchase  a superb  home  in  the  Vail 
Valley.*  On  a per-person  basis,  with  a 
partner  arrangement  of  4 or  5 people, 
costs  are  dramatically  less. 

Specially  designed  homes  are  available. 
Consideration  has  been  given  to  private 
baths  in  each  bedroom,  large  comfortable 
entertaining  areas,  well  equipped,  easy-to- 
use  kitchens,  a garage  with  a four-wheel 
drive  vehicle  and  a steam  room  or  hot  tub. 
Consideration  also  has  been  given  to  lots 
of  storage  area  where  each  individual 
family  can  keep  skis,  clothes,  boots  and 
other  private  items. 

With  the  cyclical  nature  of  real  estate 
at  a low  point  and  the  vast  expansion  of  the 
Vail  area  putting  more  product  on  the 
market,  prices  are  very  reasonable. 

Vacation  homes  vary  in  price  from  ninety 
thousand  dollars  for  a two  bedroom  condo 
on  up.  It  is  possible  to  buy  a centrally 
located  duplex  unit  of  three  or  more 
bedrooms  in  the  two  to  three  hundred 
thousands.  A five-person  partnership 
would  n'eed  individual  down  payments  in 
the  fifteen  thousand  range  for  a three 
hundred  thousand  dollar  unit;  interest  and 
property  taxes  are  tax  deductible,  of  course. 

Although  there  has  been  considerable 
appreciation  of  property  value  in  the  past, 
we  feel  a purchase  of  vacation  property  in 
this  area  should  be  made  for  utility  reasons 
rather  than  as  an  investment  only.  World 
class  ski  areas  like  Vail  and  Beaver  Creek, 
delightfully  cool  summers,  golf,  and 
constant  summer  activities  are  among  the 
reasons  to  have  a home  in  Vail.  Whether 
you  use  it  for  yourselves  and  your  friends 
only,  or  rent  to  others,  a purchase  could 
not  be  made  at  a better  time  than  the 
present. 

For  further  information,  write  to  Mary  Ellen  or 
Gerry  Turner,  Box  1242,  Vail,  CO  81658  or  call 
(303)  949-4077. 

* The  IRS  would  probably  treat  a purchase  by  your  pro- 
fessional corporation  as  a purchase  by  you.  Check  with 
your  accountant. 
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Each  week,  VITAL  SIGNS  brings  your  patients  useful 
health  information  in  an  exciting  new  format.  With  VITAL 
SIGNS,  they  can  keep  up  with  the  newest  discoveries  in 
medicine,  learn  how  to  receive  the  best  medical  care  for 
their  money,  meet  one  of  Texas’  more  interesting  doc- 
tors, and  more. 

Tell  your  patients  to  watch  VITAL  SIGNS! 

Premieres  Sunday,  February  10! 

Exclusively  on 

TGN 

TEXAS  CABLE  NETWORK 

TELEVISION  FOR  TEXANS 

In  cooperation  with 

TMA 

Texas  Medical  Association 

Watch  the  Texas  Cable  Network  and  Vital  Signs  on  the  following 
cable  systems:  Arlington  Channel  12,  Austin  Channel  15,  Dallas 
Warner  Channel  32,  Fort  Worth  Channel  41,  Hurst  Channel  II.Hous- 
ton  Qube  Channel  30,  Irving  Channel  12,  Las  Colinas  Channel  6, 
Lewisville  Channel  20,  Richardson  Channel  7,  and  San  Antonio 
Channel  11.  If  your  cable  system  doesn’t  have  TCN,  request  it! 


TEXAS  MEDICINE 


Spend  three  weeks  in 
England  studying  at 
Cambridge  University. 
June  30 — July  20,  1985 


Through  a joint  program  of  The  University  of 
Texas  at  Austin  and  the  University  of  Cambridge, 
you  can  spend  three  weeks  this  summer  studying  at 
Cambridge. 

Live  in  Clare  College  and  experience  life  as  a 
Cambridge  “regular.”  Attend  classes  given  by  dis- 
tinguished “dons”  of  Cambridge  and  other  English 
universities.  Go  on  field  trips  to  historical  and  cul- 
tural sites  around  Cambridge  or  in  London.  Classes 
and  activities  are  designed  for  mature  adults. 

Register  for  1 of  6 courses: 

• Roman  Britain  and  its  Archaeology 
• Shakespeare’s  England 

• Politics  and  Problems  of  Contemporary  Britain 
• Churchill  and  his  Times 
• English  Country  Houses 
• Victorian  Britain  and  the  Rise  of  Empire 

Optional:  3 semester  hours  of  extension  credit  from 
The  University  of  Texas  at  Austin 

$1,495  for  the  three-week  session.  Includes  room, 
three  meals  a day,  and  expenses  for  required  field 
trips.  Does  not  include  transportation  to  and  from 
Cambridge.  Optional  weekend  side  trips  may  be 
arranged  at  small  extra  cost. 

For  registration  information,  call  or  write  the 
Office  of  the  Dean,  Continuing  Education,  Joe  C. 
Thompson  Conference  Center,  UT  Austin,  Austin, 
Texas  78713,  (512)  471-4652.  Or  call  1-800-252-3461 
(Texas  only)  and  leave  your  name  and  number. 

Your  call  will  be  returned  as  soon  as  possible. 
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DIAGNOSIS: 


Acute 

Doctor 

Confusion. 


TREATMENT: 

American 
Physicians 
Service  Group. 

Where  can  a doctor  in  solo  or  group  prac- 
tice, clinic  or  medical  school  find  an  experi- 
enced single  source  for:  Systems — PRO- 
LINK or  Turn-key — Medical  Business 
Forms — Practice  Management  Consulting 
or  Contractual — Estate  Planning — Tax 
Shelters  and  Investments — Income  Replace- 
ment— Office  Overhead — Professional 
Liability — Universal  or  ART  Life.  American 
Physicians  Service  Group! 

Created  and  designed  specifically  for  the 
health-care  field,  this  publicly  held  company 
delivers  Automated  Office  Systems,  Total 
Practice  Management  and  Complete  Financial 
Services.  What  else  would  you  expect  from 
APS? 

If  you’re  suffering  from  Acute  Doctor 
Confusion,  call  for  the  APS  Treatment. 

U.S.  800/626-2450,  Texas  800/252-3447, 
Austin  512/328-0888. 


t American  Physicians 
Service  Group,  Inc. 


1301  Capital  of  Texas  Hwy.,  S.,  B220 
Austin,  Texas  78746 
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THE  HYDE  DECISION 

Last  spring  the  US  Supreme  Court  reviewed  antitrust  issues 
involving  exclusive  hospital-physician  contracts  for  the  first 
time.  In  a unanimous  opinion,  the  court  reversed  a contro- 
versial decision  by  the  Fifth  Circuit  Court  of  Appeals  in 
Jefferson  Parish  Hospital  District  No.  2 v Hyde  (1).  The  Fifth 
Circuit  Court's  decision  had  held  that  an  exclusive  agree- 
ment between  the  hospital  and  a group  of  anesthesiologists 
was  a per  se  illegal  tying  arrangement  under  antitrust  law. 
That  decision  was  at  odds  with  case  law  in  other  federal 
appellate  courts,  which  had  regarded  such  contracts  as  ex- 
clusive dealing  arrangements  and,  therefore,  not  illegal  per 
se  unless  affirmatively  shown  to  restrain  competition.  Such  a 
showing  is  usually  an  arduous  and  expensive  burden  for  the 
plaintiff.  The  Hyde  opinion  indicates  that  this  novel  charac- 
terization by  the  Fifth  Circuit  Court  of  exclusive  contracts 
between  hospitals  and  physicians  as  tying  arrangements 
will  not  condemn  them  to  instant  illegality,  and,  thus,  has  not 
lightened  the  plaintiff’s  burden  of  proof  and  persuasion  in 
such  cases. 


Antitrust  primer 

Concerned  with  the  adverse  effects  of  trusts  and  monopolies 
on  American  commerce,  Congress  adopted  the  Sherman 
Antitrust  Act  in  1 890.  Section  1 of  the  act  states:  "Every 
contract,  combination  in  the  form  of  trust  or  otherwise,  or 
conspiracy,  in  restraint  of  trade  or  commerce  among  the 
several  states,  or  with  foreign  nations,  is  declared  to  be  il- 
legal. . (2).  Criminal  penalties  for  violation  of  this  law  are 

severe,  including  fines,  jail  terms,  or  both.  Civil  remedies 
available  to  successful  plaintiffs  include  recovery  of  treble 
damages,  court  costs,  and  reasonable  attorneys’  fees  (3). 

Rule  of  reason 

In  most  antitrust  cases,  the  courts  will  scrutinize  the  alleged 
restraint  on  competition  under  the  rule  of  reason.  A plaintiff 
must  show  that,  based  upon  all  relevant  circumstances,  the 
challenged  practice  imposes  an  unreasonable  restraint  on 
competition.  Any  benefits  arising  from  the  alleged  restraint 
must  be  compared  with  the  actual  or  potential  harm  to  com- 
petition. This  analysis  calls  for  the  extensive  and  time- 
consuming  assembly  of  economic  data.  The  courts  always 
have  analyzed  exclusive  dealing  arrangements,  which  in- 
volve the  sale  of  a product  or  service  on  the  condition  that  the 
buyer  will  not  purchase,  sell,  or  use  competitive  products, 
under  the  rule  of  reason.  Therefore,  challenging  such  ar- 
rangements is  usually  quite  expensive. 


Per  se  illegality 

In  sharp  contrast  to  the  rule  of  reason,  courts  in  certain 
limited  circumstances  may  hold  that  conduct  violates  the 
antitrust  laws  without  reviewing  extensive  evidence.  Agree- 
ments or  practices  such  as  price-fixing  and  boycotts  fall  into 
this  category,  and  are  presumed  to  be  unreasonable.  Thus, 
they  are  illegal  per  se,  in  and  of  themselves. 

Tying  arrangements  involve  the  sale  of  a product  on  the 
condition  that  the  buyer  also  must  purchase  an  additional,  or 
tied,  product.  Such  requirements  often  pose  unacceptable 
risks  of  stifling  competition  and  are  held  to  be  unreasonable 
per  se.  However,  refusal  to  sell  two  products  separately  does 
not  always  restrain  competition.  The  courts  condemn  tying 
arrangements  only  when  the  seller  has  some  special  ability 
(usually  called  “market  power”)  to  force  a purchaser  to  do 
something  he  or  she  otherwise  might  not  do  in  a competitive 
market.  When  “forcing”  occurs  or  is  likely  to  occur,  tying  ar- 
rangements are  illegal  per  se,  and  there  is  no  need  for  an 
inquiry  into  actual  market  conditions  as  would  be  required 
under  a rule  of  reason  analysis. 

Exclusive  contracts  between  anesthesiologists  and  hospi- 
tals traditionally  have  been  considered  exclusive  dealing 
arrangements,  and,  therefore,  the  courts  have  analyzed 
them  for  anticompetitive  effects  under  the  rule  of  reason.  In 
Dos  Santos,  MD  v Columbus-Cuneo-Cabrini  Medical  Cen- 
ter, an  anesthesiologist  challenged  an  exclusive  dealing 
contract  for  the  provision  of  anesthesia  services  at  a hospital 
(4).  The  trial  court  granted  a preliminary  injunction  against 
the  hospital’s  enforcement  of  the  contract,  but  the  US  Sev- 
enth Circuit  Court  of  Appeals  reversed  the  injunction.  Before 
returning  the  case  to  the  trial  court  for  further  proceedings, 
the  appellate  court  suggested  that,  for  antitrust  purposes,  the 
hospital  should  be  considered  the  purchaser  of  the  anesthe- 
sia services.  The  legality  of  the  hospital’s  exclusive  contract 
then  would  be  evaluated  with  that  relevant  market  in  mind.  By 
suggesting  that  the  hospital  was  the  purchaser  of  anesthesia 
services,  the  appellate  court  effectively  precluded  the  plain- 
tiff from  claiming  a per  se  illegal  tying  arrangement  because 
the  hospital  as  the  designated  purchaser  was  buying  only 
one  product — anesthesia  services. 

Hyde 

In  Jefferson  Parish  Hospital  District  No.  2 v Hyde,  the  plain- 
tiff’s approach  in  both  the  trial  and  appellate  courts  was  to 
claim  that  the  hospital’s  exclusive  contract  for  anesthesia  ser- 
vices was  a tying  arrangement  so  that  the  contract  could  be 
found  to  be  a per  se  violation  of  the  law  (1 ).  In  order  to  claim 
that  a tying  arrangement  existed,  Edwin  G.  Hyde,  MD,  asked 
the  courts  to  consider  the  patients  as  the  purchasers  of 
anesthesia  services.  He  argued  that  the  tie-in  sale  by  the 
hospital  linked  anesthesia  services  with  hospital  surgical  ser- 
vices. Thus,  if  the  courts  agreed  to  consider  the  exclusive 
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anesthesia  services  contract  as  a tying  arrangement,  an 
elaborate,  time-consuming,  and  expensive  inquiry  into  the 
reasonableness  of  the  contract  by  Dr  Hyde  would  not  be  nec- 
essary. Additionally,  any  attempts  by  the  hospital  to  prove 
that  the  contract’s  anticompetitive  effects  were  outweighed 
by  its  pro-competitive  effects  would  be  irrelevant.  As  a result 
of  the  plaintiff’s  successful  characterization  of  the  exclusive 
contract  as  an  illegal  tying  arrangement  on  the  appellate 
level,  the  hospital  appealed  to  the  US  Supreme  Court. 

The  Supreme  Court  was  asked  to  decide  whether  the 
contract  gave  rise  to  a per  se  violation  of  Section  1 of  the 
Sherman  Act  because  every  patient  undergoing  surgery  at 
the  hospital  had  to  use  the  services  of  one  anesthesiology 
group.  If  not,  the  Supreme  Court  was  also  asked  whether  the 
contract  was  nevertheless  illegal  because  it  unreasonably  re- 
strained competition  among  anesthesiologists. 

The  contract  in  question  was  an  agreement  between  East 
Jefferson  General  Hospital  in  Metairie,  La,  and  a group  of 
anesthesiologists  known  as  Roux  & Associates.  Under  the 
contract,  the  hospital  provided  space,  equipment,  mainte- 
nance, and  other  support  services  necessary  to  operate  the 
anesthesiology  department.  The  contract  also  provided  that 
any  anesthesiologist  designated  by  Roux  would  be  admitted 
to  the  hospital’s  medical  staff.  Although  the  contract  did  not 
specifically  exclude  other  anesthesiologists  from  the  medical 
staff,  the  hospital  chose  to  maintain  a closed  anesthesiology 
department.  The  Supreme  Court  noted  that  this  exclusive 
contract  had  an  impact  on  two  different  segments  of  the 
economy — consumers  of  medical  services  and  providers  of 
anesthesia  services.  Any  consumer  of  medical  services  who 
elected  to  have  an  operation  performed  at  East  Jefferson 
1 Hospital  could  employ  only  anesthesiologists  associated  with 
Roux.  No  anesthesiologists  except  those  employed  by  Roux 
could  practice  at  East  Jefferson. 

The  Supreme  Court  stated  that  no  tying  arrangement 
could  exist  unless  there  was  sufficient  demand  for  the  pur- 
chase of  anesthesia  services  separate  from  hospital  services 
that  would  identify  a distinct  product  market  in  which  it  would 
be  efficient  to  offer  anesthesia  services  separately  from  hos- 
pital services.  The  court  concluded  that  the  anesthesia 
services  component  of  the  package  offered  by  the  hospital 
could  be  provided  separately  and  that  the  patient  or  one  of 
his  doctors  could  select  such  services  if  the  hospital  did  not 
; insist  on  including  anesthesia  services  in  the  package  it  of- 
fered. The  trial  court  record  contained  ample  and  uncontro- 
verted testimony  indicating  that  patients  or  surgeons  often 
request  specific  anesthesiologists  to  come  to  a hospital  and 
provide  anesthesia.  Thus,  the  court  found  that  the  hospital’s 
requirement  that  its  patients  must  obtain  necessary  anesthe- 
sia services  from  Roux  & Associates  combined  the  purchase 
of  two  distinguishable  services  in  a single  transaction,  result- 
ing in  a tying  arrangement. 


Market  power 

The  Supreme  Court,  however,  denied  the  plaintiff’s  request 
to  invoke  the  per  se  rule,  under  which  an  analysis  of  actual 
market  conditions  would  have  been  unnecessary.  The  court 
noted  that  70%  of  the  patients  residing  in  Jefferson  Parish 
entered  hospitals  other  than  East  Jefferson.  Because  a sub- 
stantial majority  of  the  parish's  residents  elected  not  to  enter 
East  Jefferson,  the  demographic  data  offered  by  Dr  Hyde  did 
not  establish  the  dominant  market  position  that  necessitates 
further  inquiry  into  actual  competitive  conditions. 

Competition  among  anesthesiologists 

Dr  Hyde  also  argued  that  the  contract  violated  section  1 of 
the  Sherman  Antitrust  Act  because  it  unreasonably  re- 
strained competition.  The  Supreme  Court  answered  that  it 
would  be  necessary  to  show  that  the  contract  had  an  actual 
adverse  effect  on  competition  in  order  to  find  that  the  ex- 
clusive contract  unreasonably  restrained  competition  among 
anesthesiologists.  The  court  noted  that  the  contract  certainly 
had  removed  the  East  Jefferson  Hospital  from  the  market 
open  to  Roux’s  competitors.  Like  any  exclusive  contract,  the 
contract  could  be  unlawful  if  it  foreclosed  so  much  of  the  mar- 
ket from  Roux’s  competitors  as  to  unreasonably  restrain 
competition  in  the  market  for  anesthesia  services.  However, 
Dr  Hyde  had  not  attempted  to  make  that  showing  at  the  trial. 
The  Supreme  Court  concluded  that  without  proof  of  an  actual 
adverse  effect  on  competition,  Dr  Hyde  could  not  make  out  a 
case  under  antitrust  law. 

Summary 

The  majority’s  decision  in  the  Hyde  case  can  be  summarized 
by  stating  that  (1 ) the  anesthesia  services  were  medical  ser- 
vices separate  from  other  services  provided  by  the  hospital, 
(2)  these  services  were  tied  together  under  provisions  of  an 
exclusive  contract  between  the  hospital  and  a group  of  anes- 
thesiologists, (3)  this  particular  exclusive  contract  did  not 
constitute  a per  se  antitrust  violation  as  a tying  arrangement 
because  there  was  no  proof  that  the  hospital  had  sufficient 
market  power  to  force  otherwise  unwilling  patients  to  pur- 
chase both  services,  and  (4)  the  plaintiff  presented  insuf- 
ficient evidence  to  show  that  the  contract  was  neverthe- 
less illegal  because  it  unreasonably  restrained  competition 
among  anesthesiologists. 

The  concurring  opinion  of  four  justices  reached  the  same 
conclusion  as  the  majority  opinion,  but  applied  antitrust 
principles  in  a somewhat  different  fashion.  The  concurring 
opinion  is  notable  for  its  recognition  that  application  of  the 
‘‘per  se”  doctrine  in  tying  cases  always  has  required  an 
elaborate  inquiry  into  the  economic  effects  of  the  tying  ar- 
rangement. The  concurring  justices  noted  that  the  court 
never  has  been  willing  to  group  tying  arrangements  with 
price-fixing,  boycotts,  division  of  markets,  and  other  agree- 
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merits  that  always  are  considered  illegal  per  se,  without  proof 
of  market  power  or  anticompetitive  effect. 

Conclusion 

Particular  hospital  services  and  distinct  physician  services 
often  constitute  separate  "products,”  and  courts  may  find 
that  certain  exclusive  contracts  involving  provision  of  both 
services  in  hospitals  are  tying  arrangements.  However,  the 
court’s  recognition  of  a tie-in  will  not  always  guarantee  an 
easy  victory  for  a plaintiff  who  challenges  such  a contract. 
Before  the  tying  arrangement  may  be  held  illegal,  the  plaintiff 
must  be  financially  able  to  gather  extensive,  detailed  evi- 
dence proving  that  the  hospital  had  sufficient  market  power 


to  force  purchase  of  both  services.  Thus,  physicians  unable 
to  practice  in  hospitals  where  certain  services  are  provided 
under  exclusive  contracts  may  be  discouraged  from  contest- 
ing such  tying  arrangements  due  to  the  costly  burden  of 
preparing  market  analyses  to  support  their  antitrust  claims. 
Helene  A.  Alt,  JD 

TMA  Attorney 
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2.  15  USCA,  section  1 (West  Supp  1984). 

3.  15  USCA,  section  1 5 (West  Supp  1 984). 

4.  Dos  Santos,  MD  v Columbus-Cuneo-Cabrine  Medical  Center,  684  F2d 
1346  (7th  Cir  1982). 
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This  ad  appeared  in  the  Texas  State  journal  of 
Medicine  (now  Texas  Medicine)  in  January,  1956. 

Although  the  safety  of  transfusion  therapy  has 
increased  tremendously  since  this  ad,  sponsored  by 
the  Texas  Society  of  Pathologists  was  published, 
judicious  consideration  in  blood  transfusion  therapy 
remains  paramount.  The  patient’s  needs  and  the 
attendant  risk  factors  should  be  duly  considered 
with  each  blood  transfusion.  To  maximize 
benefit  and  minimize  risk,  consider  the  following: 

1.  Request  Type  and  Screen  (pretransfusion 
studies)  when  appropriate  to  reduce  cross- 
matching and  expense. 

2.  Transfuse  only  when  your  patient’s 
CLINICAL  CONDITION  justifies  trans- 
fusion. 

5.  When  appropriate,  transfuse  blood  com- 
ponents rather  than  whole  blood. 

4.  Utilize  autologous  transfusion  whenever 
feasible. 

Report  cases  of  suspected  posttransfusi 


Utilize  autologous  iransTusion  wnencvci 
feasible. 

Report  cases  of  suspected  posttransfusion 
hepatitis  to  your  blood  bank. 

5.  Judiciously  use  Rh0  immune  globulin 
during  pregnancy  and  immediately 
following  delivery  to  prevent  Rh 
hemolytic  disease  of  newborn. 
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The  Texas  Medical  Association 
approves  the  same  collection 
program  recommended  by 
medical  associations  in 
43  other  states. 


Why  these  votes  of  confidence? 


I.C.  System  is  endorsed  as  a responsible  alternative  for  physicians  who  need 
help  keeping  their  receivables  under  control.  All  collection  practices  are  legal, 
ethical  and  professional.  The  objective  is  to  collect  without  harming  the 
doctor  patient  relationship.  That’s  important. 

In  these  economic  times  you  need  a collection  program  you  can  turn  to  in 
confidence.  Consider  I.C.  System.  Write  or  phone  for  information.  The 
system  is  endorsed  by  your  association.  The  System  Works! 


The  System 
Works 


I.C.  SYSTEM,  INC. 

6301  Heron  Drive 
Austin,  Texas  78759 
Phone  512  250-9720 
WATS  800  328-9595 
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DEATHS 


A.M.  Boyd 

Arthur  Marsalis  Boyd,  MD,  63,  died  Oct  30,  1984. 

A native  of  Commerce,  Tex,  Dr  Boyd  had  practiced  radi- 
ology in  Sherman  for  33  years.  He  was  a 1 941  graduate  of 
East  Texas  State  University  and  a 1 945  graduate  of  South- 
western Medical  School. 

During  World  War  II  he  served  an  internship  at  the  US 
Marine  Hospital  in  New  York.  He  completed  a residency  in 
radiology  at  the  Lisbon  Veterans  Hospital  in  Dallas. 

Surviving  family  members  include  his  wife,  Doris  Cobb 
Boyd,  and  mother,  Vivian  Boyd  Bledsoe,  both  of  Sherman; 
sons,  Arthur  Marcus  Boyd,  Dallas,  and  Robert  Mack  Boyd, 
Arlington;  daughter,  Rebecca  Lynn  Espeseth,  Sacramento, 
Calif;  brothers,  James  Bledsoe,  DDS,  Dallas,  and  Paul  Bled- 
soe, Boca  Raton,  Fla;  sister,  Katherine  Coats,  Greenville, 

Tex;  and  four  grandchildren. 

F.B.  Crane 

Frances  Blacked  Crane,  MD,  a Dallas  allergist,  died  Sept  14, 
1984.  She  was  63. 

A native  of  Oklahoma  City,  Dr  Crane  received  her  pre- 
medical education  at  the  University  of  Oklahoma  in  Norman. 
In  1 944  she  received  her  medical  degree  from  the  University 
of  Oklahoma  School  of  Medicine  in  Oklahoma  City.  Her  in- 
ternship was  at  City  County  Hospital  in  Fort  Worth.  Dr  Crane 
moved  to  Dallas  in  1 950  for  a pediatric  residency  at  St  Paul 
Hospital  and  Children's  Medical  Center. 

Surviving  family  members  include  her  husband,  William  D. 
Crane,  MD,  Dallas;  and  sons,  William  F.  Crane,  Dallas;  John 
Michael  Crane,  MD,  Cedar  Hill,  Tex;  Dean  Crane,  Chicago; 
and  Paul  Crane,  Austin. 

J.M.  Estes 

Jack  Melton  Estes,  MD,  79,  an  Abilene  family  physician,  died 
Oct  7,  1 984.  Dr  Estes  was  an  honorary  member  of  Texas 
Medical  Association. 

He  was  born  in  Clyde,  Tex,  and  attended  The  University  of 
Texas  at  Austin.  In  1 930  he  received  his  medical  degree  from 
Vanderbilt  University.  His  internship  was  at  Robert  B.  Green 
Hospital  in  San  Antonio. 

During  World  War  II  Dr  Estes  was  a battalion  surgeon  in 
France  and  Germany  and  was  awarded  seven  battle  stars  for 
combat  duty  in  the  Mediterranean  Theater.  Discharged  after 
the  war  as  a lieutenant  colonel,  he  began  a private  practice  in 
Abilene.  He  continued  practicing  until  his  retirement  in  1974. 

Surviving  Dr  Estes  are  his  wife,  Mary  Alice  Brown  Estes, 
and  son,  John  E.  Estes,  both  of  Abilene;  daughter,  Mary  Jane 
Shotwell,  Houston;  brothers,  James  Estes,  Abilene,  and 
Johnny  Pat  Estes,  San  Antonio;  and  four  grandchildren. 


W.W.  Kemmerer,  Jr 

Walter  William  Kemmerer,  Jr,  MD,  53,  died  Oct  5, 1984.  Dr 
Kemmerer  had  been  director  of  the  Galveston  County  Health 
District  since  1972. 

A Houston  native,  he  was  a graduate  of  the  University  of 
Houston,  Baylor  College  of  Medicine,  and  Harvard  School  of 
Public  Health. 

Dr  Kemmerer  served  as  a captain  in  the  US  Army  Medi- 
cal Corps,  serving  in  France  and  Germany  during  1960- 
1 964.  In  1 964  he  became  chief  or  the  preventive  medicine 
division  at  the  NASA-Manned  Spacecraft  Center  in  Houston. 
In  1 972,  Dr  Kemmerer  was  named  director  of  the  Galveston 
County  Health  District  and  served  in  that  capacity  until  his 
death.  He  also  served  as  project  director  of  the  Galves- 
ton County  Coordinated  Community  Clinics,  the  Galveston 
County  Air  Pollution  Program,  the  Galveston  County  Mos- 
quito Control  Program,  the  county’s  forensic  laboratory,  the 
Galveston  County  Emergency  Medical  Services  Program, 
and  as  vital  statistics  registrar  for  the  county. 

Dr  Kemmerer  was  a past  president  of  the  National  As- 
sociation of  County  Health  Officers  and  the  Texas  Public 
Health  Association. 

Survivors  include  his  wife,  Florence  Bozon  Kemmerer, 
LaMarque;  daughters,  Carolyn  J.  Donahoo,  Houston;  Kather- 
ine A.  Reyes,  LaMarque;  and  Marianne  A.  Kemmerer,  Alvin, 
Tex;  sons,  Walter  W.  Kemmerer  III,  Houston;  and  Christopher 
S.  Kemmerer,  and  Eric  M.  Kemmerer,  both  of  LaMarque;  and 
father,  W.W.  Kemmerer,  Flatonia,  Tex. 

C.F.  Moore,  Jr 

Carl  Foster  Moore,  Jr,  MD,  72,  Austin,  died  Oct  13,  1984.  Dr 
Moore  had  retired  from  the  Texas  Department  of  Health  after 
30  years  of  service. 

He  was  born  in  Oklahoma  City  and  attended  Baylor  Uni- 
versity in  Waco.  In  1 936  he  was  graduated  from  Tulane  Uni- 
versity School  of  Medicine.  After  internships  at  St  Luke 
Hospital  in  Bethlehem,  Pa,  and  Cooper  Hospital  in  Camden, 
NJ,  Dr  Moore  returned  to  Tulane  University  for  postgraduate 
study. 

He  joined  the  staff  of  the  Texas  Department  of  Health  in 
1941. 

Survivors  include  his  wife,  Julia  Drake  Moore,  and  daugh- 
ter, Cynthia  Moore,  both  of  Austin;  son,  Timothy  Moore, 
Houston;  and  sister,  Catherine  Rolston,  Austin. 
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RECENTLY  DECEASED  MEMBERS  OF  THE  TEXAS  MEDICAL  ASSOCIATION 


A.M.  BOYD 
Sherman,  1921  -1984 

F.B.  CRANE 
Dallas,  1921-1984 

J.  M.  ESTES 
Abilene,  1905-1984 

W.W.  KEMMERER,  JR 
LaMarque,  1931-1984 

C.F.  MOORE,  JR 
Austin,  1912-1984 


IN  MEMORIAM 


The  Memorial  Library  of  the  Texas  Medical  Association 
stands  as  a permanent  memorial  to  physicians  who  have 
served  their  patients,  their  profession  and  the  people 
of  Texas  so  faithfully  over  the  years. 

The  Library  ranks  as  one  of  the  finest  in  the  nation. 

It  is  providing  more  than  10,000  reference  requests, 

3,500  tapes  and  cassettes,  and  2,500  films  each  year 
to  physicians,  students,  and  to  those  seeking  information 
related  to  medicine  and  health  care.  The  resources  of  the 


Library  include  60,000  volumes,  400  tapes,  and  300 
scientific  and  lay  films;  more  than  1,300  professional 
journals  are  received  monthly.  Services  are  provided 
without  charge. 

Contributions  to  the  Texas  Medical  Memorial  Library 
Fund  are  invested  in  a permanent  fund  and  are  managed 
by  the  Board  of  T rustees  of  the  T exas  Medical  Association. 
Dividends  are  used  to  purchase  new  books  and  to  operate 
the  Library. 


I enclose  the  amount  of  $ Given  in  Memory  of 

Please  send  remembrance  card  to:  Donor  Information: 


NAME  

ADDRESS 

CITY  AND  STATE 


NAME  _____ 

ADDRESS 

CITY  AND  STATE 
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TEXAS  MEDICAL  LIABILITY  TRUST 


Is  this  the  way  you  feel  about 
your  chronic  pain  patients? 


COMMITTED 
TO  QUALITY 
SERVICE 

The  Texas  Medical  Liability 
Trust  is  an  organization  offering 
professional  liability  insurance 
responsive  to  the  needs  of  Texas 
physicians. 

The  Texas  Medical  Liability 
Trust  . . . quality  insurance  ser- 
vices to  match  quality  medical 
practices. 

CALL  TOLL  FREE 

1-800-252-9179 

mr 

THE  HIGHEST  QUALITY  LIABILITY  INSURANCE  FOR  TEXAS  PHYSICIANS 

P.O.  Box  14746,  Austin,  Texas  78761 


Clear  Lake  Medical  Tower 


PraCt"fefect 


Own  your  own  offices  in  a modern  facility  that  was 
planned  and  designed  to  be  the  perfect  environment  for 
the  practice  of  medicine  and  related  healthcare  services. 
It's  the  only  medical  office  condominium  in  one  of 
America's  most  prosperous  and  dynamic  growth  areas. 
And.  it  will  soon  connect  to  Humana  Hospital  Clear  Lake 
in  the  Clear  Lake  Medical  Center. 

The  location  . . . the  conveniences  . . . the  tax  advan- 
tages . . . the  investment  opportunities  are  unmatched 
anywhere.  Competitively  priced  against  current  leasing 
terms.  Own  a piece  of  perfection. 


CLEAR  LAKE  MEDICAL  TOWER 

450  Medical  Center  Blvd.  • Webster,  Texas  77598 

Fred  Goeke  &,  Associates,  Inc.,  Developer 

Call  Fred  Goeke  (713)  847-2100 
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LITERATURE 


MEDICINE  IN 


Medicine  in  Literature  is  a randomly  selected  sample  of 
medical  texts  recently  purchased  by  the  TMA  Memorial  Li- 
brary. In  1985  the  library  will  add  more  than  600  book  titles 
to  its  56,000-volume  collection  of  books  and  bound  journals, 
and  regularly  increases  its  holdings  of  motion  pictures,  au- 
diocassettes, videocassettes,  and  slide  presentations.  In 
addition,  the  library  subscribes  to  1,045  medical  and  health- 
related  journals.  For  additional  information,  call  the  Memo- 
rial Library  at  (512)477-6704. 


In  the  TMA  Library 

Balch  CM,  Milton  GW  (eds):  Cutaneous  Melanoma.  Clinical 
Management  and  Treatment  Results  Worldwide.  Phila- 
delphia, J.B.  Lippincott  Company,  1985. 

Becker  W,  Buckingham  RA,  Holinger,  PH,  et  al:  Atlas  of  Ear, 
Nose  and  Throat  Diseases,  Including  Bronchoesophagol- 
ogy.  Philadelphia,  W.B.  Saunders  Company,  1984. 

Bergan  JJ,  Yao  JST  (eds):  Evaluation  and  Treatment  of  Up- 
per and  Lower  Extremity  Circulatory  Disorders.  Orlando, 

Fla,  Grune  & Stratton,  Inc,  1984. 

Blackstone  MO:  Endoscopic  Interpretation— Normal  and 
Pathologic  Appearances  of  the  Gastrointestinal  Tract.  New 
York,  Raven  Press,  1984. 

Churchill-Davidson  HC  (ed):  A Practice  of  Anaesthesia.  Chi- 
cago, Year  Book  Medical  Publishers,  Inc,  1984. 

del  Regato  JA,  Spjut  HJ,  Cox  JD:  Cancer— Diagnosis,  Treat- 
ment, and  Prognosis.  St  Louis,  The  C.  V.  Mosby  Company, 
1985. 

DRGs  and  the  Prospective  Payment  System:  A Guide  for 
Physicians.  Chicago,  The  American  Medical  Association, 
1984. 

Garza  D,  Becan-McBride  K:  Phlebotomy  Handbook.  Nor- 
walk, Conn,  Appleton-Century-Crofts,  1984. 

Gray  H:  Anatomy  of  the  Human  Body.  Philadelphia,  Lea  & 
Febiger,  1985. 

Hilton  SV,  Edwards  DK,  Hilton  JW:  Practical  Pediatric  Radi- 
ology. Philadelphia,  W.B.  Saunders  Company,  1 984. 

Hunter  JM,  Schneider  LH,  Mackin  EJ,  et  al  (eds):  Rehabilita- 
tion of  the  Hand.  St  Louis,  The  C.V.  Mosby  Company,  1984. 


Kanski  JJ:  Clinical  Ophthalmology.  St  Louis,  The  C.V.  Mosby 
Company,  1984. 

Kelikian  H,  Kelikian  AS:  Disorders  of  the  Ankle.  Philadelphia, 
W.B.  Saunders  Company,  1985. 

Levey  S,  Loomba  NP:  Health  Care  Administration.  A Mana- 
gerial Perspective,  ed  2.  Philadelphia,  J.B.  Lippincott  Com- 
pany, 1984. 

Mountain  K,  Walker  M,  DeAyala  R,  et  al:  The  Rural  Texas 
Environment:  A Profile  of  Stressors.  Austin,  Texas  Rural 
Health  Field  Services  Program,  1984. 

Physician  Reimbursement  Under  DRGs:  Problems  and 
Prospects.  Chicago,  American  Medical  Association,  1984. 

Pollock  ML,  Wilmore  JH,  Fox  SM  III:  Exercise  in  Health  and 
Disease—  Evaluation  and  Prescription  for  Prevention  and 
Rehabilitation.  Philadelphia,  W.B.  Saunders  Company,  1984. 

Pritchard  JA,  MacDonald  PC,  Gant  NF:  Williams  Obstetrics, 
ed  17.  Norwalk,  Conn,  Appleton-Century-Crofts,  1985. 

Schwartz  SI,  Ellis  H (eds):  Maingot's  Abdominal  Operations, 
ed  8,  vols  1 and  2.  Norwalk,  Conn,  Appleton-Century-Crofts, 
1985. 

ShklarG:  Oral  Cancer.  The  Diagnosis,  Therapy,  Manage- 
ment and  Rehabilitation  of  the  Oral  Cancer  Patient. 
Philadelphia,  W.B.  Saunders  Company,  1984. 

Siegler  AM:  Hysteroscopy— Principles  and  Practice.  Phila- 
delphia, J.B.  Lippincott,  1984. 

Smith  RR  (ed):  Stroke  and  the  Extracranial  Vessels.  New 
York,  Raven  Press,  1984. 

Strauss  RH  (ed):  Sports  Medicine.  Philadelphia,  W.B.  Saun- 
ders Company,  1984. 

Whalen  JP,  Balter  S:  Radiation  Risks  in  Medical  Imaging. 
Chicago,  Year  Book  Medical  Publishers,  Inc,  1 984. 

Wu  KK  (ed):  Pathophysiology  and  Management  of  Throm- 
boembolic Disorders.  Littleton,  Mass,  PSG  Publishing 
Company,  Inc,  1984. 
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DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA 
members  at  $32.00  per  column  inch  per  month  and  list- 
ings must  run  for  a minimum  of  six  months.  A discount  of 
5%  is  allowed  for  six  months'  advance  payment.  Section 
headings  are  limited  to  those  specialties  designated  by 
the  American  Medical  Association.  A list  of  these  special- 
ties is  available  upon  request.  New  listings,  changes,  or 
cancellations  should  be  sent  to  Advertising  Manager, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701.  Deadline  is  the  5th  of  the  month  preceding  publi- 
cation month. 


Anesthesiology 


DRS.  TALMAGE  & HAY,  PA 
Diagnostic  & Therapeutic  Nerve  Blocks 
Epidural  Steroid  Therapy 

Edward  A.  Talmage,  MD 
Richard  C.  Hay,  MD 

Diplomates  American  Board  of  Anesthesiology 
Suite  352,  7500  Beechnut.  Houston  77074;  713  988-7558 


Allergy 


Clinics 


CORPUS  CHRISTI  ALLERGY  CLINIC 

Saul  Grossman,  MD,  FACA,  FAACIA,  Allergy-Dermatology 
Wallace  A.  Crozier,  MD,  FACA,  Certified  American  Boards  Pediatrics 
and  Allergy,  Diplomate  American  Board  of  Allergy  and  Immunology 
James  A.  Caplin,  MD,  Allergy-Immunology 


2530  Morgan,  Corpus  Christi,  Texas;  882-3487 


CHARLES  A.  RUSH,  JR,  MD 

Diplomate/American  Board  of  Allergy  & Immunology 
Fellow,  AAA.  ACA.  AACIA 

Northeast  Medical  Clinic  Association 
7601  Glenview  Drive 
Fort  Worth.  Texas  76118 


HOUSTON  HEADACHE  CLINIC 

Park  Plaza  Professional  Building,  1213  Hermann  Drive.  Suite  855 
Houston,  Texas  77004;  713  528-1916 


A complete  neurological  facility  for  comprehensive  evaluation  and 
care  of  headache  patients. 


NEUROLOGY 

Ninon  T.  Mathew,  MD,  FRCP,  director 


CT  Scan 
EEG 


BEHAVIORAL  MEDICINE 
CLINICAL  PSYCHOLOGY 
Eva  Stubits,  PhD 
BIOFEEDBACK  THERAPY 
Mary  Bray,  BA 
Linda  Alvarez 
ADMINISTRATION 
Sherri  Harbort 
Donna  Hosford 
Trena  Benson 


Evoked  Potential 
EMG 

Thermography 

Personality  & Psychological 
Testing 

Behavioral  Analysis 


JAMES  A.  AYERS,  MD 
FAACIA,  FAAA,  FACA 
Adult  and  Pediatric  Allergy 

3130  S.  Alameda,  Corpus  Christi,  Texas  78404 
512  884-2841;  exchange  512  884-0661 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 

CONSULTANTS 


John  P.  McGovern,  MD 
DIRECTOR-CONSULTANT 


Theodore  J.  Haywood.  MD 
Orville  C.  Thomas.  MD 
Joseph  T.  Queng.  MD 
Lawrence  G.  Thorne,  MD 
Venugopal  K.  Menon,  MD 
Robert  E.  Smith,  MD 
Albert  Lehmann,  MD 
Gerald  T.  Machinski,  MD 
Theresa  C.  Queng,  MD 
Waldo  M.  Martinez.  MD 
Ellen  Louise  Gurian.  MD 


RESEARCH  ASSOCIATES 
Michael  H.  Smolensky.  PhD 
Alain  Reinberg,  MD,  PhD 
Michael  A.  McCormick.  PhD 
Chinavudh  Wanissorn.  MS 
Glenna  M.  Kyle,  PhD 


Evan  M.  Hersh,  MD 
IMMUNOLOGY 

James  A.  Knight.  MD 
PSYCHIATRY 

R.  John  Prevost,  MS 
AIR  POLLUTION 

Carolyn  S.  Leach,  PhD 
CLINICAL  LABORATORIES 

John  A.  Thomas.  PhD 
CLINICAL  PHARMACOLOGY 

Thomas  D.  Downs,  PhD 
BIOMETRICS 

Warren  E.  Schaller.  HSD 
Charles  F.  Kegley,  PhD 
ALLIED  HEALTH  SCIENCES 

Hester  Beth  Bland,  HSD 
HEALTH  EDUCATION 


Certified  American  Board  of  Allergy  and  Immunology 

Diplomates  American  Boards  of  Pediatrics  and  Allergy 

6969  Brompton  (at  Holcombe).  Houston.  Texas  77025;  713  661-1444 


TMA  Medical  Student  Loan  Programs 


DALLAS  DIAGNOSTIC  ASSOCIATION 

7777  Forest  Lane.  Suite  303,  Dallas,  Texas  75230 
214  661-7770 

INTERNAL  MEDICINE 
Larry  Dossey,  MD 
Tom  L.  Hampton  MD 
David  A.  Haymes,  MD 
Jack  F.  Melton,  MD 
Joe  H.  Sample,  Jr.,  MD 
Peter  S.  Stack,  MD 
Rick  T.  Waldo.  MD 

ADMINISTRATOR 
Carl  E.  Ikard 

Charles  S.  Wnite  III,  MD 


CARDIOLOGY 

J.  Edward  Rosenthal.  MD,  FACC 
Jack  Schwade.  MD,  FACC,  FACP 
David  A.  Schwartz,  MD 

GASTROENTEROLOGY 
Paul  K.  Anderson,  MD 
Roger  C.  Camp,  MD 
Lannie  R.  Hughes,  MD 

HEMATOLOGY  AND  ONCOLOGY 
Barry  D.  Brooks,  MD 


Diplomates  American  Boards  of  Internal  Medicine, 
Cardiology,  Gastroenterology,  Hematology  and  Oncology 


Colon  & Rectal  Surgery 


FT.  WORTH  PROCTOLOGIC  CLINIC,  PA 
Colon  and  Rectal  Surgery  and  Colonoscopy 
Sommai  Sehapayak,  MD,  FACS,  FICS 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

1050  West  Rosedale,  Fort  Worth,  Texas  76104; 

817  338-4501  (24  hours) 


DAVID  S.  PITA,  MD 
Colon  and  Rectal  Surgery 
Colonoscopy 

Barnett  Tower,  Baylor  Medical  Plaza 
3600  Gaston  Ave.,  Suite  411 
Dallas.  Texas  75246 
Telephone  214  821-4300 
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TEXAS  MEDICINE 


Dermatology 


ERIC  A.  ORZECK,  MD,  FACP 


DAVID  R.  WEAKLEY,  MD,  FACP 

Dermatology — Dermatological  Surgery 
Including  Dermabrasion,  Chemical  Peeling 
and  Collagen  Injections 

Medical  City  Dallas.  Suite  214.  7777  Forest  Lane 
Dallas,  Texas  75230;  Phone  214  661-7460 


Endocrinology  & Diabetes 

8181  North  Stadium  Drive,  Houston,  Texas  77054;  713  797-9922 


FRED  F.  CIAROCHI,  MD,  FACP 

Diplomate  American  Board  Internal  Medicine 
Subspecialty  Board  Endocrinology  and  Metabolism 

Practice  Limited  to  Endocrinology  <&  Diabetes 


WILLIS  I.  COTTEL,  MD 

Practice  Limited  to  Skin  Cancer 

Mohs'  Chemosurgery 

Baylor  Medical  Plaza,  3600  Gaston  Avenue 
Suite  1154.  Dallas.  Texas  75246;  214  827-5960 


DERMATOLOGY  ASSOCIATES  OF  SAN  ANTONIO 

lames  Lewis  Pipkin,  MD  Mary  lo  Montgomery,  MD 

Diseases  of  the  Skin,  Skin  Cancer, 

Mucocutaneous  Virology 

108  Tendick.  San  Antonio,  Texas  78209;  512  222-8651,  222-2001 
(East  at  2700  block  Broadway  on  Brackenridge  Ave;  up  hill  for 
blocks  to  Tendick  on  left.  Office  in  middle  of  block.  Note  signs  an 
arrows.) 

DERMATOLOGY  ASSOCIATES  OF  DALLAS 
David  S.  Alkek,  MD 

Hair  Transplantation,  Scalp  Reduction, 
Dermabrasion,  Chemical  Peel  and  Collagen 

Medical  City  Dallas,  7777  Forest  Lane,  Building  B, 

Suite  309,  Dallas,  Texas  75230;  telephone  214  788-0088 


122  W.  Colorado  Blvd.  #208,  Dallas,  Texas  75208; 
214  948-8664 


Gastroenterology 


CECIL  O.  PATTERSON,  MD,  FACP 
Gastroenterology,  Gastroscopy,  Esophagoscopy 

9000  Harry  Hines  Boulevard,  Dallas,  Texas  75235 
214  358-2545 


DRS.  BAILEY,  DOUGLAS  AND  DEVANEY 
ASSOCIATION 

3434  Swiss  Avenue.  Suite  303,  Dallas,  Texas;  214  823-5180 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  MD 
F.  Clark  Douglas,  MD 
George  T.  DeVaney.  MD 


MOHS  SURGERY 

FOR  PRIMARY  AND  RECURRENT 
CANCER  OF  THE  SKIN 

Forrest  C.  Brown,  MD 
Medical  City  Hospital 

7777  Forest  Lane,  Dallas,  Texas  75230;  214  661-4537 


Diagnostic  Radiology 


General  Surgery 


DRS.  VANDERPOOL,  LANE,  WINTER  & BONE 

David  Vanderpool,  MD,  FACS  John  W.  Winter,  MD.  FACS 

B.  Ward  Lane.  MD,  FACS  G.  Edward  Bone.  MD,  FACS 

Diplomates  American  Board  of  Surgery 

General  & Peripheral  Vascular  Surgery 

1008  N.  Washington,  Dallas,  Texas  75204;  214  823-2650 
7777  Forest  Lane,  Suite  204,  Dallas,  Texas  75230;  214  661-7860 


COMPUTED  TOMOGRAPHY 
Temple  Independent  Scanner 

Stephen  J.  Vancura,  MD 

High  Resolution  In/Out  Patient  CT  (Head  or  Body) 
Including  Tumor  Biopsy,  Interventional  Radiology 
2027  S.  61st  St.,  Suite  116,  Temple,  Texas  76501 
817  774-9994 

Note:  24  hr.  Emergency  Services  Available 


Endocrinology 


Hand  Surgery 


L.  LEE  LANKFORD.  MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 

DAVID  J.  ZEHR,  MD — Microsurgery 
ARNOLD  V.  DiBELLA,  MD 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas.  TX  75246;  214  823-5351 
LANKFORD  HAND  SURGERY  ASSN. 


ENDOCRINE  ASSOCIATES  OF  DALLAS,  PA 

Stanley  Feld,  MD.  FACP 
Richard  Sachson,  MD,  FACP 
Steven  Dorfman.  MD,  FACP 
Stephen  Aronoff,  MD,  FACP 

Diplomates  of  American  Board  of  Internal  Medicine 
and  Endocrinology  and  Metabolism 

Practice  Limited  to  Endocrinology  & Diabetes 

5480  LaSierra  Drive.  Dallas,  Texas  75231;  214  363-5535 


ROBERT  E.  BUNATA,  MD,  PA 
B.  I.  WROTEN,  MD 

Surgery  of  the  Hand 

801  West  Terrell,  Ft.  Worth,  Texas  76104 
Telephone  817  335-5411 


DONALD  H.  PEREZ.  MD 
Endocrinology 

Rosa  Verde  Towers. 

San  Antonio,  Texas  78205 

Telephone  512  226-9 1 & 1 
226-9170 


W.  DENNIS  STRIPLING,  MD,  PA 
MICHAEL  V.  DOYLE,  MD,  PA 

Diplomates  American  Board  of  Orthopaedic  Surgery 

Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

8220  Walnut  Hill  Lane,  Suite  606,  Dallas.  Texas  75231;  214  368-3776 


TMA  Physician  Placement  Service  TMA  Practice  Management  Workshops 

. . . Another  service  of  your  association  . . . Another  service  of  your  association 
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KENNETH  D.  GLASS,  MD,  FACS 

Diplomate,  American  Board  of  Orthopedic  Surgery 

Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

5959  Harry  Hines  Blvd.,  Suite  812,  Dallas  75235 
Telephone  214  631-7488 

ADRIAN  E.  FLATT,  MD,  FRCS 

Chief,  Department  of  Orthopaedic  Surgery 
Baylor  University  Medical  Center 

Reconstructive  Surgery  of  the  Hand 

Suite  412,  Doctor's  Building,  3707  Gaston  Avenue, 

Dallas.  Texas  75246;  Office  214  823-9440 


DALLAS  NEUROSURGICAL  ASSOCIATION 
Neurological  Surgery  and  Microneurosurgery 

Charles  W.  Simpson,  MD  Richard  H.  Jackson,  MD 

Morris  Sanders.  MD  Casey  £.  Patterson,  MD  (Retired) 

W.  Robert  Hudgins,  MD 


5959  Harry  Hines  Blvd.,  St.  Paul  Professional  Bldg.  Suite  620, 
Dallas.  Texas  75235;  214  637-0420 


8210  Walnut  Hill  Lane.  Presbyterian  Professional  Bldg..  Suite  905, 
Dallas.  Texas  75231;  214  369-7596 


ROBERT  A.  ERSEK,  MD 

U.  GADARIA,  MD,  FACS 

Diplomate  of  American  Board  of  Surgery 

Surgery  of  the  Hand 

30th  & Red  River,  Austin,  Texas  78704 

24  HR#  512  474-HAND 

DRS.  LONG,  SCOTT  <£  COON 

NEUROSURGERY  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 

R.  Gordon  Long,  MD,  FACS 

Bennie  B.  Scott,  MD,  FACS 

John  V.  Coon.  MD 

Diplomates  American  Board  of  Neurological  Surgery 

Baylor  Medical  Plaza.  605  Barnett  Tower.  3600  Gaston  Avenue, 

Dallas.  Texas  75246;  Telephone  214  826-7060 

WILLIAM  J.  VAN  WYK.  MD,  PA 

Surgery  of  the  Hand 

803  West  Terrell,  Fort  Worth,  Texas  76104 

Telephone  817  877-3113 

EL  PASO  NEUROLOGICAL  INSTITUTE 

Professional  Association 

Neurology,  Neurosurgery,  Electroencephalography 
Neuro-Radiology,  Computerized  Tomography 

William  I.  Nelson,  MD,  Neurosurgery 

John  T.  O'Neal,  MD,  Neurosurgery 

Robert  D.  Schneider,  MD,  Neurology  and  Electroencephalography 

Steven  E.  Crouse,  MD,  Neurology  and  Electroencephalography 

Immunology 

IMMU-TEST  LABORATORIES.  INC. 

Immunology  Reference  Laboratory 

Murchison  Medical  Bldg..  Suite  307 

1810  Murchison  Drive.  El  Paso,  Texas  79902 

Telephone  915  532-8901 

Director:  Maria  A.  Scouros,  MD 

Laboratory  Supervisor:  Michael  Callahan 

Client  Services/Technical  Representative:  Pat  McWaters 

8831  Longpoint,  Suite  405,  Houston,  Texas  77055;  713  464-9562 

JACK  E.  McCALLUM,  MD,  PA 

PHILIP  C.  BECHTEL,  MD,  PA 

WARREN  D.  WILSON,  MD,  PA 

Nephrology 

Diplomates  of  the  American  Board  of  Neurological  Surgery 

1522  Cooper,  Fort  Worth,  Texas  76104;  817  336-1300 

SAN  ANTONIO  NEPHROLOGY  ASSOCIATES 

Bertram  W.  Roberts.  MD.  Adult  Nephrology  & Hypertension 

Nuclear  Medicine 

Nastaran  Fathi,  MD,  Adult  Nephrology  & Hypertension 

Clevert  H.  Tseng,  MD,  Pediatric  Nephrology 

730  N.  Main.  Suite  506,  San  Antonio.  Texas  78205;  512  223-9549 

NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

Neurological  Surgery 

6411  South  Main  Street,  Houston,  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 

Radioactive  Tests  In:  Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology,  Obstetrics-Gynecology  and  Non-Invasive 

Nuclear  Cardiology 

Herbert  C.  Allen,  Jr,  MD,  FACNM 

Director  — 713  790-0540 

Diplomate  American  Board  of  Nuclear  Medicine 

JACK  STERN,  MD,  FACS 

GARY  C.  HUTCHISON.  MD.  FACS 

THOMAS  R.  BOULTER.  MD,  FACS 

Neurological  Surgery 

8220  Walnut  Hill  Lane.  Suite  308.  Dallas,  Texas  75231;  363-8524 

DOCTORS  SMITH,  WHEELER  AND  PARKER.PA 

Ronald  Smith,  MD 

Joe  Ellis  Wheeler,  MD 

Leighton  B.  Parker,  MD 

HERBERT  C.  ALLEN,  JR,  MD,  FACNM 

Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg..  Houston,  Texas  77030;  713  790-0540 

920  South  Lake.  Fort  Worth.  Texas  76104 

Telephone  817  336-0551 

Diplomate  American  Board  of  Nuclear  Medicine 

TMA  Forum  on  Medical  Issues 
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TEXAS  MEDICINE 


Oncology 


RAND  SPENCER,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 


HEMATOLOGY-ONCOLOGY  ASSOCIATES  OF 
HOUSTON.  PA 

Gary  B.  Fleishman,  MD  Joel  W.  Abramowitz,  MD,  PhD 

Diplomates  of  the  American  Boards  of  Internal  Medicine  <&  Medical 
Oncology 

Diplomate  of  the  American  Board  of  Hematology  (JWA) 

909  Frostwood,  Suite  120,  Houston,  TX  77024;  713  467-1630 
6565  DeMoss.  Suite  211,  Houston,  TX  77074;  713  270-1188 


555  Wadley  Tower,  Baylor  Medical  Plaza, 
3600  Gaston  Avenue,  Dallas,  Texas  75246 
Telephone  214  821-4540 


RETINA-VITREOUS  ASSOCIATES 

W.  Rex  Hawkins,  MD 
Van  W.  Teeters,  MD 


Ophthalmology 


Limited  to  Retina  and  Vitreous 

6436  Fannin,  Houston,  Texas  77030;  713  797-1531 


HOUSTON  EYE  ASSOCIATES 

1100  Hermann  Prof.  Bldg..  Houston.  Texas  77030;  713  790-1100 

Richard  S.  Ruiz.  MD,  FACS  Charles  A.  Garcia.  MD 

Charles  E.  Russo.  MD,  FACS  lack  T.  Holladay,  MD 

Malcolm  L.  Mazow.  MD.  FACS  Sylvan  Brandon,  MD,  FACS,  FICS 

Robert  H.  Stewart,  MD,  FACS  Rosa  A.  Tang,  MD 

Robert  B.  Wilkins.  MD,  FACS  Jeffrey  B.  Arnoult,  MD 

Jeffrey  D.  Lanier,  MD,  FACS  Louise  C.  Kaldis.  MD 

Michael  A.  Bloome,  MD.  FACS  John  W.  Lewis.  MD 

Paul  C.  Salmonsen,  MD,  FACS  R.  Wayne  Bowman,  MD 

Richard  L.  Kimbrough.  MD,  FACS 

BELLAIRE  EYE  ASSOCIATES 

Warren  D.  Cross,  MD 

6802  Mapleridge,  Bellaire,  Texas  77401 

Telephone  713  666-4224 

TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser.  MD 

William  B.  Snyder,  MD 

William  L.  Hutton.  MD 

Dwain  G.  Fuller.  MD 

Gary  Edd  Fish.  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

5421  LaSierra.  Dallas,  Texas  75231;  214  G92-S941 

HAROLD  GRANEK,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Medical  Tower,  Suite  220,  1550  West  Rosedale, 

Fort  Worth,  Texas  76104;  817  332-6200 

BRUCE  C.  TAYLOR,  MD 

RICHARD  L.  WINSLOW,  MD 

Diseases  <&  Surgery  of  the  Vitreous  and  Retina 

2811  Lemmon  Ave.  E.  Dallas,  Texas  75204 

214  521-1153;  1-800-442-5376 

EYE  ASSOCIATES  OF  SAN  ANTONIO 

343  W.  Houston,  Rosa  Verde  Towers  #709 

San  Antonio,  Texas  78205;  512  225-6705 

Diseases  and  Surgery  of  the  Eye 

Gilberto  Aguirre,  MD,  PA 

Roberto  San  Martin,  MD,  PA 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

James  W.  Speights,  MD 

EYE  ASSOCIATES 

Diseases  and  Surgery  of  the  Eye 

Charles  A.  Sargent,  MD 

Alan  C.  Baum,  MD 

R.  Edwin  Pitts,  MD 

William  Decker,  MD 

7777  Southwest  Freeway,  St.  916,  Houston.  Texas  77074;  713  777-7145 

RETINA  CONSULTANTS,  PA 

Lee  S.  Anderson,  MD 

H.  Cliff  Beasley,  MD 

1350  South  Main,  Suite  3200,  Fort  Worth,  Texas  76104 

817  332-1782 

STUART  A.  TERRY,  MD 

Sub-Specialty  Glaucoma 

M&S  Tower.  Suite  401,  730  N.  Main. 

San  Antonio.  Texas  78205;  512  226-5191 

SOUTHWEST  RETINA  CONSULTANTS,  PA 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Roy  A.  Levit,  MD 

Clifford  M.  Ratner,  MD 

Sierra  Towers,  Suite  3800,  1700  Curie 

El  Paso,  Texas  799C2;  915  532-3912 

LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902;  915  545-2333 

BRIAN  B.  BERGER.  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Park  St.  David  Professional  Building,  Suite  106, 

80G  East  30th  Street,  Austin  78705;  512  479-8101  day  or  night 

1-800-252-3437 

EDWIN  C.  AUGUSTAT.  MD 

Ophthalmic  Plastic  and  Reconstructive  Surgery 

1400  South  Main,  Suite  503,  Fort  Worth,  Texas  76104;  817  338-4183 

JUDSON  P.  SMITH.  MD 

Diplomate/American  Board  of  Ophthalmology 

General  Ophthalmology  and  Ophthalmic  Surgery 
of  the  Anterior  Segment 

1350  South  Main,  Suite  3100,  Fort  Worth,  Texas  76104;  817  338-4081 

RETINA  SOUTHWEST 

Limited  to  Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Gary  Mason,  MD 

7777  Southwest  Freeway,  St.  934,  Houston,  Texas  77074; 

Telephone  713  988-2020 

OPHTHALMOLOGY  ASSOCIATES 

Joe  L.  Bussey,  MD,  Cataract  <S  Lens  Implant  Surgery 

Dan  E.  Bruhl,  MD 

Rufus  A.  Roberts,  MD,  Diseases  <S  Surgery  of  Retina,  Cataract 
<5  Lens  Implant  Surgery 

Thomas  H.  Smith.  MD,  Ophthalmic  Plastic  <S  Reconstructive  Surgery 

John  W.  Zerdecki,  MD,  Cataract  <S  Lens  Implant  Surgery, 

Corneal  <S  External  Disease 

Doris  E.  Jensen,  MD,  Medical  Ophthalmology  & Glaucoma 

308  S.  Henderson,  Fort  Worth,  Texas  76104;  817  335-5435 

Appointments  817  335-6070;  se  habla  espanol 
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Orthopedic  Surgery 


L.  Ray  Lawson.  MD 
George  Truett  lames.  MD 
Robert  D.  Vandermeer.  MD 
Wynne  M.  Snoots.  MD 
R.  Stephen  Curtis.  MD 
William  A.  Bruck.  MD 
W.  Z.  Burkhead.  Jr..  MD 

W.  B.  CARRELL  MEMORIAL  CLINIC 

A Professional  Association 

2828  Lemmon  Ave.,  Dallas,  Texas  75204;  214  521-2191 


ANGELO  L.  OTERO.  MD,  AAOS,  FACS 

A Professional  Association 

Orthopedic  Surgery,  Arthroscopy, 
Arthroscopic  Surgery 

Medical  Tower  Building.  1550  West  Rosedale,  Suite  410, 
Fort  Worth,  Texas  76104;  817  336-3906 
Answered  24  Hours 

G.  S.  GILL,  MD,  PA 

Orthopedic  Surgery — Surgery  of  the  Hand 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas;  817-335-4316 

Louis  J.  Levy,  MD,  PA 
Henry  C.  McDonald.  Jr,  MD 
Fred  W.  Sanders,  MD 
James  M.  Beckley.  MD 
Joseph  H.  Gaines.  MD 
Steven  J.  Mackey,  MD,  PA 


F.  Carlton  Hodges.  MD 
J.  Price  Brock.  Jr.  MD 
Mervyn  B.  Fouse.  MD 
John  H.  Judd.  Jr.,  MD 

ORTHOPEDIC  ASSOCIATES  OF  ABILENE 

Diplomates  American  Board  of  Orthopedic  Surgery 
1701  Pine  Street,  Abilene,  Texas  79601 


3704  20th  Street,  Suite  A,  Lubbock,  Texas  79410 
Telephone  806  797-9119 


ORTHOPEDIC  SURGERY,  TEXAS  TECH  UNIV. 
SCHOOL  OF  MEDICINE 

Gerald  S.  Laros,  MD,  Low  Back  Problems 

Robert  F.  McCarron  II.  MD,  Traumatology  and  Spinal  Surgery 
William  W.  Robertson,  Jr.,  MD,  Pediatric  Orthopaedic  Surgery 
Robert  P.  Yost,  MD,  Sports  Medicine,  Arthroscopic  Surgery 
Health  Sciences  Center  Building,  3601  4th,  Lubbock  79430 
Orthopaedic  Clinic.  806  743-2475 
Cerebral  Palsy  Clinic,  806  743-3038 


Otolaryngology 


HOUSTON  ORTHOPEDIC  CENTER 

Donald  T.  Laza.z,  MD 
Lee  C.  Detenbeck,  MD 
Thomas  S.  Padgett,  MD 
John  J.  DeBender,  MD 

Twelve  Oaks  Tower,  4126  Southwest  Freeway,  Suite  200, 

Houston,  Texas  77027;  713  622-5100  and 

Parkway  Towers  Professional  Building,  Suite  202, 

150  West  Parker  Road,  Houston,  Texas  77076;  713  691-3905 


Drs.  Morton,  Blumenfeld  <&  Charbonneau,  PA 
ENT,  ENT  Allergy,  Cosmetic  Facial  Surgery 

R.A.D.  Morton,  Jr..  MD,  FACS 

Ronald  J.  Blumenfeld.  MD,  FACS 

Paul  A.  Charbonneau,  MD.  FACS 

Diplomates,  American  Board  of  Otolaryngology 

1733  Curie.  Suite  100,  El  Paso.  Texas  79902;  915  533-5461 

9398  Viscount.  1-E.  El  Paso,  Texas  79925;  915  592-8666 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 
Orthopedic  Surgery — Surgery  of  the  Hand 

Royc*  C.  Lewis.  Jr.  MD 
Kenneth  C.  Scholz.  DDS.  MD.  PA 
John  Paul  Theo,  MD,  PA 
Robert  A.  Peinert,  Jr.,  MD 

3702  21st  St,  Suite  9,  Lubbock,  Texas  79410;  806  795-8261 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr.  MD 

E.  E.  Rising,  Jr,  MD,  Emphasis  on  Hand  Surgery 
C.  Poindexter,  MD 

C.  R.  Vavrin,  MD,  Emphasis  on  Sports  Medicine 
Diplomates  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road,  Arlinaton,  Texas  76012;  817  261-8284 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

F.  Leon  Ware,  MD  Huntly  G.  Chapman,  MD 

Dan  R.  Sutherland,  MD  Phillip  E.  Hansen,  MD 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 

R.  Dan  Loyd,  MD 

Orthopedic  Surgery 

3600  Gaston  Avenue,  Suite  303.  Dallas.  Texas  75246;  214  823-7090 
Medical  City  Dallas  II.  7777  Forest  Lane.  Suite  2116. 

Dallas.  Texas  75230;  214  661-7010 


HOUSTON  ORTHOPEDIC  CLINIC 


Pathology 


FORT  WORTH  MEDICAL  LABORATORIES 

Dorothy  Patras,  MD 

Anatomic  Pathology  and  Consultation  in 
Clinical  Pathology 

1400  Pennsylvania  Avenue.  Fort  Worth.  Texas  76104 
Mailing  address:  P.O.  Box  1118,  Fort  Worth.  Texas  76101 
Telephone  817  336-7137 


J.  S.  WILKENFELD,  MD,  MEDICAL  LABORATORIES. 
INC. 

J.  S.  Wilkenleld.  MD 

Diplomate  of  the  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 
Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.O.  Box  55008  Houston.  Texas  77055;  713  468-0738 
Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 

AUSTIN  PATHOLOGY  ASSOCIATES 
MEDICAL  PARKWAY  CLINICAL  LABORATORY 

Anatomic  and  Clinical  Pathology,  Electron 
Microscopy,  Cytology  and  Dermatopathology 


Joseph  Barnhart.  MD 
H.  Kendall  Hamilton,  MD 

5620  Greenbriar.  Houston.  Texas  77005 
Telephone  713  526-6262 


ORTHOPEDIC  FOOT  SURGERY  ASSOCIATES 
Surgery  & Diseases  of  the  Foot  and  Ankle 

Charles  £.  Graham,  MD 

8345  Walnut  Hill  Lane.  Suite  105,  Dallas  75231;  214  369-4361 
Donald  M.  Mauldin.  MD 

6161  Harry  Hines.  Suite  220.  Dallas  75235;  214  630-8646 


Representing  TMA's  Legislative  Views 

. . . Another  service  of  your  association 


Computerized  Results  Reporting  With  Telecommunications  Available 


A.  Q.  Da  Silva.  MD 
Donald  A.  Parsons,  MD 
William  J.  Reitmeyer.  MD 


Paul  A.  LeBourgeois.  MD 
Phillip  C.  Collins,  MD 
David  R.  Ralph.  MD 


RENAL  PATHOLOGY:  Gerald  A.  Beathard.  MD 

Main  Lab:  711  W.  38th  Street— Suite  C-ll.  Austin.  Texas  78705 
Mailing  Address:  P.O.  Box  9806,  Austin,  Texas  78766-0806 
Telephone:  512  452-2529 

Office  Pickup  Service  in  Austin  Area 


Plan  to  attend  1985  TMA  meetings: 

118th  Annual  Session — 

May  8-12  San  Antonio 

Fall  Conference 
September  20,  Austin 

. . . Another  service  of  your  association 
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TEXAS  MEDICINE 


Physical  Medicine  & Rehabilitation 


WARM  SPRINGS  REHABILITATION  HOSPITAL 
GONZALES  WARM  SPRINGS  FOUNDATION.  INC. 

P.O.  Box  58,  Gonzales,  Texas  78629 
Facilities  ior  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy.  Speech  Therapy. 

Recreational  Therapy.  School  lrom  first  grade  through  twelfth  grade 

David  E.  Gumper.  Administrator 

Larry  E.  Browne.  MD,  Medical  Director 

ROBERTO  G.  ROLFINI,  MD 

Diplomats  American  Board  of  Physical  Medicine  <£  Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  226-2424 


Plastic  Surgery 


JACK  L.  CONLEE.  MD 

Diplomate  American  Board  of  Plastic  Surgery 

CHIU  ROBINSON.  MD 
Plastic  and  Cosmetic  Surgery 

613  Elizabeth,  Suite  401,  Corpus  Christi,  Texas  78404;  882-4566 


PLASTIC  SURGERY  ASSOCIATION 

Leonard  Koch,  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3601  21st  Street.  Suite  5.  Lubbock.  Texas  79410;  806  792-2313 


STEPHEN  C.  LESAUVAGE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

825  Medical  Drive.  Tyler.  Texas  75705;  214  593-8296 


Thomas  D.  Cronin.  MD,  FACS  Laurence  E.  Wolf,  MD,  FACS 

Raymond  O.  Brauer,  MD,  FACS  Benjamin  E.  Cohen,  MD,  FACS 
Thomas  M.  Biggs,  MD,  FACS  Ernest  D.  Cronin,  MD,  FACS 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

7000  Fannin  St.,  Suite  2400,  Houston,  Texas  77030;  713  795-5930 


JOSEPH  P.  FLEMING,  MD,  FRCS(C),  FACS 
Plastic  and  Reconstructive  Surgery 

1213  Hermann  Drive.  Suite  645.  Park  Plaza  Professional  Building 
Houston.  Texas  77004;  713  524-7545 


HOUSTON  PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks.  MD.  FACS 
Jonathan  J.  Dora,  MD,  FACS 
David  J.  Katrana,  DDS.  MD 
James  B.  Stafford,  IV.  MD 


JAMES  L.  MOORE.  MD,  FACS.  PA 

Diplomat*  American  Board  of  Plastic  Surgery 

Plastic  and  Reconstructive  Surgery 


Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

6560  Fannin.  Suite  750,  Houston,  Texas  77030;  795-5575 


1213  Hermann  Dr..  Suit*  420. 
Houston.  Texas  77004;  713  526-6161 


FORT  WORTH  PLASTIC  SURGERY  CLINIC 
David  A.  Grant,  MD,  FACS 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic  and  Reconstructive  Plastic  Surgery 
Raymond  A.  Faires,  MD 

Diplomate  American  Board  of  Surgery 

Plastic  and  Reconstructive  Surgery 
Hand  and  Micro  Surgery 

306  Medical  Plaza  Building 

800  Eighth  Avenue.  Fort  Worth,  Texas  76104 

817  335-4752  817  332-9441 


VALENTIN  GRACIA,  MD.  FACS.  FICS 

Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic  Surgery — Bums 

1001  W.  Rosedale.  P.O.  Box  2476.  Fort  Worth.  Texas  76113;  817  336-0446 


WILLIAM  E.  BARNES.  MD 

Diplomat*  American  Board  of  Plastic  Surgery 

Cosmetic  Surgery 

Plastic  & Reconstructive  Surgery 

1301  West  38th  Street.  Suite  608.  Austin,  Texas;  454-7659 

JOHN  E.  CARTER,  MD,  PA 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

7711  Louis  Pasteur  Drive,  Suite  801,  San  Antonio,  Texas  78229 
Telephone:  (Area  Code  512)  Office  696-2390  Medical  Exchange  227-6331 


PLASTIC  SURGERY  CLINIC  OF  AUSTIN 

Robert  A.  Ersek.  MD 

U.  Gadaria,  MD.  FACS 

Diplomate  of  American  Board  of  Surgery 

Aesthetics,  Plastic,  Reconstructive, 
Suction  Lipectomy,  and  Hand  Surgery 

30th  <S  Red  River,  Austin,  Texas  78705 
24  HR#  512  479-6805  <S  512  474-HAND 


The  Burn  Care  Associates  has  been  organized  to  provide  care  for 
burned  patients.  Care  for  every  phase  of  burn  trauma  will  be  provided 
from  resuscitation  to  late  rehabilitation. 

John  E.  Carter,  MD  David  Mclnnis,  MD 

Lebaron  W.  Dennis,  MD  Donald  Novick,  MD 

Michael  M.  Duffy,  MD  Millie  Smith,  Coordinator 

Joe  Ford,  MD 

BURN  CARE  ASSOCIATES 

302  Oak  Hills  Building,  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 
Telephone  512  694-0973 

MICHAEL  L.  EISEMANN,  MD,  PA,  FACS 

Diplomate  American  Board  of  Plastic  Surgery 
Fellow  American  College  of  Surgeons 

Aesthetic  Surgery,  Plastic  and  Reconstructive 
Surgery  and  Hand  Surgery 

7000  Fannin,  Suite  880,  Houston,  Texas  77030;  713  790-1771 

Fort  Bend  Physicians  Plaza,  3807  FM  1092,  Missouri  City,  Texas  77459; 

713  499-6005. 

ROBERT  M.  WRIGHT,  JR.,  MD 
VALERIE  WRIGHT,  MD 

Plastic,  Reconstructive,  Hand 
and  Microvascular  Surgery 

1700  Providence  Drive,  Waco,  Texas  76707 
Telephone  817  756-0111 


TMA  Physicians  Benevolent  Fund 

. . . Another  service  oi  your  association 
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Psychiatry 


DALLAS  PSYCHIATRIC  ASSOCIATES, 
A PARTNERSHIP 


ROBERT  E.  HAZLEWOOD,  MD 

Psychiatry,  Somatic  Therapies,  Alcoholism  and 
Drug  Abuse.  Individual  & Group  Psychotherapy, 
(Adults  <£  Adolescents — Hospitalization  & Outpatient) 

Department  of  Psychology 

Medical  Science  Psychiatric  Center 

711  W.  38th,  Suite  C-4.  Austin,  Texas  78705;  512  458-9288 


GONZALO  A.  AILLON.  MD 
Psychiatry-Bilingual 


Inpatient  and  Outpatient  Services  for 
Adolescent  Psychiatry,  Adult  Psychiatry, 
Treatment  of  Alcoholism 


Larne  W.  Arnold.  MD 
David  R.  Baker.  MD 
Gary  L.  Etter,  MD 
Bradford  M.  Goff,  MD 
Fred  L.  Griffin.  MD 
Joel  A.  Holiner,  MD 


R.  Sanford  Kiser,  MD 
William  R.  Lynch.  MD 
Claude  R.  Nichols,  MD 
William  M.  Pederson,  MD 
Leslie  H.  Secrest,  MD 
Angela  M.  Wood,  MD 


Brookhaven  Professional  Plaza.  LBJ  at  Webbs  Chapel 

10  Medical  Parkway.  Suite  304,  Dallas,  Texas  75234 

Medical  City  Dallas.  7777  Forest  Lane.  Suite  2411,  Dallas.  Texas  75230 

Telephone  214  247-1150 


3400  Wheatland  Road.  Suite  35 

Dallas.  Texas  75211;  214  296  6241  PullIlOnCirY  DiS6CXS@S 


RICHARD  G.  JAECKLE,  MD 
Psychiatry 

Diplomate.  American  Board  Psychiatry  & Neurology,  Child  Psychiatry 
Diplomate,  American  Board  Psychiatry  & Neurology,  Psychiatry 

Presbyterian  Professional  Building  II,  Suite  404, 

8220  Walnut  Hill  Lane,  Dallas.  Texas  75231;  214  696-0964 


C.  MARSHALL  BRADSHAW,  MD,  PA 
Psychiatry,  Somatic  Therapies 
Clinical  Electroencephalography 

Suite  722.  1550  W.  Rosedale,  Fort  Worth,  Texas  76104 
Telephone  817  335-9409 


John  R.  Burk.  MD,  FACP  David  R.  Stoop.  MD.  FACP.  FCCP 

Mitchell  C.  Kuppinger,  MD,  FCCP  W.  Steven  Trombold.  MD,  FCCP 
David  M.  Webb.  MD,  FCCP  David  H.  Plump,  MD 

Diplomates  of  American  Board  of  Internal  Medicine 

PULMONARY  CONSULTANTS  OF  TEXAS,  PA 

Physiology,  Diagnosis  Therapy,  Bronchoscopy, 
Pulmonary  Function,  Intensive  Care,  Pulmonary 
Angiography,  Pulmonary  Rehahilitation, 

Sleep  Apnea 

1413  Eighth  Avenue,  Suite  A,  Fort  Worth,  Texas  76104;  817  926-0242 

801  Road  to  Six  Flags  West.  Suite  137.  Arlington,  Texas  76012; 

817  461-0201  (Metro) 


TIMBERLAWN  PSYCHIATRIC  HOSPITAL 

Inpatient  and  Outpatient  Services  for  Child. 

Adolescent  and  Adult  Psychiatry 


ferry  M.  Lewis.  MD 
Doyle  I.  Carson.  MD 
Keith  H.  Johansen,  MD 
James  K.  Peden.  MD 
Charles  G.  Markward,  MD 
Byron  L.  Howard.  MD 
Roy  H.  Fanoni.  MD 
Mark  P.  Unterberg.  MD 
John  G.  Looney.  MD 
Kathleen  B.  Erdman.  MD 
Don  C.  Payne.  MD 
Mark  J.  Blotcky.  MD 


L.  Dwight  Holden,  MD 
Paul  M.  Hamilton,  MD 
Jerry  M.  Lewis,  III.  MD 
Tom  G.  Campbell.  MD 
Jeffrey  Glass,  MD 
Grover  M.  Lawlis,  MD 
Conway  McDonald,  MD 
Gary  L.  Malone,  MD 
Edgar  P.  Nace,  MD 
Ernest  N.  Brownlee.  MD 
Michael  Madigan.  MD 
Perry  Talkington,  MD 


Radiology 


THERAPEUTIC  RADIOLOGY  AT 
MEMORIAL  HOSPITAL 


Radiotherapy  Department 
7600  Beechnut 
Houston,  Texas  77074 

713  776-5622  Day  Phone 

713  776-5170  Night  and  Weekends 

Carlos  H.  Fernandez,  MD 

Diplomate  American  Board  of  Therapeutic  Radiology 

Practice  Limited  to  Radiation  Oncology 
External  or  Internal  Irradiation 
Inpatient  and  Outpatient  Services 


4600  Samuell  Blvd.,  Dallas,  Texas  75228 

214  381-7181  Rheumatology 


TITUS  HARRIS  CLINIC 

Inpatient  & Outpatient  Services 
(Open  and  Closed  Units) 

Practice  limited  to  Psychiatry 

£.  C.  McDonald,  Jr.,  MD — Individual  and  Group  Psychotherapy 
Grace  K.  Jameson,  MD — Child,  Adolescent  and  Family  Psychiatry 
E.  Ahmed  Zein-Eldin,  MD — General  Psychiatry,  Somatic  Therapies 
William  W.  Bondurant,  III,  MD — General  Psychiatry,  Somatic  Therapies 
A.  O.  Singleton,  III,  MD — General  and  Adolescent  Psychiatry 
J.  B.  Rust,  MD — Substance  Abuse  Program,  Child  Psychiatry 
Constance  Stout,  ACSW — Individual  and  Family  Psychotherapy 
Pam  Peirsol,  ACSW — Individual  and  Family  Psychotherapy 
Ann  Brestrup,  ACSW — Individual  and  Family  Psychotherapy 
Mary  Middleton,  ACSW — Individual  and  Family  Psychotherapy 

200  University  Boulevard,  Suite  620,  Galveston,  Texas  77550 
Telephone  713  765-6321 


DON  E.  CHEATUM.  MD,  FACP.  FCCP 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas.  Texas  75204;  823-4151 


Call  the  TMA  News  Hotline 


1-800-252-7003 


for  current  legislative  information  24  hours  a day. 

TMA  Memorial  Library 

. . . Another  service  of  your  association 
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TEXAS  MEDICINE 


Thoracic  Surgery 


ALLAN  L.  GRAHAM,  MD,  FACS* 

KARAMAT  U.  CHOUDHRY,  MD,  FACS 
ROBERT  W.  MILEY,  MD,  FACS 
RICHARD  L.  SHEPHERD,  MD 

Diplomates  American  Board  ol  Surgery  and  Board  of  Thoracic  Surgery 
♦Also  certificate  of  special  qualification  in  general  vascular  surgery. 
American  Board  of  Surgery 

Cardiac.  Thoracic  and  Vascular  Surgery  Associates 
515  South  Adams.  Fort  Worth,  Texas  76104;  817  332-7878 


RICHARD  E.  WOOD,  MD 
ROBERT  E.  RAWITSCHER,  MD 
THOMAS  P.  MEYERS,  MD 
Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue, 
Suite  404,  Dallas,  Texas  75246;  214  827-3890 
Hours  By  Appointment 


BERNARD  R.  JACK,  MD,  PA,  FACS 

Diplomate  American  Board  of  Surgery  and 
American  Board  of  Thoracic  Surgery 


Cardiac,  Vascular  & Thoracic  Surgery 

800  Eighth  Avenue,  Suite  432,  Fort  Worth,  Texas  76104 
817  336-1700 


Urology 


ELGIN  W.  WARE,  JR,  MD 
GEORGE  E.  HURT,  JR,  MD 
L.  MICHAEL  GOLDSTEIN,  MD 
STEVE  M.  FROST,  MD 
Urology 

3600  Gaston  Avenue,  Dallas,  Texas  75246 


THE  UROLOGY  CLINIC 

Dolphus  E.  Compere,  MD 
Grant  F.  Begley,  MD 
Hugh  Lamensdori.  MD 
Ira  N.  Hollander,  MD 

Box  11340.  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 
817  336-5711 


EUGENE  R.  TODD,  MD,  PA 

Diplomate  of  the  American  Board  of  Urology 
Fellow  of  the  American  College  of  Surgeons 
Fellow  of  the  Society  for  Pediatric  Urology 

Urology — Adult  and  Pediatric 

3600  Gaston  Avenue,  Baylor  Medical  Center  Plaza, 
Wadley  Tower,  Suite  755,  Dallas,  Texas  75246 
214  826-3500 


DALLAS  UROLOGY  ASSOCIATES 

David  D.  Reisman,  MD,  PA 

Donald  J.  Logan,  MD,  PA 

Donald  L.  McKay,  MD,  PA 

Christopher  D Fetner,  MD,  PA 

Diplomates  of  American  Board  of  Urology 

Medical  City  Dallas,  7777  Forest  Lane,  Suite  230,  Dallas,  Texas  75230 
Telephone;  214  233-7765  Answered  24  Hours 


WILLIAM  L MULCHIN,  MD,  FACS 

Diplomats  of  American  Board  of  Urology 

Adult  and  Pediatric  Urology 

10  Medical  Parkway,  Suite  207,  Professional  Plaza  3,  Dallas,  Texas  75234; 
214  241-3975  (Answered  24  hrs) 

3900  W.  15th,  Suite  #408,  Plano,  Texas  75075;  214  867-3928 


KIRBY  B.  TARRY,  MD,  FACS 

Diplomate,  American  Board  of  Urolr.  gy 

Adult  and  Pediatric  Urology 

Impotence  with  Prosthesis-Vasovasostomy 

1405  West  Illinois,  Midland,  Texas  79701 
915  687-4553 


A defense 
against  cancer 
can  be  cooked  up 
in  your  kitchen. 


There  is  evidence 
that  diet  and  cancer 
are  related.  Some 
foods  may  promote 
cancer,  while  others  may 
protect  you  from  it. 

Foods  related  to  low- 
ering the  risk  of  cancer 
of  the  larynx  and  esoph- 
agus all  have  high 
amounts  of  carotene,  a 
form  of  Vitamin  A 
which  is  in  canta- 
loupes, peaches,  broc- 
coli, spinach,  all  dark 
green  leafy  vegeta- 
bles, sweet  potatoes, 
carrots,  pumpkin, 
winter  squash,  and 
tomatoes,  citrus  fruits ; 
brussels  sprouts. 

Foods  that  may  help  reduce  the 
risk  of  gastrointestinal  and  respira- 
tory tract  cancer  are  cabbage, 
broccoli,  brussels  sprouts,  kohl- 
rabi, cauliflower. 

Fruits,  vegetables  and  whole- 
grain  cereals  such  as  oat- 
meal, bran  and  wheat 
may  help  lower  the 
risk  of  colorectal 


cancer. 

Foods  high  in  fats, 
salt-  or  nitrite-cured 
foods  such  as  ham , 

and  fish  and  types  of 

sausages  smoked  by  traditional 
methods  should  be  eaten  in 
moderation. 

Be  moderate  in  consumption 
of  alcohol  also. 

A good  rule  of  thumb  is  cut 
down  on  fat  and  don’t  be  fat. 
Weight  reduction 
may  lower  cancer 
risk.  Our  12-year 
study  of  nearly  a ' 
million  Americans 
uncovered  high 
cancer  risks  partic- 
ularly among  people 
40%  or  more  overweight. 

Now,  more  than  ever,  we 
know  you  can  cook  up  your 
own  defense  against  cancer.  So 
eat  healthy  and  be  healthy. 

No  one  faces 

cancer  alone. 


I 
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Classified  Advertising 


Physicians  Wanted 


NEEDED:  EMERGENCY  PHYSICIANS,  North  Central  Texas  area,  full 
and  part-time.  For  an  application  call  817-336-8600  or  write  Emergency 
Medicine  Consultants,  P.A.,  1533  Merrimac  Circle,  Suite  202,  Fort  Worth 
Texas  76107. 


SAN  JACINTO  METHODIST  HOSPITAL,  BAYTOWN,  TEXAS.  General 
practitioner,  family  practitioner,  OB/Gyn,  psychiatrist.  Solo  or  group 
practice.  Home  of  Exxon,  U.S.  Steel,  Gulf.  High  income.  Bay  area  near 
Houston  Outstanding  schools,  colleges.  Contact  Administrator,  1101 
Decker  Drive,  Baytown,  Texas  77520;  713-422-3405. 


EXPANDING  GROUP  NEEDS  SPECIALISTS  IN  pediatrics,  family  prac- 
tice and  orthopedic  surgery.  Enjoy  practicing  medicine  with  our  28-man 
multi-specialty  group  located  in  a friendly  city  of  100,000  people  in 
north  central  Texas.  Close  to  everything,  but  away  from  big  city  proo- 
m oVq \ X°u  ward  *°  know  more  about  this  long  established  group 
(1819),  whose  city  has  a booming  economy,  call  collect  Dr.  David 
Pogue  at  817  766-3551.  Wichita  Falls  Clinic,  501  Midwestern  Parkway, 
Wichita  Falls,  Texas  76302 


PHYSICIANS  WANTED — Progressive  hospital  in  East  Texas.  Contact 
Paul  Bennett,  Administrator,  Gladewater  Municipal  Hospital,  300  West 
Upshur,  Gladewater,  Texas  75647;  telephone  214  845-2281. 


FAMILY  PRACTICE  PHYSICIANS  NEEDED.  50  bed  progressive  hospital, 
open  staff,  rural  setting,  adjacent  to  Wichita  Falls.  Provides  access  to 
cultural  opportunities  of  city  living.  Office  space  available,  financial 
?^ls*ance  available.  Contact  Clay  County  Memorial  Hospital,  P.O.  Box 
270,  Henrietta,  Texas  76365. 


WANTED:  ORTHOPEDIC  SURGEON.  Position  available  with  twelve 
doctor  multispecialty  group  located  in  the  Medical  City  Dallas  com- 
plex in  North  Dallas.  All  benefits  paid  for  by  the  group,  afternoon 
off,  rotating  call  schedule.  Send  curriculum  vitae  to  Sharon  Phelps 
Aarainistrator,  7777  Forest  Lane,  Suite  240,  Dallas,  Texas  75230,  phone 


WANTED:  GENERAL  PRACTITIONER/INDUSTRIAL  MEDICINE.  Position 
available  with  twelve  doctor  multispecialty  group.  All  benefits  paic 

:hedule. 
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by  the  group,  afternoon  off,  rotating  call  scucuui 
vitae  to  Sharon  Phelps,  Administrator,  Suite  240, 
Dallas,  Texas  75230.  Phone  214  661-7707. 


Send  curriculum 
7777  Forest  Lane, 


IEXAS,  HOUSTON:  Doctors  EmergiCenter,  Houston's  newest  free  stand- 
ing emergency  center,  is  currently  seeking  physicians  to  staff  several 
urgent  care  centers.  Future  directorships  are  available.  Remuneration 
commensurate  with  experience.  Send  CV  and  application  request  to 
77074°rS  En|f 7^3Cenler'  9199  Southwest  Freeway  #210,  Houston,  Texas 


TEXAS  NEEDS  DOCTORS.  Immediate  openings  for  family  physicians, 
minor  emergency  room,  internists,  neurologist,  Ob/gyn,  ENT,  ophthal- 
mologist, and  orthopedic  surgeons  in  Dallas  and  other  cities/towns 
throughout  the  state.  Group  or  solo  opportunities  with  generous  guar- 
antees where  there  is  a need  for  additional  physicians  and  other 
physicians  will  give  you  referrals.  Vacancies  available  because  of 
retirement.  No  state  income  or  corporate  taxes  in  Texas.  No  fee.  Contact 
Texas  Doctors  Group,  P.O.  Box  177,  Austin,  Texas  78767;  512  476-7129. 


FAMILY  PRACTITIONER  WANTED — Board  eligible  family  practitioner 
wanted  in  family  practice  department  of  27-physician  multispecialty 
clinic.  Many  benefits  that  only  a group  practice  can  provide.  Contact 
Richard  Lehigh,  Malone  and  Hogan  Clinic,  1501  West  11th  Place,  Biq 
Spring,  Texas  79720;  telephone  915  267-6361  or  800  262-7361  Texas  only 

EMERGENCY  MEDICINE  OPPORTUNITIES— Part-time  and  full-time  posi- 
tions available  in  more  than  40  facilities  throughout  Texas.  Competitive 
houly  income,  flexible  scheduling  without  on-call,  paid  professional 
liability  insurance  provided.  Week  days,  nights,  and/or  weekend 
shifts  available.  For  details  respond  in  confidence  to:  Spectrum  Emer- 
gencyc:Care'  Inc"  11494  Luna  Road'  Suite  205,  Dallas,  Texas  75234;  214 


PHYSICIANS — We  have  positions  available  in  family  practice,  emer- 
gency medicine,  pediatrics,  Ob/Gyn,  internal  medicine,  gastroenterol- 
ogy <?Pd  orthopedic  surgery.  Call  Patsy  Bishop,  713  789-1550,  MEDEX 
2401  Fountain  View,  Suite  510,  Houston,  Texas  77057.  From  outside 
Texas  call  800  231-7578. 


OB/GYN  UNEXPECTED  PHYSICIAN  OPENING,  established  practice,  no 
investment  necessary.  Available  August  1.  Contact  Nilon  Tallant,  MD, 
705  West  Hopkins  Street,  San  Marcos,  Texas  78666;  512  396-3361. 

(1079)  (EXEMPT)  ASSISTANT  DIRECTOR  OF  HEALTH  $45,21 1 -$66,784 
yearlw  Nature  of  Work:  Acts  as  first  assistant  to  the  Health  Depart- 
ment Director  administering  a county-wide  public  health  program.  Acts 
on  behalf  of  the  director  in  all  phases  of  activities  involved  in  general 
health  maintenance.  Overall  goal  is  to  maintain  an  effective  community 
health  system.  Duties:  The  following  describes  some  of  the  major  duties 
and  responsibilities,  but  does  not  depict  all  of  the  other  duties  that 
may  be  assigned.  Assists  the  director  in  making  employee  appoint- 
ments, dismissals,  and  any  other  personnel  changes;  supervises  the 
preparation  of  the  budget  and  monitors  financial  transactions  and  ac- 
counting activities  of  the  financial  transactions  and  accounting  activities 
of  the  department  for  review  by  the  director;  supervises  preventive 
measures  for  contagious  diseases  of  public  health  concern;  maintains 
understanding  and  cooperation  with  local  organizations  through  meet- 
ings and  attendance  at  public  health  related  functions;  gives  medical 
and  administrative  direction  on  special  surveys  regarding  pertinent 
local  health  problems;  plans  and  conducts  inservice  training  programs 
for  personnel.  Preferred  Qualifications:  Licensed  to  practice  medicine 
in  Texas  by  the  State  Board  of  Medical  Examiners.  Three  years  admin- 
istrative experience  in  public  health.  Considerable  knowledge  of  modern 
principles  and  methods  of  business  administration  in  municipal  govern- 
ment. To  apply:  City  of  San  Antonio  Personnel  Department,  111  Plaza 
De  Armas,  San  Antonio,  Texas  78205.  An  equal  opportunity  employer. 


ABILENE:  EMERGENCY  PHYSICIANS — Full-time  positions  available  at 
beautiful  new  full  service  hospital.  Attractive  hourly  guarantee 
($88,000  annually)  with  fee-for-service  incentive.  Excellent  opportunity 
for  career  oriented  emergency  physicians.  Contact  Brenda  Lancaster, 
EmCare,  3600  Gaston,  Suite  802,  Dallas,  Texas  75246.  In  Texas,  214 
823-6850;  out-of-state,  toll  free  800  527-2145. 


EMERGENCY  PHYSICIAN  NEEDED  IMMEDIATELY.  Internist  or  family 
practitioner.  Texas  license  required.  Emergency  clinic  backed  by  in- 
ternists. Prefer  full  time  physician.  Guarantee  $70,000  with  incentives 
and  benefits.  Highly  potential  position.  Submit  CV  to  Ad-462,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


URGENT:  Three  doctor  family  practice.  One  doctor  retiring  and  one 
limiting  practice.  Unique  opportunity  with  no  investment  needed.  Office, 
laboratory,  x-ray  and  ancillary  personnel  provided.  Excellent  hospital 
facilities  equipped  for  obstetrics  and  surgery.  Call  Lee  Spring,  MD, 
or  Elda  Hart,  manager,  806  247-2754.  Spring  Spring  and  Alexander  and 
Associates,  1307  Cleveland,  Friona,  Texas  79035. 


TEXAS,  HOUSTON:  Full-time  hospital  based  emergency  department 
positions  now  available.  Unique  opportunity  tor  career-minded  emer- 
gency physicians  to  join  a physicians  association  staffing  hospitals 
throughout  the  Houston  area.  Physician  compensation  is  based  on  an 
independent  contractor  status  ana  fee-for-service  with  minimum  hourly 
guarantee.  Malpractice  is  included.  Board  certified  or  board  eligible 
applicants  send  your  CV  and  application  request  to  Houston  Emer- 
gency Phvsicians  Associates,  c/o  Ms.  Tyler,  PO  Box  720465,  Houston, 
Texas  77272  or  call  713  776-1081. 


WELL  ESTABLISHED  HOUSTON  CLINIC  offers  a uniaue  opportunity  to 
practice  emergency/family  care.  Requires  well  rounded  abilities  in 
office  based  orthopedics,  minor  surgery,  pediatrics  and  family  medi- 
cine. Dedication  to  high  quality  care,  excellent  patient  empathy  and 
communicative  skills  mandatory.  Excellent  working  conditions  and 
hours  Fee-for-service  Dr.  J.  A.  Burnett,  Kelsey-Seyoold/Cornerstone, 
4331  Brightwood  Drive,  Houston,  Texas  77068,  713  444-1204. 


TEXAS-SAN  ANTONIO  EMERGENCY  MEDICINE— Full  and  part-time 
positions  available  in  the  San  Antonio  area.  Excellent  pay.  Primary 
considerations  given  to  applicants  with  two  years  experience  in 
emergency  medicine  or  board  certified  or  board  eligible  in  emergency 
medicine,  family  practice,  internal  medicine  or  surqery.  Contact  Chuck 
Arnecke,  Emergency  Physicians  Associates,  604  Richmond  Ave.,  San 
Antonio,  TX  78215;  512  222-0746. 


ER  PHYSICIAN— If  you  are  an  experienced  ER  physician,  family  prac- 
titioner, general  surgeon  or  internist,  we  may  have  a place  for  you 
in  our  ER  group.  Our  doctors  make  more  than  any  ER  physicians  in 
the  Houston  area  and  we  operate  out  of  comfortable,  friendly  com- 
munity hospitals.  Call  Greater  Houston  Emergency  Physicians  Asso- 
ciates at  713  861-7942. 


UNPUBLISHED — 80%  of  the  best  practice  opportunities  in  the  U.S.  are 
unpublished.  Let  us  confidentially  search  on  your  behalf  for  that  ideal 
practice  situation  Call  or  write  R.  H.  Medical  Group,  Inc  , 12651  Briar 
Forest,  Suite  180,  Houston,  Texas  77077;  713  496-7777. 


WANTED:  INTERNIST  with  specialty  in  rheumatology  to  join  internal 
medicine  group  in  west  Texas  city  of  90,000  plus.  All  subspecialties 
represented.  Fully  equipped  office  in  a new  facility.  Incentives  and 
"n™i,  ^Highly  potential  position.  Submit  CV  to  Ad-464,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

DALLAS-FORT  WORTH — Growing  multispecialty  group  with  primary 
locus  on  network  ot  8 extended  hours  ambulatory  care  centers  has 
immediate  openings  for  qualified  family  physicians.  Income  guarantee 
plus  tee-for-service,  flexible  hours,  paid  malpractice  and  equity  plan 
jvj*1 table.  Co: ntact:  Ms.  Ernestine  Brown,  Primacare  Medical  Centers, 
9991  Marsh  Lane,  Suite  100,  Dallas,  Texas  75220;  214  352-1991. 


OBSTETRICIAN/GYNECOLOGIST  and  general  surgeon  for  large  multi- 
specialty clinic.  Salary  and  bonus  first  year,  partnership  second  year 
if  mutually  desirable.  Reply  to  Ad-492,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


DALLAS  AND  NORTHEAST  TEXAS:  Emergency  Physicians.  Immediate 
openings  available  in  established  ACEP  oriented  group.  Positions  avail- 
able in  emergency  departments  and  free-standing  ambulatory  care 
clinics.  Flexible  scheduling,  fee-for-service  with  guarantee— $75,000  to 
$100,000.  Contact  Brenda  Lancaster,  EmCare,  36(50  Gaston,  Suite  802, 
Dallas,  Texas  75246,  or  call  214  823-6850,  out-of-state,  toll  free  800 
527-2145. 


MULTI-  AND  SINGLE  SPECIALTY  groups  in  Dallas/Fort  Worth,  Central 
and  North  Central  Texas  seek  associates  for  family  practice,  pediatrics, 
internal  medicine,  surgery.  Also,  positions  available  with  minor  emer- 
gency centers  and  HMO.  For  information  without  cost  or  obligation, 
contact:  Physician  Resource  Network,  P.O.  Box  37102,  Fort  Worth, 
Texas  76117,  817  595-1 128. 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $30.00  (U.S.  currency)  per  issue  for  50  words  or 
less,  payable  in  advance.  Ad  numbers  can  be  substituted 
for  formal  addresses  upon  request  at  no  extra  cost.  Name 
and  address  of  ad  number  listings  cannot  be  given  out 
unless  specific  permission  to  do  so  has  been  given.  The 
advertising  office  will  not  contact  ad  number  holders  ex- 
cept by  mail.  Federal  laws  prohibit  references  to  race, 
color,  religion,  sex,  national  origin,  or  age  unless  bona  fide 
occupational  qualifications.  Copy  deadline  is  the  5th  of 
the  month  preceding  publication.  Send  copy  to  Advertising 
Manager,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.. 
Austin,  Texas  78701. 
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(0161)  (EXEMPT)  PUBLIC  HEALTH  PHYSICIAN— $40, 620-$54  420  annual- 
ly. Nature  ol  work — This  is  professional  work  responsible  for  directing 
all  activities  performed  in  the  communicable  control  division  of  the 
Metropolitan  Health  Department.  Supervision  is  exercised  over  the 
following  areas:  Tuberculosis  Nursing  Services,  'Tuberculosis  Chest 
Clinic,  Venereal  Disease  Clinic,  Immunization  section  and  general 
support  section  which  totals  approximately  70  employees.  Performs 
administrative  and  logistical  control  of  the  division  and  supporting 
sections  to  include  budgeting,  staffing  and  requisition  of  supplies. 
Maintains  operational  control  of  the  division  and  subordinate  sections 
and  coordinates  immunization  and  epidemiologic  problems  with  en- 
vironmental health  and  nursing  divisions.  Acts  as  liaison  between  other 
departments  and  with  the  public  and  private  sector.  Oversees  and 
maintains  anti-rabies  control  measures  by  working  closely  with  animal 
control  facility  and  Bexar  County  Hospital  services.  Monitors  com- 
municable diseases  in  Bexar  County  and  the  procurement  of  necessary 
vaccines  and  biologic  products  necessary  to  prevent  or  control  such 
outbreaks.  Researches,  develops  and  promulgates  criteria  for  com- 
municable disease  control  in  coordination  with  local,  state  and  federal 
guidelines.  Performs  other  tasks  assigned  by  the  director.  Minimum 
qualifications- — Graduation  with  an  MD  degree  from  a medical  school 
of  Grade  A standing  with  the  American  Medical  Association,  plus  one 
year  of  internship  in  an  approved  hospital  and  one  year  of  full-time 
aid  experience  in  public  health  preferably  in  a recognized  public 
ealth  agency.  A license  to  practice  medicine  in  Texas  must  be  obtained 
prior  to  appointment.  To  apply — City  of  San  Antonio  Personnel  Depart- 
ment, 111  Plaza  De  Armas,  San  Antonio,  Texas  78205.  An  equal  oppor- 
tunity employer. 


OB/GYN  BOARD  CERTIFIED  or  eligible,  to  join  staff  of  Women's 
Clinic.  35,000+  progressive  suburban  community  on  the  Texas  Gulf 
Coast.  Serving  seven  counties.  Excellent  hospital.  Send  CV  to  Ad-507, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


INTERNIST  AND/OR  GASTROENTEROLOGIST  wanted  for  space  sharing 
office  arrangement.  X-ray  and  lab  available.  Will  subsidize  if  necessary. 
Suburban  Houston  area.  Please  reply  to  Ad-497,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 


PRIVATE  PRACTICE  OPPORTUNITIES— Summit  Health  Ltd.,  a growing 
health  care  corporation,  is  seeking  qualified  physicians  for  association 
with  our  full-service,  jCAH  accredited  hospitals  in  West  Texas.  Ideal 
opporunities  are  available  in  general/family  practice,  internal  medicine, 
OB/GYN  and  orthopedic  surgery  as  well  as  other  disciplines.  Excellent 
financial  incentives,  in  addition  to  practice  start-up  assistance  and 
practice-building  support  available.  For  further  information,  send  cur- 
riculum vitae  to:  Cheryl  Newman,  Director  of  Physician  Recruitment, 
Summit  Health  Ltd.,  4070  Laurel  Canyon  Blvd.,  Studio  City,  California 
91604;  818  985-8386. 


POSITION:  Seeking  board  eligible/board  certified  hematologist/ 
oncologist  and  obstetrician/gynecologist  to  join  eight-member  physician 
group  in  San  Antonio,  Texas.  Please  respond  to  Robert  J.  Knapp, 
Administrator  at  124  Dallas  St.,  San  Antonio,  Texas  78205. 


EXPANDING  TEXAS  MULTISPECIALTY  GROUP— Dallas/Fort  Worth  area, 
requires  BE/BC  physicians  in  urology,  general  surgery,  Ob/Gyn,  and 
orthopedic  surgery.  Competitive  salary.  Extensive  benefits.  Direct  in- 
quiry and  CV  to:  Medical  Director,  Permanente  Medical  Association  of 
Texas,  12720  Hillcrest,  #600,  Dallas,  Texas  75230. 


DEPARTMENT  OF  FAMILY  MEDICINE— Texas  Tech  University  Health 
Sciences  Center  School  of  Medicine.  Administrative/Faculty  Positions: 
TTUHSCSM  is  a regional  medical  school.  Main  campus,  Lubbock;  other 
regional  academic  health  centers,  Amarillo,  El  Paso,  and  Odessa.  Dean 
and  department  chairmen,  Lubbock;  associate  deans  and  associate 
chairmen  all  sites.  Family  practice  residency,  each  site.  Students  first 
two  years  in  Lubbock:  last  two  years  Lubbock,  El  Paso,  or  Amarillo; 
student  electives  all  tour  sites.  All  positions  competitive  salary,  ex- 
cellent fringes.  Faculty  rank  dependent  upon  experience  and  training. 
TTUHSC  is  an  equal  opportunity  employer.  Lubbock:  Faculty.  Required 
student  clerkship,  10-10-10  fully  accredited  residency.  Also,  beginning 
search  for  individual  with  primary  interest  geriatric  medicine  for 
geriatric  professorship  in  family  medicine.  ABFP  required.  Family  prac- 
tice residency  training  helpful.  Contact  Clark  A.  Johnson,  MD,  Associate 
Chairman,  or  Berry  N.  Squyres,  MD,  Chairman,  Department  of  Family 
Medicine,  TTUHSC,  Lubbock,  Texas  79430.  El  Paso:  Associate  Chairman/ 
Program  Director.  Required  clerkship,  5-5-5  fully  accredited  residency 
with  experienced  assistant  director  in  place.  Duties  involve  interface 
with  Lubbock  chairman,  El  Paso  associate  dean,  and  other  associate 
chairs,  El  Paso  medical  community.  ABFP  required,  academic  family 
medicine  experience  required.  Contact  David  Briones,  Chairman,  Search 
Committee  for  Associate  Chairman  Family  Medicine,  4800  Alberta 
Avenue,  El  Paso,  Texas  79905  or  Berry  N.  Squyres,  MD,  Chairman,  De- 
partment of  Family  Medicine,  TTUHSC,  Lubbock,  Texas  79430.  Faculty: 
Teach  students  and  residents;  facts  above.  ABFP  required,  family 
practice  residency  training  helpful.  Contact  Michael  Kilham,  MD,  In- 
terim Associate  Chairman/Program  Director,  Department  of  Family 
Medicine,  10060  Rushing/Rushfair  Shopping  Center,  El  Paso,  Texas 
79924  or  Dr.  Squyres  (address  above).  Odessa:  Faculty  positions,  5-5-5 
residency  with  first  PGY-I  on  board  July  1,  1984.  Elective  student  clerk- 
ships. ABFP  required,  family  practice  residency  training  helpful.  Con- 
tact John  Hundley,  MD,  Associate  Chairman/Program  Director,  Depart- 
ment of  Family  Medicine,  PO  Box  4734,  Odessa,  Texas  79760  or  Dr. 
Squyres  (address  above). 


A WELL  ESTABLISHED,  stable,  university  based  family  practice  resi- 
dency training  program  with  24  residents  is  inviting  applications  for 
the  position  of  Director  of  Residency  Training.  Qualifications  include 
board  certification  in  family  practice  or  equivalent  credentials,  ex- 
perience in  family  practice  training  program  and  clinical  experience  in 
family  practice  Rank  and  salary  commensurate  with  qualifications. 
Please  send  a letter  of  application  and  curriculum  vitae  to:  Paul  R. 
Young,  MD,  Chairman,  Department  of  Family  Medicine,  The  University 
of  Texas  Medical  Branch,  415  Texas  Avenue,  Galveston,  Texas  77550. 
Equal  employment  opportunity  (M/F)  affirmative  action  employer. 


PHYSICIANS  NEEDED — All  specialties.  Good  financial  package.  Send 
CV  to  RH  Medical  Group,  12651  Briar  Forest,  #180,  Houston,  Texas 
77077;  713  496-7777.  Confidentiality  assured. 


TEXAS:  EMERGENCY  DEPARTMENT  locum  tenens  and  weekend  cover- 
age available  in  various  locations.  Competitive  hourly  rate  includes 
malpractice  insurance.  Contact  Emergency  Consultants,  Inc  , 2240 
South  Airport,  Traverse  City,  MI  49684;  1-800-253-1795. 


CARDIOLOGIST:  To  join  busy  private  practice  in  North  Texas.  Invasive, 
non-invasive.  Send  CV  and  references  to:  Manager,  P.O.  Box  157, 
Sherman,  Texas  75090. 


A WELL  ESTABLISHED,  stable,  university  based  Family  Practice  Resi- 
dency Training  Program  with  24  residents  is  seeking  a Teacher  of 
Behavioral  Science,  individuals  with  professional  training  in  psychiatry, 
psychology  or  other  behavioral  science  with  clinical  skills  and  posses- 
sing a background  in  teaching  and  an  interest  in  practicing  in  some 
aspect  of  family  medicine  research  are  invited  to  apply.  Rank  and 
salary  commensurate  with  qualifications.  Please  send  a letter  of  appli- 
cation and  curriculum  vitae  to:  Paul  R.  Young,  MD  Chairman,  Depart- 
ment of  Family  Medicine,  The  University  of  Texas  Medical  Branch,  415 
Texas  Avenue,  Galveston,  Texas  77550.  Equal  employment  opportunity 
(M/F)  affirmative  action  employer. 


SAN  ANTONIO.  FAMILY  PRACTICE/EMERGENCY  MEDICINE.  Immedi- 
ate opening  in  minor  emergency  center  operating  14  hours  per  day. 
Salary  and  fringes  negotiable.  Contact  Robert  W.  Kottman,  MD,  7219 
Hidden  Hills  North,  San  Antonio,  Texas  78244;  512  661-4891. 


FULL  AND  PART-TIME  EXPERIENCED  PHYSICIANS  for  established  and 
expanding  family  care  clinic  in  Northwest  Houston.  Excellent  remunera- 
tion and  working  conditions;  flexible  scheduling.  Contact  Director, 
Medical  Center,  7925  FM  1960  West,  Houston,  Texas  77070;  713  469-4560. 


THREE  DOCTOR  FAMILY  PRACTICE  group  in  Tarrant  County  looking 
for  a fourth  doctor.  Must  be  in  family  practice.  Board  certification  de- 
sired— not  required.  Call  817  534-1725  for  information. 


PHYSICIANS  ASSISTANT:  Provide  patient  services  under  direct  super- 
vision and  responsibilities  of  a medical  doctor;  performs  other  co- 
ordinate and  acts  as  liaison  with  Kawait/Saudi/Arabian/Jordan/Egypt 
military  personnel  therapeutic  procedures  under  supervisions  of  a 
medical  doctor.  1.  Interview  patient  to  obtain  patient  histories  and 
check  pulse,  temperature,  blood  pressure,  weigtit  and  height.  May 
operate  equipment,  give  injections  or  treatments  and  assist  in  labora- 
tory testing,  2.  Direct  clinical  activities  and  instruct  clinic  staff. 
3.  Assign  duties  and  coordinate  staff  services.  4.  Evaluate  staff  activi- 
ties to  ensure  patient  care,  staff  relations  and  efficiency  of  service. 

5.  Directs  preparation  and  maintenance  of  patient's  clinical  records. 

6.  Inspect  rooms  for  and  facilities  in  cleanliness  and  sanitation. 

7.  Accompanies  physicians  on  rounds  and  keeps  informed  of  special 
orders  concerning  patients,  8.  Participates  in  orientation  and  instruc- 
tion of  personnel.  9.  Performs  routine  tests  in  medical  laboratory  under 
supervision  of  physician  or  other  qualified  individual,  utilizing  pre- 
scribed procedures  in  urinalysis,  hematology,  serology,  ana  bac- 
teriology, May  perform  routine  tests  in  chemistry.  10.  Cerebral  electric 
treatment,  physical  therapy,  electrocardiogram  (ECG)  and  EEG,  elec- 
troencephalogram; $20,000  per  year,  2 years  college  in  pre-medical; 
one  year  medical  training.  Apply  at  the  Texas  Employment  Commis- 
sion, TEC  Building,  Austin,  Texas  78778,  J O.  #3661145.  Ad  paid  by  an 
equal  employment  opportunity  employer. 


GENERAL  INTERNIST  NEEDED  in  North  Dallas  suburb.  We  have  a 
busy  two  doctor  general  practice  in  a community  atmosphere.  Un- 
fortunately my  older  partner  is  retiring.  This  is  an  excellent  opportunity 
for  a dedicated  physician.  If  interested  call  214  235-2358  or  send  a CV 
to  George  Markus,  MD,  2175  Promenade  Center,  Richardson,  Texas 
75080. 


PRACTICE  SITUATIONS  AVAILABLE  in  The  Methodist  Hospital  Health 
Care  System,  Inc.  affiliated  hospitals  in  anesthesiology,  cardiology, 
emergency  medicine,  family  practice,  internal  medicine,  neonatology, 
neurosurgery,  Ob/Gyn,  pediatrics,  psychiatry,  radiotherapy.  Send  CV 
to  6560  Fannin,  #1824,  Houston,  Texas  77030;  713  790-6372. 


LET  US  ASSIST  YOU,  the  medical  professional,  with  locating  just  the 
right  position  and  location  to  meet  your  professional  and  personal 
needs.  Mail  your  current  curriculum  vita  to:  Ad-519,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Autsin,  Texas  78701,  for  a prompt  reply. 


FAMILY  PHYSICIAN  NEEDED  to  work  for  another  physician  in  Bryan, 
Texas  to  provide  medical  services  to  patients  including  pediatrics, 
internal  medicine,  geriatrics,  obstetrics/gynecology,  surgery  and  emer- 
gency room.  Comprehensive  medical  services  for  members  of  families 
on  continuing  basis.  Examine  patients;  elicit  and  record  information 
about  patients'  health;  order  or  execute  various  tests  and  x-rays  on 
patients'  condition.  Analyze,  report  and  diagnose  condition;  administer 
treatments  and  medications.  Vaccinate  patients  to  immunize  them  from 
communicative  disease  Refer  patients  to  specialists  when  necessary. 
Must  have  one  year's  internship  or  equal,  and  one  year's  experience. 
Salary  $40,000  per  year;  40  hours  per  week.  Apply  at  the  Texas  Em- 
ployment Commission,  Bryan,  Texas  or  send  resume  to  Texas  Employ- 
ment Commission,  TEC  Building,  Austin,  Texas  78778.  J.O.  #3650661. 
Ad  paid  for  by  an  equal  employment  opportunity  employer. 


NEED  PHYSICIAN  (prefer  general  practitioner)  to  provide  health  care 
services  for  2,200  young  adults  in  vocational  training  institution.  Must 
be  licensed  or  eligible  for  licensure  in  the  state  of  Texas.  Please  con- 
tact the  Gary  Job  Corps  Center  Personnel  Office  at  P.O.  Box  967,  San 
Marcos,  Texas  78667-0967  or  call  512  396-6604. 


CONSIDERING  ONE-TWO  YEAR  VACATION  and  interested  in  ascertain- 
ing possibility  of  finding  a BE/BC  Ob/Gyn  to  serve  a locum  tenens 
or  temporary  partnership  covering  my  busy  Ob/Gyn  practice  in  my 
absence.  Terms  are  negotiable  including  indirect  benefits  such  as 
attending/teaching  status  at  hospital  with  active  residency.  Texas 
license  (or  eligibility  for  same)  is  required.  P.O.  Box  721163,  Corpus 
Christi,  Texas  78472-1163. 


MINOR  ER  PHYSICIAN  NEEDED  who  will  do  family  practice,  pedi- 
atrics, internal  medicine  and  ob/gyn  in  Dallas.  Salary  $40,000  per  year 
for  40  hour  work  week.  Reply  to  Ad-520,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 


PRIMARY  CARE  PHYSICIANS:  Family  practice,  Ob/Gyn,  pediatrics, 
BC/BE,  wanted  to  join  stable  expanding  prepaid  group  practice  in 
Dallas/Fort  Worth.  Competitive  salaries,  liberal  fringe  benefits,  pre- 
dictable hours,  no  business  headaches  Contact:  Medical  Director,  Box 
512,  CIGNA  Healthplan  of  Texas,  8131  LBJ,  Suite  350,  Dallas,  Texas 
75251;  214  669-8069. 


ASSOCIATE  WANTED  for  rapidly  growing  practice  in  small  rural  West 
Texas  oil  town.  Would  prefer  a general  surgeon  who  is  willing  to  do 
general  practice.  Salary  is  negotiable.  Please  call  Orhan  Oral,  MD, 
915  652-8857. 


PSYCHIATRIST— THE  LAREDO  STATE  CENTER  has  on  opening  for  a 
full-time  psychiatrist.  Valid  Texas  license.  Board  certified  or  eligible. 
Coordinates  and  supervises  all  medical  and  psychiatric  treatment 
services  Salary  up  to  $69,500  vearly  (DOE).  If  interested,  contact 
Laredo  State  Center,  512  723-2926,  P.O.  Box  1835,  Laredo,  Texas 
78044-1835.  EOE/M/F. 
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MEDICAL  PRACTICE  OPPORTUNITY  for  physician  in  rural  farming  and 
oil  production  community.  Salary  guarantee,  new  medical  clinic,  ex- 
cellent school  system,  golf  course.  State  license  required.  Contact  Tom 
Adams,  City  Manager,  P.O.  Box  600,  Sundown,  Texas  79372,  806  229- 


Situations  Wanted 


WE  HAVE  PHYSICIANS  WHO  ARE  LOOKING  TO  JOIN  solo,  partner- 
ships, or  multispecialty  groups  in  the  Texas  area.  For  more  information 
call  Medical  Advisorv  Group,  Inc.;  214  758-9939. 


RADIOLOGIST— LOCUM  TENENS.  BC,  non-invasive  diagnostic  radi- 
ologist, including  NM  and  US,  with  over  two  years  experience  in 
locum  work  in  North  Central  Texas.  I provide  insurance  and  reasonable 
rates.  Brief  CV  and  references  on  request  to:  Radiology  Locums,  317 
Corsicana  St.,  Hillsboro,  Texas  76645;  817  582-9295,  evenings. 


WANTED:  RADIOLOGY  GROUP  established  in  practice  wishing  to 
expand  into  another  facility  in  Texas  or  surrounding  states.  Willing 
to  purchase  practice,  or  contract  to  hospital(s).  All  members  in  group 
capable  of  CT/US,  angiography,  nuclear  medicine,  interventional  pro- 
cedures. Group  member  available  for  locum  tenens  work  as  well. 
Contact  Ad-51/,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


ANESTHESIOLOGIST— Well  qualified.  All 
current  Texas  license.  Available  on  short 
518,  TEXAS  MEDICINE,  1801  North  Lamar 


types  of  anesthesia  with 
notice.  Please  reply  to  Ad- 
Blvd.,  Austin,  Texas  78701. 


For  Sale  or  For  Rent 


MEDICAL  OFFICE  FOR  LEASE,  near  Seton  Hospital,  Austin,  Texas: 
Approximately  1,200  square  feet,  Lamar  Blvd.,  two  blocks  from  Seton. 
Will  remodel  to  suit.  Contact  512-454-4849. 


THE  LARGEST  MEDICAL  SPECIALTY  SPACE  IN  ARLINGTON— 
Arlinaton  Medical  Rlaza,  has  four  suites  available  ranging  from  1401 
sq.  ft.  to  2208  sq.  ft.  Ideal  location  two  blocks  north  of  Arlington 
Memorial  Hospital.  There  is  an  excellent  pharmacy,  lab,  and  radiology 
department,  as  well  as  optical  and  hearing  aid  dispensaries.  For  leas- 
ing information,  call  Ms.  Cooper  817  265-7862  or  Mr.  Rothrock  214 
696-8883. 


NORTH  DALLAS— FAMILY  PRACTICE  for  sale.  Net  income  120K  plus 
for  a four  day  week.  Priced  to  sell  with  100%  3rd  party  financing. 
Board  certification  required.  Serious  principals  send  resume  to  3511 
Golfing  Green,  Dallas,  Texas  75234. 


SOUTH  AUSTIN.  60,000+  people  live  within  a 2-mile  radius.  Locate 
your  practice  where  the  people  live  and  be  convenient  for  your 
patients.  Office  condominiums  in  our  medical  and  dental  park  are 
available  for  lease  or  sale.  Join  other  successful  doctors  who  have 
started  their  practice  at:  Cannon  Professional  Park,  1110  William  Can- 
non Drive,  Austin,  Texas.  Call  Barbara  McEachern  or  Kevin  Wood- 
worth  at  Pence  Properties,  512  476-9200.  Our  rent  is  only  $10.80  per  sq. 
ft.  per  year,  with  an  option  to  purchase. 


OPHTHALMOLOGIST  & ENT — a great  opportunity  awaits  you  at  the 
Arlington  Medical  Plaza  to  set  up  your  practice  in  the  largest  specialty 
space  in  Texas.  There  is  an  excellent  pharmacy,  radiology,  as  well  as 
complete  optical  shop  and  hearing  aid  dispensary.  Located  two  blocks 
north  of  an  outstanding  hospital.  Call  Ms.  Cooper,  817  265-7862  or 
Mr.  Rothrock,  214  696-8883. 


FOR  SALE — Active  practice,  ideal  location,  full  privileges.  Owner  wants 
out  of  the  rat  race.  Prefer  board  certified  FP.  Ralph  C.  Bailey,  MD, 
1720  East  Austin  Street,  Nacogdoches,  Texas  75961;  phone  409  564-1213 
after  5 pm. 


FAMILY  PRACTICE— ROCKWALL,  TEXAS  (20  miles  from  Dallas  on 
Lake  Ray  Hubbard),  busy,  no  OB,  well  established,  six  figure  gross, 
rapidly  growing  area.  Call  214  722-5333  or  214  320-8555  or  write 
104A-2313  Ridge  Road,  Rockwall,  Texas  75087.  Scott  K.  Ross,  MD. 


SALES,  ACQUISITIONS,  AND  APPRAISALS  for  professional  practices 
and  health  care  facilities.  Better  business  specialists  since  1965. 
Statewide  network.  Woodyard  & Associates,  Certified  Business  Coun- 
selors, Pat  Huntington,  Broker,  713  688-2201. 


FAMILY  PRACTITIONER  OR  GENERAL  PRACTITIONER  needed  im- 
mediately to  take  over  active  practice  left  due  to  sudden  death  of 
doctor  in  Alice,  Texas.  Solo  practice  established  for  25  years.  48  miles 
southwest  of  Corpus  Christi,  Texas.  Will  rent  fully  equipped  office 
building.  1,648  square  feet,  four  examining  rooms,  small  lab,  x-ray. 
Will  sell  equipment  for  appraised  value.  Financing  available.  Ex- 
perienced employees  available.  Close  to  hospital  and  good  schools. 
Contact:  Hector  Lopez,  Administrator  for  the  Estate;  512  664-3363  or 
512  664-6866. 


DALLAS:  Super  North  Dallas  practice  for  sale.  Internal  medicine.  High- 
ly successful  and  established.  Business  & Professional  Associates, 
13140  Coit  Road  #301,  Dallas,  Texas  75240;  214  231-9957 


NEW  MEDICAL  BUILDING  in  Houston's  fast  growing  FM  1960  area. 
Offers  excellent  location  for  starting  practice.  Next  to  two  schools  and 
fronting  on  high  traffic  street  Suites  are  ready  to  move  in.  No  im- 
provement cost  or  add-ons  to  tenant.  Write  or  call  for  additional  in- 
formation. Marv  Novak,  713  483-4878,  17907  Kuykendahl,  Spring,  Texas 
77379. 


HOUSTON:  General  practice.  Professional  building  in  convenient 
northwest  location.  Near  two  hospitals.  Walking  distance  to  one. 
Established  six  years.  Six  figure  gross.  No  OB  and  surgery.  Serious 
principals  only.  Call  Charles  Hodges  at  713  956-1860  weekdays. 


ASPEN — three  bedroom  new  luxury  condo.  Rent  direct  from  MD.  Save 
50%.  Sleeps  10.  409  564-4222  or  214  526-4062. 


FOR  SALE:  Westinghouse  200  MA,  100  KVP  "Monoflex''  LFMOD32 
medical  x-ray  machine-Bucky  and  fluroscope.  Electric  tilt  table.  Cas- 
settes, film  safe,  stainless  steel  electric  developing  tank.  Also  Picker 
upright  fluroscope  T-10  serial  111  style  1260  "antique."  Call  409 
634-8201. 


CLINICS  FOR  LEASE — Fully  equipped  comprehensive  medical  and 
surgical  clinics  for  lease.  Negotiable.  Houston  area.  Call  713  695-5149 
for  details. 


ESTABLISHED  SOLO  Ob-Gyn  practice,  Austin,  for  sale.  Fully  equipped 
office  convenient  to  area  hospital.  Please  reply  to  Ad-521,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


ATTENTION:  Family  practice  for  sale.  West  Fort  Worth,  Texas.  1,100 
square  feet  of  space  (to  rent).  Five  years  old.  Contact:  P.O.  Box 
26834,  Benbrook,  Texas  76126. 


FOR  SALE:  Successful  IM  practice  in  desirable  community  between 
San  Antonio  and  Austin.  Outstanding  office  employees  will  stay  on 
and  owner  will  introduce  to  community  for  three  months  after  sale. 
Currently  grossing  140K  with  significant  potential  for  increasing  in- 
come. Please  reply  to  Ad-522,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


Business  and  Financial  Services 


PHYSICIAN'S  SIGNATURE  LOANS  to  $50,000.  Up  to  seven  years  to  re- 
pay. No  prepayment  penalties  Prompt,  courteous  service.  Competitive 
fixed  rate,  with  no  points,  fees  or  charges  of  any  kind.  Physicians 
Service  Association,  Atlanta,  Georgia.  Toll  free  800-241-6905.  Serving 
MDs  for  over  ten  years. 


FOR  ADOPTION:  OUR  PATIENT  NEWSLETTER.  Save  your  time  to 
practice  medicine  while  we  help  keep  your  communication  lines  open. 
Our  quarterly  educational  newsletter  gets  excellent  marks  with  patients 
for  its  content,  clarity,  and  quality.  Send  today  for  free  sample;  rates. 
Marilyn  Baker  & Associates,  PO  Box  9802-610,  Austin,  TX  78766;  Ph. 
512  346-6549. 


PRACTICE  NEWSLETTER — Keeping  in  touch  shows  that  you  carel 
Send  for  your  free  sample  copy  of  our  quarterly  health  promotion 
newsletter.  Customized  with  your  name  and  address.  Add  your  own 
office  column.  Mailing  service  option.  RX:  LIVE  WELL,  6809  Santa 
Maria  Lane,  Dallas,  Texas  75214-2847;  or  call  214  821-5218. 


PENSION  PLANNING/ADMINISTRATION.  Experienced,  professional, 
and  accurate  plan  administration,  including  documents,  TEFRA, 
DEFRA  & REA  amendments,  IRS  submissions,  annual  IRS  reports. 
Competitive  fees.  Call  or  write:  Laverne  L.  Stanley  & Associates.  Inc., 
Water  Gardens  Place,  100  E.  15th,  Fort  Worth,  Texas  76102;  817  336-1919. 


Miscellaneous 


ABORTION  ALTERNATIVES!  Licensed  maternity  service  offers  residen- 
tial and  non-residential  program  with  counseling  and  medical  plan  for 
the  expectant  mother  who  is  planning  adoption  for  her  baby.  Costs 
adjusted  to  ability  to  pay.  MARYWOOD,  510  West  26th  Street,  Austin, 
Texas  78705.  Phone  512-472-9251.  (Formerly  HOME  OF  THE  HOLY  IN- 
FANCY.) 


DOCTOR,  YOU  CANT  BEAT  THE  quality  or  the  price!  Holter  Monitor 
Scanninq  Service.  Physician  owned,  trained,  and  supervised.  Now 
using  UP  Service  for  faster  turnaround  time.  No  contract'  to  sign.  We 
can  arrange  for  lease/purchase  of  Holter  equipment.  Why  are  you 
paying  more  and  getting  less?  DCG  Interpretation  (313)  879-8860. 


1985  CME  CRUISE/CONFERENCES  on  selected  medical  topics — Carib- 
bean, Mexican,  Hawaiian,  Alaskan,  Mediterranean.  7-14  days  year- 
round  Approved  for  20-24  CME  Cat.  1 credits  (AMA/PRA)  and  AAFP 
prescribed  credit.  Distinguished  professors.  Fly  roundtrip  free  on 
Caribbean,  Mexican,  and  Alaskan  cruises.  Excellent  group  fares  on 
finest  shiDs.  Registration  limited.  Pre-scheduled  in  compliance  with 

E resent  IRS  requirements.  Information:  International  Conferences,  189 
odge  Avenue,  Huntington  Station,  N.Y.  11746;  516  549-0869. 
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HOW  A STUDENT 
WHO  COULDN’T  LEARN 
TAUGHT  EVERYONE 
AN  IMPORTANT  LESSON. 


Everyone  thought  Matthew  Francisco 
was  failing  school. 

But  was  he  really? 

You  see,  Matthew  has  a learning 
disability.  And  no  matter  what  his  par- 
ents and  teachers  did,  his  problem  only 
seemed  to  worsen.  (Matthew  even  started 
running  away  from  home  to  avoid  school.) 

Finally  Matthew’s  mother,  Barbara, 
did  some  homework  of  her  own  and  got 
in  touch  with  the  Minnesota  Association 
for  Children  and  Adults  with  Learning 
Disabilities,  a United  Way  supported 
agency. 

The  Association  helped  Barbara  deal 
with  Matthew  at  home  and  his  teachers 
deal  with  him  at  school. 

Before  long  Matthew  was  solving  prob- 
lems in  school  instead  of  just  being  one. 


And  through  her  involvement  with  The 
Association,  Barbara  now  schools  other 
parents  with  learning  disabled  children. 

This  is  just  one  of  thousands  of  similar 
stories  from  all  over  the  country. 

And,  as  the  Franciscos  can  attest, 
United  Way  does  a lot  in  your 
community. 

Everything  from  day  care  to  foster  care 
to  care  for  the  elderly. 

And  what  makes  it  all  work  are 
generous  contributions  from  people  like 
yourself. 

People  who  realize  that 
without  their  help.  United 
Way  simply  cannot  exist. 

Matthew,  his  parents  and 
his  teachers  thank  you. 

So  do  we. 


Unibed  Way 


THANKS  TO  YOU  IT  WORKS 
FOR  ALL  OF  US 
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CONTINUING  EDUCATION  DIRECTORY 


COURSES 


MARCH 

Allergy 

March  13-17,  1985 

PAN  AMERICAN  ALLERGY  SOCIETY  TRAINING  COURSE  AND 
SEMINAR.  Four  Seasons  Hotel,  San  Antonio,  Tex.  Fee  $250-trainmg 
course;  $1 30-seminar.  Category  1 , AMA  Physician's  Recognition 
Award;  AAFP  prescribed;  training  course-21 .5  hours;  seminar-10 
hours.  Contact  Betty  Kahler,  PAAS,  229  Parking  Way,  Lake  Jackson, 
TX  77566  (409)297-8964 

Anesthesiology 

March  1-3,  1985 

REFRESHER  COURSE  IN  ANESTHESIOLOGY.  Lubbock  Memorial 
Civic  Center,  Lubbock,  Tex.  Fee  TBA.  Category  1 , AMA  Physician's 
Recognition  Award.  Contact  Vicki  Hollander,  Texas  Tech  University 
Health  Science  Center,  Office  of  Continuing  Medical  Education, 
Lubbock,  TX  79430  (806)743-2929 

Family  Medicine 

March  7-8,  1985 

HEAD  INJURY  REHABILITATION:  BEYOND  THE  BASICS.  Sheraton 
Mockingbird-West  Hotel,  Dallas.  Fee  $195-preregistration,  $250- 
physicians;  $1 00-students.  Credit  TBA.  Contact  Bev  Shumate,  Pub- 
lic Relations  Dept,  Dallas  Rehabilitation  Institute,  7850  Brookhollow 
Rd,  Dallas,  TX  75235  (214)920-8040 

March  28-31,  1985 

10TH  ANNUAL  FAMILY  PRACTICE  RECERTIFICATION  REVIEW. 
Gunter  Hotel,  San  Antonio,  Tex.  Fee  $125.  Category  1 , AMA  Physi- 
cian's Recognition  Award;  AAFP  prescribed;  24  hours.  Contact 
Marjorie  Foutz,  EdD,  Conference  Coordinator,  Medical  School  Con- 
tinuing Education  Services,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  (512)691-6295 

General  Medicine 

March  11-17,  1985 

COUNSELING  STRATEGIES  FOR  PRIMARY  CARE  PHYSICIANS. 
Hyatt  Regency  Waikiki,  Honolulu.  Fee  $400.  Category  1 , AMA  Physi- 
cian's Recognition  Award;  AAFP  prescribed;  20  hours.  Contact 
Davor  Jedlicka,  UT  at  Tyler,  3900  University  Blvd,  Tyler,  TX  75701 
(214)566-1471 

Internal  Medicine 

March  9-16,  1985 

CLINICAL  GYNECOLOGIC  ENDOCRINOLOGY.  Park  City,  Utah.  Fee 
$325-physicians;  $225-residents.  Category  1 , AMA  Physician's 
Recognition  Award;  AAFP  prescribed;  20  hours.  Contact  LeRoy  J. 
Pickles,  Director,  Continuing  Medical  Education,  Scott  & White, 
Room  1 01 , 2401  S 31  st  St,  Temple,  TX  76508  (81 7)774-4083 

Oncology 

March  6-8,  1985 

TREATMENT  OF  CANCER  IN  THE  NECK.  Warwick  Post  Oak  Hotel, 
Houston.  Preregistration  fee  $250-physicians;  $1 00-residents,  fel- 
lows; on-site  registration  fee  $300-physicians;  $1 25-residents, 
fellows.  Category  1 , AMA  Physician's  Recognition  Award;  1 5.5 
hours.  Contact  Jeff  Rasco,  Coordinator,  Conference  Services-HMB 
Box  131 , M.D.  Anderson  Hospital  and  Tumor  Institute,  6723  Bertner 
Ave,  Houston,  TX  77030  (713)792-2222 


Ophthalmology 

March  29-30,  1985 

7TH  ANNUAL  DALLAS  SPRING  OPHTHALMOLOGY  SYMPOSIUM 
Doubletree  Hotel,  Dallas.  Fee  $250-physicians;  $75-residents. 
Category  1 , AMA  Physician's  Recognition  Award;  1 2 hours.  Contact 
Lela  Breckenridge,  Director,  Continuing  Medical  Education,  Pres- 
byterian Hospital  of  Dallas,  Dallas,  TX  75231  (214)696-8458 

Orthopedic  Surgery 

March  15-16,  1985 

7TH  BRANDON  CARRELL  VISITING  PROFESSORSHIP.  Texas  Scot- 
tish Rite  Hospital,  Dallas.  Fee  TBA.  Category  1 , AMA  Physician's 
Recognition  Award;  10  hours.  Contact  James  W.  Roach,  Texas  Scot- 
tish Rite  Hospital,  2222  Welborn,  Dallas,  TX  75219  (214)521-3168 

Pathology 

March  1-2,  1985 

DIAGNOSTIC  APPLICATIONS  OF  IMMUNOHISTOCHEMISTRY. 
Baylor  University  Medical  Center,  Dallas.  Fee  $1 50.  Category  1 , 
AMA  Physician’s  Recognition  Award;  12  hours.  Contact  LaNelle 
Chancellor,  Asst  to  the  Dean,  A.  Webb  Roberts  Center,  3500  Gaston 
Ave,  Dallas,  TX  75246  (214)820-2317 

Pediatrics 

March  1,  1985 

INFANT  APNEA:  EVALUATION,  TREATMENT  AND  RELATIONSHIPS 
TO  SUDDEN  INFANT  DEATH  SYNDROME.  Texas  Tech  University 
Health  Sciences  Center,  Lubbock,  Tex.  Fee  $40.  Category  1 , AMA 
Physician's  Recognition  Award;  5 hours.  Contact  Sue  Williams, 
TTUHSC,  Office  of  Continuing  Medical  Education,  Lubbock,  TX 
79430  (806)743-2929 

March  13-16,  1985 

SYMPOSIUM  ON  PREVENTION  OF  PEDIATRIC  INFECTIONS  AND 
5TH  ANNUAL  NATIONAL  PEDIATRIC  INFECTIOUS  DISEASE  SEMI- 
NAR. Las  Vegas  Fee  $250;  $1 75-residents.  Category  1 , AMA 
Physician's  Recognition  Award;  21  hours;  AAFP  prescribed;  18.5 
hours.  Contact  Marian  Troupe,  Division  of  Continuing  Education, 
UTHSC  at  Dallas,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235 
(214)688-3439 

Physical  Medicine  and  Rehabilitation 

March  4-6,  1985 

FUTURECARE:  A SYMPOSIUM  ON  CLINICAL  APPLICATIONS  OF 
TECHNOLOGY  TO  REHABILITATION,  Gunter  Hotel,  San  Antonio, 
Tex.  Fee  $150.  Category  1 , AMA  Physician’s  Recognition  Award;  1 7 
hours.  Contact  Marjorie  S.  Foutz,  EdD,  Conference  Coordinator, 
Medical  School  Continuing  Education  Services,  UT  Health  Science 
Center  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
(512)691-6295 

March  18-28,  1985 

19TH  COMPREHENSIVE  REVIEW  COURSE  IN  PHYSICAL  MEDI- 
CINE AND  REHABILITATION  Holiday  Inn  Medical  Center,  Houston. 
Fee  before  2/1 5/85:  $375;  after  2/15/85:  $450.  Credit  TBA.  Contact 
Vicki  Forgac  or  Lila  Lerner,  Baylor  College  of  Medicine,  Office  of 
Continuing  Education,  One  Baylor  Plaza  Room  184A,  Houston,  TX 
77030  (713)799-6020 

Plastic  Surgery 

March  6-9,  1985 

SURGICAL  TECHNIQUES  IN  CLEFT  LIP  AND  PALATE,  Snowmass, 
Colo.  Fee  $500.  Category  1 , AMA  Physician’s  Recognition  Award; 
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1 7 hours.  Contact  Barbara  Grayson,  A.  Webb  Roberts  Center,  3500 
Gaston  Ave,  Dallas,  TX  75246  (21 4)820-231 7 

Psychiatry 

March  7-10,  1985 

25TH  ANNUAL  TITUS  HARRIS  SOCIETY  MEETING.  Waco,  Tex.  Fee 
TBA.  Category  1 , AMA  Physician's  Recognition  Award.  Contact  E.A. 
Zein-Eldin,  MD,  Titus  Harris  Clinic,  200  University  Blvd,  Suite  620, 
Galveston,  TX  77550  (409)765-6321 

Toxicology 

March  18-22,  1985 

CURRENT  CONCEPTS  IN  TOXICOLOGY  ANALYTICAL  METH- 
ODOLOGY. UT  Health  Science  Center,  San  Antonio,  Tex.  Fee  $625. 
Category  1 , AMA  Physician's  Recognition  Award;  35  hours.  Contact 
Marjorie  Foutz,  EdD,  Conference  Coordinator,  Medical  School  Con- 
tinuing Education  Services,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  (512)691-6295 

Urology 

March  8-10,  1985 

ENDOUROLOGY.  Houston.  Fee  $230-members;  $260-nonmem- 
bers.  Category  1 , AMA  Physician’s  Recognition  Award;  16  hours. 
Contact  Alice  Henderson,  Seminar  Coordinator,  Office  of  Education, 
PO  Box  25147,  Houston,  TX  77265  (713)791-1470 

APRIL 

Cardiovascular  Diseases 

April  27,  1985 

EMOTIONAL  ASPECTS  OF  CARDIOVASCULAR  DISEASE.  Plaza  of 
the  Americas  Hotel,  Dallas.  Fee  $95-physicians;  $25-residents  (with 
letter  of  verification).  Category  1 , AMA  Physician’s  Recognition 
Award;  8 hours.  Contact  Lela  Breckenridge,  Director,  Continuing 
Medical  Education,  Presbyterian  Hospital  of  Dallas,  8200  Walnut  Hill 
Ln,  Dallas,  TX  75231  (214)696-8458 

Emergency  Medicine 

April  6,  1985 

FROM  LIFE  TO  DEATH  AND  BACK.  Rudder  Theater  Complex,  Texas 
A&M  University,  College  Station,  Tex.  Fee  $25.  Credit  TBA.  Contact 
Sonja  A.  Vodehnal,  Symposium  Coordinator,  c/o  A.P.  Beutel  Health 
Center,  TAMU,  College  Station,  TX  77843  (409)845-4321 

Family  Medicine 

April  29-May  3,  1985 

9TH  ANNUAL  FAMILY  PRACTICE  REVIEW  COURSE.  Marriott  Hotel 
at  the  Astrodome,  Houston.  Fee  TBA.  Category  1 , AMA  Physician's 
Recognition  Award;  AAFP  prescribed;  51  hours.  Contact  Carol 
Soroka  or  Lynne  Tiras,  Baylor  College  of  Medicine,  Office  of  Con- 
tinuing Education,  Room  184A,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)799-6020 

General  Medicine 

April  12-13,  1985 

MEDICAL-LEGAL  CONCERNS  IN  THE  HOSPITAL  SETTING.  Loews 
Anatole  Hotel,  Dallas.  Fee  $125.  Category  1 , AMA  Physician’s  Rec- 
ognition Award.  Contact  Vicki  Hollander,  Texas  Tech  University 
Health  Science  Center,  Office  of  Continuing  Medical  Education, 
Lubbock,  TX  79430  (806)743-2929 


April  15-20,  1985 

1985  FAMILY  PRACTICE  REVIEW.  Learning  Center,  UT  Medical 
Branch,  Galveston,  Tex.  Fee  before  4/15/85:  $450-physicians;  $300- 
residents,  nonphysicians;  after  4/1 5/85:  $500-physicians;  $350- 
residents,  nonphysicians.  Category  1 , AMA  Physician’s  Recognition 
Award;  45  hours.  Contact  Gayle  McKay,  Coordinator,  Office  of  Con- 
tinuing Education,  J-34,  UTMB,  Galveston,  TX  77550  (409)761-2934 

April  19-21,  1985 

22ND  ANNUAL  TEACHING  CONFERENCE:  PEDIATRICS  FOR 
THE  PRACTITIONER.  Gunter  Hotel,  San  Antonio,  Tex.  Fee  before 
3/29/85:  $200;  after  3/29/85:  $215.  Category  1 , AMA  Physician’s 
Recognition  Award;  AAFP  prescribed;  15  hours.  Contact  Marjorie 
Foutz,  EdD,  Conference  Coordinator,  Medical  School  Continuing 
Education  Services,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
(512)691-6295 

April  26-28,  1985 

NUTRITION.  Location  TBA.  Fee  TBA.  Credit  TBA.  Contact  Marjorie 
Foutz,  EdD,  Conference  Coordinator,  Medical  School  Continuing 
Education  Services,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
(512)691-6295 

Internal  Medicine 

April  19-20,  1985 

PULMONARY  DISEASE  UPDATE.  Wyndham  Hotel,  Dallas.  Fee 
$1 50-physicians;  $50-residents  (with  letter  of  verification).  Category 
1 , AMA  Physician's  Recognition  Award;  9 hours.  Contact  Diane 
Averna,  Coordinator,  Continuing  Physician  Education,  St  Paul  Medi- 
cal Center,  5909  Harry  Hines  Blvd,  Dallas,  TX  75235  (214)689-4588 

Obstetrics  & Gynecology 

April  1-3,  1985 

CURRENT  CONCEPTS  1 985:  ISSUES  AND  ANSWERS  IN  OB- 
STETRICS AND  GYNECOLOGY.  Inn  on  the  Park,  Houston.  Fee  TBA. 
Credit  TBA.  Contact  Lynne  K.  Tiras  or  Carol  Soroka,  Program  Coor- 
dinator, Office  of  Continuing  Education,  Room  184A,  Baylor  College 
of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

Orthopedic  Surgery 

April  10-11,  1985 

RECONSTRUCTIVE  ORTHOPAEDIC  PROCEDURES  AND  AL- 
LOGRAFTS. Baylor  University  Medical  Center,  Dallas.  Fee  $50. 
Category  1 , AMA  Physician’s  Recognition  Award;  6 hours.  Contact 
Barbara  Grayson,  A.  Webb  Roberts  Center,  3500  Gaston  Ave, 
Dallas,  TX  75246  (21 4)820-231 7 

April  11-13,  1985 

INTERDISCIPLINARY  CARE  OF  BONE  AND  SOFT  TISSUE  TU- 
MORS. Baylor  University  Medical  Center,  Dallas.  Fee  $295- 
physicians;  $1 50-residents.  Category  1 , AMA  Physician's  Recogni- 
tion Award;  13  hours.  Contact  Barbara  Grayson,  A.  Webb  Roberts 
Center,  3500  Gaston,  Dallas,  TX  75246  (21 4)820-231 7 

Plastic  Surgery 

April  17-19,  1985 

8TH  ANNUAL  PRESENTATION  OF  PRACTICAL  PLASTIC  SURGERY. 
Boerne,  Tex.  Fee  TBA.  Credit  TBA.  Contact  Martha  Berlin,  Coordi- 
nator, Office  of  Continuing  Education,  J-34,  UTMB,  Galveston,  TX 
77550-2782  (409)761-2934 

Radiology 

April  1-5,  1985 

BASIC  PRINCIPLES  OF  MEDICAL  X-RAY  IMAGING  USING 
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FOURIER  ANALYSIS  AND  MICROCOMPUTERS.  UT  Health  Science 
Center,  San  Antonio,  Tex.  Fee  $600.  Category  1 , AMA  Physician’s 
Recognition  Award;  36  hours.  Contact  Marjorie  Foutz,  EdD,  Confer- 
ence Coordinator,  Medical  School  Continuing  Education  Services, 
UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
(512)691-6295 

April  9-10,  1985 

JCAH,  STATE  & FEDERAL  REGULATIONS,  RADIATION  SAFETY 
AND  DUALITY  ASSURANCE  FOR  RADIOLOGY  DEPARTMENTS. 

UT  Health  Science  Center,  San  Antonio,  Tex.  Fee  $250.  Category  1 , 
AMA  Physician's  Recognition  Award;  16  hours.  Contact  Marjorie 
Foutz,  EdD,  Conference  Coordinator,  Medical  School  Continuing 
Education  Services,  UT  Health  Science  Center  at  San  Antonio,  7703 
Floyd  Curl  Dr,  San  Antonio,  TX  78284  (51 2)691  -6295 

April  22-24,  1985 

INTRODUCTION  TO  COMPUTERS  AND  RADIOLOGY.  UT  Health 
Science  Center,  San  Antonio,  Tex.  Fee  $600.  Category  1 , AMA  Phy- 
sician's Recognition  Award;  36  hours.  Contact  Marjorie  Foutz,  EdD, 
Conference  Coordinator,  Medical  School  Continuing  Education  Ser- 
vices, 7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (512)691-6295 

April  25-27,  1985 

9TH  ANNUAL  MEETING  OF  THE  ROBERT  N.  COOLEY  RADIO- 
LOGICAL SOCIETY.  Houstonian  Hotel,  Houston.  Fee  TBA.  Credit 
TBA.  Contact  Martha  Berlin,  Coordinator,  Office  of  Continuing  Edu- 
cation, UTMB,  Galveston,  TX  77550  (409)761-2934 

Surgery 

April  8-10,  1985 

1985  GARY  P.  WRATTEN  SURGICAL  SYMPOSIUM.  La  Mansion  del 
Norte  Hotel,  San  Antonio,  Tex.  Fee  TBA.  Credit  TBA.  Contact  Col 
Michael  J.  Walters,  General  Surgery  Service,  Brooke  Army  Medical 
Center,  Fort  Sam  Houston,  TX  78234  (512)221-2925 

Urology 

April  18-20,  1985 

UROLOGIC  ONCOLOGY.  Horseshoe  Bay,  Tex.  Fee  TBA.  Credit 
TBA.  Contact  Jan  Ogletree,  MD,  1313  Red  River,  Austin,  TX  78701 
(512)474-6676 

MAY 

Allergy 

May  31 -June  3,  1985 

SOUTHWEST  ALLERGY  FORUM.  Four  Seasons  Plaza  Nacional 
Hotel,  San  Antonio,  Tex.  Fee  $1 1 0.  Category  1 , AMA  Physician’s 
Recognition  Award;  9 hours.  Contact  Paul  Ratner,  MD,  601  Oak  Hills 
Medical  Bldg,  San  Antonio,  TX  78229 

Internal  Medicine 

May  28-31,  1985 

UPDATE  IN  INTERNAL  MEDICINE.  UT  Health  Science  Center  at 
Dallas.  Fee  $300.  Category  1 , AMA  Physician's  Recognition  Award; 
26  hours.  Contact  Gale  Ouilter,  Coordinator,  Continuing  Education, 
UTHSC  at  Dallas,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235 
(214)688-2166 

Obstetrics  & Gynecology 

May  2-5,  1985 

MENSTRUATION:  CLINICAL  APPLICATIONS  & SOCIOCULTURAL 
IMPLICATIONS.  Learning  Center,  UT  Medical  Branch,  Galves- 
ton, Tex.  Fee  $55-members;  $85-nonmembers.  Category  1 , AMA 


Physician's  Recognition  Award.  Contact  Martha  Berlin,  Coordina- 
tor, Office  of  Continuing  Education,  J-34,  UTMB,  Galveston,  TX 
77550-2782  (409)761-2934 

Oncology 

May  11-12,  1985 

MULTIDISCIPLINARY  MANAGEMENT  OF  CANCER:  A COURSE 
FOR  PRACTICING  PHYSICIANS.  Westin  Galleria  Hotel,  Houston. 
Fee  TBA.  Credit  TBA.  Contact  Lila  Lerner  or  Vicki  L.  Forgac,  Baylor 
College  of  Medicine,  Office  of  Continuing  Education,  One  Baylor 
Plaza,  Houston,  TX  77030  (713)799-6020 

Orthopedic  Surgery 

May  10-12,  1985 

SOUTHWESTERN  ORTHOPEDIC  SURGERY  REVIEW.  Loews  Anat- 
ole  Hotel,  Dallas.  Fee  $300.  Category  1 , AMA  Physician's 
Recognition  Award;  25  hours.  Contact  June  Bovill,  Coordinator, 
Continuing  Education,  UTHSC  at  Dallas,  5323  Harry  Hines  Blvd, 
Dallas,  TX  75235  (214)688-2166 

Pathology 

May  16-18,  1985 

SURGICAL  PATHOLOGY  IV.  UT  Health  Science  Center  at  Dallas. 

Fee  $450-complete;  $400-without  slides;  $300-basic;  $1 00- 
students.  Category  1 , AMA  Physician's  Recognition  Award;  20 
hours.  Contact  Gale  Ouilter,  Coordinator,  Continuing  Education, 
UTHSC  at  Dallas,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235 
(214)688-2166 

Radiology 

May  13-17,  1985 

ADVANCED  RADIOLOGICAL  HEALTH.  UT  Health  Science  Center 
at  San  Antonio.  Fee  $600.  Category  1 , AMA  Physician’s  Recognition 
Award;  36  hours.  Contact  Marjorie  Foutz,  EdD,  Conference  Coordi- 
nator, Medical  School  Continuing  Education  Services,  7703  Floyd 
Curl  Dr,  San  Antonio,  TX  78284  (512)691-6295 

May  20-24,  1985 

RADIATION  SAFETY  OFFICER'S  COURSE.  UT  Health  Science 
Center  at  San  Antonio.  Fee  $650.  Category  1 , AMA  Physician's  Rec- 
ognition Award;  36  hours.  Contact  Marjorie  Foutz,  EdD,  Conference 
Coordinator,  Medical  School  Continuing  Education  Services,  7703 
Floyd  Curl  Dr,  San  Antonio,  TX  78284  (512)691-6295 

JUNE 

General  Medicine 

June  28-29,  1985 

3RD  ANNUAL  CONFERENCE  ON  INNOVATIONS  IN  SPORTS  MEDI- 
CINE. Galveston,  Tex.  Contact  Gayle  McKay,  Coordinator,  Office  of 
Continuing  Education,  UTMB,  Galveston,  TX  77550  (409)761-2934 

Ophthalmology 

June  6-8,  1985 

1ST  INTERNATIONAL  CORNEA  AND  EYE  BANKING  SYMPOSIUM 
San  Diego.  Contact  Lila  Lerner,  Symposium  Coordinator,  Office  of 
Continuing  Education,  Baylor  College  of  Medicine,  One  Baylor 
Plaza,  Houston,  TX  77030  (713)799-6020 

Otolaryngology 

June  7,  1985 

VISITING  PROFESSORSHIP  IN  OTORHINOLARYNGOLOGY.  Dal- 
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las.  Contact  Gale  Quitter,  Division  of  Continuing  Education,  UTHSC 
at  Dallas,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235  (214)688-2166 

June  27-29,  1985 

SURGERY  OF  THE  LARYNX.  Galveston,  Tex.  Contact  Martha  Berlin, 
Coordinator,  Office  of  Continuing  Education,  UTMB,  Galveston,  TX 
77550  (409)761-2934 

Pediatrics 

June  10-14,  1985 

ACUTE  CARE  PEDIATRICS:  REVIEW  AND  UPDATE  OF  THE  STATE 
OF  THE  ART.  Hilton  Head  Island,  SC.  Contact  Vicki  L.  Forgac,  Pro- 
gram Coordinator,  Office  of  Continuing  Education,  Baylor  College  of 
Medicine,  One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

June  13-14,  1985 

PRACTICAL  APPROACHES  TO  NUTRITION  SUPPORT  IN  PEDI- 
ATRIC ILLNESSES.  Dallas.  Contact  Gale  Quilter,  Division  of  Con- 
tinuing Education,  UTHSC  at  Dallas,  5323  Harry  Hines  Blvd,  Dallas, 
TX  75235(214)688-2166 

June  13-15,  1985 

1985  ANNUAL  PEDIATRIC  REVIEW  & UPDATE.  Galveston,  Tex 
Contact  Gayle  McKay,  Coordinator,  Office  of  Continuing  Education, 
UT  Medical  Branch,  Galveston,  TX  77550-2782  (409)761  -2934 


REGULARLY  SCHEDULED  ACTIVITIES 


Monday-Friday 

POSTGRADUATE  WORKSHOP  IN  NEURORADIOLOGY.  (Date  as- 
signed by  individual  request.)  Methodist  Hospital,  Houston.  Fee 
$450.  Category  I,  AMA  Physician's  Recognition  Award,  40  hours. 
Contact  Vicki  Sayre,  Office  of  Continuing  Education,  Baylor  College 
of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

Monday-Friday 

POSTGRADUATE  WORKCOURSE  IN  DIAGNOSTIC  ULTRASOUND 
(Date  assigned  by  individual  request.)  Ben  Taub  General  Hospital, 
Houston.  Fee  $450.  Category  1 , AMA  Physician's  Recognition 
Award;  40  hours.  Contact  Vicki  Sayre,  Office  of  Continuing  Educa- 
tion, Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)799-6020 

Tuesdays,  12  pm 

MEDICAL  AND  SURGICAL  REVIEWS.  Sierra  Medical  Center,  El 
Paso.  Category  1 , AMA  Physician’s  Recognition  Award;  1 hour 
weekly.  Contact  M.  Nazemi,  MD,  Sierra  Medical  Center,  1 625  Medi- 
cal Center  Dr,  El  Paso,  TX  79902 

Tuesdays  (all  but  last  Tuesday  of  each  month) 

SURGICAL  GRAND  ROUNDS.  Board  Room,  Brackenridge  Hospital, 
Austin.  Free.  Category  1 , AMA  Physician’s  Recognition  Award;  1 
hour-session.  Contact  Nancy  Strandhagen,  Surgery  Education, 
Central  Texas  Medical  Foundation,  601  E 1 5th  St,  Austin,  TX  78701 
(512)476-6461  ext  51 72 

Wednesdays,  12  pm 

CONTINUOUS  REVIEW  OF  INTERNAL  MEDICINE.  Sid  Richardson 
Auditorium,  Scott  and  White  Memorial  Hospital,  Temple.  Category  1 , 
AMA  Physician’s  Recognition  Award,  1 hour  weekly.  Contact  Lynn 
Calvert,  Office  of  Continuing  Medical  Education,  Scott  and  White 
Memorial  Hospital,  2401  S 31  st,  Temple,  TX  76508  (81 7)774-2350 

Thursdays,  8 am 

INTERNAL  MEDICINE  GRAND  ROUNDS.  Brackenridge  Hospital, 
Austin.  Category  1 , AMA  Physician's  Recognition  Award;  1 hour. 


Contact  Marianne  Foley,  MS,  Central  Texas  Medical  Foundation, 

1 500  EAve,  Austin,  TX  78701  (512)476-6461  ext  5606 

Thursdays,  12  pm 

UROLOGY  CORE  CURRICULUM.  Scott  and  White  Memorial  Hospi- 
tal, Temple.  Category  1 , AMA  Physician’s  Recognition  Award;  1 hour 
weekly.  Contact  Lynn  Calvert,  Office  of  Continuing  Medical  Educa- 
tion, Scott  and  White  Memorial  Hospital,  2401  S 31  st,  Temple,  TX 
76508  (817)774-2350 

Thursday-Friday 

POSTGRADUATE  WORKSHOP  IN  REAL-TIME  OBSTETRICAL  UL- 
TRASONOGRAPHY. (Date  assigned  by  individual  request.)  Jef- 
ferson Davis  Hospital,  Houston.  Fee  $350.  Category  1,  AMA 
Physician’s  Recognition  Award;  16  hours.  Contact  Vicki  Sayre, 

Office  of  Continuing  Education,  Baylor  College  of  Medicine,  One 
Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

Fridays,  12  pm 

NEUROLOGY  GRAND  ROUNDS.  Sid  Richardson  Auditorium,  Scott 
and  White  Memorial  Hospital,  Temple.  Category  1 , AMA  Physician's 
Recognition  Award;  1 hour  weekly.  Contact  Lynn  Calvert,  Office  of 
Continuing  Medical  Education,  Scott  and  White  Memorial  Hospital, 
2401  S 31st,  Temple,  TX  76508  (81 7)774-2350 

Fridays,  12  pm  (2nd  and  4th) 

TEACHING  CASE  CONFERENCE.  Park  Place  Hospital,  Port  Arthur. 
Category  1 , AMA  Physician's  Recognition  Award;  2 hours  monthly. 
Contact  Phil  Newman,  MD,  Box  1 648,  Port  Arthur,  TX  77640  (409) 
983-4951 

Date  assigned  by  individual  request 

POSTGRADUATE  WORKSHOP  IN  CLINICAL  NMR.  Biomedical 
NMR  Center,  Baylor  College  of  Medicine,  Houston.  Fee  $1 ,000. 
Category  1 , AMA  Physician’s  Recognition  Award;  40  hours.  Contact 
Vicki  Sayre,  Office  of  Continuing  Education,  Baylor  College  of  Medi- 
cine, One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 


TELECONFERENCE  NETWORK  OF  TEXAS 
Wednesdays 

PEDIATRICS  FOR  THE  PRACTITIONER.  UT  Health  Science  Center 
at  San  Antonio  and  teleconference  network  sites.  Fee  $80-series; 
$20-session.  Category  1 , AMA  Physician's  Recognition  Award.  Con- 
tact Phyllis  Wood,  Coordinator,  Teleconference  Network  of  Texas, 
7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (512)691-7291 

Every  other  Thursday,  12;30pm 

CLINICAL  TOPICS  IN  MEDICINE  UT  Health  Science  Center  at  San 
Antonio  and  teleconference  network  sites.  Fee  $35-program,  hospi- 
tal subscription  program.  Category  1 , AMA  Physician's  Recognition 
Award.  Contact  Phyllis  Wood,  Coordinator,  Teleconference  Network 
of  Texas,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (512)691-7291 


CALENDAR  OF  MEETINGS  -Denotes  Texas  Meetings 


MARCH 

American  Academy  of  Allergy,  New  York,  March  1 6-20,  1 985.  D.  L. 
McNeil,  61 1 E Wells  St,  Milwaukee,  Wl  53202 

American  College  of  Cardiology,  Anaheim,  Calif,  March  10-14, 
1985.  Lawrence  H.  Long,  91 1 1 Old  Georgetown  Rd,  Bethesda,  MD 
20814 
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■American  College  of  Surgeons,  North  Texas  Chapter,  Dallas, 

March  1-2,  1985.  Thomas  W Newsome,  MD,  3600  Gaston,  #904, 
Dallas,  TX  75246 

American  Medical  Student  Association,  Chicago,  March  20-24, 
1985.  Valerie  Stone,  1910  Association  Dr,  Reston,  VA  22091 

American  Society  for  Neurochemistry,  Baltimore,  March  3-8,  1985. 
Claude  Baxter,  MD,  Neurochemistry  Labs  1 51 B2  VA  Medical  Cen- 
ter, Sepulveda,  CA  91 343 

American  Society  of  Abdominal  Surgeons,  Tampa,  Fla,  March 
24-27,  1985.  Blaise  F.  Alfano,  MD,  675  Mam  St,  Melrose,  MA02176 

American  Society  of  Contemporary  Medicine  and  Surgery,  Orlando, 
Fla,  March  16-22,  1985.  John  G Bellows,  MD,  21 1 E Chicago  Ave, 
Suite  1044,  Chicago,  IL  6061 1 

American  Society  of  Contemporary  Ophthalmology,  Orlando,  Fla, 
March  16-23,  1985.  John  G.  Bellows,  MD,  21 1 E Chicago  Ave,  Suite 
1044,  Chicago,  IL  6061 1 

International  Academy  of  Pathology,  United  States — Canadian  Divi- 
sion, Toronto,  March  9-15,  1985.  Nathan  Kaufman,  MD,  1003 
Chafee  Ave,  Augusta,  GA  30904 

Society  of  Nuclear  Medicine,  Southwest  Chapter,  New  Orleans, 
March  28-31 , 1 985.  John  V.  Hidalgo,  1 209  Lair  Ave,  Metairie,  LA 
70003 

■Texas  Academy  of  Family  Physicians,  Austin,  March  15-17,  1 985. 
Jim  White,  8301  Mo-Pac  Expressway,  Suite  309A,  Austin,  TX  78759 

■Texas  Association  of  Obstetricians  and  Gynecologists,  Irving,  Tex, 
March  7-9,  1985.  Robert  Wernecke,  MD,  403  Medical  Park  Tower, 
Austin,  TX  78705 

APRIL 

■American  Academy  of  Neurology,  Dallas,  April  28-May  4, 1 985.  Jan 
W Kolehmainen,  2221  University  Ave,  SE,  Suite  335,  Minneapolis, 
MN  55414 

American  Association  for  Thoracic  Surgery,  New  Orleans,  April  29- 
May  1 , 1 985.  William  T.  Maloney,  1 3 Elm  St,  Box  1 565,  Manchester, 
MA  01944 

■American  Association  of  Medical  Assistants,  State  of  Texas,  Dallas, 
April  18-21 , 1985.  Mary  Cantrell,  13006  Running  Dear  Trail,  Man- 
chaca,  TX  78652 

American  Association  of  Neurological  Surgeons,  Atlanta,  April 

21- 25,  1985.  Carl  H.  Hauber,  625  N Michigan,  Suite  1519,  Chicago, 
IL  60611 

American  Association  of  Pathologists,  Anaheim,  Calif,  April  21-26, 
1985.  Dana  M.  Raitt,  9650  Rockville  Pike,  Bethesda,  MD  20814 

American  Association  of  Plastic  Surgeons,  Coronado,  Calif,  April 
28-  May  1 , 1 985.  William  C.  Trier,  MD,  Univ  of  N Carolina  Medical 
School  Wing  D,  Medical  School  208H,  Chapel  Hill,  NC  27514 

American  College  of  Allergists,  Bal  Harbor,  Fla,  Feb  2-6,  1 985. 
James  R.  Slawny,  800  E Northwest  Hwy  Suite  1 01 , Mount  Prospect, 

I L 60056 

American  College  of  Emergency  Physicians,  Coronado,  Calif,  April 

22- 25,  1985.  Registrar.  Box  61 9911,  Dallas,  TX  75261 


American  Occupational  Medical  Association,  Kansas  City,  Mo,  April 
14-19,  1985.  Elizabeth  Cameron,  2340  S Arlington  Heights  Rd,  Ar- 
lington Heights,  IL  60005 

American  Society  for  Aesthetic  Plastic  Surgery,  Boston,  April  14-19, 
1985.  Jerome  R.  Klingbeil,  MD,  3956  Atlantic  Ave,  Long  Beach,  CA 
90807 

American  Society  for  Dermatologic  Surgery,  Buena  Vista,  Fla,  April 
17-21, 1985.  Linda  Bishop,  1567  Maple  Ave,  Evanston,  IL  60201 

■American  Society  of  Cytology,  San  Antonio,  April  19-21,1 985.  War- 
ren R.  Lang,  MD,  130  S 9th  St,  #810,  Philadelphia,  PA  19107 

National  Conference  on  High  Blood  Pressure  Control,  Chicago, 

April  28-30,  1985.  1501  Wilson  Blvd,  Suite  600,  Arlington,  VA  22209 

■Texas  Chapter,  American  College  of  Emergency  Physicians,  San 
Antonio,  April  29-May  1 , 1985.  Ruth  H.  Dean,  Box  610717,  Dallas, 

TX  75261 

■Texas  Thoracic  Society,  Austin,  April  1 985.  Linda  H.  Nichols,  7701 
N Lamar  Blvd,  Suite  104,  Austin,  TX  78752 

■Texas  Urological  Society,  Horseshoe  Bay  Resort,  April  18-20,  1985. 
Jan  Ogletree,  MD,  613  Elizabeth  #608,  Corpus  Christi,  TX  78404 

MAY 

■Aerospace  Medical  Association,  San  Antonio,  May  12-16,  1985.  R. 
R Hessberg,  MD,  Washington  National  Airport,  Washington,  DC 
20001 

American  Academy  of  Otolaryngic  Allergy,  Miami,  May  26, 1 985. 
Beth  Morin,  1101  Vermont  Ave,  NW,  Suite  302,  Washington,  DC 
20005 

American  Association  for  the  Advancement  of  Science,  Los  An- 
geles, May  23-28,  1 985.  Catherine  Borras,  1 776  Massachusetts 
Ave,  NW,  Washington,  DC  20036 

American  Association  of  Anatomists,  Toronto,  May  5-9,  1 985.  Wil- 
liam P.  Jollie,  MD.  Box  101  MCV  Station,  Richmond,  VA  23298 

American  Cleft  Palate  Association,  Miami,  May  5-12,  1985.  Jane  An- 
gelone  Graminski,  University  of  Pittsburgh,  331  Salk  Hall, 

Pittsburgh,  PA  15261 

American  College  Health  Association,  Washington,  DC,  May  30- 
June  2, 1 985.  James  W Dilley,  1 52  Rollins  Ave,  Suite  208,  Rockville, 
MD  20852 

American  College  of  Legal  Medicine,  New  Orleans,  May  8-11,  1 985 
Betty  Hanna,  213  W Institute  PI,  Suite  412,  Chicago,  IL  60610 

American  College  of  Obstetricians  and  Gynecologists,  Washington, 
DC,  May  13-16,  1985.  W.  H.  McDannel,  600  Maryland  Ave,  SW, 
Washington,  DC  20024 

American  Gastroenterological  Association,  New  York,  May  11-15, 
1985.  Charles  B.  Slack,  6900  Grove  Rd,  Thorofare,  NJ  08086 

American  Laryngological,  Rhinological  and  Otological  Society, 
Miami  Beach,  Fla,  May  24-25,  1985.  Ann  Holm,  2954  Dorman  Rd, 
Broomall,  PA  19008 

American  Pediatric  Society,  Washington,  DC,  May  7-10,  1985  Au- 
drey Brown,  MD,  450  Clarkson  Ave,  Brooklyn,  NY  1 1 203 
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American  Society  for  Gastrointestinal  Endoscopy,  New  York,  May 
15-17,  1985,  W.  T.  Maloney,  13th  Elm  St,  Manchester,  MA01944 

American  Society  for  Head  & Neck  Surgery,  Cerromar  Beach, 

Puerto  Rico,  May  5-8,  1985.  W.  E.  Fee,  Jr,  MD,  Div  of  Oto/Head  & 
Neck  Surgery,  Stanford  University  Med  Ctr,  Stanford,  CA  94305 

American  Urological  Association,  Atlanta,  May  23-1 6,  1985.  Louisa 
Shaw,  AUA  Office  of  Education,  Box  25147,  Houston,  TX  77265 

Association  of  American  Physicians,  Washington,  DC,  May  3-6, 

1 985.  J.  D.  Wilson,  UT  Health  Science  Center,  5323  Harry  Hines 
Blvd,  Dallas,  TX  75235 

■International  College  of  Surgeons,  Texas  State  Surgical  Division, 
San  Antonio,  May  9,  1 985.  Martin  L.  Lazar,  MD,  7777  Forest  Ln, 
Dallas,  TX 

■Texas  Dental  Association,  San  Antonio,  May  2-5,  1985.  Michelle 
Zavala,  1946  S IH  35,  Austin,  TX  78704 

■Texas  Medical  Association,  San  Antonio,  May  8-12, 1985.  C.  Lin- 
coln Williston,  CAE,  1801  N.  Lamar  Blvd,  Austin,  TX  78701 

■Texas  Neurological  Society,  San  Antonio,  May  8-12,  1985.  Alan  G. 
Nogen,  MD,  151 6 Cooper,  Fort  Worth,  TX  76104 

■Texas  Occupational  Medical  Association,  San  Antonio,  May  1 985. 
Carter  V.  Beghtol,  MD,  Texaco,  Inc,  Box  52332,  Houston,  TX  77052 

■Texas  Ophthalmological  Association,  San  Antonio,  May  9-11,  1985. 
Iris  Wenzel,  1801  N Lamar  Blvd,  Austin,  TX  78701 

■Texas  Society  of  Pathologists,  San  Antonio,  May  12, 1985.  Iris 
Wenzel,  1801  N Lamar  Blvd,  Austin,  TX  78701 

■Texas  Society  of  Sports  Medicine,  San  Antonio,  May  1 0,  1 985.  Ted 
L.  Edwards,  MD,  4615  W Bee  Caves  Rd,  Austin,  TX  78746 

University  Association  for  Emergency  Medicine,  Kansas  City,  Mo, 
May  19-24,  1985.  Judith  E.  Tintinalli,  MD,  900  W Ottawa,  Lansing,  Ml 
48915 

JUNE 

American  Medical  Association,  Chicago,  June  16-20,  1985.  Gail  H 
Biddle,  535  N Dearborn  St,  Chicago,  IL  60610 

■Texas  Hospital  Association,  Dallas,  June  3-5,  1 985.  Nancy  L Ebert, 
Box  15587,  Austin,  TX  78761 

JULY 

■American  Heart  Association,  Texas  Affiliate,  San  Antonio,  July 
13-14,  1985.  Michael  Wolf,  Box  15186,  Austin,  TX  78761 


Richard  Brown 
thought  he 
was  too  young 
tohavea 
heart  attack. 

He  wasn’t. 


Because  having  a family, 
a good  job  and  a bright  fu- 
ture doesn’t  protect  anyone 
from  heart  attack.  In  fact, 
nearly  one  million  Ameri- 
cans — many  with  those  as- 
sets — die  of  heart  disease 
and  stroke  each  year.  And 
200,000  of  them  die  “too 
young.” 

The  American  Heart  As- 
sociation is  fighting  to  re- 
duce early  death  and  dis- 
ability from  heart  disease  and 
stroke  with  research,  profes- 
sional and  public  educa- 
tion, and  community  service 
programs. 

But  more  needs  to  be 
done. 

You  can  help  us  support 
research  and  education  by 
sending  your  dollars  today 
to  your  local  Heart 
Association,  listed  in  your 
telephone  directory. 


American  Heart 
Association 


WE'RE  FIGHTING  FOR  YOUR  LIFE 
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TMA  Legislative  Hotline: 
1-800-252-7003 


k 


tHarbctt-MutcI]ings-^mitl{  JMmumal  hospital 

nnb  ©orbptt-^utdjmgS'J^mttlj  Clink 


322  COLEMAN  STREET 
POST  OFFICE  BOX  60 


,JHarItn,  ®ex as  76661 


TELEPHONE: 
(817)  883-3561 


GENERAL  SURGERY 

Howard  L.  Smith,  M.D.,  F.A.C.S. 
D R.  Swetland,  M.D.,  F.A.C.S. 
INTERNAL  MEDICINE 
W F.  McKinley,  Jr,  M D. 

James  S.  Bussell,  M.D. 

C.  G.  Brown,  M.D. 

EYE,  EAR,  NOSE,  AND  THROAT 
S W Hughes,  M.D. 

ALLERGY 

S.  W.  Hughes,  M.D 
TRAUMATIC  AND  ORTHOPEDIC 
SURGERY 

D.  R.  Swetland,  M.D.,  F.A.C.S. 
CARDIOLOGY 

W.  F.  McKinley,  Jr.,  M.D. 


FAMILY  PRACTICE 
OBSTETRICS  AND  PEDIATRICS 
William  Pickvance,  M.D. 

Barry  E.  Phillips,  M.D. 
GENERAL  DENTISTRY 
G.  Glenn  Rose,  D.D.S. 
*DENTISTRY  FOR  CHILDREN 
T.  Brad  Willis,  D.D.S. 
RADIOLOGY 

J.  M.  Brown,  M.D.,  F.A.C.R. 
♦PATHOLOGY 

Ronald  E.  Henderson,  Jr.,  M.D. 
David  M.  McTaggart,  M.D. 

S.  M.  Bunn,  Jr.,  M.D. 

E.  B.  Morrison,  M.D. 

UROLOGY 

Howard  L.  Smith,  M.D.,  F.A.C.S. 


* NEUROPSYCHIATRY 
S.  B.  Morrison,  M.D. 
♦NEUROSURGERY 

Harry  W.  Slade,  M.D.,  F.A.C.S. 
♦DERMATOLOGY 

Maurice  C.  Barnes,  M.D.,  D.A.B.D. 
ADMINISTRATOR 
J.  D.  Norris,  Jr. 

ASSISTANT  ADMINISTRATOR 
W R.  Lux,  Jr. 

DIRECTOR-COORDINATOR,  NURSING 
SERVICE 

Diane  Howton,  R.N. 

DIRECTOR  OF  PATIENT  CARE 
Marie  Kotch,  R.N. 


The  original  hospital  was  founded  by  Dr.  J.  W.  Torbett  in  1898,  and  Howard  O.  Smith,  M.D.,  FACS,  past  president,  expired  May  17,  1977. 
♦ Consultants 


THE  DALLAS  MEDICAL  & SURGICAL 
CLINIC  AND  HOSPITAL 


4105  Live  Oak  Street 


DALLAS,  TEXAS  7521  1 


Telephone  823-4151 


INTERNAL  MEDICINE 

Morris  E.  Magers,  M.D.,  D.A.B.I.M. 

Charming  Woods,  M.D. 

Richard  C.  Stone,  M I),  Gastroenterology  & Endoscopy 
Landon  W.  Stewart,  M.D,  D.A.B.I.M 
Cloyce  L.  Stetson,  Jr  , M.D,  D.A.B.I.M. 

David  S.  Sowell,  III,  M.D,  D A.B.I  M,  Cardiology 
Don  E.  Cheatum,  M.D  , D.A.B.I.M.,  and  D A B Rhu, 
F.A.C.P,  F.C.C.P.,  Rheumatology 
W.  Mark  Armstrong,  M.D,  D.A.B.I.M. 

Sam  W.  Waters,  M D 

Steven  P Bowers,  M.I)  , DAB  I M 

Elizabeth  M.  Polanco,  M.D. 

Robert  C.  Dinwiddie,  M.D.,  D.A.B.I.M. 

Endocrinology  and  Diabetes 

OBSTETRICS  AND  GYNECOLOGY 
John  B.  Miller,  III,  M.D.,  D A B O G.,  F A. C O G. 
Vernie  D.  Bodden,  M.D.,  D.A.B.O.G.,  F A. C O G. 

PEDIATRICS 

Halcuit  Moore,  M.D,  D A B P , F.A.A.P 
P E.  Luecke,  Jr,  M.D,  D A B P,  F.A.A  P 
Peter  C.  Ray,  M.D. 

GENERAL  SURGERY 

George  P Fosmire,  M.D,  DABS.,  F A C S 
Charles  W Coleman,  M.D,  D A B S. 

UROLOGY 

Harry  M.  Spence,  M.D,  DAB  LI.,  F.A.C.S. 

William  H Hoffman,  M.D,  D.A.B.U,  F.A.C.S. 

Richard  B Dulany,  M.D,  D.A.B.U,  F.A.C.S. 


RADIOLOGY 

Joe  B Caldwell,  M.D  , D.A.B.R. 

James  B.  Evans,  M.D  , D A B R 

DERMATOLOGY 

William  N.  New,  M.D,  FA  A D,  F.A.C.R 
Constance  Shadwick,  M D , D A B D 

OTOLARYNGOLOGY  AND  OTOLOGIC  SURGERY 
D W.  Shuster,  M.D  , D A B O 

OPHTHALMOLOGY 

lames  M Copps,  M l),  D A B O. 

R Roy  Whitaker,  M.D,  D A B.O. 

DENTISTRY  AND  DENTAL  SURGERY 
William  F Walton,  D.D.S 

ADMINISTRATION 

Alan  G Kennon,  Administrator 

Russell  E McKee,  Associate  Administrator  for  Financial 
Affairs 

Mrs  Connie  S.  McNamire,  R.N  B.S.N  , Associate  Admin- 
istrator of  Hospital  Operations  and  Personnel 

INACTIVE  STATUS 

Adam  D.  Green,  M.D.,  Surgery 
John  B Bourland,  M.D  , D A B O G. 

John  B.  Allen,  M.D.,  D.A.B.I.M. 


COMPLETE 
LABORATORY  , , 
DOCUMENTATION15...  EXTENSIVE 

CLINICAL  PROOF 


FOR,  THE  PREDICTABILITY 
CONFIRMED  BY  EXPERIENCE 

DALMANE 

flurozepom  HCI/Roche 

THE  COMPLETE  HYPNOTIC 
PROVIDES  ALL  THESE  BENEFITS: 

• Rapid  sleep  onset1 6 

• More  total  sleep  time1'6 

• Undiminished  efficacy  for  at  least 
28  consecutive  nights24 

• Patients  usually  awake  rested  and  refreshed79 

• Avoids  causing  early  awakenings  or  rebound 
insomnia  after  discontinuation  of  therapy251012 


Caution  patients  about  driving,  operating  hazardous  machinery  or  drinking 
alcohol  during  therapy  Limit  dose  to  15  mg  in  elderly  or  debilitated  patients. 
Contraindicated  during  pregnancy. 


DALMANE  « 

flurozepom  HQ/Roche 

References:  1.  Kales  J et  al:  Clin  Pharmacol  Ther 
12: 691-697,  Jul-Aug  1971.  2.  Kales  A el  al:  Clin  Phar- 
macol Ther  18: 356-363,  Sep  1975  3.  Kales  A et  al: 

Clin  Pharmacol  Ther  79:576-583,  May  1976  4.  Kales  A 
et  al:  Clin  Pharmacol  Ther  32:781-788,  Dec  1982. 

5.  Frost  JD  Jr,  DeLucchi  MR:  J Am  Geriatr  Soc 
27: 541-546,  Dec  1979  6.  Kales  A,  Kales  JD:  J Clin 
Pharmacol  3:140-150,  Apr  1983.  7.  Greenblatt  DJ, 

Allen  MD,  Shader  Rl:  Clin  Pharmacol  Ther  21 :355-361 , 
Mar  1977.  8.  Zimmerman  AM:  Curr  Ther  Res 
73:18-22,  Jan  1971  9.  Amrein  R et  al  Drugs  Exp  Clin 
Res  9(1 ) :85-99,  1983.  10.  Monti  JM:  Methods  Find  Exp 
Clin  Pharmacol  3:303-326,  May  1981  11.  Greenblatt  DJ 
et  al:  Sleep  5(Suppl  1):S18-S27,  1982  12.  Kales  A 
et  al:  Pharmacology  26: 121-137,  1983 


DALMANE®  € 

flurazepam  HCI/Roche 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in 
patients  with  recurring  insomnia  or  poor  sleeping  hab- 
its; in  acute  or  chronic  medical  situations  requiring 
restful  sleep.  Objective  sleep  laboratory  data  have 
shown  effectiveness  for  at  least  28  consecutive  nights 
of  administration.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended.  Repeated  therapy 
should  only  be  undertaken  with  appropriate  patient 
evaluation. 

Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI;  pregnancy.  Benzodiazepines  may  cause 
fetal  damage  when  administered  during  pregnancy. 
Several  studies  suggest  an  increased  risk  of  congeni- 
tal malformations  associated  with  benzodiazepine  use 
during  the  first  trimester.  Warn  patients  of  the  potential 
risks  to  the  fetus  should  the  possibility  of  becoming 
pregnant  exist  while  receiving  flurazepam.  Instruct 
patient  to  discontinue  drug  prior  to  becoming  preg- 
nant Consider  the  possibility  of  pregnancy  prior  to 
instituting  therapy 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation  This  potential 
may  exist  for  several  days  following  discontinuation 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness  (e  g.,  operating  machinery, 
driving).  Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion  Not 
recommended  for  use  in  persons  under  15  years  of 
age.  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication 
for  a prolonged  period  of  time.  Use  caution  in  adminis- 
tering to  addiction-prone  individuals  or  those  who 
might  increase  dosage 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/ 
or  ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  light- 
headedness, staggering,  ataxia  and  falling  have 
occurred,  particularly  in  elderly  or  debilitated  patients. 
Severe  sedation,  lethargy,  disorientation  and  coma, 
probably  indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported:  headache,  heart- 
burn, upset  stomach,  nausea,  vomiting,  diarrhea, 
constipation,  Gl  pain,  nervousness,  talkativeness, 
apprehension,  irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  complaints  There 
have  also  been  rare  occurrences  of  leukopenia,  gran- 
ulocytopenia, sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins,  and  alkaline  phosphatase;  and  para- 
doxical reactions,  e g , excitement,  stimulation  and 
hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in 
some  patients.  Elderly  or  debilitated  patients:  15  mg 
recommended  initially  until  response  is  determined 
Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI 
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You  know  it's  not  your  every-  If  you  are  a specialist  in 

day  patient  problem.  Alco-  addiction  treatment,  you're 
holism  is  far  different  from  equipped  to  deal  with  these 
most  other  diseases.  Patients  problems.  If  not,  consider 

try  to  hide  it  from  you.  They  Brookwood  Recovery  Center 
resist  treatment.  They  deny  as  your  specialist  and  partner 
they  have  the  disease  at  all.  in  the  treatment  of  alcohol  - 

Such  a complex  physical  ism  and  drug  abuse . We're  a 

and  emotional  problem  usually  specialized  facility  staffed  to 
requires  extensive  evaluation,  serve  both  your  patient  and 
And  intervention  counseling  patient's  family.  Our  nation- 
is  frequently  needed.  ally  recognized  treatment 


programs  have  given  us  one  (214/988-0106,  metro),  Ft. 

of  the  best  recovery  rates  in  Worth  (817/654-4153,  metro) 

the  country.  And  once  recov-  Houston  (713/439-1202), 
ered,  your  patients  and  their  San  Antonio  (512/494-4477), 
families  return  to  being  the  Port  Arthur  (409/983-2064) 

kind  of  patients  that  let  you  or  Westgate  in  Denton 

help  them  once  agam.  w (214/434-3549,  metro 

For  further  information  on  anytime,  day  or  night 

how  a Brookwood  Recovery 
Center  can  help  you  effectively 

treat  this  problem,  call  our  BROOKWOOD 
treatment  center  in  Dallas  Recovery  Centers 


A health  care  service  of 
American  Medical  International 


Turn  of  the  century 
trephine  forcranial  surgery 
and  tonsillotome  for 
removing  tonsils. 


We’ve  been  defending 
doctors  since 
these  were  the 
state  of  the  art. 


These  instruments  were  the  best  available  at 
the  turn  of  the  century.  So  was  our  professional 
liability  coverage  for  doctors.  In  fact,  we 
pioneered  the  concept  of  professional 
protection  in  1899  and  have  been  providing 
this  important  service  exclusively  to  doctors 
ever  since. 


You  can  be  sure  we’ll  always  offer  the  most 
complete  professional  liability  coverage  you 
can  carry.  Plus  the  personal  attention  and 
claims  prevention  assistance  you  deserve. 

For  more  information  about  Medical 
Protective  coverage,  contact  your  Medical 
Protective  Company  general  agent. 
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Bruce Crim,  Charles  F.  Curtice,  Arthur  F.  Ennis,  Jr.,  Keith  H.  Prince,  Daniel  S.  Marley 
Allied  Lakewood  Bank  Center,  6301  Gaston  Avenue,  Suite  570,  Dallas,  Texas  75214,  2 14/821-4640 
Mark  Lee  Gunter,  Wayne  L.  Kirk,  Suite  155,  7887  Katy  Freeway,  Katy  Hollow  Office  Park,  Houston,  Texas  77024,  713/682-8024 
Michael  Rollans,  Suite  408,  GPM  Building  South  Tower,  800  N.W.  Loop  410,  San  Antonio,  Texas  78216,  512/344-5901 


EDITORIAL 


For  your  legislative  update,  dial  1 -800-252-7003 

What  is  the  Texas  Legislature  doing  today  that  affects  you 
and  your  practice?  What  are  your  TMA  lobbyists  doing  for 
you?  How  can  you  help? 

Dial  1 -800-252-7003 — that  is  the  TMA  news  hotline, 
where  a two-minute  message  dealing  with  current  state  legis- 
lative issues  awaits  you. 

Your  lobbyists  attend  hearings,  provide  information  to  leg- 
islators, and  try  to  ensure  that  the  physicians  of  Texas  are 
well  represented;  they  spend  most  of  their  time  where  it  will 
do  the  most  good — with  legislators  at  the  Capitol. 

Lobbyists  can  provide  information,  but  it  is  the  constituent 
who  has  the  best  chance  to  influence  an  undecided  legis- 
lator’s vote.  Physicians  cannot  vote  on  proposed  legislation, 
but  they  are  part  of  that  most  powerful  of  all  groups,  the 
constituency. 

What  can  you  do?  Call  the  hotline  often,  keep  up  with  the 
issues,  and  most  important  of  all,  stay  in  touch  with  your  leg- 
islator. Look  for  opportunities  to  say  “Thank  you,”  and  when 
asking  for  support,  offer  reasons  for  your  position.  The  TMA 
hotline  may  include  calls  for  action  in  some  of  its  messages, 
and  immediate  response  is  needed. 

The  hotline  messages  are  prepared  by  the  TMA  Commu- 
nication Department  each  weekday  during  the  legislative 
session,  and  usually  are  changed  by  10  am.  The  statewide, 
toll-free  hotline  operates  24  hours  a day,  seven  days  a week 
(Austin  physicians  should  use  the  local  access  number, 
479-7935.) 

Another  telephone  number  is  useful  if  you  want  to  track  the 
progress  of  a bill  through  the  legislature.  This  is  the  Bill  Sta- 
tus Information  service,  1 -800-252-9693  (in  Austin,  dial 
475-3026),  and  the  telephone  is  answered  from  8 am  to  5 
pm  weekdays.  Although  bills  are  categorized  by  topic,  it 
helps  immensely  to  know  the  number  of  the  bill  you  are  in- 
quiring about,  and  whether  it  is  a House  or  a Senate  bill. 

Keep  these  numbers  handy  and  use  them  often. 

And  remember,  your  legislator  wants  to  know  what  you 
think. 


Your  role  in  political  action 

The  Division  of  Legislative  Affairs  of  our  Texas  Medical  Asso- 
ciation has  two  primary  but  deeply  interdependent  missions 
for  Texas  medicine.  The  ten  members  of  the  division’s  staff, 
under  the  direction  of  Mr  Greg  Hooser,  are  first  responsible 
for  assisting  TEXPAC  physicians  in  candidate  evaluation  and 
support  and,  second,  for  assisting  physicians  on  the  Council 
on  Legislation  in  federal  and  state  issues  identification,  de- 
velopment, and  representation.  A large  number  of  Texas 
physicians  from  all  across  the  state  meet  many  times  a year 
in  various  parts  of  this  state  for  the  purpose  of  developing 
programs  which  will  enhance  systems  of  quality  medical  care 
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and  promote  elected  representatives  who  will  support  such 
programs.  Numerous  hours  are  spent  by  this  dedicated  staff 
in  preparing  for  these  meetings,  providing  support  during  the 
meetings,  and  following  up  with  the  physician-directed  imple- 
mentation. The  staff  also  in  this  past  year  has  attended 
hundreds  of  receptions,  fund  raisers,  medical  society  meet- 
ings, and  legislative  hearings,  carrying  the  message  of  Texas 
doctors  to  those  who  make  the  laws  under  which  we  must 
practice  medicine.  Texas  medicine — patients  and  physicians 
alike — have  been  ably  and  well  served  by  these  dedicated 
professionals. 

During  this  past  June,  the  special  session  of  the  Texas 
Legislature  seriously  considered  placing  the  medical  ser- 
vices of  a physician’s  office  under  a state  sales  tax.  A low- 
key,  very  effective  lobbying  campaign  by  the  Texas  Medical 
Association  was  instrumental  in  maintaining  our  current  ex- 
emption of  professional  medical  services  from  state  and  local 
sales  taxes.  TMA,  while  supporting  a reasonable  increase  in 
the  medical  school  tuition,  has  also  been  able  to  convince  the 
legislature  of  the  inequity  that  would  be  caused  by  a sudden 
explosion  of  medical  school  tuition  to  almost  $6,000  a year. 
With  able  and  tenacious  assistance  of  the  TMA  auxiliary,  we 
finally  saw  passage  of  a child  passenger  safety  seat  law  in 
the  special  session. 

The  staff  and  Texas  physicians  went  to  Washington,  DC, 
five  times  this  past  year,  spending  over  a month,  fighting  the 
Rostenkowski  amendment  which  would  have  mandated  as- 
signment in  Medicare  under  the  draconian  leverage  of  the 
loss  of  medical  staff  privileges.  One  hundred  percent  of  the 
Texas  congressional  delegation  supported  the  TMA  in  our 
opposition  to  this  adventure  in  political  blackmail.  Our  justi- 
fied outrage  at  the  discriminatory  freeze  and  participating 
contract  contained  in  the  1984  Reconciliation  Act  should  not 
let  us  overlook  the  singular  service  rendered  American  medi- 
cine and  our  patients  on  this  issue  in  its  eleventh  hour  by 
Senator  Lloyd  Bentsen  of  Texas.  This  would  not  have  been 
possible  without  the  quietly  but  persistently  effective  relation- 
ship developed  by  the  TMA  with  Senator  Bentsen  and  his 
staff  over  the  years. 

However  political  action  and  legislation  is  but  a continuum. 
And  so  TEXPAC,  even  before  the  1984  election,  was  devel- 
oping policies  and  looking  at  candidate  positions  and  support 
for  1 986  and  beyond.  The  Council  on  Legislation  during  this 
past  special  session  of  the  legislature  was  evaluating  the 
various  proposals  of  the  Texas  Sunset  Advisory  Commission 
during  hearings  on  the  Texas  Department  of  Health  and  the 
Texas  Health  Facilities  Commission.  There  were  numerous 
meetings  all  across  the  state  by  the  legislatively-mandated 
Task  Force  on  Indigent  Health  Care.  Numerous  committees 
of  the  legislature  met  during  1984  to  develop  proposals  for 
the  1 985  session.  TMA  has  been  there  at  all  these  meetings 
and  has  provided  these  public  bodies  with  the  vast  wealth  of 
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clinical  expertise  and  experience  that  exists  in  all  of  our 
TMA  membership.  This  public  duty  and  public  service  by  the 
Texas  Medical  Association  is  a continuing  responsibility  of 
the  Division  of  Legislative  Affairs.  The  face  of  Texas  medicine 
will  be  determined  over  the  next  couple  of  years  by  the  ac- 
tions of  legislative  bodies.  We  must  be  part  of  this  delibera- 
tive process.  TMA  needs  the  involvement,  the  commitment 
of  all  Texas  physicians  to  maintain  our  highest  standards  of 
medical  care,  accessible  to  all  Texans,  but  within  the  budget 
realities,  while  maintaining  our  traditional  freedoms. 

Become  aware  of  issues  and  of  those  who  support  good 
medicine.  Keep  the  TMA  informed  of  local  issues  and  people. 
Present  your  viewpoints  and  make  available  to  us  all  your 
expertise  and  experience.  Motivate  those  less  inclined  to 
participate  and  remember  we  all  have  but  one  objective — 
the  well-being  of  our  patients. 

John  P.  Coughlin,  MD 

Chairman,  Council  on  Legislation,  PO  Box  1831,  San  Angelo,  TX  76902. 


Education,  communication  are  goals  for  TMA’s  Hospital 
Medical  Staff  Section 

The  future  of  medical  practice  is  uncertain.  No  formula  exists 
for  trouble-free  adjustments  to  medical  system  changes. 

We — hospitals,  physicians,  and  their  organizations — will 
need  to  approach  new  problems  with  open  minds.  Medical 
staff  and  management  staff  must  communicate  openly.  Mu- 
tual education  as  to  the  varieties  of  experiences,  economic 
necessities,  scientific  problems,  and  ethical  dilemmas  must 
be  shared  locally,  regionally,  and  nationally.  If  the  truth  will 
make  us  free  in  this  democracy,  then  this  proposed  action 
offers  hope.  A constructive,  balanced  sharing  of  responsibil- 
ity between  physicians,  physicians’  organizations,  hospitals, 
and  hospitals’  organizations  should  foster  the  welfare  of  our 
patients,  who  are  our  primary  and  principal  concerns. 

With  the  establishment  of  a hospital  medical  staff  section, 
the  Texas  Medical  Association  has  made  a long-term  com- 
mitment to  its  members  who  are  involved  in  hospital  medical 
staff  activities. 

This  is  an  important  step,  and  it  can  be  a great  benefit  to 
patients  as  well  as  to  physicians  and  hospital  personnel.  We 
who  expect  to  keep  providing  the  best  possible  care  for  our 
patients  had  best  learn  to  deal  effectively  and  constructively 
with  government  programs,  intensified  competition,  hospital 
privileges  and  staff  membership,  and  the  other  pressures  in- 
volved in  being  part  of  a hospital  medical  staff.  Education  in 
these  matters  will  be  an  important  aspect  of  the  section’s 
programs. 

Harmony  in  medical  staff/management  staff  relations 
benefits  the  patient  and  the  community.  Disharmony  which 
would  hinder  optimal  patient  care  is  unthinkable,  and  no  ele- 
ment of  the  health  care  system  would  knowingly  instigate  or 


continue  such  a situation.  Creation  and  maintenance  of  a de- 
gree of  harmony  that  is  conducive  to  the  best  medical  care 
for  patients  is  a major  responsibility  of  a well-developed  Hos- 
pital Medical  Staff  Section,  and  that  is  one  of  the  things 
we  hope  to  achieve.  First,  however,  we  must  identify  the 
problems. 

Concerns  about  potential  disharmony  generally  can  be  di- 
vided into  four  categories:  (a)  the  uncertainty  of  the  future, 

(b)  economic  pressures,  (c)  organizational  problems,  and 
(d)  professional  and  ethical  matters.  Each  one  affects  the 
others  to  some  extent. 

The  economic  pitfalls  result  from  less  public  funding  of 
medical  care.  That  this  pressure  will  continue  and  possibly 
increase  is  emphasized  by  believable  reports  of  the  impend- 
ing bankruptcy  of  the  Medicare-Medicaid  programs.  The 
beneficiaries  and  recipients  are  becoming  more  numerous, 
the  medical  services  more  technologically  intense  and  more 
costly,  and  the  working  taxpayers  too  few  to  fund  the  program 
at  its  present  and  future  cost.  Legislative  and  executive 
remedies  may  be  painful  to  physicians  and  hospitals  as  well 
as  to  recipients.  Emotional  voices  are  beginning  to  claim  that 
the  average  person  over  age  65  has  more  disposable  income 
(left  after  paying  for  necessities)  than  do  younger  people  who 
work  and  support  families  (the  fixed-income  needy  elderly 
are  disregarded). 

Medical  staffs,  hospitals,  and  Medicare  beneficiaries  need 
to  put  their  positive  programs  and  solutions  together  for 
mutual  protection.  Now — not  later — the  hospital  and  the 
physician  staff  member  must  develop  keener  economic  un- 
derstanding. Physicians  also  must  appreciate  the  hospitals’ 
peculiar  vulnerability  to  mishaps  with  DRGs  and  PROs.  In 
addition,  we  must  continue  to  educate  ourselves  and  our  pa- 
tients about  prospective  pricing  of  care  and  the  arbitrary 
rules  regarding  admissions  and  necessity  of  procedures.  We 
will  have  to  appeal  PRO  decisions.  We  will  have  to  handle 
admissions  when  the  necessity  is  uncertain,  and  we  will  have 
to  see  to  the  required  patient  notification,  utilization  review, 
and  quality  assurance.  The  expense  in  our  time,  energy,  and 
liability  will  increase.  And  even  as  we  proceed,  we  who  are 
part  of  the  hospital  management  medical  staff  team  must  re- 
solve our  share  of  these  new  responsibilities  equitably. 

Certain  organization  pitfalls  also  may  appear.  Medical 
staffs  will  be  drawn  into  making  decisions  about  this  search 
for  equity.  We  must  address  levels  of  volunteer  services  and 
compensated  services,  and  issues  of  medical  legal  liability  in 
personal,  medical  staff,  and  hospitalwide  activities.  In  addi- 
tion, we  can  refine  expertise  in  adhering  to  accepted  and 
approved  bylaws.  These  functions  require  well  organized 
medical  staff  participation. 

In  Texas  most  medical  staffs  have  enjoyed  friendly  and  effi- 
cient relationships  with  management  staffs  and  governing 
boards.  Often  their  primary  organizational  purpose  has  been 
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compliance  with  JCAH  standards. 

Some  medical  staffs,  however,  have  a more  complex  orga- 
nization. Some  charge  initiation  fees  and  dues,  maintaining  a 
degree  of  financial  independence.  Some  medical  staffs  seek 
near  total  autonomy  with  organizational  employees,  and  they 
have  independent  legal  services.  Within  the  health  care  sys- 
tem in  Texas,  physicians  have  not  needed  the  more  complex 
hospital  medical  staff  organizations. 

The  new  Hospital  Medical  Staff  Section  may  well  measure 
its  success  by  how  little  change  will  be  necessary  as  it 
sustains  friendly  atmospheres  in  the  face  of  intensified  pres- 
sures. We  physicians,  who  must  explain  to  and  seek  what  is 
best  for  our  patients,  must  have  guidance.  We  also  must  be 
allowed  to  share  our  concerns  with  the  hospital  management 
while  retaining  our  professional  responsibilities  to  the  patient, 
the  patient’s  family,  and  to  society. 

Professional  and  ethical  pitfalls  also  exist.  Quality  care  is 
now  being  evaluated  by  a measurement  of  cost  effective- 
ness. Publicity  and  advertising  require  a level  of  mutual 
understanding  between  participants.  Artificial  life  supports 
can  bring  great  economic  hardship  to  hospitals.  Rules  of 
medical  staffs,  nursing  staffs,  and  governing  staff  involve- 
ment in  life  and  death  decision  making  must  be  developed, 
reviewed,  and  at  times  adjudicated. 

In  Texas,  the  Hospital  Medical  Staff  Section  will  be  a 
usable  resource  for  medical  staffs  to  interface,  to  learn,  to 
develop  joint  policy,  and  to  influence  their  parent  organiza- 
tions. The  section  will  be  a forum  where  preparation  for  the 
future  can  begin  through  education,  participation,  and  pro- 
active anticipation  and  resolution  of  problems. 

The  first  meeting  of  the  TMA  Hospital  Medical  Staff  Sec- 
tion will  be  May  11,1 985.  Participants  will  be  TMA  members 
chosen  to  represent  their  hospital  medical  staffs.  Section 
officers  and  members  of  the  governing  board  will  be  elected. 
Subsequently,  a delegate  and  alternate  will  represent  the 
section  in  the  TMA  House  of  Delegates.  Experts  will  discuss 
general  problems  at  an  assembly,  after  which  there  will  be 
hearings  on  resolutions  submitted  by  representatives. 

The  Hospital  Medical  Staff  Section  should  accept  the 
responsibility  of  encouraging  sound  medical  staff  organiza- 
tions. Every  TMA  member  is  invited  to  attend  the  sessions  of 
the  new  section,  to  learn  about  the  changing  hospital  medical 
staff  environment,  and  to  become  familiar  with  the  issues  in- 
volved, and  to  work  with  his  or  her  local  representatives  to 
seek  and  develop  the  most  beneficial  course  for  the  future. 

Albert  F.  Hendler,  MD 

Chairman,  Committee  on  Medical  Staff  Management,  1 000  Emerald  Isle, 

#118,  Dallas,  TX  75218. 


Additional  information  about  the  Hospital  Medical  Staff  Section  may  be  ob- 
tained by  writing  Sharon  Townsend,  Coordinator,  Hospital  Medical  Staff 
Section,  Texas  Medical  Association,  1 801  N Lamar  Blvd,  Austin,  TX  78701 . 


Marriott  now  offers 
personalized  luxury  in  the 
Texas  Medical  Center. 


Our  new  full-service  luxury  hotel 
is  located  minutes  from  downtown 
Houston,  Hobby  Airport,  Astrodome, 
and  only  steps  from  healthcare  facili- 
ties and  Rice  University. 

This  hotel  is  designed  to  meet 
the  expectations  of  every  guest  and 
conference  group,  with... 398  guest 
rooms,  suites,  concierge  floors,  spe- 
cialty restaurants  and  lounges,  indoor 
pool  and  adjoining  fitness  center,  and 
9000  sq.  ft.  of  conference  space. 

See  how  accommodating  a Medical 
Center  hotel  can  be.  For  reservations 
and  information  call  your  travel  agent 
or  call  us  toll  free  (800)  228-9290. 


hoi  soAVarriott 

W ^ MEDICAL  CENTER 

6580  Fannin  Street,  Houston,  Texas  77030  (713)  796-0080 
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TEXAS  MEDICINE 


Enjoy  Your  Success  I 


You've  worked  hard  and  now's  the  time  to  enjoy 
your  success.  You  deserve  your  own  Colorado 
resort  home.  And  we've  got  the  perfect  mountain 
retreat  for  you. ..The  Summit  at  Winter  Park. 

Winter  Park  is  a major  resort  area  nestled  along 
the  Continental  Divide  that  offers  year  round  fun 
and  relaxation  for  the  whole  family  And  The  Summit 
is  a master  planned  community  in  the  heart  of  it  all — 
a true  mountain  retreat  — and  it's  waiting  for  you. 

Here's  an  investment  in  living  that  will  reward 

you  for  a lifetime.  Come  with  us ASCEND  TO 

THE  SUMMIT! 

Member  of  Home  Owners  Warranty 


For  more  information 
please  return  this  coupon  to: 

1 

1 

j(  Name 

THE  SUMMIT  AT  WINTER  PARK 
PO.  Box  3 1 57, 

1 

j Address 

Winter  Park,  CO  80482 

Telephone:  (303)  726-8834, 

Toll  Free  Outside  Colorado: 

(800)  443-278 1 , Ext.  A50M 

1 

1 City 

Statp 

Zip 

1 

1 Telephone' (business) 

(hnmp) 

1 

Artist  concept,  final  details  may  vary. 
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Keflex 

cephalexin 


Additional  information 
available  to  the  profession 
on  request. 


420113 


Dista  Products  Company 
Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
Mfd.  by  Eli  Lilly  Industries,  Inc. 
Carolina,  Puerto  Rico  00630 
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TEXAS  MEDICINE 


NEWS 


TMA  IN  ACTION 

Membership  tops  24,000 
for  all-time  high 

Texas  Medical  Association  had  a net 
gain  of  more  than  1 ,000  members  in 
1984,  bringing  the  membership  total  to 
an  all-time  high  of  24,201 . 

Setting  another  record  high,  TMA 
membership  counts  79%  of  in-state 
physicians  licensed  by  the  Texas  State 
Board  of  Medical  Examiners,  an  in- 
crease of  3%  over  1 983.  The  new  total 
is  a 6%  increase  over  the  membership 
count  at  the  end  of  1 983,  which  was 
22,979.  Paralleling  TMA's  growth,  the 
number  of  Texas  physicians  who  are 
members  of  the  American  Medical 
Association  grew  by  7%  during  1984. 

At  the  end  of  the  year,  physicians  who 
were  members  of  both  AMA  and  TMA 
numbered  17,447. 

TMA  added  2,421  new  members  dur- 
ing the  year.  That  figure  includes  1,131 
provisional,  451  resident,  782  medical 
student,  52  military,  4 associate,  and  1 
exempt.  During  the  same  time,  1 ,285 
members  were  dropped,  including  1 1 4 
who  died,  403  who  moved  out  of  state, 
and  55  who  resigned.  Additionally,  5 re- 
signed from  medical  school,  3 lost  their 
licenses,  9 failed  to  complete  member- 
ship transfers,  3 finished  residency 
training  and  did  not  apply  for  provisional 
membership,  and  1 1 5 members  did  not 
pay  their  dues. 


The  largest  group  to  be  dropped  from 
membership  was  578  medical  students 
who  did  not  reapply  for  resident  mem- 
bership following  medical  school.  A 
large  percentage  of  this  group  moved 
out  of  state. 

With  a 54%  jump,  from  1 56  to  241 , 
the  leave  of  absence  membership  cate- 
gory experienced  the  greatest  growth 
during  1984.  In  second  place,  resident 
members  increased  by  31%,  from  803 
to  1,049. 

The  only  membership  categories  to 
experience  decreases  were  associate 
and  medical  student.  Associate  mem- 
bers dropped  by  20%,  from  20  to  1 6, 
and  student  members  dropped  by  .6%, 
from  3, 729  to  3,707. 

House  to  consider 
constitutional  amendment 

When  it  meets  in  May,  the  House  of 
Delegates  will  consider  an  amendment 
to  Texas  Medical  Association’s  Consti- 
tution that  would  provide  a section 
delegate  seat  for  the  newly  created 
Hospital  Medical  Staff  Section. 

As  proposed,  Article  V,  Section  2,  of 
the  Constitution  will  be  amended  by  ad- 
dition of  the  phrase,  “(1 0)  the  delegate 
from  the  Hospital  Medical  Staff  Sec- 
tion.” The  subsequent  subsections 
numbered  (10)  through  (13)  would  be 
renumbered. 

The  delegates  approved  the  estab- 
lishment of  a Hospital  Medical  Staff 


Section  during  the  November  1984 
meeting,  and  approved  on  first  reading 
the  Constitutional  amendment.  The 
amendment  will  be  read  again  during 
the  delegates'  May  meeting,  scheduled 
in  conjunction  with  TMA’s  annual  ses- 
sion, May  8-12,1 985,  in  San  Antonio. 

TMA’s  Constitution  provides  that 
‘‘The  House  of  Delegates  may  amend 
this  Constitution  by  a two-thirds  affir- 
mative vote  of  its  members  present  and 
voting  at  any  regular  meeting,  provided 
that  the  proposed  amendment  shall  (1 ) 
have  received  majority  approval  at  the 
preceding  regular  meeting,  (2)  have 
been  published  in  Texas  Medicine , and 
(3)  have  been  sent  officially  to  each 
member  of  the  House  of  Delegates  and 
each  component  county  society  at  least 
two  months  before  the  meeting  at 
which  final  action  is  to  be  taken.” 

Section  meeting  focuses 
on  inflammatory  bowel  disease 

Meeting  in  conjunction  with  the  1985 
annual  session,  the  Section  on  Di- 
gestive Diseases  will  focus  on  medical 
management  of  inflammatory  bowel 
disease. 

The  section  program  is  part  of  the 
Texas  Medical  Association  Annual  Ses- 
sion, May  8-12,  in  San  Antonio,  and  is 
scheduled  for  Friday,  May  10,  from  9:30 
am  to  5 pm  in  Room  25B  of  the  San 
Antonio  Convention  Center.  Delbert  L. 
Chumley,  MD,  San  Antonio,  is  program 


Overview  of  TMA  membership  growth. 


Year 

Regular 

Provisional 

1st  Yr  Practice 

Residents* 

Students  ♦ 

Total* 

% Physician 
Membership 
Gained 

Total 

% Membership 
Gained 

MDs 

Licensed 
in  State 

1984 

17,722 

1,049 

3,707 

24,201 

7 

6 

25,625 

1983 

16,893 

820 

3,728 

22,979 

7 

7 

25,302 

1982 

15,915 

655 

3,526 

21 ,502 

4 

5 

23,627 

1981 

15,251 

636 

3,210 

20,433 

5 

10 

23,009 

1980 

14,607 

545 

2,134 

18,564 

5 

10 

21 ,709 

1979 

14,134 

439 

1,229 

16,891 

6 

11 

20,835 

1978 

13,181 

400 

497 

15,176 

6 

7 

19,440 

1977 

12,504 

345 

187 

14,144 

5 

5 

18,327 

1976 

11,945 

368 

63 

13,342 

5 

5 

17,993 

1975 

1 1 ,230 

379 

12,707 

2 

2 

17,507 

1974 

11,411 

412 

12,478 

4 

4 

16,490 

1973 

10,993 

346 

12,024 

4 

4 

15,410 

* Potential  market  is  approximately  3,644  resident  physicians.  4,309  if  including  military  residents. 
♦Potential  market  is  approximately  4,200  medical  students 
•All  categories. 
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Texas  Medical  Association 
kQ  sponsorship  since  1955 — proven 
permanence  and  stability 


Quality  insurance 
I protection — at  the  lowest 

1 0 possible  cost 


l r 


Personalized  service  by  a 
salaried  staff 


Low  overhead — at  least  979  out  of 
each  premium  dollar  is  used  to 
'Q  provide  insurance  benefits 


Emphasis  is  on  solid  insurance 
• \ protection— costly  frills 

’Q  carefully  avoided 


S Coverage  designed  for 
q physicians — by  physicians 


T—rr 


Generous  termination  dates 
IQ  due  to  age 


In  the  event  of  a controversy, 
the  TMA  Insurance  Committee 
Q will  review  your  case. 


Carefully  supervised  by  the 
organizational  structure  of  your 
rQ  Association,  with  your  best 
interests  in  mind. 


underwritten  by 

PRUCO  LIFE  INSURANCE  COMPANY  OF  TEXAS 

A Subsidiary  of  The  PRUDENTIAL 

FOR  MORE  INFORMATION  CALL: 

TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  SERVICE  OFFICE 
1-800-252-9318 


Ik 


mi 


"Tf//' 


coordinator  for  the  section. 

Speaker  Daniel  H.  Present,  MD,  New 
York  City,  will  direct  his  remarks  to  any 
physician  actively  involved  in  the  man- 
agement of  patients  with  ulcerative 
colitis  and  Crohn’s  disease. 

He  will  discuss  standard  drug  therapy 
and  newer  modalities,  including  immu- 
nosuppressives. Dr  Present  also  will 
discuss  the  role  of  metronidazole  and 
hyperalimentation  in  treating  inflam- 
matory bowel  disease  and  the  manage- 
ment of  complications,  such  as  fistulae 
and  toxic  megacolon. 

Dr  Present  is  an  associate  clinical 
professor  of  medicine  at  Mount  Sinai 
School  of  Medicine,  New  York.  He  also 
is  editor  of  IBD  News , a publication  of 
the  National  Foundation  for  Ileitis  and 
Colitis.  He  also  has  authored  and  co- 
authored 28  published  scientific 
articles. 

Joining  Dr  Present  on  the  program 
are  San  Antonians  Elliot  Weser,  MD, 
speaking  on  “Evaluation  of  the  Patient 
with  Inflammatory  Bowel  Disease”; 
Harvey  M.  Goldstein,  MD,  on  “Radi- 
ological Observations  in  Inflammatory 
Bowel  Disease";  and  William  E.  Bode, 
MD,  on  "Surgical  Management  of  In- 
flammatory Bowel  Disease.” 

Victor  S.  Ostrower,  MD,  also  of  San 
Antonio,  will  speak  on  "Evaluation  of 
the  Patient  with  Chronic  Active  Hepa- 
titis”; Steven  Schenker,  MD,  San 
Antonio,  on  “Treatment  of  the  Patient 
with  Chronic  Active  Hepatitis”;  Charles 
E.  Brady  III,  MD,  Lackland  Air  Force 
Base,  on  "Esophageal  Varices — Cur- 
rent Status  of  Medical  Management”; 
and  Ned  Snyder  III,  MD,  Waco,  on 
“Hepatic  Encephalopathy  and  Intracta- 
ble Ascites — Current  Status  of  Medical/ 
Surgical  Management.” 

Physicians  attending  the  Section  on 
Digestive  Diseases  program  will  be  eli- 
gible to  receive  five  hours  credit  under 
Category  1 of  the  Physician’s  Recogni- 
tion Award  of  the  American  Medical 
Association. 

For  further  information  on  the  Sec- 
tion on  Digestive  Diseases  and  the 


annual  session,  contact  Mrs  Dale 
Willimack,  Department  of  Annual  Ses- 
sion and  Scientific  Programming,  1801 
N Lamar  Blvd,  Austin,  TX  78701 , or 
phone  (51 2)477-6704,  ext  230. 

TMA  offers  26  workshops 
during  remainder  of  1 985 

Texas  Medical  Association’s  Depart- 
ment of  Medical  Staff  and  Practice 
Management  has  completed  its  1985 
workshop  schedule,  which  includes  26 
presentations  between  March  19  and 
the  end  of  1985. 

Presented  in  urban  centers  through- 
out the  state,  the  workshops  offer  in- 
formation on  “Improving  Third-Party 
Reimbursement  for  You  and  Your 
Patients,"  “Practice  Management,” 
“Personal  Income  and  Estate  Tax  Plan- 
ning,” “Gearing  Up  for  Retirement,”  and 
“Increasing  Your  Net  Worth.”  The  prac- 
tice management  series  addresses 
such  issues  as  collections,  patient 
flow,  personnel,  practice  building,  and 
computers. 

TMA  will  sponsor  programs  in  Cor- 
pus Christi,  Beaumont,  Houston,  and 
Las  Colinas  in  Irving  during  the  re- 
mainder of  March.  Waco,  Austin,  and 

Daniel  H.  Present,  MD,  New  York,  is  a featured 
speaker  on  the  Section  on  Digestive  Diseases 
program  during  annual  session. 


Dallas  host  programs  during  April,  and 
San  Antonio,  Austin,  Houston,  and 
Dallas  are  on  the  schedule  for  June. 
September  will  bring  programs  to  El 
Paso,  Lubbock,  Dallas,  Midland,  San 
Antonio,  and  Houston.  During  October, 
the  workshops  will  be  available  in  Dal- 
las, Austin,  San  Antonio,  and  Houston. 
And,  Houston  also  is  the  site  of  a work- 
shop in  November. 

The  association  has  not  scheduled 
workshops  during  May,  July,  August, 
and  December. 

Conducting  the  seminars  are  Con- 
omikes  Associates,  Inc,  Marina  del 
Rey,  Calif;  Whittington  & Associates, 
Dallas;  Maurice  Glazer  & Associates, 
Dallas;  Robert  Jorrie,  JD,  San  Antonio; 
and  other  experts. 

Enrollment  fees  range  from  $60  to 
$200  for  TMA  members  and  from  $80 
to  $250  for  nonmembers. 

For  further  information,  write  the 
TMA  Department  of  Medical  Staff  and 
Practice  Management,  1801  N Lamar 
Blvd,  Austin,  TX  78701 , or  call 
(512)477-6704,  ext  262. 

Trustees  approve  funds 
for  educational  projects 

Texas  Medical  Association's  Board  of 
Trustees  funded  three  educational 
projects  during  its  most  recent  meeting 
in  Austin. 

One  of  the  projects  made  TMA  and 
the  Texas  Psychiatric  Society  partners 
in  producing  two  30-minute  videotapes 
about  the  Mental  Health  Code  and  the 
care  of  the  mentally  ill  in  Texas.  The  tar- 
get audience  for  the  tapes  includes 
physicians,  district  and  county  judges, 
and  attorneys. 

The  board  members  also  approved 
funds  for  mailing  a letter  to  Texas 
school  district  superintendents  con- 
demning the  Ed  Snapp  method  of 
therapy  for  handicapped  children.  The 
letter  will  inform  superintendents  that 
“the  Texas  Medical  Association  con- 
demns the  Ed  Snapp  method  of  therapy 
as  an  unscientific  practice  that  affords 
the  possibility  of  child  abuse.”  The 
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House  of  Delegates  approved  a resolu- 
tion to  that  effect  in  November  1 984. 

The  third  project  will  result  in  a bro- 
chure on  blood  banking  that  informs 
patients  about  blood  donation,  auto- 
logous donations,  and  directed 
donations. 

During  its  meeting  in  Austin,  Jan  5, 
the  board  also  approved  a proposal  to 
retain  Shipley  and  Associates,  Inc,  as  a 
political  consultant.  As  proposed,  the 
firm  will  be  retained  for  a 12-month  pe- 
riod beginning  June  1 , 1 985. 

The  board  approved  a request  from 
the  Council  on  Legislation  for  funding 
for  the  purchase  of  220  copies  of  the 
AM  A Family  Medical  Guide  for  distri- 
bution to  elected  officials  at  the  national 
and  state  levels.  The  books  will  serve 
as  evidence  of  the  association  s com- 
mitment to  contain  health  care  costs 
and  promote  healthy  lifestyles. 

Video  tapes  help  explain 
Texas’  Mental  Health  Code 

Two  VHS  video  tapes  are  available  to 
help  physicians  and  law  enforcement 
personnel  understand  and  correctly  ap- 
ply the  provisions  of  Texas’  Mental 
Health  Code. 

In  effect  since  Sept  1 , 1 983,  the  code 
outlines  access  to  care,  and  legal  pro- 
cedures to  provide  care  and  protect 
mental  patients’  rights. 

Produced  by  TMA’s  Committee  on 
Mental  Health  and  Mental  Retardation 
and  the  Texas  Psychiatric  Society,  the 
Vfe-inch  or  3/4-inch  tapes  are  designed 
for  two  separate  audiences.  ‘Mental 
Health  Code  for  Texas  Physicians”  is, 
as  the  title  says,  for  doctors.  Useful  for 
family  physicians  and  others  as  well  as 
psychiatrists,  it  explains  the  three 
stages  of  the  commitment  process,  and 
the  emergency  commitment  proce- 
dures, and  also  gives  tips  on  testifying 
in  commitment  procedures.  Running 
about  26  minutes,  it  is  appropriate  for 
many  types  of  medical  meetings. 

‘‘Mental  Health  Code:  The  Court 
Commitment  Process”  is  about  30  min- 
utes long  and  is  aimed  toward 


attorneys,  judges,  and  other  law  en- 
forcement personnel.  Topics  include 
the  court  commitment  process,  defini- 
tion of  mental  illness,  alcoholism, 
apprehension  and  detention,  filing  of 
application  for  hospitalization,  order  of 
protective  custody,  the  hearing  itself, 
and  a discussion  on  being  the  attorney 
for  the  patient. 

Leading  the  discussions  is  Doyle  I. 
Carson,  MD,  Dallas,  a psychiatrist  and 
a member  of  the  Mental  Health  Code 
Committee.  Panelists  are  Pete  C. 
Palasota,  MD,  Abilene,  psychiatrist, 
trustee  of  the  American  Psychiatric 
Association,  and  member  of  the  TMA 
Committee  on  Mental  Health  and  Men- 
tal Retardation;  Mark  Schreiber,  JD, 
Austin,  Judge,  County  Court  at  Law 
#4,  Travis  County;  and  Tom  Bacus,  JD, 
Wichita  Falls,  County  Judge,  Wichita 
County. 

Both  tapes  are  available  from  Carrie 
Laymon,  1801  N Lamar  Blvd,  Austin, 
TX  78701 ; telephone  (51 2)477-6704. 
The  Texas  Psychiatric  Society  will  try  to 
arrange  for  one  of  its  members  to  be 
present  as  a resource  person  when  the 
films  are  shown.  The  only  charge  is  for 
return  postage. 

Other  members  of  the  TMA  Commit- 
tee on  Mental  Health  and  Mental 
Retardation  are  Anne  R.  Race,  MD, 
Dallas,  chairman;  Lyman  G.  Phillips, 
MD,  Austin;  James  J.  Ferrero,  MD, 
Houston;  Joseph  E.  Conrace,  DO,  Big 
Spring;  Howard  G.  Crow,  MD,  Gilmer; 
Victor  J.  Weiss,  Jr,  MD,  San  Antonio; 
Grace  K.  Jameson,  MD,  Galveston; 
Wade  H.  Lewis,  MD,  San  Antonio;  and 
Rebecca  Ruth  Clearman,  Houston. 

Fetal  surgery  article  wins 
1984  Award  of  Excellence 

The  scientific  article  ‘‘Fetal  Surgery  in 
Utero”  has  won  the  1984  Award  of  Ex- 
cellence for  meritorious  scientific 
writing  in  Texas  Medicine. 

Richard  Neal,  MD,  and  Richard  An- 
drassy,  MD,  both  of  the  department  of 
surgery  of  The  University  of  Texas 
Health  Science  Center  at  San  Antonio, 


authored  the  award-winning  paper, 
which  appeared  in  the  September  1984 
issue  of  the  journal. 

The  Texas  Medicine  Editorial  Com- 
mittee selected  the  winning  paper  from 
the  1 984  winners  of  the  Harriet  Cun- 
ningham Citation  for  Meritorious 
Scientific  Writing.  Citation  winners  are 
those  articles  that  the  committee  mem- 
bers judge  to  be  of  a reasonable  length, 
appropriate  to  the  topic,  of  scientific 
merit,  and  useful  to  the  readers  of 
Texas  Medicine.  All  scientific  articles 
accepted  for  publication  by  the  Editorial 
Committee  automatically  are  con- 
tenders. During  1984,  the  committee 
awarded  citations  to  two  of  the  48 
articles  that  were  accepted.  The  com- 
mittee received  140  articles  for  review. 

In  "Fetal  Surgery  in  Utero,”  Drs  Neal 
and  Andrassy  examine  the  research 
into  surgical  techniques  to  correct  fetal 
malformations  in  utero,  with  the  conclu- 
sion that  congenital  hydronephrosis, 
hydrocephalus,  and  diaphragmatic  her- 
nia appear  to  be  the  defects  most  likely 
to  benefit  from  such  correction. 

Reviewers  labeled  the  article  timely, 
comprehensive,  interesting,  and  useful. 

The  Harriet  Cunningham  Citations 
for  Meritorious  Scientific  Writing  are 
supported  by  funds  contributed  to  the 
Texas  Medical  Association  in  memory 
of  Miss  Harriet  Cunningham,  longtime 
managing  editor  of  Texas  Medicine. 

She  was  on  the  staff  of  the  Texas  Medi- 
cal Association  from  1945  until  her 
death  in  1960.  In  addition  to  supervis- 
ing the  publication,  she  did  much  of  the 
year-round  work  on  annual  session 
arrangements. 

Citations  carry  a $1 00  cash  award, 
and  the  Award  of  Excellence  brings  the 
winner  $500. 

Richard  D.  Cunningham,  MD, 

Temple,  chairs  the  Editorial  Committee 
for  Texas  Medicine.  Other  committee 
members  are:  Peter  C.  Canizaro,  MD, 
and  Don  E.  Flinn,  MD,  Lubbock;  Homer 
R.  Goehrs,  MD,  Earl  L.  Yeakel,  Jr,  MD, 
and  Glen  E.  Journeay,  MD,  Austin; 
William  H.  Lauderdale,  MD,  Odessa; 
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Kenneth  L.  Mattox,  MD,  and  Irwin 
Krakoff,  MD,  Houston;  L.  Charles 
Powell,  Jr,  MD,  William  J.  deGroot,  MD, 
and  Paul  R.  Young,  MD,  Galveston; 
Irving  A.  Ratner,  MD,  John  A.  Mangos, 
MD,  and  Frank  M.  Townsend,  MD,  San 
Antonio;  and  L.  Max  Buja,  MD,  Dallas. 

A group  of  365  consultants  also  are 
available  for  peer  review  of  articles 
on  subjects  related  to  their  various 
specialties. 

On  receipt,  each  article  submitted  to 
Texas  Medicine  is  sent  to  at  least  one 
consultant  and  two  members  of  the 
Editorial  Committee  for  review.  The 
committee  chairman  makes  the  final 
decision,  and  adds  his  own  review  in 
the  process. 

Liaison  committee  joins 
TMAand  AARP 

With  a meeting  Jan  19,  the  groundwork 
has  been  laid  for  a cooperative  working 
relationship  between  Texas  Medical 
Association  and  Texas  members  of  the 
American  Association  of  Retired  Per- 
sons (AARP). 

Meeting  in  Austin,  representatives  of 
both  associations  discussed  the  Texas 
AARP  legislative  proposals,  mandatory 
Medicare  assignment,  participating 
physicians,  and  the  Medicare  fee 
freeze. 

Chairing  the  TMA-AARP  Liaison 
Committee  is  Ruth  M.  Bain,  MD,  Austin, 
past  president  of  TMA.  Other  physician 
members  of  the  committee  are  Carl  F. 
Page,  MD,  Lubbock;  G.  William  Race, 
MD,  Austin;  Stefan  Sarre,  MD,  El  Paso; 
and  Jack  S.  Weinblatt,  MD,  Temple. 

Representing  AARP  on  the  commit- 
tee are  Carrol  Teague,  Pasadena, 
chairman  of  the  state  AARP  Legislative 
Committee;  Jack  Danley,  El  Paso;  Ray 
Pearl  Bloebaum,  Austin;  Katheryn 
Vacha,  Austin;  and  Gerhard  Ansel, 

Lake  Jackson. 

Also  attending  were  representatives 
from  AARP’s  Washington,  DC,  office 
and  Robert  L.  King,  Austin,  execu- 
tive director  of  the  Texas  Medical 


Foundation. 

The  TMA-AARP  Liaison  Committee 
is  the  product  of  a meeting  last  summer 
between  TMA  President  George  G. 
Alexander,  MD,  and  Texas  members 
of  AARP. 


HEALTH  LINE 

TDH  recommends  delay  in 
certain  DTP  vaccinations 

Anticipated  shortages  in  the  availability 
of  DTP  vaccine  in  the  United  States  has 
prompted  the  Texas  Department  of 
Health  to  issue  recommendations  for 
administration  of  the  vaccine.  The  TDH 
announced  that  public  health  clinics  will 
implement  the  following  recommenda- 
tions from  the  Centers  for  Disease 
Control,  the  Immunization  Practices 
Advisory  Committee,  and  the  Com- 
mittee on  Infectious  Diseases  of  the 
American  Academy  of  Pediatrics: 

1 . All  health  care  providers  should 
postpone  administration  of  the  DTP 
vaccine  doses  usually  given  at  1 8 
months  and  4-6  years  of  age  (fourth 
and  fifth  doses)  until  greater  supplies 
are  available. 

Carrol  Teague,  Pasadena,  (left)  and  Ruth  M.  Bam, 
MD,  Austin,  address  the  first  meeting  of  the  TMA- 
AARP  Liaison  Committee. 


2.  When  adequate  DTP  vaccine  be- 
comes available,  steps  should  be  taken 
to  recall  all  children  under  7 years  of 
age  who  missed  these  doses  for  reme- 
dial immunization.  (The  TDH  recom- 
mends that  health  providers  maintain 
a list  of  names  of  those  children  from 
whom  DTP  vaccine  is  withheld  so  that 
they  can  be  identified  and  vaccinated 
when  adequate  supplies  become 
available.) 

These  recommendations  were  made 
to  insure  that  sufficient  vaccine  is  avail- 
able to  protect  infants,  who  are  at 
higher  risk,  from  pertussis  infections. 
Highest  priority  for  vaccine  use  should 
be  the  series  of  three  DTP  vaccinations 
normally  administered  at  2,  4,  and  6 
months  of  age. 

The  recommendations  only  involve 
booster  doses  following  the  initial  se- 
ries of  three  vaccinations.  Every  child 
through  6 years  of  age  should  receive 
the  first  three  doses  of  the  vaccine,  re- 
gardless of  the  age  at  which  the  series 
is  begun. 

Texas  Department  of  Health  Com- 
missioner Robert  Bernstein,  MD, 
reports  that  it  is  anticipated  that  the 
vaccine  shortage  will  be  temporary  and 
not  extend  past  1 985.  It  is  not  recom- 
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The  Texas  Medical  Association 
approves  the  same  collection 
program  recommended  by 
medical  associations  in 
43  other  states. 

I.C.  System 

Why  these  votes  of  confidence? 


I.C.  System  is  endorsed  as  a responsible  alternative  for  physicians  who  need 
help  keeping  their  receivables  under  control.  All  collection  practices  are  legal, 
ethical  and  professional.  The  objective  is  to  collect  without  harming  the 
doctor  patient  relationship.  That’s  important. 

In  these  economic  times  you  need  a collection  program  you  can  turn  to  in 
confidence.  Consider  I.C.  System.  Write  or  phone  for  information.  The 
system  is  endorsed  by  your  association.  The  System  Works! 


The  System 
WorksM 


I.C.  SYSTEM,  INC. 

6301  Heron  Drive 
Austin,  Texas  78759 
Phone  512  250-9720 
WATS  800  328-9595 
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Brief  Summary  of  Prescribing  Information 

NORLESTRIN*  (norethindrone  acetate  and  ethinyl  estradiol  tablets,  USP) 

See  section  under  Special  Notes  on  Administration  and  HOW  SUPPLIED. 

Before  prescribing,  please  see  full  prescribing  information  A Brief  Summary  follows 

DESCRIPTION 

Norlestrin  Products  are  progestogen-estrogen  combinations. 

INDICATIONS  AND  USAGE 

Norlestrin  Products  are  indicated  for  the  prevention  of  pregnancy  in  women  who  elect  to  use 
oral  contraceptives  as  a method  of  contraception 
In  clinical  trials  with  Norlestrin  1/50  involving  25,983  therapy  cycles,  there  was  a preg- 
nancy rate  of  0 05  per  100  woman-years;  in  clinical  trials  with  Norlestrin  2.5/50  involving 
96,388  cycles,  there  was  a pregnancy  rate  of  0 22  per  100  woman-years. 

Dose-Related  Risk  of  Thromboembolism  from  Oral  Contraceptives:  Studies  have 
shown  a positive  association  between  the  dose  of  estrogens  in  oral  contraceptives  and  the 
risk  of  thromboembolism  It  is  prudent  and  in  keeping  with  good  principles  of  therapeutics  to 
minimize  exposure  to  estrogen.  The  oral  contraceptive  prescribed  for  any  given  patient 
should  be  that  product  which  contains  the  least  amount  of  estrogen  that  is  compatible  with 
an  acceptable  pregnancy  rate  and  patient  acceptance 
CONTRAINDICATIONS 

1.  Thrombophlebitis  or  thromboembolic  disorders 

2.  A past  history  of  deep-vein  thrombophlebitis  or  thromboembolic  disorders 

3 Cerebral  vascular  or  coronary  artery  disease 

4 Known  or  suspected  carcinoma  of  the  breast 

5 Known  or  suspected  estrogen-dependent  neoplasia 
6.  Undiagnosed  abnormal  genital  bleeding 

7 Known  or  suspected  pregnancy  (See  WARNING  No.  5) 

8 Benign  or  malignant  liver  tumor  which  developed  during  the  use  of  oral  contraceptives 
or  other  estrogen-containing  products. 

WARNINGS 

Cigarette  smoking  increases  the  risk  of  serious  cardiovascular  side  effects  from 
oral  contraceptive  use.  The  risk  increases  with  age  and  with  heavy  smoking  (15  or 
more  cigarettes  per  day)  and  is  quite  marked  in  women  over  35  years  of  age. 

Women  who  use  oral  contraceptives  should  be  strongly  advised  not  to  smoke. 

The  use  of  oral  contraceptives  is  associated  with  increased  risk  of  several  serious 
conditions  including  thromboembolism,  stroke,  myocardial  infarction,  hepatic  ade- 
noma, gallbladder  disease,  and  hypertension  Practitioners  prescribing  oral  contracep- 

tives  should  be  familiar  with  the  following  information  relating  to  these  risks 

1  Thromboembolic  Disorders  and  Other  Vascular  Problems  An  increased  risk  of  throm- 
boembolic and  thrombotic  disease  associated  with  the  use  of  oral  contraceptives  is  well- 
established.  Studies  have  demonstrated  an  increased  risk  of  fatal  and  nonfatal  venous 
Ihromboembolism  and  stroke,  both  hemorrhagic  and  thrombotic 

Cerebrovascular  Disorders:  In  a collaborative  study  in  women  with  and  without  predispos- 
ing causes,  it  was  estimated  that  the  risk  of  hemorrhagic  stroke  was  2.0  times  greater  in 
users  than  nonusers,  and  the  risk  of  thrombotic  stroke  was  4,0  to  9 5 times  greater 
Myocardial  Infarction:  An  increased  risk  of  myocardial  infarction  associated  with  oral 
contraceptives  has  been  reported  confirming  a previously  suspected  association  These 
studies  found  that  the  greater  the  number  of  underlying  risk  factors  (cigarette  smoking 
hypertension,  hypercholesterolemia,  obesity,  diabetes,  history  of  preeclamptic  toxemia)  for 
coronary  artery  disease,  the  higher  the  risk  of  developing  myocardial  infarction,  regardless 
of  whether  the  patient  was  an  oral  contraceptive  user  or  not  Oral  contraceptives,  however, 
were  found  to  be  a clear  additional  risk  factor 
It  has  been  estimated  that  users  who  do  not  smoke  (smoking  is  considered  a major  pre- 
disposing condition  to  myocardial  infarction)  are  about  twice  as  likely  to  have  a fatal  myo- 
cardial infarction  as  nonusers  who  do  not  smoke  Oral  contraceptive  users  who  are  smokers 
have  about  a fivefold  increased  risk  of  fatal  infarction  compared  to  users  who  do  not  smoke 
but  about  a tenfold  to  twelvefold  increased  risk  compared  to  nonusers  who  do  not  smoke 
The  amount  of  smoking  is  also  an  important  factor 

Risk  of  Dose:  In  an  analysis  of  data.  British  investigators  concluded  that  the  risk  of  throm- 
boembolism. including  coronary  thrombosis,  is  directly  related  to  the  dose  of  estrogen  used 
in  oral  contraceptives;  however,  the  quantity  of  estrogen  may  not  be  the  sole  factor  involved 
Persistence  of  Risk:  Two  studies  have  suggested  that  an  increased  risk  may  persist  for  as 
long  as  6 years  after  discontinuation  of  oral  contraceptive  use  for  cerebrovascular  disease 
and  9 years  for  myocardial  infarction.  In  addition,  a prospective  study  suggested  the  per- 
sistence of  risk  for  subarachnoid  hemorrhage 

Estimate  of  Excess  Mortality  from  Circulatory  Diseases:  The  risk  of  diseases  of  the  cir- 
culatory system  is  concentrated  in  older  women,  in  those  with  a long  duration  of  use.  and  in 
cigarette  smokers 

A study  of  available  data  from  a variety  of  sources  concluded  that  the  mortality  associated 
with  all  methods  of  birth  control  is  low  and  below  that  associated  with  childbirth,  with  the 
exception  of  oral  contraceptives  in  women  over  40  who  smoke. 

The  risk  of  thromboembolic  and  thrombotic  diseases  associated  with  oral  contraceptives 
increases  with  age  after  approximately  age  30  and,  for  myocardial  infarction,  is  further 
increased  by  hypertension,  hypercholesterolemia,  obesity  diabetes,  or  history  of  pre- 
eclamptic toxemia,  and  especially  by  cigarette  smoking 
The  physician  and  the  patient  should  be  alert  to  the  earliest  manifestations  of  thromboem- 
bolic and  thrombotic  disorders  Should  any  occur  or  be  suspected,  the  drug  should  be  dis- 
continued immediately. 

A fourfold  to  sixfold  increased  risk  of  postsurgery  thromboembolic  complications  has 
been  reported  in  users  If  feasible,  oral  contraceptives  should  be  discontinued  at  least  four 
weeks  before  surgery  of  a type  associated  with  an  increased  risk  of  thromboembolism  or 
prolonged  immobilization 

2.  Ocular  Lesions  Neuro-ocular  lesions,  such  as  optic  neuritis  or  retinal  thrombosis,  have 
been  associated  with  Ihe  use  of  oral  contraceptives  Discontinue  the  oral  contraceptive  if 
there  is  unexplained  sudden  or  gradual,  partial,  or  complete  loss  of  vision;  onset  of  propto- 
sis or  diplopia;  papilledema;  or  retinal  vascular  lesions 

3 Carcinoma  Long-term  continuous  administration  of  estrogen  in  certain  animal  species 
increases  the  frequency  of  carcinoma  of  the  breast,  cervix,  vagina,  and  liver. 

In  humans,  an  increased  risk  of  endometrial  carcinoma  associated  with  the  prolonged 
use  of  exogenous  estrogen  in  postmenopausal  women  has  been  reported  However,  there 
is  no  evidence  suggesting  increased  risk  of  endometrial  cancer  in  users  of  conventional 
combination  or  progestogen-only  oral  contraceptives 
Studies  found  no  evidence  of  increase  in  breast  cancer  in  women  taking  oral  contracep- 
tives; however,  an  excess  risk  in  users  with  documented  benign  breast  disease  was 
reported. 

There  is  no  confirmed  evidence  of  an  increased  risk  of  cancer  associated  with  oral  contra- 
ceptives. Close  clinical  surveillance  of  users  is,  nevertheless,  essential  In  cases  ol  undiag- 
nosed persistent  or  recurrent  abnormal  vaginal  bleeding,  appropriate  diagnostic  measures 
should  be  taken  to  rule  out  malignancy  Women  with  a strong  family  history  of  breast  cancer, 
or  who  have  breast  nodules,  fibrocystic  disease,  or  abnormal  mammograms,  should  be 
monitored  with  particular  care 

4 Hepatic  Tumors  Benign  hepatic  adenomas  have  been  found  to  be  associated  with  oral 
contraceptives.  Because  hepatic  adenomas  may  rupture  and  may  cause  death  through 
intra-abdominal  hemorrhage,  they  should  be  considered  in  women  presenting  abdominal 
pain  and  tenderness,  abdominal  mass,  or  shock 

A few  cases  of  hepatocellular  carcinoma  have  been  reported  in  women  taking  oral  contra- 
ceptives. The  relationship  of  these  drugs  to  this  type  of  malignancy  is  not  known  at  this  time 
5.  Usage  in  or  Immediately  Preceding  Pregnancy , Birth  Delects  in  Offspring , and  Malig- 
nancy in  Female  Offspring.  During  early  pregnancy,  female  sex  hormones  may  seriously 
damage  the  offspring 

An  increased  risk  of  congenital  anomalies,  including  heart  defects  and  limb  defects,  has 
been  reported  with  the  use  of  oral  contraceptives  in  pregnancy. 

There  is  some  evidence  that  tnploidy  and  possible  other  types  of  polyploidy  are  increased 
among  abortuses  from  women  who  become  pregnant  soon  after  ceasing  oral 
contraceptives 

Pregnancy  should  be  ruled  out  before  continuing  an  oral  contraceptive  in  any  patient  who 
has  missed  two  consecutive  menstrual  periods  If  the  patient  has  not  adhered  to  the  sched- 


ule, the  possibility  of  pregnancy  should  be  considered  at  the  time  of  the  first  missed  period, 
and  oral  contraceptives  should  be  withheld  until  pregnancy  has  been  ruled  out  If  preg- 
nancy is  confirmed,  the  patient  should  be  apprised  of  the  potential  risks  to  the  fetus  and  the 
advisability  of  continuation  of  the  pregnancy  should  be  discussed 

Women  who  discontinue  oral  contraceptives  with  the  intent  of  becoming  pregnant  should 
use  an  alternate  form  of  contraception  for  a period  of  time  before  attempting  to  conceive 

Administration  of  progestogen-only  or  progestogen-estrogen  combinations  to  induce 
withdrawal  bleeding  should  not  be  used  as  a test  of  pregnancy 

6 Gallbladder  Disease.  Studies  report  an  increased  risk  of  surgically  confirmed  gallblad- 
der disease  in  users  of  oral  contraceptives 

7 Carbohydrate  and  Lipid  Metabolic  Effects  Because  decreased  glucose  tolerance  has 
been  observed  in  a significant  percentage  of  patients,  prediabetic  and  diabetic  patients 
should  be  carefully  observed  while  receiving  oral  contraceptives 

An  increase  in  triglycerides  and  total  phospholipids  has  been  observed 

8 Elevated  Blood  Pressure.  An  increase  in  blood  pressure  has  been  reported  in  patients 
receiving  oral  contraceptives  The  prevalence  in  users  increases  with  longer  exposure  Age 
is  also  strongly  correlated  with  development  of  hypertension  Women  who  previously  have 
had  hypertension  during  pregnancy  may  be  more  likely  to  develop  elevation  of  blood 
pressure. 

9.  Headache  Onset  or  exacerbation  of  migraine  or  development  of  headache  of  a new 
pattern  which  is  recurrent,  persistent,  or  severe,  requires  discontinuation  of  oral 
contraceptives 

10  Bleeding  Irregularities.  Breakthrough  bleeding,  spotting,  and  amenorrhea  are  fre- 
quent reasons  for  patients  discontinuing  oral  contraceptives.  In  breakthrough  bleeding, 
nonfunctional  causes  should  be  borne  in  mind.  In  undiagnosed  abnormal  bleeding  from  the 
vagina,  adequate  diagnostic  measures  are  indicated  to  rule  out  pregnancy  or  malignancy. 

Women  with  a past  history  of  oligomenorrhea  or  secondary  amenorrhea,  or  young  women 
without  regular  cycles  should  be  advised  that  they  may  have  a tendency  to  remain  anovula- 
tory or  to  become  amenorrheic  after  discontinuation  of  oral  contraceptives. 

1 1 Ectopic  Pregnancy.  Ectopic  as  well  as  intrauterine  pregnancy  may  occur  in  contracep- 
tive failures. 

12  Breast-Feeding  Oral  contraceptives  may  interfere  with  lactation.  Furthermore,  a small 
fraction  of  the  hormonal  agents  in  oral  contraceptives  has  been  identified  in  the  milk  of  moth- 
ers receiving  these  drugs 

PRECAUTIONS 


1 A complete  medical  and  family  history  should  be  taken  prior  to  the  initiation  of  oral  con- 
traceptives. The  pretreatment  and  periodic  physical  examinations  should  include  special 
reference  to  blood  pressure,  breasts,  abdomen,  and  pelvic  organs,  including  Papanicolaou 
smear  and  relevant  laboratory  tests.  As  a general  rule,  oral  contraceptives  should  not  be 
prescribed  for  longer  than  one  year  without  another  examination. 

2 Preexisting  uterine  leiomyomata  may  increase  in  size 

3 Patients  with  a history  of  psychic  depression  should  be  carefully  observed  and  the  drug 
discontinued  if  depression  recurs  to  a serious  degree 

4 Oral  contraceptives  may.  cause  fluid  retention  and  should  be  prescribed  with  caution, 
and  only  with  careful  monitoring,  in  patients  with  conditions  which  might  be  aggravated 

5 Patients  with  a pa'st  history  of  jaundice  during  pregnancy  have  an  increased  risk  of 
recurrence  of  jaundice  If  jaundice  develops,  the  medication  should  be  discontinued. 

6 Steroid  hormones  may  be  poorly  metabolized  and  should  be  administered  with  caution 
in  patients  with  impaired  liver  function. 

7 Users  may  have  disturbances  in  normal  tryptophan  metabolism,  which  may  result  in  a 
relative  pyridoxine  deficiency 

8 Serum  folate  levels  may  be  depressed. 

9 The  pathologist  should  be  advised  of  oral  contraceptive  therapy  when  relevant  speci- 
mens are  submitted 

10  Certain  endocrine  and  liver  function  tests  and  blood  components  may  be  affected 

(a)  Increased  sulfobromophthalein  retention,  (b)  Increased  prothrombin  and  factors  VII. 

VIII,  IX,  and  X;  decreased  antithrombin  3,  increased  norepinephrine-induced  platelet  aggre- 
gability  (c)  Increased  thyroid-binding  globulin  (TBG)  leading  to  increased  circulating  total 
thyroid  hormone,  (d)  Decreased  pregnanediol  excretion  (e)  Reduced  response  to  metyra- 
pone  test 

Drug  Interactions:  Reduced  efficacy  and  increased  incidence  of  breakthrough  bleeding 
have  been  associated  with  concomitant  use  of  rifampin  A similar  association  has  been  sug- 
gested with  barbiturates,  phenylbutazone,  phenytoin  sodium,  tetracycline,  and  ampicillin 

ADVERSE  REACTIONS 

An  increased  risk  of  the  following  serious  adverse  reactions  has  been  associated  with  oral 
contraceptives;  thrombophlebitis,  pulmonary  embolism,  coronary  thrombosis;  cerebral 
thrombosis;  cerebral  hemorrhage,  hypertension;  gallbladder  disease;  benign  hepatomas, 
congenital  anomalies 

There  is  evidence  of  an  association  between  Ihe  following  conditions  and  the  use  of  oral 
contraceptives,  although  additional  confirmatory  studies  are  needed:  mesenteric  thrombo- 
sis, neuro-ocular  lesions,  eg,  retinal  thrombosis  and  optic  neuritis 

The  following  adverse  reactions  have  been  reported  in  patients  receiving  oral  contracep- 
tives and  are  believed  to  be  drug  related:  nausea  and/or  vomiting,  usually  the  most  com- 
mon adverse  reactions,  occur  in  approximately  10%  or  less  of  patients  during  the  first  cycle 
Other  reaclions.  as  a general  rule,  are  seen  much  less  frequently  or  only  occasionally: 
gastrointestinal  symptoms;  breakthrough  bleeding;  spotting,  change  in  menstrual  flow; 
dysmenorrhea:  amenorrhea  during  and  after  treatment;  temporary  infertility  after  discon- 
tinuance of  treatment;  edema;  chloasma  or  melasma;  breast  changes;  change  in  weight; 
change  in  cervical  erosion  and  cervical  secretion;  possible  diminution  in  laclation  when 
given  immediately  postpartum;  cholestatic  jaundice;  migraine:  increase  in  size  of  uterine 
leiomyomata,  rash  (allergic);  mental  depression;  reduced  tolerance  to  carbohydrates; 
vaginal  candidiasis;  change  in  corneal  curvature;  intolerance  to  contact  lenses 

The  following  adverse  reactions  have  been  reported  and  the  association  has  been  neither 
confirmed  nor  refuted:  premenstrual-like  syndrome;  cataracts,  changes  in  libido;  chorea; 
changes  in  appetite:  cystitis-like  syndrome;  headache;  nervousness;  dizziness;  hirsutisrr), 
loss  of  scalp  hair;  erythema  multiforme,  erythema  nodosum;  hemorrhagic  eruption;  vaginitis; 
porphyria 

Special  Notes  on  Administration 

Menstruation  usually  begins  two  or  three  days,  but  may  begin  as  late  as  the  fourth  or  fifth 
day  after  discontinuing  medication 

After  several  months  on  treatment,  bleeding  may  be  reduced  to  a point  of  virtual  absence; 
reduced  flow  may  be  a result  of  medication  and  not  indicative  of  pregnancy. 

HOW  SUPPLIED 

Norlestrin  [21]  1/50  is  available  in  compacts  each  containing  21  tablets.  Each  tablet  contains 
1 mg  of  norethindrone  acetate  and  50  meg  of  ethinyl  estradiol.  Available  in  packages  of  five 
compacts  and  packages  of  five  refills 

Norlestrin  [5t]  2 5/50  is  available  in  compacts  each  containing  21  tablets  Each  tablet 
contains  2.5  mg  of  norethindrone  acetate  and  50  meg  of  ethinyl  estradiol.  Available  in  pack- 
ages of  five  compacts  and  packages  of  five  refills. 

Norlestrin  [Fe]  1/50  is  available  in  compacts  each  containing  21  yellow  tablets  and  7 
brown  tablets  Each  yellow  tablet  contains  1 mg  of  norethindrone  acetate  and  50  meg  of 
ethinyl  estradiol  Each  brown  tablet  contains  75  mg  of  ferrous  fumarate,  USP  Available  in 
packages  of  five  compacts  and  packages  of  five  refills 

Norlestrin  (££]  2.5/50  is  available  in  compacts  each  containing  21  pink  tablets  and  7 
brown  tablets  Each  pink  tablet  contains  2,5  mg  of  norethindrone  acetate  and  50  meg  of 
ethinyl  estradiol.  Each  brown  tablet  contains  75  mg  of  ferrous  fumarate,  USP  Available  in 
packages  of  five  compacts  and  packages  of  five  refills 

Norlestrin  [28]  1/50  is  available  in  compacts  each  containing  21  yellow  tablets  and  7 white 
inert  tablets  Each  yellow  tablet  contains  1 mg  of  norethindrone  acetate  and  50  meg  of 
ethinyl  estradiol  Available  in  packages  of  five  compacts  and  packages  of  five  refills 
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mended  that  children  receive  pediatric 
diphtheria-tetanus  or  adult  tetanus- 
diptheria  as  substitutes  for  the  DTP 
booster  doses. 

“We  would  hope  that  all  agencies 
with  access  to  primary  health  care  pro- 
viders encourage  the  implementation  of 
the  recommendations  and  urge  cooper- 
ation among  involved  parties  so  that  an 
equitable  distribution  of  vaccine  con- 
tinues to  protect  the  infants  of  this  state 
from  pertussis,”  said  Dr  Bernstein. 

Family  physicians  update 
patient  information  sheets 

The  American  Academy  of  Family  Phy- 
sicians (AAFP)  has  announced  an 
updated  consumer  prescription  drug  in- 
formation program  designed  to  help 
AAFP  members  educate  their  patients 
about  prescription  medicines.  Drug  Use 
Education  Tips  (DUET),  a cooperative 
effort  between  the  AAFP  and  the 
United  States  Pharmacopeial  Con- 
vention, Inc,  consists  of  sets  of  290 
monographs.  The  lay-language  mono- 
graphs are  printed  in  looseleaf  form, 
three-hole  punched,  ready  for  photo- 
copying for  distribution  to  patients.  In 
addition  to  the  patient  information 
sheets,  the  DUET  system  includes  sug- 
gestions for  using  the  materials  in  the 
family  physician’s  office  and  a poster 
urging  patients  to  “Ask  About  Your 
Medicines.” 

Since  1982,  when  it  introduced  the 
original  DUET  program,  the  AAFP  has 
been  involved  in  a nationwide  prescrip- 
tion drug  information  effort  for  patients. 
Responding  to  suggestions  from  mem- 
bers, the  academy  revised  and  ex- 
panded the  program  to  better  help 
family  physicians  teach  their  patients 
about  prescription  medications. 

“Family  physicians  have  a responsi- 
bility to  educate  their  patients  about 
prescription  medications,”  said  Robert 
W.  Higgins,  MD,  AAFP  president.  “I  en- 
courage all  family  physicians  to  use  the 
DUET  system.” 

For  more  information  on  the  new 
DUET  system,  contact  the  AAFP 
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Washington  Office,  600  Maryland  Ave, 
SW,  Suite  770,  Washington,  DC  20024, 
or  telephone  (202)488-7448. 

Breast  cancer  is  diagnosed 
without  radiology 

The  University  of  Texas  Health  Science 
Center  has  become  the  first  medical  fa- 
cility in  the  US  to  evaluate  patients  with 
a specially  developed  instrument  that 
diagnoses  breast  cancer  without  using 
radiation. 

Stewart  Reuter,  MD,  JD,  professor 
and  chairman  of  the  radiology  depart- 
ment, announced  that  a nuclear 
magnetic  resonance  (NMR)  scanner, 
designed  and  constructed  by  South- 
west Research  Institute,  has  become 
part  of  the  school’s  breast  imaging 
laboratory. 

Development  of  the  breast  imaging 
laboratory  is  very  timely,  according  to 
Janet  Potter,  PhD,  MD,  because  the 
“Baby  Boom”  generation  has  now 
reached  its  mid-30s — the  age  at  which 
the  incidence  of  breast  cancer  begins 
to  increase.  “That  means  we  will  be 
seeing  a marked  upswing  in  the 
number  of  women  developing  breast 
cancer  in  the  next  several  years,”  said 
Dr  Potter,  assistant  professor  of  radi- 
ology and  acting  chief  of  the  radiology 
service  at  the  Audie  L.  Murphy  Memo- 
rial Veterans  Hospital. 

The  health  science  center’s  breast 
cancer  diagnostic  research  encom- 
passes three  methods  of  cancer 
detection:  NMR,  ultrasound,  and 
mammography. 

“We  hope  the  NMR  scans  will  result 
in  early  detection  of  breast  tumors.  . . 
and  will  more  accurately  determine 
which  masses  are  benign;  thus  we  can 
prevent  surgical  biopsies  in  many 
cases,”  said  Dr  Potter. 

In  addition  to  the  scanner,  the  breast 
imaging  laboratory  contains  a com- 
puterized water  bath  ultrasound,  built 
by  Balu  Rajagopalan,  PhD,  which 
produces  cross-sectional  images  of 
sound  waves  as  they  travel  through  the 
breast. 


Working  with  Drs  Potter  and  Raj- 
agopalan in  the  laboratory  are  James 
Fluornoy,  MD,  and  Carol  Gerza,  MD, 
both  assistant  professors  of  radiology, 
and  Gary  Fullerton,  PhD,  associate 
professor  of  radiology. 

SOCIOECONOMICS 

Schedule  II  drug  scrips  dwindle 
thanks  to  triplicate  program 

The  number  of  prescriptions  for  Sched- 
ule II  controlled  substances  continues 
to  dwindle  since  the  implementation  of 
the  triplicate  prescription  program,  the 
Texas  Department  of  Public  Safety 
reports. 

The  program  requires  that  prescrip- 
tions for  Schedule  II  drugs  be  written  on 
triplicate  forms,  allowing  one  copy  each 
for  the  prescriber,  the  pharmacist,  and 
the  DPS.  Figures  include  prescriptions 
dispensed  by  physicians,  osteopaths, 
dentists,  orthodontists,  veterinarians, 
and  podiatrists. 

Since  the  program  was  initiated  in 
1982,  prescriptions  for  this  class  of 
drugs  has  decreased  by  1 6%,  from 
879,01 0 to  741 ,761 . The  number  of 
prescriptions  dispensed  in  1 982  was 
48%  lower  than  in  1 981 , the  last  year  in 
which  the  drugs  could  be  prescribed 
without  triplicate  prescription  forms. 

In  his  annual  report  to  the  attorney 
general,  James  B.  Adams,  DPS  direc- 
tor, noted,  “The  Department  of  Public 
Safety  attributes  the  decrease  in 
Schedule  II  dispensing  primarily  to  the 
decreased  access  of  prescription 
blanks  to  potential  abusers  and  to  an 
increased  awareness  by  practitioners 
and  pharmacists  of  past  abuses  of 
Schedule  II  drugs.” 

The  decrease  in  prescriptions  dis- 
pensed during  1982,  1983,  and  1984 
has  been  accompanied  by  decreases  in 
the  number  of  lost  or  stolen  triplicate 
prescription  blanks,  and  the  cost  of  ad- 
ministering the  program.  At  the  same 
time,  the  number  of  indictments,  con- 
victions and  peer  review  proceedings 
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related  to  abuse  have  increased. 

The  triplicate  prescription  program 
has  been  lauded  by  the  Drug  Enforce- 
ment Administration  of  the  US  Depart- 
ment of  Justice,  the  Dallas  and 
Houston  police  departments,  and 
the  Texas  State  Board  of  Medical 
Examiners. 

TSBME  requires  triplicate  prescrip- 
tion printouts  on  all  cases  where  there 
is  a violation  of  the  Medical  Practice 
Act.  John  T.  Richter,  director  of  the 
board's  field  operations  division, 
stressed  “the  importance  of  the  tripli- 
cate prescription  program  as  an 
investigative  tool  that  diversion  inves- 
tigators must  have  to  do  their  job.” 

“Previous  to  the  triplicate  prescrip- 
tion printouts,  the  investigators  in  the 
field  would  manually  check  all  drug 
stores  in  the  subject’s  area,  and  obtain 
a prescription  or  prescription  infor- 
mation on  a physician  in  the  state  of 
Texas,”  he  said. 

The  67th  Texas  Legislature  approved 
the  triplicate  prescription  program  in 
1981.  Part  of  the  “War  on  Drugs,”  the 
legislation  aimed  to  reduce  the  diver- 
sion of  Schedule  II  narcotics  to  street 
use,  particularly  by  drug  users  feigning 
illness. 

A DPS  report  to  the  Texas  Medical 
Association  noted,  . .prior  to  1981 
the  flow  of  Schedule  II  drugs  from  the 
pharmacy  or  doctor  to  the  patient  oc- 
curred in  a setting  extremely  vulnerable 
to  diversion  and  abuse.  Prescription 
forms  were  uncontrolled,  and  informa- 
tion about  the  flow  was  not  retrievable 
in  any  usable  form.  The  result  was 
widespread  abuse  and  diversion.” 

TMA  study  describes 
manpower,  medical  education 

A new  study  from  Texas  Medical  Asso- 
ciation offers  a detailed  picture  of 
physician  manpower  and  medical  edu- 
cation in  Texas  and  the  United  States. 

The  Council  on  Medical  Education’s 
Ad  Hoc  Committee  on  Manpower  pre- 
pared the  report,  the  first  in  a series  of 
annual  publications  on  the  subject. 


Since  the  publication  of  the  report,  the 
TMA  House  of  Delegates  has  elevated 
the  ad  hoc  committee  to  standing  com- 
mittee status. 

In  its  review  of  manpower  distri- 
bution, the  study  looks  at  the  National 
Health  Service  Corps  (NHSC)  and 
Texas  State  Rural  Medical  Education 
Board.  Both  organizations  encourage 
physicians  to  work  in  underserved 
areas  by  offering  scholarships  that  may 
be  forgiven  by  service  in  those  areas. 

NHSC  defines  health  manpower 
shortage  areas  as  those  that  have  a 
primary  care  physician/population  ratio 
of  less  than  1 :3,500.  According  to  the 
study,  as  of  Oct  1 , 1 984,  there  were  1 02 
NHSC  personnel  in  the  state,  including 
69  physicians  (59  MDs  and  1 0 DOs),  29 
dentists,  and  4 podiatrists. 

The  State  Rural  Medical  Education 
Board  helps  ensure  an  adequate  sup- 
ply of  physicians  in  rural  areas  of  the 
state,  which  are  defined  as  counties 
having  a population  of  less  than 
25,000.  The  TMA  report  notes  that  in 
the  fall  of  1 984,  there  were  1 97  loan  re- 
cipients enrolled  in  medical  school,  81 
residents  completing  training,  and  33 
doctors  in  rural  practice. 

The  study  also  points  out  that  1 2 
counties  in  Texas  are  without  a practic- 
ing physician,  either  MD  or  DO.  They 
are:  Borden,  Briscoe,  Coke,  Glasscock, 
Hartley,  Irion,  Kenedy,  Kent,  King, 
Loving,  McMullen,  and  Terrell. 

Statistical  tables  in  the  study  provide 
a profile  of  physicians  practicing  in 
Texas.  The  tables  show  that: 

1 . As  of  Sept  1 , 1 984,  there  were 
26,796  licensed  physicians  practicing  in 
Texas,  including  25,481  MDs  and  1 ,31 5 
DOs.  Further,  45.59%  of  the  licensed 
physicians  were  in  primary  care 
specialties. 

2.  The  mean  age  of  the  22,630  phy- 
sicians in  direct  patient  care  is  45.5. 

3.  The  specialty  with  the  lowest  me- 
dian physician  age  is  immunology,  with 
a median  age  of  35.  Other  specialties 
with  low  median  ages  are:  adolescent 
medicine,  37;  emergency  medicine,  36; 


infectious  diseases,  39.5;  legal  medi- 
cine, 36;  neuropathology,  38;  nephrol- 
ogy, 39;  obstetrics,  38;  and  oncology, 
39. 

4.  Specialties  where  the  median  age 
is  relatively  high  compared  with  other 
specialties  are  abdominal  surgery, 

63.5;  blood  banking,  59;  geriatrics,  60; 
gynecology,  62;  hypnosis,  70;  nutrition, 
63;  otology,  59.5;  public  health,  61 . 

5.  Of  the  26,796  licensed  physicians 
in  the  state,  1 1 ,426  (42.64%)  are 
graduates  of  Texas  medical  schools, 

1 0,323  (38.52%)  are  graduates  of  other 
US  medical  schools,  and  5,047 
(18.83%)  are  foreign  medical 
graduates. 

6.  The  University  of  Texas  Medical 
Branch  at  Galveston,  with  4,323 
(37.83%  of  the  total)  graduates,  has  the 
greatest  representation  in  the  physician 
population. 

In  a review  of  medical  education,  the 
study  recalls  that  increased  demands 
for  health  care  in  the  1 960s  and  1 970s 
spurred  immigration  laws  that  allowed 
foreign  medical  graduates  to  more 
readily  enter  the  US  health  system,  and 
provided  additional  funding  for  medical 
school  growth.  As  a result,  the  total 
physician  population  of  the  US  in- 
creased by  208,648,  or  approximately 
75.5%,  between  1963  and  1981. 

However,  since  1980,  the  growth  of 
new  schools  has  virtually  stopped,  and 
the  number  of  applicants  to  US  medical 
schools  has  been  declining  since  1978. 
It  is  projected  that  in  1988-1989,  the 
number  of  first-year  students  will  be 
1 6,487,  or  688  fewer  students  than 
1983-1984. 

Upon  submitting  the  study  to  TMA’s 
House  of  Delegates,  the  council  re- 
ported, “This  and  future  reports  should 
provide  relevant  information  upon 
which  the  association  can  develop  ap- 
propriate policies  and  services." 

William  F.  Ross,  MD,  chaired  the  Ad 
Hoc  Committee  on  Manpower.  Other 
members  were:  Ronald  E.  Goelzer, 

MD,  El  Campo;  Braswell  Locker,  MD, 
Brookesmith;  George  A.  Hoffman,  MD, 
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Red  Ink,  Red  Tape,  administrative  check 
in  and  verification  boondoggle.  End  it 
all,  and  speed  collections  to  boot. 

MediCredit®  provides  guaranteed 
fast  payment  of  the  employee’s  share  of 
health  care  plans,  quick  verification  of 
eligibility  and  benefit  plan  details,  plus 
critical  medical  information.  Call  now 
and  see  how  the  MediCredit®  card  can 
end  your  red  tape  blues: 


MediCredit* 

Cost  Containment  with  CreditAbility 

MediCredit®  Provider  Marketing: 

Robert  Kaiser 
(713)  952-2070 

Post  Office  Box  42834  Houston,  Texas  77242-2834 
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Fort  Stockton;  Harold  R.  High,  MD, 
Cuero;  James  J.  Rohack,  MD,  resident 
representative,  Galveston;  David  Alan 
Tingley,  student  representative,  Dallas; 
C.  Frank  Webber,  MD,  council  liaison, 
Houston;  and  Alvin  LeBlanc,  MD,  con- 
sultant, Galveston. 

Copies  of  the  study,  “Profile  of  Texas 
Physician  Manpower  1 984,”  are  avail- 
able from  the  Department  of  Education 
and  Research,  1801  N Lamar  Blvd, 
Austin,  TX  78701 ; telephone  (51 2) 
477-6704,  ext  253. 

The  study’s  data  have  certain  limita- 
tions, and  should  be  used  with  several 
advisements,  including,  “The  majority 
of  the  data  is  based  on  replies  to  a 
quarterly  license  application  and  re- 
registration form  of  the  Texas  State 
Board  of  Medical  Examiners  that  seeks 
a variety  of  information  . . . Texas  Medi- 
cal Association  does  not  assume 
responsibility  for  the  accuracy  of  infor- 
mation reported  by  individuals  to  the 
Texas  State  Board  of  Medical 
Examiners.” 

TDHR  offers  funds 
to  “medically  needy”  group 

The  Texas  Department  of  Human  Re- 
sources is  making  Medicaid  funds 
available  to  Texans  whose  incomes  and 
financial  resources  are  too  high  for 
cash  assistance,  but  too  low  to  meet 
their  medical  needs. 

The  Medically  Needy  Program  offers 
help  to  children  under  age  1 8 in  single 
or  two-parent  families,  pregnant  women 
(single  or  married),  and  caretakers  of 
children. 

The  medically  needy  may  have  in- 
comes one  third  higher  than  the 
maximum  allowable  income  for  Aid  to 
Families  with  Dependent  Children. 
Under  that  standard,  according  to  a 
TDHR  spokesman,  in  order  to  qualify 
for  AFDC,  a woman  with  one  child 
could  have  a maximum  income  of  $192 
per  month.  The  Medically  Needy  Pro- 
gram allows  the  same  woman  and  child 
to  have  $1 92  plus  one  third,  a total  of 
$255,  if  her  income  meets  the  AFDC 


standard  after  subtracting  her  medical 
expenses.  In  this  case,  monthly  medi- 
cal bills  of  $63  would  make  her  eligible 
for  assistance.  A bill  that  reduces 
countable  income  is  a deductible,  or 
“spend  down.”  Bills  used  as  deduct- 
ibles are  not  Medicaid  reimbursable. 

The  new  program  was  effective  Jan 
1 , 1 985,  and  is  being  incorporated  as 
closely  as  possible  into  existing  eligi- 
bility, client  identification,  and  claims 
processing  systems. 

Quality  of  care  deteriorating 
under  PPS,  physicians  tell  AMA 

Responding  to  an  American  Medical 
Association  monitoring  project,  physi- 
cians say  that  quality  of  care  already 
has  deteriorated  or  that  it  will  deterio- 
rate if  the  prospective  pricing  system 
(PPS)  for  Medicare  inpatient  hospital 
services  continues. 

In  June  1984,  the  AMA  implemented 
a monitoring  project  to  assess  informa- 
tion, ascertain  the  impact  of  the  PPS, 
and  identify  problem  areas  for  further 
study.  As  of  Oct  31 , 1 984,  the  asso- 
ciation had  received  334  written 
responses  from  physicians  in  38 
states,  18  different  medical  specialties, 
teaching  and  nonteaching  institutions, 
and  urban  and  rural  areas.  Of  these 
responses,  the  vast  majority  incorpo- 
rated comments  from  entire  medical 
staffs.  Thus,  the  actual  number  of  phy- 
sicians represented  by  the  responses 
is  conservatively  estimated  at  6,500. 

Of  those  responding,  63%  voiced 
concern  about  the  deteriorating  quality 
of  care  brought  on  by  the  PPS.  The  re- 
maining 37%  held  that  quality  had  not 
yet  deteriorated. 

Concerns  for  quality  of  care  related 
to  three  areas:  complicated  hospital 
stays  and  readmissions,  early  dis- 
charges, and  limitations  on  testing. 

Complicated  hospital  stays  include 
those  in  which  the  diagnosis  of  a sec- 
ond condition  or  complication  requires 
additional  treatment.  According  to  one 
respondent,  a hospital  requested  that 
a patient  be  dismissed  after  cardiac 


surgery  and  readmitted  after  eight 
days  for  a second  procedure  diag- 
nosed during  the  hospital  stay,  but 
unrelated  to  the  cardiac  surgery  for 
which  he  was  admitted. 

Other  physicians  asserted  that  early 
discharges  may  be  detrimental  to  the 
health  of  patients.  One  physician  re- 
ported that  during  the  first  several 
months  after  his  hospital  encouraged 
early  discharge,  the  readmission  rate 
within  seven  days  of  discharge  in- 
creased, indicating  that  patients  may 
have  been  discharged  before  it  was 
medically  appropriate. 

One  respondent  noted,  "With  regard 
to  quality  of  care,  I feel  that  the  DRGs 
have  served  the  purpose  of  lowering 
this,  without  a doubt.  With  the  financial 
constraints  placed  upon  us  by  the 
diagnosis-related  groups  (DRG)  sys- 
tem, tests  will  not  be  ordered  as 
frequently  for  screening  purposes.  . . 
One  need  not  look  too  far  down  the 
road  to  see  medical  problems  which 
will  become  more  complicated  and 
more  difficult  to  manage  by  virtue  of 
the  fact  that  they  were  not  diagnosed 
earlier.  . .” 

(Diagnosis-related  groups  are  classi- 
fications that  determine  reimbursement 
rates  for  Medicare  hospital  services.) 

In  addition  to  concerns  about  the 
quality  of  care,  the  project  s prelimi- 
nary results  are: 

1.  Of  those  responding,  90%  related 
instances  where  reimbursement  was 
inadequate,  with  88%  of  these  related 
to  inadequate  reimbursement  for  com- 
plicated cases.  According  to  the 
assessment,  reimbursement  under  the 
PPS  appears  to  be  inadequate  for  at 
least  bilateral  knee  and  hip  replace- 
ment, intraocular  lens  implants,  pa- 
tients on  NIH-approved  research 
protocols,  small  or  rural  hospitals,  and 
complicated  cases. 

2.  Length  of  stay  decreased  under 
the  PPS,  64%  of  the  respondents  said. 
But,  more  than  40%  of  the  respon- 
dents reported  that  hospitals  exerted 
unwarranted  pressure  to  discharge  pa- 
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tients  early.  Respondents  also 
questioned  the  length  of  stay,  and,  ulti- 
mately, the  reimbursement,  for 
leukemia,  burns,  spinal  injury,  respira- 
tory failure,  and  subacute  bacterial 
endocarditis. 

3.  More  than  40%  reported  a deteri- 
oration in  relations  with  the  hospital 
administration. 

According  to  a report  to  the  AMA 
Board  of  Trustees,  the  information  re- 
ceived through  the  DRG  Monitoring 
Project  has  several  applications.  It  will 
identify  problem  areas  and  report  them 
to  the  Prospective  Payment  Assess- 
ment Commission  (PROPAC)  and  the 
Health  Care  Financing  Administration 
for  study.  The  information  also  will  be 
used  in  AMA  congressional  testimony 
and  possibly  aid  in  the  development  of 
policy  initiatives  and  programs  for  pa- 
tients and  physicians. 

The  project  is  ongoing  throughout 
the  three-year  phase-in  of  the  PPS, 
which  began  in  October  1983.  The 
Board  of  Trustees  urges  physicians  to 
continue  to  relate  their  experiences  by 
sending  comments  to  AMA's  DRG 
Monitoring  Project,  Department  of 
Health  Care  Resources,  PO  Box 
10947,  Chicago,  IL  60610. 

Grant  to  underwrite  health  care 
for  homeless  in  San  Antonio 

A coalition  in  San  Antonio  is  one  of  1 8 
in  the  nation  that  have  received  grants 
underwriting  model  health  and  social 
service  programs  for  homeless  people. 

The  Robert  Wood  Johnson  Founda- 
tion and  The  Pew  Memorial  Trust  will 
fund  the  Health  Care  for  the  Homeless 
Program,  which  is  cosponsored  by  the 
US  Conference  of  Mayors.  San  Antonio 
will  receive  $458,000  for  the  next  two 
years,  and,  pending  a positive  evalua- 
tion, an  additional  $450,000  for  another 
two  years. 

On  an  annual  basis,  San  Antonio’s 
program  proposes  to  serve  4,500  of  the 
estimated  12,000  to  15,000  persons 
who  are  homeless  each  year  in  the  city. 

The  project  will  offer  health  and 


social  services  in  two  shelters  near 
downtown  San  Antonio.  A family  nurse 
practitioner,  social  worker,  and  secre- 
tary will  be  on  duty  at  the  sites. 

The  local  county  hospital  will  receive 
referrals  of  county  residents  for  care, 
and  three  private,  nonprofit  hospitals 
will  care  for  nonresidents. 

The  San  Antonio  Urban  Council 
(SAUC)  organized  the  city's  coalition 
and  will  administer  the  grant.  SAUC  is  a 
church-based  private,  nonprofit  organi- 
zation that  oversees  a number  of  social 
service  projects,  including  dental  care, 
mental  health  programs,  and  other  as- 
sistance programs  for  the  homeless. 

Kent  C.  Miller,  executive  director  of 
the  council,  noted  that  among  the  phy- 
sicians who  have  assisted  in  planning 
the  program  is  TMA  member  Charles 
Bauer,  MD,  of  Medical  Center  Hospital. 

In  announcing  the  grants,  David  E. 
Rogers,  MD,  president  of  the  Robert 
Wood  Johnson  Foundation,  described 
the  severe  situation  of  the  homeless  in 
the  nation's  cities:  “These  people  must 
daily  face  lives  that  are  precarious.  Par- 
ticularly debilitating  are  the  multiple  and 
severe  health  problems,  including 
burns,  fractures,  untreated  tubercu- 
losis, and  chronic  mental  illness  that 
prevent  homeless  persons  from  resolv- 
ing their  other  problems  and  can 
ultimately  sentence  them  to  remaining 
on  the  streets. 

“The  Health  Care  for  the  Homeless 
Program  is  intended  to  meet  many  of 
their  most  acute  needs — especially 
their  medical  problems — head  on.  This 
program  seeks  to  retrieve  those  lives 
that  otherwise  might  be  lost.” 

Robert  I.  Smith,  president  of  The 
Glenmede  Trust  Company,  the  trustee 
of  The  Pew  Memorial  Trust,  hailed  the 
program  as  a critical  public/private  ini- 
tiative. “Government  has  an  important 
responsibility  here,  but  government 
alone  can’t  solve  all  of  our  problems,” 
he  said.  “This  program  is  exciting  be- 
cause diverse  groups  in  each  city, 
including  government,  which  often  are 
at  odds  on  strategies  for  helping  the 


homeless,  have  come  together  to  de- 
velop these  programs.” 

In  all,  the  two  foundations  granted 
nearly  $25  million  to  1 8 coalitions  for 
the  project.  In  addition  to  San  Antonio, 
programs  will  be  implemented  in  Albu- 
querque; Baltimore;  Birmingham,  Ala; 
Boston;  Chicago;  Cleveland;  Denver; 
Detroit;  Washington,  DC;  Los  Angeles; 
Milwaukee;  Nashville,  Tenn;  New  York; 
Philadelphia;  Phoenix;  San  Francisco; 
and  Seattle. 

Try  MHMR  hotline  for  help 

with  Mental  Health  Code  questions 

The  Texas  Department  of  Mental 
Health  and  Mental  Retardation  main- 
tains a 24-hour  hotline  with  medical  and 
legal  advisors  available  to  help  with 
questions  about  the  Mental  Health 
Code  and  how  it  is  applied. 

The  number  is  1-800-252-8225. 
Advisors  are  immediately  available 
from  8 am  to  5 pm  weekdays.  At  other 
times  the  telephone  is  answered,  on- 
call  physicians  and  attorneys  are 
paged,  and  the  call  is  returned  as  soon 
as  possible. 

CAPITAL  COMMENTS 

Sunset  Commission  favors 
limited  CON  program 

In  its  final  meeting,  the  Sunset  Advisory 
Commission  recommended  continua- 
tion of  the  certificate  of  need  (CON) 
program,  but  in  a sharply  limited 
fashion 

As  recommended  by  the  commis- 
sion, the  Health  Facilities  Commission 
would  continue  to  review  projects  re- 
quiring capital  expenditures  in  excess 
of  $2  million  and  expenditures  for 
projects  directly  affecting  patient  care. 
Major  medical  equipment,  institutional 
services  and  outpatient  facilities,  in- 
cluding ambulatory  surgical  centers, 
imaging  centers  and  birthing  centers 
would  no  longer  be  subject  to  review. 

Representative  Bruce  Gibson 
(D-Cleburne)  offered  a proposal  for 
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FORMER  OFFICERS 
PAY  LESS 

FOR  INSURANCE  AT  USAA. 


NO  MATTER  WHICH  FLAG  THEY  SERVED  UNDER. 


If  you  ever  served  as  an  officer  in  any  branch  of  the  U.S.  Armed  Forces  or  in  the  Merchant 
Marine,  call  us  toll-free  for  a no-obligation  rate  quotation  for  insurance  on  your  car,  your  home  or 
personal  property.  Or  write:  USAA,  USAA  Building,  San  Antonio,  TX  78288.  You  11  be  amazed  at  just 
how  low  your  rates  can  be.  Call  toll-free:  1-800-292-8332  (Members  Call:  1-800-531-8111) 


USAA 


Recommend  the  Tradition  of  Value. 


When  you  recommend  a hotel  in 
Houston’s  medical  center,  that  hotel 
should  offer  free  transportation  to  and 
from  the  medical  center,  special  diets 
upon  request,  a complimentary  infor- 
mation packet,  free  parking,  a close 
proximity  to  the  medical  center  and  a 
mature,  experienced  staff  serving 
your  referral  patients. 

That  hotel  is  Houston’s  Shamrock 
Hilton.  We  were  the  first  hotel  in  the 


medical  center  area.  And  we  continue 
to  deliver  the  best  hotel  service  for 
medical  center  visitors.  We  call  it 
Hilton  Class. 

For  reservations  and  information 
call:  713/668-9211,  your  local  Hilton 
Reservation  Service  or  your  travel 
agent.  For  Brochures,  Write:  Director 
Of  Medical  Guest  Services,  Houston’s 
Shamrock  Hilton,  RO.  Box  2848, 
Houston,  Texas  77252-9955. 


The  first  hotel  in 
Houston’s  Medical  Center 
area  is  still  offering  the 
best  value  at  $60. 

( one  or  two  persons ) 


HOUSTON’S 


THE  VALUE  OF  EXPERIENCE. 

At  The  Medical  Center. 

©Copyright  1985,  Shamrock  Hilton  Hotel,  Houston,  Texas. 
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stricter  regulation  of  outpatient  facilities 
and  a lower  threshold  for  capital  expen- 
ditures, but  the  commission  defeated 
the  measure.  Attempts  by  organiza- 
tions representing  nursing  homes  and 
home  health  agencies  to  include  those 
facilities  under  CON  regulation  also 
were  unsuccessful.  Texas  Medical 
Association  was  the  only  organization 
to  testify  in  favor  of  abolishing  the  CON 
process  and  the  agency  that  admin- 
isters it. 

The  commission’s  recommendations 
do  not  carry  the  force  of  law.  However, 
under  the  sunset  process,  if  the  69th 
Legislature  does  not  pass  legislation  to 
recreate  the  Health  Facilities  Commis- 
sion and  re-adopt  the  CON  process, 
the  agency  and  the  process  will  be  ter- 
minated on  Sept  1 , 1985. 

Hotline  provides  information 
on  legislative  issues 

Texas  Medical  Association’s  toll-free 
news  hotline  provides  current  informa- 
tion on  state  legislative  issues  related 
to  medicine  24  hours  a day,  seven  days 
a week. 

The  hotline  began  operation  Jan  1 5 
and  will  continue  throughout  the  legis- 
lative session,  which  ends  at  midnight, 
May  27.  The  two-minute  messages  are 
updated  each  weekday,  usually  by 
10  am. 

The  hotline  can  be  reached  by  dialing 
1-800-252-7003. 

House  subcommittee  opposes 
state  regulation  of  health  costs 

The  Subcommittee  on  Cost  Control  of 
the  Texas  House  of  Representatives 
has  concluded  that  “State  regulation  of 
health  care  costs  and  fees  is  not  a de- 
sirable course.”  The  subcommittee, 
chaired  by  Bexar  County  Rep  Alan 
Schoolcraft  (R-Universal  City),  also 
commended  the  efforts  of  Texas  physi- 
cians to  hold  the  line  on  their  fees 
voluntarily. 

George  G.  Alexander,  MD,  then 
TMA’s  president-elect,  represented  the 
association  in  testimony  during  the  sub- 


committee’s April  1 984  hearing. 

The  subcommittee  report  is  part  of 
the  Interim  Report  of  the  Public  Health 
Committee  of  the  Texas  House  of  Rep- 
resentatives, which  also  puts  forth 
recommendations  on  commitment  au- 
thority for  psychologists.  The  report 
also  contains  a summary  of  testimony 
and  recommendations  from  five  sub- 
committees, which  met  after  the  regular 
session  of  the  68th  Legislature  ad- 
journed in  May  1983. 

The  Subcommittee  on  Health  Profes- 
sionals, also  chaired  by  Representative 
Schoolcraft,  studied  the  role  of  psychol- 
ogists in  mental  health  commitment 
proceedings.  The  subcommittee  exam- 
ined a proposal  to  allow  a psychologist 
certified  as  a health  service  provider  to 
issue  one  of  two  medical  certificates  re- 
quired in  the  mental  health  commitment 
process.  The  House  defeated  an 
amendment  to  this  effect  in  1983  during 
debate  on  the  Mental  Health  Code. 
After  receiving  testimony  from  repre- 
sentatives of  TMA,  the  Texas  Psychi- 
atric Society,  and  the  Texas  Psycho- 
logical Association,  the  subcommittee 
concluded  that  no  compelling  reason  to 
change  the  law  was  presented.  Robert 
Dobyns,  MD,  Tom  Kirksey,  MD,  Robert 
Leon,  MD,  and  Byron  Howard,  MD,  tes- 
tified on  behalf  of  medicine  during  the 
committee  hearing. 

Despite  the  negative  finding  by  the 
Subcommittee  on  Health  Professionals 
and  the  defeat  of  the  1 983  proposal, 
the  Texas  Psychological  Association 
may  try  again  to  win  legislative  ap- 
proval in  1985. 

A copy  of  the  Interim  Report  of  the 
Public  Health  Committee  of  the  Texas 
House  of  Representatives  is  available 
from  Cheryl  Kaufman,  Chief  Clerk, 
Committee  on  Public  Health,  Texas 
House  of  Representatives,  Austin,  TX 
78769. 

In  addition  to  cost  control  and  com- 
mitment authority,  the  report  discusses 
human  ecology  and  health  care  in 
South  Texas. 


Correction 

A reader  has  brought  attention  to  an  er- 
ror in  a story  that  appears  on  page  1 0 
of  the  January  1 985  issue  of  Texas 
Medicine.  Titled,  “Medical  schools 
show  slight  increase  in  enrollment,”  the 
opening  sentence  reads,  “Even  though 
there  are  approximately  nine  applicants 
for  each  opening,  Texas  medical  school 
enrollments  for  the  first  semester  of 
1 984  increased  only  slightly  over  1 983, 
and  enrollment  in  two  schools 
declined.” 

Melvin  Spira,  MD,  Houston,  pro- 
fessor and  head,  Division  of  Plastic 
Surgery,  Baylor  College  of  Medicine, 
notes  that,  “There  may  have  been  nine 
applications  (not  applicants)  for  each 
opening  in  Texas  medical  schools.  Na- 
tionally, there  are  only  1 .9  applicants  for 
each  position  in  medical  school,  but  far 
more  applications,  as  so  many  ap- 
plicants apply  to  so  many  different 
medical  schools  simultaneously.” 

We  regret  the  error. 


NEWSMAKERS 

EDITH  IRBY  JONES,  MD,  was  honored 
by  the  city  council  of  the  city  of  Houston 
for  her  contributions  to  medicine,  edu- 
cation, and  the  community.  The  first 
black  student  to  attend  the  University  of 


Edith  Irby  Jones,  MD 
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Arkansas  School  of  Medicine,  Dr  Jones 
received  her  medical  degree  in  1952 
and  has  been  in  private  practice  since 
1 962.  She  is  president-elect  of  the  Na- 
tional Medical  Association. 

LOUIS  GIRARD,  MD,  was  chosen  to  be 
the  first  recipient  of  the  New  York  Eye 
and  Ear  Infirmary  Alumni  Association 
Distinguished  Alumni  Award  for  his  out- 
standing work  as  an  ophthalmic 
surgeon,  innovator,  author,  and  lecturer. 

ALVIN  W.  BRONWELL,  MD,  a retired 
Lubbock  surgeon,  received  the  Hippo- 
cratic Award  from  the  Lubbock-Crosby- 
Garza  County  Medical  Society.  Dr 
Bronwell  began  his  private  practice  of 
general  surgery  in  Lubbock  in  1948  and 
retired  from  active  practice  in  January 
1984.  Selection  of  a recipient  of  the 


award  is  based  on  society  members’ 
evaluation  of  a doctor  as  a gentleman 
and  a physician  and  on  the  doctor’s  ser- 
vice to  the  medical  society  and  the 
community. 

MALCOLM  MAZOW,  MD,  Houston,  is 
the  new  vice  president  of  the  American 
Orthoptic  Council. 

JOSE  CARRANZA,  MD,  Houston,  has 
been  appointed  by  Health  and  Human 
Services  Secretary  Margaret  Heckler  to 
serve  on  the  National  Advisory  Council 
on  Drug  Abuse.  Dr  Carranza  is  clinical 
associate  professor  of  psychiatry  at 
The  University  of  Texas  School  of  Medi- 
cine in  Houston. 

ROBERT  WILLIAMS,  MD,  chief  of  psy- 
chiatry at  Methodist  Hospital,  Houston, 


and  chairman  of  psychiatry  at  Baylor 
College  of  Medicine,  has  been  elected 
president  of  the  American  Association 
of  Chairmen  of  Departments  of 
Psychiatry. 

RICHARD  EPPRIGHT,  MD,  Houston, 
has  been  elected  president  of  the  West- 
ern Orthopaedic  Association. 

JOHN  PRENTIC  HOWE,  MD,  has  as- 
sumed the  presidency  of  The  University 
of  Texas  Health  Science  Center  at  San 
Antonio.  Dr  Howe  formerly  was  vice 
chancellor  of  the  University  of  Massa- 
chusetts Medical  School  at  Worcester. 
He  succeeds  FRANK  HARRISON,  MD, 
who  retired  from  the  presidency  of  the 
health  science  center  after  12  years  of 
leadership. 


If  you  attend  only  one  seminar  this  year, 
this  is  the  one: 


P.M.A.  Physician  Marketing  Sc 


I I 


inar 


Marketing  has  become  an  integral  part  of  a successful  practice.  It 
takes  a comprehensive  knowledge  of  the  principles  of  marketing  and  solid 
experience  in  health  care  to  be  successful.  That’s  why  we  are  the  first 
choice  of  physicians  who  are  serious  about  marketing.  Our  staff  includes 
experts  in  the  fields  of  service  marketing  and  research,  a public  relations 
expert  from  a major  hospital  corporation  and  a practicing  general  surgeon 
with  experience  in  physician  marketing. 

We  will  be  holding  March  seminars  in  Houston,  Austin  and  Dallas. 
You  may  have  already  received  an  invitation  by  mail.  If  not,  contact  our 
office  to  reserve  your  place.  This  is  one  seminar  you  can’t  afford  to  miss. 


PROFESSIONAL  MARKETING  ASSOCIATES/301  ARGUELLO/SUITE  102/COLLEGE  STATION,  TX  77840/(409)  840-3573 
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19  dramatic  floorplans  available  from  $150,000  to  $1,000,000. 


Get  in  on  an  extraordinary  investment  opportunity  for  $2,500.  The 
Island  Princess  on  West  Galveston  Island  will  be  peerless  among  Gulf 
Coast  resort  condominiums.  Pre-construction  prices  are  well  below 
current  appraisals  and  decisively  competitive.  Completion  is  scheduled 
for  June  of  1986. 

A $2,500  refundable  deposit  will  hold  a unit  at  the  pre-construction 
price.  Letters  of  credit  for  10%  of  purchase  price  are  also  accepted  in 
lieu  of  cash  deposit.  90%  financing  through  Home  Savings  and  Loan 
(Lufkin)  for  a 25-year  term  is  guaranteed  to  qualified  buyers  at  a cost 
of  one  percent  at  closing.  If  application  cannot  be  approved,  deposit 
or  letter  of  credit  will  be  returned  without  obligation. 


Visit  our  preview  center 
and  furnished  model  or  call 

409-737-2240 

713-486-8480 


12221  San  Luis  Pass  Hwy 
(FM  3005) 

Galveston,  Texas  77551 
Open  1 p.m.-5  p.m.  M-F; 
10  a.m.-6  p.m.  weekends. 


A new  prescription 
for  Back  Ache 


The  ASSIST-A-LI  FT  Chair  has  been  approved 
by  Medicare  and  is  often  reimbursable  under 
Medicare  with  the  prescription  of  your  own 
physician. 

Come  to  BACKS  UNLIMITED  and  let  us 
show  you  this  remarkable  chair. 

We  specialize  in  being  the  best  possible 
source  of  information  and  assistance  for 
those  who  want  to  learn  about  and  care  for 
their  backs. 


The  Medicare  approved  Assist-A-Lift 
full  powered  cushion  lifting  recliner 


DO  YOU  HAVE  DIFFICULTY  SITTING  COMFORTABLY? 
DO  YOU  HAVE  DIFFICULTY  ARISING  FROM  THE 
SITTING  POSITION? 

The  ASSIST-A-LIFT  Chair  is  a new  and  innovative  recliner 
that  allows  you  many  comfortable  positions  at  finger-tip 
touch  control. 


O 


.Backs 
_ Unlimited 


2514  Suffolk  at  Westheimer 
Houston,  Texas  77027 
For  more  information,  call  (713)  961-4714 


FOR  LEASE : 

SHOAL  CREEK 
PROFESSIONAL  CENTER 
AUSTIN,  TEXAS 

900-2000  Square  Feet 
Medical  office  space  available  imme- 
diately in  one  of  Austin’s  most  pres- 
tigious and  centrally  located  medical 
and  dental  facilities. 


MARTINE  PROPERTIES,  INC. 
The  Executive  Office  Building 
411  West  13th,  Suite  1100 
Austin,  Texas  78701 
512  476-7028 


CARE  FOR  YOUR  COUNTRY. 

As  an  Army  Reserve  physician,  you  can  serve 
your  country  and  community  with  just  a small  investment" 
of  your  time.  You  will  broaden  your  professional  expe- 
rience by  working  on  interesting  medical  projects  in  your 
community.  Army  Reserve  service  is  flexible,  so  it  won’t 
interfere  with  your  practice.  You’ll  work  and  consult  with  top 
physicians  during  monthly  Reserve  meetings.  You’ll  also 
attend  funded  continuing  medical  education  programs.  You 
will  all  share  the  bond  of  being  civic-minded  physicians  who 
are  also  commissioned  officers.  One  important  benefit  of  being  an  officer  is 
the  non-contributory  retirement  annuity  you  will  get  when  you  retire  from  the 
Army  Reserve.  To  find  out  more,  simply  call  the  number  below. 


ARMY  RESERVE.  BE  ALLYOU  CAN  BE. 

Captain  Allen,  512  221-5829,  San  Antonio 
Major  Franklin,  713  229-2744,  Houston 
Captain  Murphy,  214  669-9285,  Dallas 
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Before  you  finance  a 
car  talk  to  the  most 
experienced, 
independent 
automobile  leasing 
people  in  Texas. 


Z easing  Resources, 

Inc.  has  the  experi- 
ence and  financial  re- 
sources to  deliver  the  best 
custom  automobile  lease 
package  for  you. 

Leasing  Resources  offers 
you  the  financial  security  of 
the  Guaranteed  Lease  Value 
Plan®.  LRI  guarantees  your 
new  car’s  trade-in  value  up 
front  — in  writing.  If  you 
drive  the  car  to  full  term, 
you  have  3 easy  options. 

1)  Pay  the  trade-in  value 
and  keep  the  car; 

2)  Or  turn  it  in  and  apply 
any  equity  to  a new 
lease; 

3)  Or  keep  any  equity  and 
walk  away! 

You’ll  choose  LRI  over 
the  competition  because  of 
the  Guaranteed  Lease  Value 
Plan®  and  because  our  avail- 
able range  of  banking  re- 
sources — whether  it’s 
terms,  rates,  mileage  or 
credit  requirements  — en- 
ables LRI  to  custom  design 
your  lease. 

Plus,  you  get  the  benefits 
of  leasing  over  buying: 

100%  financing  with  lower 
monthly  payments. 

Protect  your  cash  flow  — 
call  Leasing  Resources  for 
an  appointment  today. 


LEASING 

RESOURCES 

INCORPORATE!! 

Where  Experience  Counts. 

In  Dallas  — 739-7117 
In  Texas  — 1-800-442-6067 

Free  delivery  throughout  Texas. 


m 
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Add  Spirometry 
to  your  practice.. 


...the  Autospiro  SD-System 


Featuring  a Spirometric 
Diagnostic  System 
designed  for  the 
physician’s  office. 

Vital  to  a busy  practice 

The  Autospiro-SDS  is  portable,  compact  and 
lightweight.  Yet  its  simple,  low-cost  operation 
will  yield  the  most  sophisticated  data  accurately 
and  automatically. 

The  Spirometric  Diagnostic  System  (SDS) 
provides  step-by-step  instructions  and  moni- 
tors every  test.  The  micro-computer  will 
calculate  8 vital  test  parameters  and  provide 
an  instantaneous  diagnostic  interpretation 
through  comparison  with  standard  prediction 
values  for  both  adults  and  children. 

Permanent  record  of  results 

The  graphic  printer  provides  patient  information, 
a complete  test  summary  print  out,  plus  the 
valuable  Flow-Volume  and  FVC  curves  neces- 
sary for  third-party  reimbursement. 


Economical 

The  computerized  SD-System  allows  a busy 
office  to  add  spirometry  easily  and  economi- 
cally. By  automatically  analyzing  a single 
expiration  to  yield  a complete  print  out,  the 
Autospiro  SD-System  can  be  efficiently  utilized 
without  requiring  extra  personnel,  lengthy 
calculations,  or  special  training.  Spirometry 
can  justifiably  increase  your  office  billing  by 
becoming  an  integral  part  of  a complete 
examination. 

Contact  us  for  details  and  a demonstration  today! 

R-B  INSTRUMENTS  CO. 

P.O.  Box  37271,  Houston,  TX  77237 

(713)  774-0458  or  800-323-1674 


SERVING  ALL  OF  TEXAS 


r 


Name 

Specialty . 
Address_ 
City 


State. 


_Zip_ 


Phone  

□ I would  like  a demonstration  in  my 

office  at  my  convenience.  Please  contact  me. 
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State  of  the  Art  Protection 


State  of  the  art.  Such  a bold  statement  is  usually 
descriptive  of  medical  technology,  not  malpractice 
insurance.  But  the  level  of  achievement  Insurance 
Corporation  of  America  has  maintained  since  its 
founding  nine  years  ago  can  be  depicted  in  no  other 
way.  Just  as  the  qualities  embraced  by  this  assertion — 
strength,  expertise,  responsibility — are  necessary 
elements  of  your  daily  practice,  they  are  essential  to 
our  corporate  philosophy. 

Our  highly  selective  approach  to  underwriting, 
conservative  investment  philosophy  and  prudent 
operating  policies  provide  a strong  financial  base, 
which  solidifies  our  ability  to  protect  your  practice. 


Further,  as  a single-line  carrier,  our  commitment  to 
you  is  to  provide  a quality  product  and  service  for 
your  special  needs. 

Insurance  industry  submission  to  non-meritorious 
claims  is  a major  reason  why  malpractice  litigation  is 
a booming  business  and  why  physicians  are  paying 
the  price.  ICA  counters  in  this  volatile  market  by 
acting  rather  than  reacting  with  an  aggressive 
defense  posture.  And  our  strong,  professional  claims 
defense  team  is  the  cornerstone  of  our  responsibility 
to  you. 

State  of  the  art  protection — a bold  step  forward  in 
professional  liability  insurance. 

The  Specialist  in 
Professional  Liability . 

INSURANCE 
CORPORATION 
OF  AMERICA 

Houston,  Texas 


ENTERO-TEST 


NEW  APPLICATIONS  FOR: 


• Enteric  Cocck/iosis  diagnosis  in  A.I.D.S. 
High  Risk  Groups  and  A. I.D.S.  Patients.1 

• Bilirubin  recovery  and  analysis.2 


You've  used  the  Entero-Test  for  years.  . . for  reliable  Giardia  and  Strongy/oides 
recovery.3  Now  Entero-Test  is  indicated  for  even  wider  diagnostic  use. 


1.  Whiteside,  M.E.:  Enteric  Coccidiosis 
among  patients  with  the  Acquired 
Immunodeficiency  Syndrome. 

Am.  J.  Trop  Med.  Hyg.  33(6)  1984 


2.  Gourley  G.  et  al:  A Rapid  Method 
for  Collection  and  Analysis  of  Bile 
Pigments  in  Humans 
Gastroenterol,  84(5)  2,  1984 


3.  Rabbani  G.H.  et  al:  Comparison  of 
String-test  and  Stool  Examination  in 
the  Diagnosis  of  Strongyloidiasis  and 
Giardiasis  in  Gastroenteritis  Patients. 
As.  Med.  J.  25:695,  1982 


For  more  information  about  the  Entero-Test  contact: 

HDC  Corporation  • 2551  Casey  Avenue  • Mountain  View  CA.  94043 
(800)  227-8162  or  (415)  961-9332 


CORPORATION 


When  does 


two  equal  four? 


When  you  prescribe 

VELOSEFcapsules 

(Cephradine  Capsules  USP1 


Two  capsules  of  Velosef  500  mg  BID 
can  be  as  effective  as  250  mg 
QID  — four  capsules  — of  the 
leading  oral  cephalosporin... 
decide  for  yourself! 

Velosef  provides  BID  effectiveness  in  upper 
and  lower  respiratory  tract  infections. . . in  uri- 
nary tract  infections,  including  cystitis  and  pros- 
tatitis. . . in  skin/skin  structure  infections  when  due 
to  susceptible  organisms. 

Please  see  prescribing  information  that  follows. 


100  capsules  NOC  0003-0114-50 

500  mg  \ 

VELOSEF  '500’ 

Cephradine  Capsules  USP 

Usual  dosage:  See  insert 


...at  the  same  time  become  eligible  for  our 
“Computers  in  Health  Care  Drauuing.’’ 

Have  your  name  entered  for  a chance  to  win 
your  own  Office  Computer  Diagnosis  Center 
or  other  valuable  “user-friendly”  prizes. 

□ Five  (53  Grand  Prizes. . . OFFICE  COMPUTER  DIAGNOSIS  CENTER ...  an 
IBM-PC  computer  with  software  that  encompasses  hundreds  of  diseases, 
thousands  of  symptoms!  A $5,  BOO. 00  value! 

□ Five  C5]  First  Prizes ...  a briefcase-size  Ftewlett-Packard  Portable 
Computer  valued  at  $3,900.00. 

□ 500  Second  Prizes ...  a copy  of  Computerizing  Your  Medical  Office: 

A Guide  for  Physicians  and  Their  Staffs  valued  at  $1 7. 50 


Just  complete  and  return  the  attached  reply  card! 


OFFICIAL  RULES:  “Computers  in  Health  Care  Drawing" 

NO  PURCHASE  NECESSARY 

(1 .)  On  an  official  entry  form  handprint  your  name,  address  and  zip  code. 
You  may  also  enter  by  handprinting  your  name,  address  and  zip  code  and 
the  words  "Velosef -Computers  in  Health  Care"  on  a 3"  x 5"  piece  of  paper 
Entry  forms  may  not  be  mechanically  reproduced.  (2.)  Enter  as  often  as 
you  wish,  but  each  entry  must  be  mailed  separately  to:  "COMPUTERS  IN 
HEALTH  CARE  DRAWING,"  R0  Box  3036,  Syosset,  NY  11775.  All  entries 
must  be  received  by  September  9, 1985.  (3.)  Winners  will  be  selected 
in  random  drawings  from  among  all  entries  received  by  the 
National  Judging  Institute,  Inc.,  an  independent  judging  organi- 
zation whose  decisions  are  final  on  all  matters  relating  to  this 
sweepstakes.  All  prizes  will  be  awarded  and  winners  notified  by 


mail.  Only  one  prize  to  an  individual  or  household.  Prizes  are 
nontransferable  and  no  substitutions  or  cash  equivalents  are 
allowed.  Taxes,  if  any,  are  the  responsibility  of  the  individual 
winners.  No  responsibility  is  assumed  for  lost,  misdirected  or 
late  mail.  Winners  may  be  asked  to  execute  an  affidavit  of  eligi- 
bility and  release.  (4.)  Sweepstakes  open  only  to  physicians  residing  in 
the  U S A.,  except  employees  and  their  families  of  E.R.  SQUIBB  & SONS, 
INC.,  its  affiliates,  subsidiaries,  advertising  agencies,  and  Don  Jagoda 
Associates,  Inc.  This  offer  is  void  wherever  prohibited,  and  subject  to  all 
federal,  state  and  local  laws  (5.)  For  a list  of  major  prize  winners, 
send  a stamped,  self-addressed  envelope  to:  “COMPUTERS  IN 
HEALTH  CARE”  WINNERS  LIST,  P.0.  Box  3154,  Syosset,  NY 
11775. 


VELOSEF®  CAPSULES 
Cephradine  Capsules  USP 

VELOSEF®  FOR  ORAL  SUSPENSION 
Cephradine  for  Oral  Suspension  USP 

DESCRIPTION:  Velosef  '250'  Capsules  and  Velosel  '500'  Capsules 
(Cephradine  Capsules  USP)  provide  250  mg  and  500  mg  cephradine, 
respectively,  per  capsule,  Velosef  '125'  for  Oral  Suspension  and  Velosef  '250' 
for  Oral  Suspension  (Cephradine  for  Oral  Suspension  USP)  after  constitution 
provide  125  and  250  mg  cephradine,  respectively,  per  5 ml  teaspoonful. 

INDICATIONS  AND  USAGE:  These  preparations  are  indicated  lor  the 
treatment  of  infections  caused  by  susceptible  strains  ol  designated 
microorganisms  as  follows:  Respiratory  Tract  Infections  (e.g.,  tonsillitis, 
pharyngitis,  and  lobar  pneumonia)  due  to  S.  pneumoniae  (formerly  D.  pneu- 
moniae) and  group  A beta-hemolytic  streptococci  [penicillin  is  the  usual  drug 
of  choice  in  the  treatment  and  prevention  of  streptococcal  infections,  includ- 
ing the  prophylaxis  of  rheumatic  fever;  Velosef  (Cephradine,  Squibb)  is 
generally  effective  in  the  eradication  of  streptococci  from  the  nasopharynx; 
substantial  data  establishing  the  efficacy  of  Velosef  in  the  subsequent  preven- 
tion of  rheumatic  fever  are  not  available  at  present];  Otitis  Media  due  to  group 
A beta-hemolytic  streptococci,  H.  influenzae,  staphylococci,  and  S.  pneu- 
moniae: Skin  and  Skin  Structures  Infections  due  to  staphylococci  and  beta- 
hemolytic  streptococci;  Urinary  Tract  Infections,  including  prostatitis,  due  to 
E.  coli,  P mirabilis,  Klebsiella  species,  and  enterococci  (S.  faecalis). 

Note:  Culture  and  susceptibility  tests  should  be  initiated  prior  to  and  dur- 
ing therapy. 

CONTRAINDICATIONS:  In  patients  with  known  hypersensitivity  to  the 
cephalosporin  group  of  antibiotics. 

WARNINGS:  Use  cephalosporin  derivatives  with  great  caution  in  penicillin- 
sensitive  patients  since  there  is  clinical  and  laboratory  evidence  ol  partial 
cross-allergenicity  of  the  two  groups  of  antibiotics:  there  are  instances  of 
reactions  to  both  drug  classes  (including  anaphylaxis  after  parenteral  use). 

In  persons  who  have  demonstrated  some  form  of  allergy,  particularly  to 
drugs,  use  antibiotics,  including  cephradine,  cautiously  and  only  when  abso- 
lutely necessary. 

Pseudomembranous  colitis  has  been  reported  with  the  use  of 
cephalosporins  (and  other  broad  spectrum  antibiotics);  therefore, 
it  is  important  to  consider  its  diagnosis  in  patients  who  develop 
diarrhea  in  association  with  antibiotic  use.  Treatment  with  broad  spec- 


trum antibiotics  alters  normal  flora  of  the  colon  and  may  permit  overgrowth  of 
Clostridia.  Studies  indicate  a toxin  produced  by  Clostridium  difficile  is  one 
primary  cause  of  antibiotic-associated  colitis.  Cholestyramine  and  colestipol 
resins  have  been  shown  to  bind  the  toxin  in  vitro.  Mild  cases  of  colitis  may 
respond  to  drug  discontinuance  alone.  Manage  moderate  to  severe  cases 
with  fluid,  electrolyte  and  protein  supplementation  as  indicated.  Oral  vanco- 
mycin is  the  treatment  of  choice  for  antibiotic-associated  pseudomembra- 
nous colitis  produced  by  C.  dillicile  when  the  colitis  is  severe  or  is  not 
relieved  by  drug  discontinuance;  consider  other  causes  of  colitis. 

PRECAUTIONS:  General:  Follow  patients  carefully  to  detect  any  side 
effects  or  unusual  manifestations  of  drug  idiosyncrasy.  If  a hypersensitivity 
reaction  occurs,  discontinue  the  drug  and  treat  the  patient  with  the  usual 
agents,  e.g.,  pressor  amines,  antihistamines,  or  corticosteroids.  Administer 
cephradine  with  caution  in  the  presence  of  markedly  impaired  renal  function 
In  patients  with  known  or  suspected  renal  impairment,  make  careful  clinical 
observation  and  appropriate  laboratory  studies  prior  to  and  during  therapy  as 
cephradine  accumulates  in  the  serum  and  tissues.  See  package  insert  for 
information  on  treatment  of  patients  with  impaired  renal  function.  Prescribe 
cephradine  with  caution  in  individuals  with  a history  of  gastrointestinal  dis- 
ease, particularly  colitis.  Prolonged  use  of  antibiotics  may  promote  the  over- 
growth of  nonsusceptible  organisms.  Take  appropriate  measures  should 
superinfection  occur  during  therapy.  Indicated  surgical  procedures  should  be 
performed  in  conjunction  with  antibiotic  therapy. 

information  for  Patients:  Caution  diabetic  patients  that  false  results 
may  occur  with  urine  glucose  tests  (see  PRECAUTIONS,  Drug/Laboratory 
Test  Interactions).  Advise  the  patient  to  comply  with  the  full  course  of  therapy 
even  if  he  begins  to  feel  better  and  to  take  a missed  dose  as  soon  as  possible 
Tell  the  patient  he  may  take  this  medication  with  food  or  milk  since  G.l.  upset 
may  be  a factor  in  compliance  with  the  dosage  regimen.  The  patient  should 
report  current  use  of  any  medicines  and  should  be  cautioned  not  to  take  other 
medications  unless  the  physician  knows  and  approves  of  their  use  (see 
PRECAUTIONS.  Drug  Interactions). 

Laboratory  Tests:  In  patients  with  known  or  suspecred  renal  impair- 
ment, it  is  advisable  to  monitor  renal  function. 

Drug  Interactions:  When  administered  concurrently,  the  following  drugs 
may  interact  with  cephalosporins: 

Other  antibacterial  agents  — Bacteriostats  may  interfere  with  the  bacterici- 
dal action  of  cephalosporins  in  acute  infection;  other  agents,  e.g.,  amino- 
glycosides, colistin,  polymyxins,  vancomycin,  may  increase  the  possibility  of 
nephrotoxicity. 


Can  tuuo  really  equal  four? 

Find  out  today  and  participate  in  the 
VELOSEF'  Capsules  (Cephradine  Capsules  USP) 
“Computers  in  Health  Care  Draiuing.” 

□ Please  send  me  a clinical  trial  supply  of  40  Velosef  Capsules 
500  mg  and  enter  my  name  in  the  “Computers  in  Health 
Care  Drawing.” 

Please  type  or  print  clearly. 


Name 


Address 

City 

State 

Zip 

Signature 

MD 

SQUIBB 


□ I do  not  wish  to  receive  a trial  supply  of  Velosef  Capsules  at 
this  time,  but  please  enter  my  name  in  the  “Computers  in 
Health  Care  Drawing.” 

ALL  ENTRIES  MUST  BE  RECEIVED  BY  SEPTEMBER  9,  1985. 
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VELOSEF  Capsules 

(Cephradine  Capsules  USP) 


BID 


Diuretics  (potent  "loop  diuretics,"  e.g.,  furosemide  and  ethacrynic  acid) 

— Enhanced  possibility  for  renal  toxicity. 

Probenecid — Increased  and  prolonged  blood  levels  of  cephalosporins, 
resulting  in  increased  risk  of  nephrotoxicity. 

Drug/Laboratory  Test  Interactions:  After  treatment  with  cephradine,  a 
false-positive  reaction  for  glucose  in  the  urine  may  occur  with  Benedict’s 
solution,  Fehling's  solution,  or  with  Clinitest®  tablets,  but  not  with  enzyme- 
based  tests  such  as  Clinistix®  and  Tes-Tape®.  False-positive  Coombs  test 
results  may  occur  in  newborns  whose  mothers  received  a cephalosporin  prior 
to  delivery.  Cephalosporins  have  been  reported  to  cause  false-positive  reac- 
tions in  tests  for  urinary  proteins  which  use  sulfosalicylic  acid,  false 
elevations  of  urinary  17-ketosteroid  values,  and  prolonged  prothrombin 
times. 

Carcinogenesis,  Mutagenesis:  Long-term  studies  in  animals  have  not 
been  performed  to  evaluate  carcinogenic  potential  or  mutagenesis. 

Pregnancy  Category  B:  Reproduction  studies  have  been  performed  in 
mice  and  rats  at  doses  up  to  4 times  the  maximum  indicated  human  dose  and 
have  revealed  no  evidence  of  impaired  fertility  or  harm  to  the  fetus  due  to 
cephradine.  There  are,  however,  no  adequate  and  well-controlled  studies  in 
pregnant  women.  Because  animal  reproduction  studies  are  not  always  predic- 
tive of  human  response,  use  this  drug  during  pregnancy  only  if  clearly 
needed. 

Nursing  Mothers:  Since  cephradine  is  excreted  in  breast  milk  during 
lactation,  exercise  caution  when  administering  cephradine  to  a nursing 
woman. 

Pediatric  Use:  Adequate  information  is  unavailable  on  the  efficacy  of 
b.i.d.  regimens  in  children  under  nine  months  of  age 

ADVERSE  REACTIONS:  Untoward  reactions  are  limited  essentially  to  G.l. 
disturbances  and,  on  occasion,  to  hypersensitivity  phenomena.  The  latter  are 
more  likely  to  occur  in  persons  who  have  previously  demonstrated  hypersen- 

© 1985  E.R.  Squibb  S.  Sons.  Inc. 


sitivity  and  those  with  a history  of  allergy,  asthma,  hay  fever,  or  urticaria. 

The  following  adverse  reactions  have  been  reported  following  use  of 
cephradine:  G.l.  — Symptoms  of  pseudomembranous  colitis  can  appear  dur- 
ing antibiotic  therapy;  nausea  and  vomiting  have  been  reported  rarely.  Skin 
and  Hypersensitivity  Reactions  — mild  urticaria  or  skin  rash,  pruritus,  joint 
pains.  Hematologic  — mild  transient  eosinophilia,  leukopenia  and  neutrope- 
nia. Liver  — transient  mild  rise  of  SGOT,  SGPT,  and  total  bilirubin  with  no 
evidence  of  hepatocellular  damage.  Renal  — transitory  rises  in  BUN  have 
been  observed  in  some  patients  treated  with  cephalosporins;  their  frequency 
increases  in  patients  over  50  years  old.  In  adults  for  whom  serum  creatinine 
determinations  were  performed,  the  rise  in  BUN  was  not  accompanied  by  a 
rise  in  serum  creatinine.  Others  — dizziness,  tightness  in  the  chest,  and 
candidal  vaginitis. 

DOSAGE:  Adults  — For  respiratory  tract  infections  (other  than  lobar 
pneumonia)  and  skin  and  skin  structure  infections:  250  mg  q.  6 h or  500  mg 
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CANCER  UPDATE 


Advances  In  the  management  of  childhood  leukemia 

W.  Paul  Bowman,  MD 

Remarkable  progress  has  been  realized  in  the  management 
of  acute  lymphocytic  leukemia  of  childhood  (ALL)  and  related 
disorders  since  the  first  application  of  anticancer  chemother- 
apy more  than  30  years  ago.  Patients  with  diseases  that 
were  universally  fatal  in  the  1950s  may  now  be  offered  the 
prospect  for  long-term,  disease-free  survival  and,  perhaps, 
cure  in  50%  or  more  of  cases  (1 ).  This  progress  is  largely 
a result  of  the  development  of  strategies  of  combination 
chemotherapy  and  radiation  therapy  and  their  refinement 
over  a number  of  years. 

Although  it  is  a rare  disease,  ALL  continues  to  be  an  im- 
portant one  for  the  following  reasons:  First,  it  is  potentially 
curable;  second,  it  usually  strikes  children  who  were  in  good 
health  previously,  and  overlooking  the  diagnosis  may  result 
in  unnecessary  complications;  and  third,  ALL  is  a model  dis- 
ease for  study  of  cancer  cell  biology  and  for  application  of 
treatment  strategies  which  may  have  importance  to  other 
cancers,  both  of  children  and  adults. 

In  this  article  I will  summarize  the  current  status  of  the 
treatment  of  ALL  and  related  disorders  with  an  emphasis  on 
recent  developments  and  prospects  for  the  future. 

Toward  cure  of  childhood  leukemia 

By  the  late  1950s,  a handful  of  chemotherapeutic  agents 
were  available  which,  when  used  singly,  could  induce  mirac- 
ulous though  temporary  remissions  of  childhood  leukemia.  In 
spite  of  these  dramatic  responses  to  treatment,  the  general 
approach  was  palliation,  on  the  assumption  that  the  disease 
would  ultimately  prove  fatal.  Long-term  survival  was  excep- 
tional and  fewer  than  5%  of  patients  were  still  alive  five  years 
after  diagnosis. 

In  the  early  1960s,  a few  investigators  began  to  develop 
treatment  strategies  intended  to  cure  the  disease.  These 
were  based  upon  the  use  of  anti-leukemic  drugs  in  combina- 
tions rather  than  one  at  a time.  The  application  of  two  or  more 
drugs  (especially  vincristine  and  prednisone)  improved  the 
initial  response  rate,  with  more  than  85%  of  the  patients 
achieving  a complete  remission  defined  by  disappearance  of 
all  measurable  signs  of  leukemia,  including  bone  marrow  ma- 
lignant blast  cells,  and  restoration  of  normal  hematopoiesis 
and  a good  state  of  health.  These  remissions  were  gratifying, 
but  most  patients  sustained  bone  marrow  relapse  and  ulti- 


W.  Paul  Bowman,  MD,  FRCT  (C),  Co-director,  Division  of  Hematology- 
Oncology,  Children's  Hematology-Oncology  Associates,  Cook  Children's 
Hospital,  1 21 2 W Lancaster  Ave,  Fort  Worth,  TX  76102. 

This  article  has  been  named  a recipient  of  the  Harriet  Cunningham  Citation  for 
Meritorious  Scientific  Writing.  The  award,  named  in  memory  of  a longtime 
managing  editor  of  Texas  Medicine,  recognizes  review  articles  of  exceptional 
scientific  quality  published  in  the  journal. 


mately  died  of  their  disease.  Hence  arose  the  concept  of 
maintenance  therapy  with  different  drugs  given  during  remis- 
sion in  an  effort  to  prevent  relapse.  Various  combinations, 
notably  methotrexate  and  mercaptopurine,  resulted  in  pa- 
tients having  longer  and  longer  bone  marrow  remissions. 

With  this  improvement  in  survival  a new  problem  surfaced, 
namely  the  appearance  of  central  nervous  system  (lep- 
tomeningeal,  CNS)  leukemia.  Approximately  two  thirds  of  all 
remissions  were  terminated  by  CNS  relapse,  usually  within 
one  year  of  diagnosis.  Based  upon  the  hypothesis  that  leuke- 
mic blast  cells  in  the  meninges  represented  a pharmacologic 
sanctuary  protected  from  the  effects  of  systemic  chemother- 
apy, efforts  to  prevent  this  complication  began  to  focus  on  the 
delivery  of  radiation  therapy  to  the  central  nervous  system 
with  or  without  the  simultaneous  intrathecal  administration  of 
methotrexate.  Initial  radiation  doses  of  500  to  1 ,200  rad  were 
insufficient  to  lower  the  risk  of  meningeal  relapse,  but  a 
milestone  study  (St  Jude  Total  Therapy  V)  utilized  larger 
doses  of  2,400  rad  with  superior  results  (2).  This  protocol, 
initiated  in  1967,  ushered  in  the  modern  era  of  combined 
modality  therapy  for  childhood  ALL.  The  key  elements  in  this 
program  were:  combination  chemotherapy  for  remission 
induction,  CNS  "prophylaxis 1 with  cranial  irradiation  and  in- 
trathecal methotrexate,  and  a 2Vz-  to  3-year  maintenance 
phase  of  therapy  with  a different  drug  combination  than  that 
used  for  initial  induction.  With  this  approach  and  others  mod- 
eled after  it,  it  was  no  longer  unusual  for  children  with  ALL  to 
enjoy  lengthy  remissions  of  three  to  five  years  in  as  many 
as  50%  of  cases. 

These  striking  advances  of  the  late  1 960s  were  followed  by 
two  major  observations  in  the  early  1 970s.  First,  for  many 
patients,  lasting  remissions  did  not  depend  upon  treatment 
being  continued  indefinitely,  and  for  the  majority  of  children 
who  remained  in  remission,  therapy  could  be  discontinued 
electively  after  2V2  to  3 years  with  a low  subsequent  inci- 
dence of  relapse  (approximately  20%)  (3).  Second,  one  must 
strive  in  one’s  efforts  at  cure  with  the  primary  therapy.  With 
few  exceptions,  patients  who  sustain  relapse,  especially  in 
the  bone  marrow,  have  resistant  and  incurable  disease. 
Though  successive  remissions  may  be  induced,  these  are 
usually  of  short  duration  and  the  disease  ultimately  becomes 
refractory  to  therapy. 

With  more  leukemia  patients  surviving  for  longer  periods, 
new  problems  arose  which  needed  to  be  solved.  While  pa- 
tients were  in  complete  remission,  as  many  as  5%-7%  of 
them  died  from  opportunistic  infections.  Notable  among  the 
etiologies  was  Pneumocystis  carinii  pneumonia.  It  was  sub- 
sequently learned  that  this  devastating  infection  could  be 
prevented  in  virtually  100%  of  patients  with  regular  admin- 
istration of  cotrimoxazole  (4).  Varicella-zoster  virus  continued 
to  be  a serious  problem  with  a 7%  mortality  when  this  in- 
fection developed  while  chemotherapy  was  being  given. 
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Hyperimmune  globulin  given  shortly  after  exposure  lowered 
the  risk  of  visceral  dissemination.  There  is  some  hope  for  a 
useful  varicella  vaccine,  but  this  infection  continues  to  strike 
fear  in  the  hearts  of  leukemia  therapists.  In  the  1970s  addi- 
tional improvements  in  supportive  therapy,  the  wider  avail- 
ability of  blood  components,  and  newer  antibiotics  had  a 
favorable  impact  on  management  of  infectious  and  hema- 
tologic complications,  especially  in  the  initial  induction  phase 
of  treatment.  It  was  also  learned  in  the  1 970s  that  the  simple 
application  of  additional  drugs  to  an  already  established 
treatment  regimen  might  not  improve  the  long-term  remission 
rates  (5).  In  fact,  the  indiscriminate  use  of  multiple  drugs 
might  cause  not  only  excessive  immunosuppression,  but 
also  necessitate  compromise  of  the  dosages  of  the  more 
effective  agents. 

By  the  end  of  the  1 970s,  a number  of  clinical  trials  had 
been  completed,  modeled  after  the  breakthrough  studies  of 
the  1 960s.  A standard  therapy  for  childhood  ALL,  against 
which  all  others  must  be  compared,  is  recorded  in  Fig  1 along 
with  the  anticipated  results.  By  the  end  of  the  1 970s  it  was 
possible  to  weigh  the  achievements  in  treating  childhood  ALL 
and  also  to  recognize  the  limitations  of  these  approaches. 
Since  many  children  who  had  completed  therapy  in  the  early 
1970s  were  still  in  long-term  remission  several  years  later, 
the  concept  of  cure  for  childhood  leukemia  was  established. 
However,  for  as  many  as  50%  of  the  patients,  the  success 
did  not  last  and,  after  a period  of  time,  the  leukemic  cells 
escaped  the  effects  of  treatment,  leading  to  relapses  and 
death  from  refractory  disease.  On  the  other  hand,  some  of 
the  long-term  survivors  found  that  therapy  imposed  signifi- 
cant and  undesirable  handicaps  on  their  quality  of  life. 

Childhood  leukemia  in  the  1980s 

With  the  foundations  laid  in  the  past  two  decades,  we  are 
recognizing  important  clinical  and  biological  prognostic  fac- 
tors which  may  explain  differences  in  treatment  response 
and  long-term  survival  (6).  Before  its  successful  treatment, 


1.  Total  therapy  of  childhood,  acute  lymphocytic  leukemia. 


Phase 

Method 

Result 

Remission 

induction 

Prednisone,  vincristine, 
asparaginase  (4  weeks) 

90%+  enter 

remission 

CNS  prophylaxis 

Cranial  irradiation  (2,400  R)  + 
intrathecal  methotrexate 
(3  weeks) 

<10% 

CNS  relapse 

Maintenance  of 
remission 

Mercaptopurine,  methotrexate 
+ prednisone-vincristine 
pulses  (2’/2-5  years) 

50%-60%  remain 
in  remission 

Cessation  of 
therapy 

Patient  followed  after  elective 
stopping  of  antileukemic 
drugs 

35%-50%  still  in 
remission  8 years 
post  diagnosis 

childhood  ALL  was  thought  to  be  a homogeneous  and  fatal 
disease.  It  is  becoming  increasingly  clear  that  there  may  be 
marked  variations  in  leukemia  cell  biology  that  influence  the 
rate  of  cell  growth,  the  likelihood  of  development  of  drug  re- 
sistance, and  the  tendency  to  involve  extramedullary  sites 
such  as  the  CNS  and  gonads.  The  major  factors  that  have  a 
bearing  on  the  attainment  and  maintenance  of  clinical  remis- 
sion are  (a)  the  burden  of  leukemic  cells  at  diagnosis,  (b) 
biological  factors  related  to  the  rate  of  cell  growth,  and  (c) 
poorly  understood  host  factors.  The  first  two  factors  are 
closely  interrelated.  It  is  true  that  patients  with  the  largest 
quantity  of  leukemia  at  diagnosis,  as  measured  by  white 
blood  cell  count  elevation  and  enlargement  of  liver  and  spleen, 
are  often  those  with  the  shortest  histories  of  illness.  This  ap- 
pears to  result  from  variability  in  the  proportion  of  dividing 
leukemic  cells  from  one  patient  to  another.  The  larger  the 
proportion  that  are  actively  dividing  (the  growth  fraction),  the 
more  rapidly  will  the  total  number  of  cells  increase. 

Fig  2 shows  some  of  the  major  prognostic  factors  that  have 
a bearing  on  response  to  treatment.  The  most  crucial  of  the 
clinical  prognostic  factors  is  the  white  blood  cell  count  at  di- 
agnosis. The  higher  this  value,  the  less  likely  the  patient  will 
have  a lasting  remission  and  be  cured  of  his  disease.  Based 
upon  a constellation  of  prognostic  factors,  it  is  increasingly 
possible  to  identify  subsets  of  patients  with  a very  good  or  a 
very  bleak  outlook  when  treated  with  the  previously  men- 
tioned standard  therapy.  For  example,  the  likelihood  of  long- 
term survival  may  be  80%  or  more  for  a little  girl,  age  5,  who 
is  white  and  whose  initial  white  blood  cell  count  is  below 
1 0,000  mm3.  On  the  other  hand,  an  adolescent  boy  with  a 
white  blood  cell  count  over  50,000  mm3  may  be  expected  to 
have  a less  than  25%  chance  of  cure.  In  most  patients  ALL  is 
a bone-marrow-derived  disease  with  involvement  of  other 
organ  systems  being  secondary.  However,  a substantial  mi- 
nority of  patients  present  with  apparent  lymphomatous  tumor 
masses  and  a leukemic  blood  picture.  Such  cases  are  often 
of  the  T-  or  B-cell  type  (as  will  be  discussed  later)  and  are 


2.  Clinical  and  biological  prognostic  factors  at  the  time  of  diagnosis  in 
childhood  ALL 


Factor 

Better 

Worse 

Initial  white  blood  count 

Low 

High 

Age 

2-10 

<2  or  >10 

Sex 

Female 

Male 

Race 

White 

Black 

Liver/spleen  enlarged 

No 

Yes 

Tumor  masses 

No 

Yes 

CNS  involved 

No 

Yes 

Blast  cell  morphology 

L-1 

L-2  or  L-3 

Cell  surface  phenotype 

“Non-T,  Non-B 

CALLA  + 

TorB 

Leukemia  cell  karyotype 

Hyperdiploid 

Pseudodiploid 
(+  marker) 
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associated  with  a poor  prognosis  when  standard  therapy  is 
applied.  Involvement  of  the  CNS,  as  documented  by  blast 
cells  in  the  spinal  fluid  at  diagnosis,  is  rare  before  treatment 
but  carries  a relatively  unfavorable  prognosis.  In  recent 
years,  it  has  been  recognized  that  there  are  morphologic 
variants  of  the  leukemic  lymphoblasts  which  are  also  corre- 
lated with  response  to  therapy.  The  majority  of  childhood 
cases  consist  primarily  of  cells  known  as  L-1 , in  which  there 
is  a high  nucleocytoplasmic  ratio  and  relatively  indistinct 
chromatin.  Patients  with  L-2  morphology  (larger  cells  with 
more  abundant  cytoplasm  and  more  distinct  nucleoli)  or 
L-3  morphology  (prominent  vacuolation  and  cytoplasmic 
basophilia — so-called  Burkitt  tumor  cells)  have  a poor  prog- 
nosis relative  to  the  L-1  cases. 

A great  deal  is  being  learned  about  the  biological  corre- 
lates of  these  clinical  variants  of  ALL.  The  two  areas  that 
provoke  the  greatest  interest  are  the  immunologic  phenotype 
and  the  chromosome  constitution  (karyotype)  of  the  leuke- 
mic cells. 

Immunologic  phenotype 

In  the  past  ten  years,  a great  deal  has  been  learned  about 
blood  lymphocytes  and  their  function.  Much  of  our  knowledge 
has  evolved  from  the  recognition  that  there  are  functionally 
distinct  subsets  of  these  cells  which  can  be  recognized  by 
their  surface  characteristics.  There  are  two  major  categories 
of  circulating  lymphocyte:  the  thymus-derived  or  T-cell,  and 
the  bone-marrow-derived  or  B-cell.  T-cells  are  identified  by 
their  capacity  to  form  rosettes  when  incubated  with  sheep 
red  blood  cells  and  by  the  presence  on  their  surface  of  char- 
acteristic T-cell  differentiation  antigens.  B-cells,  on  the  other 
hand,  are  identified  by  their  capacity  to  synthesize  immu- 
noglobulin, which  is  present  on  their  cells’  surfaces.  The 
application  of  these  same  studies  to  the  investigation  of  leu- 
kemic lymphoblasts  has  revealed  biological  subsets  which 
predict  clinical  behavior  (7).  Approximately  1 5%  of  childhood 
ALL  can  be  classified  as  T-cell  in  type;  approximately  2%  of 
cases  as  B-cell  in  type;  and  the  remainder  as  non-T,  non-B  or 
“null  cell.’’  The  majority  of  the  latter  category  express  on  their 
surface  a lymphoid  stem  cell  antigen  known  as  the  common 
ALL  antigen  (CALLA). 

The  recognition  of  T-cell  ALL  is  important  for  a number  of 
reasons.  Approximately  half  of  these  cases  present  with  an 
anterior  mediastinal  (thymic)  tumor  mass,  suggesting  that 
the  leukemic  process  has  had  an  extramedullary  origin.  In 
contrast  to  the  majority  of  cases  of  childhood  ALL,  there  is  a 
marked  preponderance  (4 : 1 ) of  males  over  females  with  re- 
spect to  the  occurrence  of  T-cell  disease.  T-cell  ALL  does  not 
show  the  striking  peak  age  incidence  between  3 and  5 years 
that  is  typical  of  the  null-cell  type.  In  fact,  it  tends  to  be  some- 
what more  frequent  in  later  childhood  and  adolescence.  Of 
great  importance  clinically  is  the  fact  that  T-lymphoblasts 


tend  to  have  a high  growth  fraction,  resulting  in  a large  bur- 
den of  leukemic  cells  at  diagnosis,  often  with  a very  high 
white  blood  cell  count.  The  rapidity  of  cell  growth  is  in  all 
likelihood  related  to  the  tendency  for  drug  resistant  leukemic 
cells  to  emerge  early  in  therapy,  and  for  a high  risk  of  CNS 
and/or  bone  marrow  relapse  in  the  majority  of  these  patients 
if  they  are  given  standard  therapy. 

For  a number  of  years,  controversy  has  existed  concerning 
the  relationship  between  ALL  with  a thymic  mass  and  lym- 
phoblastic lymphoma  arising  in  the  thymus  but  presenting 
without  bone  marrow  involvement.  It  is  an  oversimplified  ex- 
planation to  conclude  that  T-cell  leukemia  merely  represents 
an  advanced  or  disseminated  lymphoma.  The  reasons  for 
this  are  as  follows:  the  mediastinal  masses  in  leukemia  are 
often  smaller  and  produce  less  respiratory  distress  than  do 
the  masses  in  lymphoma;  most  of  the  leukemia  patients  do 
not  have  a longer  history  of  symptoms  suggesting  a delay  in 
diagnosis  relative  to  the  lymphoma  cases;  and,  when  given 
the  identical  therapy,  patients  with  leukemia  have  a far  worse 
prognosis  than  do  those  with  lymphoma.  Some  light  has 
been  shed  on  this  issue  through  the  recent  application  of 
monoclonal  antibody  studies.  With  these  increasingly  spe- 
cific tools,  T-cells  can  be  identified  with  different  degrees  of 
maturation  and/or  differentiation  (8).  It  seems,  in  fact,  that  the 
T-cell  ALLs  represent  a more  primitive  thymic  phenotype  and 
the  lymphoblastic  lymphomas  a more  mature  one.  In  the 
latter  cases,  the  biology  of  the  tumor  cells  is  such  as  to  pre- 
dispose to  large  tumor  masses  and  later  dissemination  to 
bone  marrow  and/or  spinal  fluid.  On  the  other  hand,  the  more 
primitive  T-cells  may  have  their  origin  in  the  bone  marrow 
itself,  or  may  escape  from  the  thymus  at  a relatively  early 
point  in  the  evolution  of  the  neoplastic  process. 

B-cell  ALL 

The  issues  discussed  previously  also  apply,  to  some  degree, 
to  the  B-cell  ALL  cases.  Most,  though  not  all,  seem  to  arise  in 
extramedullary  tumor  masses  that  involve  the  bone  marrow 
secondarily.  In  contrast  to  the  T-cell  cases,  these  masses 
characteristically  are  in  the  abdomen  or  occasionally  in  the 
head  and  neck  or  epidural  areas,  but  very  rarely  involve  the 
mediastinum.  In  spite  of  its  extreme  rarity,  B-cell  ALL  is  of 
considerable  interest  (9).  The  cells  assume  the  so-called  L-3 
morphology  with  characteristic  cytoplasmic  basophilia,  and 
vacuolation,  and  are  easily  recognizable  on  routine  blood 
and  bone  marrow  smears.  The  identification  of  L-3  cells  rep- 
resents a very  rare  circumstance  in  which  the  morphology  of 
the  malignant  blasts  provides  specific  information  about  the 
patient.  In  this  case,  the  information  obtained  is  that  the  leu- 
kemic process  is  an  extremely  aggressive  one,  almost  surely 
to  be  associated  with  hyperuricemia,  elevated  lactic  de- 
hydrogenase (LDH),  and  a high  risk  of  CNS  leukemia.  B-cell 
ALL  usually  represents  Burkitt-type  lymphoma  in  a leukemic 
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phase.  It  represents  the  most  fulminant  leukemia,  with  a me- 
dian survival  of  only  three  months  when  standard  therapies 
are  applied.  Recognition  of  this  variant  of  ALL  is  important 
from  the  outset  in  view  of  the  special  attention  required  for 
potential  renal  and  metabolic  complications  and  the  fact  that 
therapy  programs  for  disseminated  B-cell  lymphoma  are 
more  appropriate  than  current  ALL  regimens. 

Non-T,  non-B  ALL 

Approximately  80%  of  childhood  ALL  cases  fall  into  this  cate- 
gory. These  are  bone-marrow-derived  malignancies  which  in 
the  majority  of  cases  express  CALLA.  The  latter  was  origi- 
nally thought  to  be  a leukemia-specific  antigen,  but  recently 
has  been  identified  on  a subpopulation  of  normal  bone  mar- 
row stem  cells.  A small  proportion  of  ALL  cases  fail  to 
express  this  marker  or  those  of  T-  or  B-cell  disease.  In  the 
pediatric  age  group,  these  cases  tend  to  be  concentrated  in 
infants  less  than  1 year  of  age  and  the  prognosis  appears  to 
be  very  poor. 

Recent  studies  indicate  that  the  vast  majority  of  ALL  cases 
in  the  non-T,  non-B  category  are,  in  fact,  very  immature  pre- 
cursors of  B-lymphocytes  (10).  Supporting  evidence  comes 
from  studies  demonstrating  cytoplasmic  immunoglobulin  in 
25%  of  cases  (pre-B  cells)  and,  with  the  use  of  DNA  probes, 
finding  immunoglobulin  gene  rearrangements  which  are 
known  to  be  characteristic  of  B-cell  precursors. 

With  the  exception  of  the  previously  mentioned  infant 
cases,  patients  with  ALL  in  this  category  tend  to  have  a 
better  prognosis  than  do  those  that  are  classified  as  definitely 
T-  or  B-cell  type.  However,  clinical  prognostic  factors  are  still 
important  within  the  groups.  For  example,  those  infrequent 
cases  of  T-cell  disease  that  appear  in  girls  with  low  white 
blood  cell  counts  have  a much  better  prognosis  than  do  the 
more  characteristic  cases  in  which  the  white  blood  count  is 
high.  Within  the  CALLA-positive  subset,  white  blood  cell 
count  continues  to  be  an  important  variable.  In  fact,  it  appears 
that  the  immunologic  phenotype  reveals  much  about  the  biol- 
ogy of  the  leukemic  cells  but  infrequently  adds  clinically 
relevant  information  with  respect  to  patient  management  (7). 

Chromosomes  in  ALL 

Analysis  of  the  chromosome  constitution  of  the  leukemic 
cells  has  much  to  tell  us  about  the  clinical  behavior  of  the 
disease  process.  In  contrast  to  most  other  biological  mark- 
ers, the  karyotype  may  provide  information  about  response 
to  treatment  that  is  not  otherwise  available  (1 1 ).  The  ka- 
ryotype at  diagnosis  may  fall  into  a number  of  categories. 
However,  there  are  two  that  are  of  considerable  interest.  The 
first  is  the  so-called  hyperdiploid  category.  In  these  cells, 
there  are  more  than  the  usual  46  chromosomes  character- 
istic of  the  individual’s  somatic  karyotype.  As  a result  of 
abnormal  cell  division  and  reduplication,  it  is  not  unusual  for 


leukemic  cells  to  have  more  than  50  chromosomes  per  cell. 
For  reasons  not  yet  clear,  these  patients  seem  to  have  a rela- 
tively responsive  disease  process.  On  the  other  hand,  a 
second  important  subset  is  designated  pseudodiploid.  In 
these  cases,  the  leukemic  cells  contain  the  expected  46 
chromosomes,  but  banding  studies  show  one  or  more  partial 
deletions,  internal  rearrangements,  or  translocations.  As 
more  and  more  cases  are  studied,  certain  patterns  of  trans- 
location are  becoming  recognized  and  this  may  have  a major 
impact  on  our  understanding  of  leukemogenesis  and  re- 
sponse to  therapy.  For  example, the  8/1 4 translocation 
characteristic  of  B-cell  disease  seems  to  be  associated  with 
the  activation  of  an  oncogene  originating  on  chromosome  #8 
which,  when  translocated  to  a characteristic  site  on  #14,  in- 
fluences the  neoplastic  transformation  and  the  production  of 
immunoglobulin  heavy  chains.  The  clinical  importance  at  this 
stage  of  the  pseudodiploid  karyotype  is  the  recognition  that 
such  patients  often  respond  poorly  to  therapy,  both  with  a 
lower  initial  complete  remission  rate  and  with  a high  subse- 
quent relapse  rate.  These  chromosome  abnormalities  may 
occur  independently  of  particular  clinical  features  and,  there- 
fore, provide  evidence  of  drug  resistant  leukemia  that  is  not 
otherwise  available  at  the  outset.  Within  this  pseudodiploid 
group  are  also  found  those  cases  of  Philadelphia-chro- 
mosome-positive  acute  leukemia.  This  marker,  originally 
identified  in  chronic  myelocytic  leukemia,  is  rare  but  when 
present  is  associated  with  an  extremely  poor  prognosis. 

Recognition  of  late  sequelae 

With  a growing  number  of  long-term  leukemia-free  survivors, 
it  is  not  surprising  that  important  information  about  the  quality 
of  their  survival  is  coming  to  light.  It  should  be  emphasized 
that  the  majority  of  these  patients  function  well,  have  satis- 
factory growth  and  development,  and  in  many  instances 
have  the  potential  to  be  healthy  and  productive  citizens, 
which  includes  the  prospect  for  having  healthy  children. 

However,  problems  are  apparent  in  the  following  areas: 
First,  there  is  some  risk  of  second  malignant  tumors  (12). 

The  magnitude  of  this  risk  can  only  be  defined  with  further 
follow-up.  At  the  moment,  approximately  3%  to  4%  of  chil- 
dren surviving  ALL  for  5 years  or  more  may  be  expected  to 
develop  a second  tumor  which  may  be  one  of  a number  of 
types  (for  example,  Hodgkin's  disease,  brain  tumor,  acute 
nonlymphocytic  leukemia,  among  others).  Second,  growth 
and  endocrine  disturbances  have  been  identified  in  some  pa- 
tients and  probably  have  escaped  detection  in  others  by 
virtue  of  not  having  been  sought  out  (13).  Examples  of  treata- 
ble growth  hormone  deficiency,  perhaps  as  a result  of  CNS 
irradiation,  are  known.  Sterility  is  a certainty  in  those  patients 
where  gonadal  irradiation  is  required,  but  chemotherapy 
alone  may  reduce  testicular  or  ovarian  function  in  susceptible 
individuals.  Third,  and  of  greatest  practical  importance,  is  the 
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recognition  of  neuropsychological  handicaps  in  leukemia  sur- 
vivors (14).  A syndrome  characterized  by  poor  memory  and 
attention  span  is  seen  in  as  many  as  one  third  of  patients 
who  receive  cranial  irradiation  before  the  age  of  5.  Since 
methotrexate  is  a well-established  neurotoxin,  it  likely  con- 
tributes also  to  this  phenomenon.  Where  irradiation  is  not 
Included  as  part  of  CNS  prophylaxis,  the  risk  of  this  learning 
handicap  appears  less.  However,  this  remains  a very  contro- 
versial issue. 

New  directions  in  therapy 

In  spite  of  the  advances  in  our  understanding  of  the  clinical 
and  biological  behavior  of  acute  lymphocytic  leukemia, 
therapy  remains  largely  empirical.  Current  strategies  con- 
tinue to  be  based  upon  the  framework  of  combination 
chemotherapy  remission  induction,  CNS  prophylaxis,  and 
continuation  therapy.  Attempts  are  being  made  to  develop 
new  therapies  which  are  more  specific  to  the  needs  of  pa- 
tients according  to  their  prognosis.  For  those  in  whom  the 
likelihood  of  relapse  is  high  (greater  than  50%),  the  main 
thrust  of  our  effort  must  be  to  find  more  effective  ways  to 
eradicate  potentially  resistant  leukemia  cells.  Current  think- 
ing is  that  the  early  months  of  treatment  are  the  most  crucial, 
and  recent  programs  emphasize  the  use  of  multiple  drugs  in 
a very  intensive  schedule  for  patients  with  poor  prognoses. 
Encouraging  results  with  this  kind  of  approach  already  have 
been  reported  from  West  Germany  where  as  many  as  75%  of 
all  patients  may  continue  in  remission  for  5 years  or  more 
(1 5).  Few  new  drugs  have  become  available  to  add  to  our 
armamentarium  in  recent  years,  but  one  class  of  agents  that 
may  have  a place  includes  the  epipodophyllotoxins-VM-26 
and  VP-16  (16).  Complete  remissions  have  been  reported 
with  these  agents  in  the  management  of  patients  for  whom 
initial  conventional  induction  therapy  failed,  or  who  have  re- 
lapsed. It  is  possible  that  these  agents  may  find  a place  in  the 
management  of  newly  diagnosed  patients.  The  outlook  for 
children  who  experience  relapse,  especially  in  the  bone  mar- 
row, remains  bleak.  Recent  efforts  to  improve  their  survival 
with  intensive  treatment  have  met  with  some  success,  but  for 
the  majority,  the  outcome  is  fatal. 

Bone  marrow  transplantation  from  a histocompatible  sib- 
ling is  the  current  treatment  of  choice  for  patients  who  have 
sustained  a bone  marrow  relapse  of  their  disease  (17).  The 
best  results  are  achieved  for  patients  who  have  been  first 
reinduced  into  remission  and  who  are  in  good  general  condi- 
tion. Unfortunately,  even  at  this  stage  of  the  disease,  there 
may  be  resistant  leukemia  cells  that  cannot  be  eliminated 
with  current  measures  used  to  prepare  the  patient  for  trans- 
plant. As  a result,  more  than  half  of  the  patients  transplanted 
still  experience  relapse,  although  long-term  survival  may  be 
anticipated  in  as  many  as  one  third  of  the  transplant  re- 
cipients, a better  result  than  can  be  expected  with  current 
chemotherapy.  However,  transplantation  in  these  circum- 
stances is  not  without  risk  and  is  not  universally  available. 

For  one  thing,  only  about  one  third  of  eligible  patients  will 
have  a suitably  matched  sibling.  Another  avenue  of  research 
which  is  still  at  the  experimental  stage  is  the  performance  of 
autologous  bone  marrow  transplantation,  in  which  the  pa- 
tient’s bone  marrow  is  removed  during  remission  and  treated 


in  vitro  with  monoclonal  antibodies  in  an  effort  to  eradicate 
residual  disease  in  remission  marrow  samples  (1 8).  The 
patient  is  subsequently  treated  with  massive  doses  of  chemo- 
therapy and  total  body  irradiation  and  then  has  his  or  her 
previously  stored  and  prepared  bone  marrow  reinfused.  A 
major  problem  with  this  technique  is  the  difficulty  in  eradicat- 
ing residual  disease  and  the  lack  of  antibodies  or  drugs 
which  are  leukemia  specific.  However,  it  is  an  area  which 
may  yield  results  of  interest  in  the  future. 

In  contrast,  some  investigators  are  addressing  the  issue  of 
decreasing  the  amount  and  intensity  of  therapy  for  patients 
with  a good  prognosis  (greater  than  80%  five-year  disease- 
free  survival).  For  these  patients,  we  should  learn  within  the 
next  few  years  whether  1 8 to  24  months  of  therapy  is  suffi- 
cient. It  is  also  this  group  for  whom  we  are  most  concerned 
about  the  effects  of  treatment  on  CNS  function.  Randomized 
studies  by  two  large  cooperative  groups  indicate  that  CNS 
leukemia  in  these  patients  may  be  effectively  prevented  with 
intrathecal  chemotherapy  administered  throughout  the  main- 
tenance phase  and  without  cranial  irradiation  (1 9).  Although 
it  is  desirable  to  have  a successful  result  with  a minimum  of 
toxicity,  it  must  be  borne  in  mind  that  ALL  is  a fatal  disease  if 
treatment  is  inadequate.  We  must  hope  that  in  those  inves- 
tigations where  less  therapy  is  being  explored,  the  control  of 
the  underlying  disease  will  continue  to  be  satisfactory. 

Acute  noniymphocytlc  leukemia 

Approximately  1 5%  to  20%  of  acute  childhood  leukemias 
fall  into  the  nonlymphocytic  category  (ANLL)  and  include  a 
variety  of  myeloid  and  monocytic  varieties.  The  dramatic  ad- 
vances realized  in  the  management  of  childhood  ALL  have 
been  much  slower  to  come  in  the  less  frequent  nonlymphoid 
leukemias.  This  is  largely  a result  of  the  greater  degree  of 
drug  resistance  exhibited  by  leukemic  cells  of  this  type  and, 
as  a result,  the  more  limited  choice  of  active  chemothera- 
peutic agents  to  evaluate.  Because  the  drugs  that  are  active 
in  these  diseases  are  less  selective  than  the  corresponding 
agents  for  the  treatment  of  ALL,  any  hope  for  success  in  the 
management  of  ANLL  requires  a much  more  aggressive  and 
potentially  toxic  regimen.  Nevertheless,  considerable  prog- 
ress has  been  achieved  within  the  last  five  years.  It  is  possible 
to  obtain  initial  complete  remission  in  as  many  as  75%  to 
80%  of  cases,  and  in  one  recently  reported  trial  approx- 
imately half  of  the  complete  responders  were  still  in  remission 
two  years  later  (20).  There  is  some  prospect  for  cure  of 
ANLL,  but  only  with  extremely  intensive  therapy  resulting  in 
repeated  episodes  of  bone  marrow  aplasia  and  its  associ- 
ated potential  complications.  Bone  marrow  transplantation 
from  a histocompatible  sibling  has  also  been  evaluated  in 
patients  in  first  remission  in  view  of  their  very  guarded  prog- 
nosis otherwise.  It  appears  that  more  than  half  of  young 
patients  so  treated  may  be  cured  of  their  leukemia  by  this 
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approach  (21).  Although  there  is  not  universal  agreement  on 
this  issue,  bone  marrow  transplantation,  when  available,  ap- 
pears to  have  the  edge  in  producing  long-term,  disease-free 
survival  in  ANLL. 
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CANCER  UPDATE 


Childhood  non-Hodgkin’s  lymphoma 

George  R.  Buchanan,  MD 

Cancer  is  the  second  most  common  cause  of  death  in  chil- 
dren, and  lymphoma  is  the  third  most  prevalent  form  of 
childhood  cancer  (1 ).  Accordingly,  clinicians  caring  for  chil- 
dren should  be  familiar  with  lymphoma’s  most  frequent 
presenting  signs  and  symptoms  and  with  modern  approaches 
to  management.  Lymphomas  are  classified  as  Hodgkin's  dis- 
ease and  non-Hodgkin’s  lymphoma.  This  discussion  will  be 
limited  to  the  latter  group  of  disorders,  since  Hodgkin's 
disease  is  much  less  common  during  the  pediatric  years. 
Moreover,  the  clinical  features  and  treatment  principles  of 
childhood  Hodgkin’s  disease  are  very  similar  to  the  adult 
form  of  the  illness,  and  discussions  about  Hodgkin’s  disease 
can  be  found  in  review  articles  and  current  textbooks  (1 ). 

Non-Hodgkin’s  lymphoma  (NHL)  represents  a group  of  dis- 
orders confusing  both  to  primary  care  practitioners  and  to 
specialists,  since  the  clinical  features,  histopathology,  re- 
sponse to  therapy,  and  prognosis  are  very  different  between 
pediatric  and  adult  patients.  However,  recent  research  ad- 
vances have  clarified  this  picture  somewhat.  In  addition,  one 
of  the  most  exciting  developments  in  cancer  research  during 
the  past  several  years  has  been  the  discovery  that  certain 
forms  of  NHL  possess  specific  cytogenetic  features  and 
characteristic  immunologic  markers  (2,3).  This  brief  review 
will  focus  upon  state-of-the-art  diagnosis  and  management 
of  NHL  in  children. 

Etiology  and  pathophysiology 

The  cause  of  NHL  is  generally  unknown.  Burkitt’s  lymphoma, 
a form  of  B-cell  non-Hodgkin's  lymphoma,  is  associated  with 
and  probably  due  to  the  Epstein-Barr  virus  (EBV)  when  it  oc- 
curs in  Africa,  but  most  cases  in  this  country  are  not  clearly 
associated  with  EBV  or  other  viral  pathogens  (2).  Burkitt’s 
lymphoma  and  other  forms  of  NHL  are  sometimes  associ- 
ated with  congenital  or  acquired  immunodeficiency 
disorders,  including  long-standing  exposure  to  immunosup- 
pressive agents  and  as  a component  of  the  acquired  immune 
deficiency  syndrome  (AIDS). 

An  understanding  of  the  pathogenesis  of  NHL  requires 
knowledge  of  normal  pathways  of  lymphoid  differentiation, 
since  lymphomas  result  from  aberrant  lymphocytes  and  their 
precursors  (2-6).  Most  lymphoid  cells  are  either  B-cells  or  T- 
cells.  B cells,  which  originate  mainly  from  aggregates  of  lym- 
phoid tissue  in  the  small  intestine,  bear  immunoglobulin  on 
their  surface  and  terminally  differentiate  to  antibody-secret- 
ing plasma  cells.  Their  precursors  include  pre-B  cells  which 
contain  cytoplasmic  immunoglobulin  and  pre-pre-B  cells 
which  exhibit  characteristic  immunoglobulin  gene  rearrange- 
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ments  but  do  not  produce  recognizable  antibody.  T-cells, 
which  originate  in  the  thymus,  have  numerous  functions,  in- 
cluding control  of  cellular  immunity,  surveillance  against  viral 
and  fungal  infections,  and  a complex  array  of  helper  and 
suppressor  roles.  A small  percentage  of  normal  circulating 
lymphocytes  marked  as  neither  T nor  B cells  are  called  ‘‘nuH" 
cells.  Laboratory  tests  exist  for  each  type  of  lymphocyte  and 
can  be  performed  in  most  large  hospital  diagnostic  or  re- 
search laboratories.  B-cells  can  be  identified  by  the  presence 
of  surface  membrane-bound  immunoglobulin  and  T-cells  by 
the  capacity  to  form  rosettes  with  sheep  erythrocytes.  T-cells 
can  also  be  identified  by  a number  of  heterologous  and 
monoclonal  antibodies  against  specific  membrane  antigens. 

Most  NHLs  in  children  are  derived  from  neoplastic  transfor- 
mation of  either  T or  B lymphocytes  (6).  This  is  in  contrast  to 
childhood  acute  lymphoblastic  leukemia  (ALL),  in  which  less 
than  20%  of  cases  contain  either  surface  immunoglobulin  or 
T-cell  differentiation  antigens.  Patients  with  childhood  NHL 
share  many  characteristics  with  children  who  have  T-  or  B- 
cell  ALL  (leukemia  is  defined  as  a lymphoid  malignancy  with 
either  marrow  or  peripheral  blood  involvement),  and  there  is 
an  entire  spectrum  between  lymphoma  and  leukemia,  with 
the  former  sometimes  designated  as  undergoing  "leukemic 
transformation”  (6). 

Signs  and  symptoms  of  childhood  non-Hodgkln’s 
lymphoma 

The  history  in  affected  patients  is  usually  brief.  The  specific 
details  of  the  history  depend  upon  the  site  of  the  primary 
tumor  mass,  which  in  turn  depends  in  great  part  on  its  cel- 
lular origin— ie,  whether  it  is  a T-cell  or  B-cell  malignancy 
(4-6).  The  two  classic  presentations  are  those  of  an  anterior 
mediastinal  mass  in  children  with  T-cell  lymphoma  and  an 
abdominal  mass  in  patients  with  B-cell  disease  (Fig  1).  Chil- 
dren with  T-cell  NHL,  which  account  for  30%  to  40%  of  all 
cases,  usually  present  with  a brief  (days  to  several  weeks) 
history  of  dyspnea,  cough,  and  clinical  evidence  of  the  su- 
perior vena  cava  syndrome  (periorbital  or  facial  edema, 
headaches,  visual  difficulties,  engorged  retinal  veins,  etc). 
The  other  common  type  of  presentation,  also  occurring  in 
30%  to  40%  of  affected  patients,  is  abdominal  distention, 
constipation,  abdominal  pain,  ascites,  and  often  complete  in- 
testinal obstruction.  These  children  almost  invariably  have  B- 
cell  disease.  Most  of  the  remaining  patients  (approximately 
1 5%  of  the  total)  have  a primary  tumor  in  the  head  and  neck, 
with  one  or  more  discrete  masses  in  the  neck,  subman- 
dibular area,  tonsil,  or  scalp.  These  tumors  can  be  either  B- 
cell  (particularly  in  the  tonsil)  or  T-cell  in  derivation.  In  unusual 
circumstances  (less  than  1 0%  of  cases)  the  tumor  may 
present  in  the  skin,  bone,  or  practically  any  other  organ  (6,7). 

NHL  in  childhood  usually  does  not  present  as  long-stand- 
ing fever  of  unknown  origin,  weight  loss  and  cachexia, 
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chronic  diarrhea,  or  generalized  lymphadenopathy.  On  the 
contrary,  these  presentations  are  far  more  typical  in  adults 
with  the  disease  and  will  not  be  discussed  further  here. 

Laboratory  findings 

Children  with  NHL  usually  have  a normal  complete  blood 
count,  unless  the  malignancy  has  undergone  "leukemic 
transformation,"  in  which  case  the  characteristic  hematologic 
findings  of  leukemia  would  be  apparent.  It  is  of  interest  that 
some  patients  with  entirely  normal  blood  counts  exhibit  a 
bone  marrow  which  is  partially  or  completely  infiltrated  with 
malignant  cells;  thus,  a bone  marrow  examination  is  always 
part  of  the  diagnostic  evaluation  in  patients  with  anterior  me- 
diastinal or  abdominal  masses.  At  the  time  of  diagnosis, 
patients  often  have  striking  elevations  of  lactic  dehydrogen- 
ase (which  correlates  with  total  tumor  burden),  and  renal 
function  may  be  impaired  as  a result  of  both  lymphomatous 
infiltration  of  the  kidneys  and  urate  nephropathy.  The  hyper- 
uricemia often  seen  at  diagnosis  may  be  complicated  by 
hyperphosphatemia,  hypocalcemia,  hyperkalemia,  and  other 
features  of  the  "tumor  lysis  syndrome,”  particularly  after 
therapy  is  initiated  (8). 

A lumbar  puncture  is  an  important  part  of  the  initial  diag- 
nostic evaluation.  The  cerebrospinal  fluid  is  usually  normal, 
but  10%  to  15%  of  patients  have  early  meningeal  involve- 
ment, a finding  which  greatly  complicates  subsequent 
therapy. 

Most  children  with  newly  diagnosed  NHL  have  characteris- 
tic radiographic  findings.  Patients  with  T-cell  NHL  usually 
have  a prominent  anterior  mediastinal  mass,  often  with  a 
pleural  effusion.  The  effusion  can  be  large  and  may  result  in 
a complete  "whiteout"  of  the  chest  cavity;  sometimes  the 
mass  becomes  apparent  only  after  diagnostic  and  therapeu- 
tic thoracentesis.  The  lung  fields  are  usually  clear.  It  should 
be  emphasized  that  a posterior  mediastinal  mass  is  rarely,  if 
ever,  due  to  lymphoma  but  is  more  characteristic  of  neu- 


1.  Immunologic  classification  of  childhood  non-Hodgkln's  lymphoma:  clinical 
correlation. 
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Skin 

Cutaneous  nodules 

* Positive  for  common  acute  lymphoblastic  leukemia  antigen  (7). 


rogenic  tumors.  Patients  with  abdominal  primary  tumors 
usually  have  an  easily  palpable  mass  in  the  lower  abdomen 
(usually  on  the  right  side),  with  or  without  ascites.  Plain  ab- 
dominal film  shows  a mass  effect,  and  barium  enema  usually 
indicates  that  the  tumor  arises  from  the  small  bowel  or  cecum. 
Ultrasound  and/or  CT  examination  is  useful  in  clarifying  the 
extent  of  the  primary  tumor  and  identifying  mesenteric  and 
retroperitoneal  nodes. 

Cllnlcopathologic  staging 

Children  with  suspected  non-Hodgkin’s  lymphoma  should  be 
promptly  referred  by  the  primary  care  physician  to  a major 
center  so  that  special  studies  can  be  performed  to  allow  for 
accurate  and  complete  staging.  Many  of  these  special  diag- 
nostic tests  require  fresh  tissue  and/or  special  processing. 

If  the  blood  and/or  bone  marrow  contain  malignant  lym- 
phoid cells,  the  child  is  arbitrarily  considered  to  have  leukemia. 
The  diagnosis  of  lymphoma  can  sometimes  be  made  by  ex- 
amining pleural  or  ascitic  fluid.  However,  usually  a histologic 
diagnosis  is  required  by  means  of  biopsy  of  a cervical  lymph 
node  or  mediastinal  mass  (by  thoracotomy)  or  examination 
of  the  primary  abdominal  tumor  at  laparotomy.  The  latter  pro- 
vides the  opportunity  for  complete  resection  of  the  tumor 
(often  en  bloc  with  small  bowel)  and  careful  examination 
of  the  retroperitoneal  lymph  nodes  and  other  abdominal 
organs. 

For  accurate  histopathologic  staging,  the  nodal  tissue  is 
examined  by  standard  microscopic  techniques  and  with  a 
complex  battery  of  immunologic,  cytogenetic,  and  enzymatic 
markers.  Specialized  reference  laboratories  are  required  for 
these  studies,  which  are  extremely  important  in  extending 
our  knowledge  about  childhood  NHL  and  in  allowing  the 
treating  physician  to  plan  the  proper  therapeutic  approach. 
Although  the  immunologic  origin  of  the  lymphoma  often  can 
be  predicted  by  the  site  of  presentation,  this  is  not  invariably 
the  case. 

Over  the  years  numerous  staging  classification  systems 
have  been  proposed,  but  the  Murphy  classification  (2),  de- 
tailed in  Fig  2,  is  most  widely  used.  It  provides  a sound  and 
useful  classification  of  these  patients  into  “good”  and  "poor" 
prognostic  categories.  The  histologic  classification  of  NHL  is 
extremely  complex,  and  there  continues  to  be  some  dis- 
agreement among  experts  in  the  field.  As  shown  in  Fig  1 , 
most  mediastinal  T-cell  lymphomas  can  be  characterized  as 
lymphoblastic,  with  the  cells  morphologically  resembling 
those  seen  in  ALL.  Most  abdominal  NHLs  are  undifferenti- 
ated and  can  be  pathologically  classified  as  either  Burkitt  or 
non-Burkitt,  based  upon  certain  cytologic  characteristics  of 
the  malignant  cells  and  the  presence  of  accompanying  his- 
tiocytic infiltration.  The  Burkitt  and  non-Burkitt  varieties  of 
abdominal  B-cell  NHL  are  similar  in  prognosis  and  response 
to  therapy.  A small  percentage  of  childhood  NHL  in  any  loca- 
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tion  are  classified  as  large  cell  or  “histiocytic"  (formerly 
reticulum  cell  sarcoma).  These  tumors  may  be  either  B or  T 
cell  in  origin  and  differ  from  the  true  histiocytic  malignancies 
such  as  malignant  histiocytosis  (histiocytic  medullary  re- 
ticulosis). Nearly  all  childhood  NHLs  exhibit  diffuse  histology. 
Nodular  lymphomas,  common  in  adults,  are  extremely  infre- 
quent in  the  pediatric  age  group. 

Therapy 

Each  year  in  the  entire  United  States  fewer  than  1 ,000  chil- 
dren are  diagnosed  with  non-Hodgkin’s  lymphoma.  There- 
fore, it  is  important  that  each  affected  patient  be  referred  to  a 
major  pediatric  cancer  center  where  therapy  according  to  a 
standardized  protocol  can  be  initiated.  Thus  the  child  can 
receive  the  best  current  management,  and  at  the  same  time 
new  knowledge  can  be  gained  which  will  benefit  patients 
diagnosed  in  the  future.  Prompt  suspicion  of  the  diag- 
nosis is  particularly  important  since  some  affected  children — 
particularly  those  with  Stage  III  and  IV  B-cell  abdominal 
lymphoma — can  be  acutely  ill  from  mass  effects  or  from  the 
metabolic  consequences  of  tumor  lysis.  The  latter  syndrome 
may  result  in  rapidly  progressing  oliguria  and  acute  renal  fail- 
ure from  the  combined  effects  of  hyperuricemia  and  ureteral 

2.  Clinicopathologic  staging  of  childhood  non-Hodgkm's  lymphoma.  * 

Stage  1 Single  tumor  or  nodal  area  (except  mediastinum  or  abdomen) 

Stage  2 Two  or  more  tumors  or  nodal  areas  on  same  side  of  diaphragm 

Completely  resectable  intestinal  tumor  with  or  without  involvement 
of  mesenteric  lymph  nodes  (retroperitoneal  nodes  uninvolved). 

Stage  3 Two  or  more  tumors  or  nodal  areas  on  both  sides  of  diaphragm 
Primary  intrathoracic  tumors 
Extensive  unresectable  intraabdominal  tumors 
Stage  4 Above  plus  CNS  or  marrow  involvement 

'Adapted  from  Murphy  (4). 


3.  Treatment  and  prognosis  of  childhood  non-Hodgkin's  lymphoma,  1984. 


Type  of  Disease 

Treatment 

Prognosis 

Localized 

Multiagent  chemotherapy 

80%  long-term  disease- 

(Stage  1 & II) 
lymphoma — any 
location 

for  1 -2  years; 
conventionally  radiation 
therapy  is  given  but  its 
role  is  uncertain 

free  survival 

Stage  III  & IV 

Aggressive  multiagent 

60% -70%  long-term 

lymphoblastic 

lymphoma 

chemotherapy  for  2-3 
years  plus  CNS 
prophylaxis;  local 
irradiation  usually 
unnecessary 

disease-free  survival 

Stage  III  & IV 

Aggressive 

Poor;  30%-40%  survival 

undifferentiated 

chemotherapy  with  high 

with  most  current 

(Burkitt's  or  non- 
Burkitt’s  lymphoma) 

dose  cyclophosphamide- 
methotrexate  ± other 
agents,  plus  CNS 
prophylaxis;  local 
irradiation  usually 
unnecessary 

treatment  regimens 

obstruction  (8).  If  dialysis  and  other  supportive  measures  are 
not  undertaken  promptly,  the  child  may  die  before  successful 
tumor  therapy  can  be  initiated.  These  patients  can  deterio- 
rate rapidly  over  a period  of  hours  to  several  days.  Hence,  the 
diagnosis  and  initiation  of  therapy  in  advanced  childhood 
NHL  is  to  be  considered  a medical  emergency. 

Major  therapeutic  advances  have  been  made  during  the 
past  10  to  15  years  (6,9- 13).  Formerly,  almost  all  childhood 
lymphomas  were  fatal,  whereas  now  most  patients  can  be 
offered  curative  therapy  (Fig  3).  The  treatment  approach  and 
the  ultimate  prognosis  depends  greatly  on  the  stage  and  spe- 
cific histology,  but  the  stage  is  most  important.  Patients  can 
essentially  be  divided  into  those  with  limited  stage  disease 
(Murphy  stages  I and  II)  which  can  be  treated  “gently,”  and 
extensive  disseminated  disease  (Murphy  stages  III  and  IV), 
which  require  more  agressive  chemotherapy. 

The  three  primary  treatment  modalities  for  cancer  of  any 
kind  include  surgery,  radiation  therapy,  and  chemotherapy. 
The  role  of  surgery  in  childhood  NHL  is  primarily  that  of  di- 
agnosis. In  addition,  curative  therapy  can  be  provided  to 
children  with  abdominal  disease  when  the  primary  tumor  can 
be  completely  resected  (2).  The  role  of  radiation  therapy  in 
childhood  NHL  surprisingly  is  not  well  defined  (9).  Occasion- 
ally emergency  low-dose  irradiation  therapy  is  necessary  for 
children  presenting  with  airway  obstruction  or  paraplegia.  In 
the  past,  radiation  has  been  conventionally  used  as  part  of 
the  treatment  program  for  bulky  mediastinal  or  abdominal 
disease  and  in  certain  groups  of  patients  as  part  of  preven- 
tive central  nervous  system  therapy  (“CNS  prophylaxis”). 
However,  current  evidence  suggests  that  radiation  therapy  is 
actually  unnecessary  in  patients  with  advanced  (stage  III  and 
IV)  B-  and  T-cell  disease  (9).  Its  role  in  localized  (stages  I and 
and  II)  NHL  is  now  being  investigated  in  a randomized  con- 
trolled study  by  the  multi-institutional  Pediatric  Oncology 
Group. 

All  children  with  NHL  should  receive  chemotherapy,  even  if 
the  tumor  is  seemingly  localized  (ie,  stage  I or  II),  since  micro- 
scopic disease  is  usually  present  in  other  organs  (10-13). 
Dissemination  of  the  disease,  often  with  leukemic  transfor- 
mation, typically  occurs  in  patients  treated  only  with  surgery 
and/or  radiation  therapy.  Children  should  receive  combina- 
tion chemotherapy,  according  to  a standard  single  institution 
or  cooperative  group  protocol.  The  number  of  drugs  used 
(nearly  a dozen  agents  have  been  shown  to  be  effective  in 
non-Hodgkin’s  lymphoma)  and  the  intensity  and  duration  of 
therapy  depends  upon  the  stage  and  histology  (9-13).  Cur- 
rent research  efforts  are  aimed  at  refining  the  therapy  and 
individualizing  it  for  each  category  of  patient  (12,13).  A form 
of  therapy  which  is  curative  for  one  child  with  NHL  may  be 
highly  unsatisfactory  for  another.  For  instance,  a recent 
analysis  by  the  Children's  Cancer  Study  Group  showed  that 
lymphoblastic  lymphoma  (as  mentioned  above,  usually  T- 
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cell)  responded  far  better  to  a ten-drug  combination  than  to  a 
somewhat  simpler  four-drug  regimen  (13).  On  the  contrary, 
patients  with  undifferentiated  disease  demonstrated  the  best 
response  to  the  four-drug  regimen  (13).  Further  studies  are 
now  under  way  by  the  Children’s  Cancer  Study  Group  and 
Pediatric  Oncology  Group  aimed  at  identifying  the  best  treat- 
ment approach  for  any  given  patient. 

Specific  details  about  chemotherapy  treatment  will  not  be 
provided  here,  since  it  is  not  important  for  individual  practi- 
tioners to  be  familiar  with  the  intricacies  of  the  protocols. 

Even  though  the  pediatrician  or  family  practitioner  will  be  re- 
ferring these  patients  to  a major  academic  center  for  initiation 
of  the  treatment  program,  it  is  highly  important  that  he  or  she 
be  involved  with  the  total  care  of  the  child.  The  children’s 
hospital  and/or  cancer  treatment  center  has  a major  obliga- 
tion to  provide  feedback  to  the  referring  physician  about  the 
child’s  subsequent  course.  The  primary  physician  can  play 
an  important  role  by  arranging  for  blood  counts  and  other 
laboratory  studies,  administering  some  of  the  chemotherapy 
injections,  and  being  available  for  medical  and  emotional 
support  for  the  child  and  family.  Many  affected  children  live 
many  miles  away  from  the  treatment  center  and  absolutely 
require  the  continued  involvement  of  their  own  primary 
physician. 

Treatment  often  must  be  very  intensive,  particularly  in  chil- 
dren with  advanced  stage  disease  (13).  Therefore,  major 
risks  exist  from  myelosuppression  and  organ  toxicity  result- 
ing from  chemotherapy.  The  duration  of  the  treatment 
programs  varies  tremendously  but  usually  ranges  from  six 
months  to  three  years. 

Prognosis 

The  prognosis  of  childhood  non-Hodgkin’s  lymphoma  im- 
proved dramatically  during  the  1 970s,  but  the  progress  has 
slowed  somewhat  during  the  past  few  years  because  of  our 
current  inability  to  provide  curative  therapy  for  patients  with 
certain  types  of  disseminated  disease,  particularly  stage  III 
and  stage  IV  B-ce!l  lymphomas.  However,  overall  more  than 
half  of  patients  with  NHL  now  are  cured  (10-13)  (Fig  3).  At- 
tempts are  now  under  way  to  refine  therapy  so  that  acute  and 
long-term  side  effects  might  be  reduced  in  those  patients 
with  limited  stage  disease  in  whom  one  might  predict  a good 
prognosis  (12).  More  attention  is  now  being  placed  on  long- 
term follow-up  of  the  “cured”  patient  to  monitor  for  delayed 
complications  of  the  treatment  program  (6,11,12).  Overall, 
there  is  much  optimism  and  great  promise  for  future  ad- 
vances in  this  field.  Although  their  role  is  not  clearly  defined 
at  present,  serotherapy  with  monoclonal  antibodies,  bone 
marrow  transplantation,  new  or  experimental  chemotherapy 
drug  combinations,  and  innovative  treatment  approaches 
based  upon  recent  startling  cytogenetic  discoveries  will  likely 
offer  much  hope  to  patients  diagnosed  in  future  years. 
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Small  bowel 
adenocarcinoma: 
report  of  three  cases 
and  review  of  literature 

Three  cases  of  a rare  malignant  neoplasm,  adenocar- 
cinoma of  the  small  bowel,  are  presented  with  a review 
of  the  literature.  The  diagnostic  difficulties,  therapeutic 
approach,  and  the  interesting  theories  explaining  Its 
rarity  are  discussed.  The  clinical  features  which  could 
lead  to  a high  Index  of  suspicion  for  the  possibility  of  a 
small  bowel  carcinoma  are  highlighted. 


Malignant  tumors  of  the  small  bowel  are  indeed  rare,  account- 
ing for  only  0.3%  of  all  neoplasms  (1 ).  Adenocarcinoma,  the 
most  common  histological  type,  accounts  for  more  than  50% 
of  all  malignancies  of  the  small  intestine  (2).  The  first  docu- 
mented case  of  small  bowel  neoplasm  was  a duodenal 
carcinoma  reported  by  Hamburger  in  1 746  (3).  The  first  car- 
cinoma of  the  jejunum  was  reported  by  Sorlin  in  1 824  (4). 
Rochlin  and  Longmire  collected  a total  of  650  cases  from  the 
literature  in  1961  (5).  Subsequently,  several  case  reports  and 
reviews  have  been  published  documenting  a total  of  only 
2,400  cases  by  1973  (6).  This  neoplasm  lacks  specific  signs 
and  symptoms.  Further,  the  limitations  of  radiographic  tech- 
niques and  the  inapplicability  of  endoscopy  to  the  small 
bowel,  coupled  with  the  low  index  of  suspicion,  lead  to  a de- 
lay in  diagnosis.  More  than  half  of  the  patients  in  one  series 
of  1 53  cases  were  labeled  initially  as  neurotics  before  the 
correct  diagnosis  was  made  (7).  Most  commonly  it  is  discov- 
ered as  an  unexpected  finding  at  laparotomy  and  has  usually 
metastasized  at  the  time  of  detection. 

In  this  paper  we  report  three  cases  seen  in  our  hospital 
from  1 967-1 982.  Our  review  of  the  relevant  literature  em- 
phasizes the  clinical  features  which  could  lead  to  a high 
index  of  suspicion  resulting  in  early  detection  and  hopefully 
better  therapeutic  results.  The  various  theories  advanced  to 
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explain  the  rarity  of  this  neoplasm  are  also  briefly  described. 

Case  reports 

CASE  1 

A 44-year-oid  white  man  was  hospitalized  with  a history  of 
epigastric  pain  partly  relieved  by  antacids.  He  had  lost  5 to  10 
lb  in  the  past  few  days.  The  pain  had  become  severe  cramp- 
ing and  was  associated  with  vomiting.  Physical  examination 
was  unremarkable.  Radiological  evaluation  revealed  that 
upper  gastrointestinal  series  was  normal  and  there  was 
evidence  of  gallstones  on  cholecystography.  The  patient  un- 
derwent cholecystectomy  with  removal  of  gallstones.  On  the 
sixth  postoperative  day,  the  patient  developed  severe  vomit- 
ing and  required  intubation  with  a Levin  tube.  An  upper 
gastrointestinal  series  performed  with  Gastrografin  instilla- 
tion through  the  nasogastric  tube  revealed  a high-grade 
obstruction.  Reexploration  revealed  a primary  jejunal  carci- 
noma completely  obstructing  the  bowel  just  distal  to  the 
ligament  of  Treitz.  A wide  resection  of  the  bowel  including  its 
mesentery  was  performed,  but  there  was  no  evidence  of 
gross  disease  elsewhere  in  the  abdomen.  Pathological  ex- 
amination showed  that  the  obstruction  was  caused  by  a 
napkin-ring  lesion  encircling  the  bowel  and  infiltrating  the 
muscle  coats  into  the  mesenteric  fat.  It  was  well  differenti- 
ated and  had  metastasized  to  lymph  nodes.  The  patient 
remained  well  until  a year  later  when  he  presented  with  a 
one-day  history  of  cramping  pain,  vomiting,  and  constipation. 
Physical  examination  and  plain  radiographs  of  the  abdomen 
revealed  small  bowel  obstruction.  There  was  tumor  in  the 
surgical  scar.  He  was  treated  with  intravenous  5-fluorouracil, 
but  within  a few  weeks  he  died  of  neutropenia  and  septicemia. 
Autopsy  revealed  widespread  abdominal  carcinomatosis  with 
recurrence  in  the  abdominal  wall  at  the  site  of  resection, 
adrenals,  mesentery,  and  esophagus. 

CASE  2 

A 65-year-old  white  man  was  evaluated  for  weight  loss  of  20 
lb.  He  was  found  to  be  anemic  with  a hemoglobin  level  of  8.4 
mg/dL  and  had  a 4+  positive  stool  guaiac.  Barium  enema 
showed  diverticular  disease;  upper  gastrointestinal  radio- 
graphs with  small  bowel  follow-through  were  normal.  A 
source  of  bleeding  was  not  detected.  The  patient  was  seen  a 
month  later  for  syncope.  Gastroscopic  examination  at  this 
time  revealed  multiple  small  superficial  ulcers.  The  patient 
developed  pneumoperitoneum  following  gastroscopic  biop- 
sies and  underwent  abdominal  exploration  to  close  the 
perforation.  An  unsuspected  small  bowel  tumor  was  found 
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just  distal  to  the  first  loop  of  jejunum  with  metastasis  to  re- 
gional and  celiac  lymph  nodes.  Pathologically  it  was  a 7.5  cm 
mass  totally  encircling  the  lumen  of  the  bowel.  It  was  fun- 
gating, exophytic,  and  friable.  Histologically  it  was  highly 
anaplastic,  invading  through  the  bowel  wall.  Following  re- 
covery from  surgery  he  was  treated  with  combination  chemo- 
therapy consisting  of  5-fluorouracil,  cyclophosphamide,  and 
vincristine.  Three  weeks  later  the  patient  died  of  neutropenia 
and  Pseudomonas  septicemia. 

CASE  3 

A 48-year-old  white  man  presented  with  a one-week  history 
of  nausea,  abdominal  pain,  and  vomiting.  Physical  examina- 
tion and  plain  radiographs  of  abdomen  were  compatible  with 
small  bowel  obstruction.  He  improved  following  conservative 
treatment.  An  upper  gastrointestinal  radiograph  series  with 
small  bowel  follow-through  was  normal.  Before  the  patient 
could  be  dismissed  he  had  another  episode  of  pain  and  ab- 
dominal distention.  An  exploration  at  this  time  revealed  a 
tumor  in  the  ileum  12  cm  from  the  ileocecal  valve.  The  tumor 
extended  through  the  bowel  wall.  The  peritoneal  washings 
were  positive  for  tumor  cells.  After  recovery  from  surgery,  the 
patient  was  treated  with  8 cycles  of  5-fluorouracil,  doxoru- 
bicin, and  mitomycin-C.  A year  from  the  time  of  his  original 
diagnosis  he  was  evaluated  for  increasing  constipation.  Rec- 
tal examination  showed  a mass  in  the  pelvis.  Exploration 
revealed  a large  pelvic  recurrence  which  was  invading  the 
rectum  and  seminal  vesicles.  He  was  treated  with  surgical 
debulking,  colostomy,  and  radiation  therapy,  but  he  died  from 
extensive  disease  after  three  months. 

Discussion 

As  it  is  frequently  impossible  to  differentiate  duodenal  carci- 
noma from  the  more  common  periampullary  carcinoma,  the 
present  discussion  will  be  limited  to  carcinomas  arising  in  the 
jejunum  and  ileum.  While  a majority  of  the  benign  tumors  of 
the  small  bowel  are  asymptomatic  (8),  more  than  75%  of  the 
malignant  ones  are  symptomatic  (9).  The  clinical  features  of 
small  bowel  carcinoma  as  documented  in  several  case  re- 
ports, and  reviews  are  summarized  as  follows:  Sixty  percent 
of  the  cases  occur  between  the  ages  of  50  and  70.  The  youn- 
gest reported  patient  was  a 3V2-year-old  boy.  Abdominal  pain 
is  the  most  common  symptom,  noted  in  over  70%  of  the 
cases  (6).  It  is  frequently  periumbilical;  however,  it  may  vary 
with  the  location  of  the  tumor.  Pain  is  related  to  partial  or 
complete  bowel  obstruction,  which  is  present  in  up  to  50%  of 
the  cases  because  of  the  annular  constricting  pattern  of 
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growth  of  the  carcinomas  as  compared  to  the  polypoid  nature 
of  the  benign  neoplasms.  The  onset  of  pain  is  delayed  be- 
cause of  the  easy  distensibility  of  the  small  bowel  and  the  low 
viscosity  of  the  fluid  contents  which  pass  through  it.  This  re- 
quires substantial  occlusion  of  the  lumen  before  an  obstruc- 
tion is  produced.  Intestinal  obstruction  is  often  chronic  and 
intermittent.  The  character  of  the  pain  is  variable,  occurring 
as  cramps  or  as  a diffuse  dull  ache  radiating  through  the  ab- 
domen to  the  back.  Associated  with  the  pain,  other  symp- 
toms of  obstruction  are  often  present,  including  bloating, 
nausea,  and  vomiting.  Nausea  and  vomiting  are  more  pro- 
nounced with  proximally  located  tumors.  Weight  loss 
averaging  20  lb  or  more  has  been  reported  in  more  than 
50%  of  the  cases  of  malignant  tumors  of  the  small  bowel 
(10).  Symptoms  of  intestinal  bleeding  are  seen  in  30%  to 
40%  of  the  patients.  Bleeding  is  usually  slow,  chronic,  and 
occult,  resulting  in  weakness,  debilitation,  and  anemia.  This 
was  the  presenting  feature  in  one  of  our  patients.  Jaundice 
is  unusual  in  jejunal  and  ileal  carcinomas  while  it  is  fre- 
quently seen  in  duodenal  carcinoma.  Diarrhea  and  malab- 
sorption are  rare  in  adenocarcinomas  but  are  seen  fre- 
quently in  lymphomas  involving  the  small  bowel.  Frequently, 
however,  symptoms  are  vague  and  nonspecific,  often  lead- 
ing to  difficulty  in  diagnosis,  and  do  not  suggest  a neoplastic 
process  (7).  Intussusception  is  reportedly  more  common 
with  benign  tumors  because  of  the  polypoid  nature  (8).  The 
duration  of  symptoms  is  quite  variable.  It  has  ranged  from  a 
few  days  to  several  months  with  an  average  of  six  to  seven 
months  (6). 

Frequently,  no  obvious  physical  signs  are  present.  A pal- 
pable abdominal  mass  has  been  reported  in  about  25%  of 
the  cases  and  is  more  frequently  seen  in  leiomyosarcoma 
than  in  carcinoma  (9,1 1).  Evidence  of  occult  bleeding  is 
noted  in  30%  of  the  cases  and  distention  and  visible  per- 
istalsis may  be  seen  in  the  case  of  an  obvious  obstruction. 
Rarely,  malignant  small  bowel  tumors  may  present  as  an 
acute  abdomen  with  bowel  perforation  and  peritonitis.  How- 
ever, perforation  is  more  common  with  lymphomas  and 
sarcomas  than  in  carcinomas.  In  summary,  the  symptom 
complex  of  abdominal  pain  with  partial  or  intermittent  bowel 
obstruction  or  unexplained  gastrointestinal  bleeding  with 
weight  loss  should  lead  to  a high  index  of  suspicion  for  a 
possible  small  bowel  carcinoma. 

Pathological  findings 

These  tumors  arise  from  the  mucosa  and  generally  form  a 
napkin-ring  type  lesion.  They  tend  to  grow  through  the  in- 
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testinal  mucosa  to  form  ulcerative  lesions  and  infiltrate  the 
bowel  wall  into  the  surrounding  serosa.  The  distribution 
tends  to  be  highest  proximally  with  decreasing  frequency  in 
the  more  distal  segments  of  the  small  bowel  (8).  Carci- 
nomas of  the  jejunum  tend  to  occur  proximally,  70%  of  them 
being  present  within  1 00  cm  of  the  ligament  of  Treitz.  Ileal 
carcinomas  are  chiefly  distal  with  70%  of  them  being 
present  within  100  cm  of  the  ileocecal  valve  (12).  Metasta- 
ses  occur  frequently  in  regional  lymph  nodes,  peritoneum, 
and  liver,  in  that  order  of  frequency.  Other  organs  may  also 
be  involved  by  hematogenous  spread.  Five-year  survival 
correlates  better  with  the  depth  of  invasion  of  bowel  wall 
and  lymph  node  involvement  rather  than  histological  grade 
and  gross  appearance.  Seventy-one  percent  of  the  patients 
survive  for  five  years  when  the  tumor  is  confined  to  the 
lumen  of  the  bowel,  44%  if  it  penetrates  the  thickness  of  the 
bowel  wall,  and  only  14%  when  lymph  nodes  are  involved 
(13). 

Etiology 

No  single  factor  or  combination  of  factors  has  been  impli- 
cated, although,  the  rarity  of  this  neoplasm  has  generated  a 
lot  of  speculation.  The  small  bowel  has  been  called  an  epi- 
demiologically  privileged  site  in  terms  of  tumor  induction  (14). 
Even  though  the  small  bowel  accounts  for  75%  of  the  length 
and  more  strikingly,  90%  of  the  mucosal  surface  of  the  gut, 
colorectal  carcinoma  is  40  times  more  common  than  carci- 
noma of  the  small  bowel.  This  is  rather  puzzling  since  small 
bowel  tumors  are  readily  inducible  in  experimental  animals 
with  1 , 2,  5,  6-dibenzanthracene  and  20-methycholanthrene 
(15). 

The  rapid  transit  time  through  the  small  bowel  coupled  with 
its  dilute  contents  has  been  suggested  as  a significant  factor 
against  neoplasia  as  compared  to  the  prolonged  contact  time 
in  the  rectosigmoid  region  (1 6).  Herbsman  and  others  have 
suggested  that  the  alkaline  pH  of  the  small  bowel  exerts  a 
protective  influence  (1 1 ) as  higher  tumor  incidences  are 
found  throughout  the  gastrointestinal  tract  where  the  content 
is  generally  acid.  It  is  also  recognized  that  nitrosamines, 
which  have  been  shown  to  be  potent  experimental  gastroin- 
testinal carcinogens,  are  formed  within  the  bowel  only  in  acid 
environments  (1 7).  Another  theory  proposes  that  the  high 
concentration  of  secretory  immunoglobulin  (IgA)  present  in 
the  small  bowel  exerts  a beneficial  influence  (10),  perhaps  by 
neutralizing  possible  oncogenic  viruses.  This  is  further  sup- 
ported by  the  higher  incidence  of  small  bowel  neoplasms  in 
immunoglobulin  deficiency  states  and  in  immunosuppressed 


patients  (10).  Lowenfels  suggested  that  the  liquid  contents 
are  less  likely  to  be  irritating  to  the  small  bowel  mucosa  than 
food  particles  are  to  the  esophagus,  chyme  to  the  stomach, 
or  the  fecal  material  to  the  colon  (18).  Incidence  of  small 
bowel  neoplasms  is  also  increased  in  patients  with  sprue  and 
regional  enteritis  (9),  possibly  from  breakdown  of  mucosal 
protection.  The  relative  absence  of  bacteria  in  the  small 
bowel  may  be  another  contributing  factor.  This  reduces  the 
amount  of  carcinogens  produced  by  bacterial  action  on  intes- 
tinal contents  (10).  Small  bowel  hydroxylases,  especially 
benzopyrene  hydroxylase  which  is  present  in  high  concentra- 
tion in  the  small  bowel  mucosa,  has  been  postulated  to 
detoxify  several  carcinogens  (11,16).  Another  interesting 
theory  suggests  that  the  rapidly  proliferating  small  bowel 
mucosal  cells  completely  inhibit  the  growth  of  tumor  cells 
(19).  More  than  likely,  most,  if  not  all,  of  the  above  mentioned 
factors  may  affect  the  relative  immunity  to  tumor  formation 
in  the  small  intestine.  The  malignant  potential  of  benign 
adenomas  is  controversial,  but  several  reports  suggest  a pre- 
malignant  potential  (20).  Villous  adenomas  are  uncommon  in 
the  small  bowel,  but  when  present,  50%  of  them  undergo  a 
malignant  transformation  (21 ).  The  potential  risk  of  malignant 
change  in  adenomatous  polyps  is  increased  in  patients  with 
familial  polyposis  and  Gardner’s  syndrome. 

Treatment 

Surgery  is  the  preferred  therapeutic  approach  for  virtually  all 
symptomatic  primary  neoplasms  of  the  small  bowel.  Malig- 
nant tumors  require  wide  surgical  excision  involving  seg- 
mental removal  of  the  involved  bowel  with  wide  margins 
around  the  neoplasm  including  the  vascular  and  lymphatic 
pedicle.  A portion  of  the  mesentery  of  the  involved  segment 
of  the  bowel  is  thereby  removed.  Lesions  of  the  terminal 
ileum  may  require  a right  hemicolectomy.  In  advanced  non- 
resectable  or  metastatic  disease,  a palliative  segmental 
resection  or  a bypass  procedure  is  necessary  to  relieve  or 
prevent  obstruction. 

In  spite  of  resectability  rates  of  over  60%  to  70%  in  most 
series,  the  prognosis  has  been  dismal  with  an  overall  five- 
year  survival  rate  around  20%  following  radical  surgery 
(5,8,10).  Survival  following  palliative  surgery  has  been  gen- 
erally measured  in  months.  More  recent  reports  indicate  a 
trend  towards  improved  survival  with  adequate  surgery 
(9,22).  Surgery  may  also  have  an  important  role  to  play  in 
palliative  resection  of  recurrent  or  metastatic  tumors  because 
of  the  lack  of  effective  chemotherapy  and  the  difficulty  with 
radiation  therapy. 
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Radiation  therapy 

Generally,  small  bowel  carcinomas  are  radioresistant,  and 
the  overall  results  are  discouraging  as  radiation  is  very  poorly 
tolerated  by  the  intestinal  tract  (1 1 ).  However,  it  has  produced 
occasional  remissions  and  prolonged  survival  (23).  It  may 
produce  partial  relief  of  pain  or  obstructive  symptoms.  A 
combination  of  radiation  therapy  and  surgery  may  be  of 
benefit  in  situations  where  surgical  resection  is  likely  to  leave 
behind  microscopic  residual  tumor.  The  use  of  intraoperative 
radiation  may  ultimately  prove  useful  when  a single  dose  of 
radiation  is  given  to  the  tumor  bed  and  areas  at  risk  for  tumor 
contamination,  while  other  tissues  are  removed  or  shielded 
from  the  path  of  radiation  beam  to  reduce  toxicity  (24,25). 

The  role  of  adjuvant  radiotherapy  after  surgery  remains  un- 
certain and  undetermined. 

Chemotherapy 

Chemotherapy  has  generally  been  reserved  for  manage- 
ment of  advanced  disease.  It  has  occasionally  been  useful 
and  has  produced  objective  tumor  regression  and  perhaps 
increased  survival  time  (5,6).  The  principle  drugs  employed 
have  been  5-fluorouracil  and  the  nitrosureas.  Combination 
chemotherapy  regimens  have  been  more  effective  than 
single  agents  in  combatting  other  gastrointestinal  malignan- 
cies. Thus,  combination  chemotherapy  may  potentially  be  of 
therapeutic  benefit  in  treatment  of  small  bowel  carcinomas; 
however,  the  experience  is  rather  limited.  One  of  our  patients 
(case  3)  received  an  aggressive  combination  of  doxorubicin, 
5-fluorouracil,  and  mitomycin-C  for  eight  months  following 
surgery  as  his  peritoneal  washings  were  positive  for  tumor. 
Unfortunately,  after  eight  months  of  therapy,  he  elected  not  to 
have  any  further  treatment  and  four  months  later  he  relapsed. 
The  role  of  chemotherapy  following  surgical  resection  and/or 
in  combination  with  radiotherapy  is  presently  under  evalua- 
tion and  may  ultimately  prove  to  be  useful.  There  is  at  least 
one  report  in  the  literature  of  adjuvant  postoperative  chemo- 
therapy administered  by  Morgan  utilizing  5-fluorouracil, 
methyl-CCNU,  and  BCG.  One  of  his  two  patients  survived  for 
more  than  two  years. 

Summary 

Adenocarcinoma  of  the  small  bowel  lacks  specific  signs  and 
symptoms,  is  inaccessible  to  endoscopy,  and  is  difficult  to 
visualize  radiographically.  These  difficulties  lead  to  a delay  in 
diagnosis  and  consequently  to  poor  prognosis.  Unexplained 
abdominal  pain  with  features  of  partial  or  intermittent  bowel 
obstruction,  especially  in  the  absence  of  adhesions  or  other 
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obvious  etiological  factors  associated  with  weight  loss  and 
anemia  in  an  elderly  patient  should  be  viewed  with  a high 
index  of  suspicion  and  investigated  aggressively  for  the  pos- 
sibility of  a small  bowel  carcinoma.  Further  research  needs 
to  be  conducted  to  investigate  the  relative  immunity  of  the 
small  bowel  to  neoplasms.  A clear  understanding  of  the  fac- 
tors responsible  for  protecting  the  small  bowel  mucosa  may 
lead  to  the  application  of  similar  mechanisms  in  preventing 
the  more  common  colorectal  cancer. 
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Low  incidence  of  side  effects 

CARDIZEM®  (diltiazem  HC1) 
produces  an  incidence  of  adverse 
reactions  not  greater  than  that 
reported  with  placebo  therapy, 
thus  contributing  to  the  patient’s 
sense  of  well-being. 

‘Cardizem  is  indicated  in  the  treatment  of  angina  pectoris  due  to 
coronary  artery  spasm  and  in  the  management  of  chronic  stable 
angina  ( classic  effort-associated  angina)  in  patients  who  cannot 
tolerate  therapy  with  beta-blockers  and/or  nitrates  or  who  remain 
Symptomatic  despite  adequate  doses  of  these  agents. 
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Reduces  angina  attack  frequency 

42%  to  46%  decrease  reported  in 
multicenter  study.1 

Increases  exercise  tolerance* 

In  Bruce  exercise  test,2  control 
patients  averaged  8.0  minutes  to 
onset  of  pain;  Cardizem  patients 
averaged  9.8  minutes  (P<.005). 
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2/84 


PROFESSIONAL  USE  INFORMATION 

cardizem 

(dilhazem  HCI) 

30  mfi  and  6<)  mg  tablets 

DESCRIPTION 

CARDIZEM”  (diltiazem  hydrochloride)  is  a calcium  ion  influx 
inhibitor  (slow  channel  blocker  or  calcium  antagonist).  Chemically, 
diltiazem  hydrochloride  Is  1,5-Benzothiazepin-4(5H)one,3-(acetyloxy) 
-5-[2-(dimethylammo)ethyl]-2.3-dihydro-2-(4-methoxyphenyl)-, 
monohydrochlorlde.(+)  -cis-.The  chemical  structure  is: 


Diltiazem  hydrochloride  is  a white  to  off-white  crystalline  powder 
with  a bitter  taste.  It  is  soluble  in  water,  methanol,  and  chloroform. 
It  has  a molecular  weight  of  450.98  Each  tablet  of  CARDIZEM 
contains  either  30  mg  or  60  mg  diltiazem  hydrochloride  for  oral 
administration 

CLINICAL  PHARMACOLOGY 

The  therapeutic  benefits  achieved  with  CARDIZEM  are  believed 
to  be  related  to  its  ability  to  inhibit  the  influx  of  calcium  ions 
during  membrane  depolarization  of  cardiac  and  vascular  smooth 
muscle. 

Mechanisms  of  Action.  Although  precise  mechanisms  of  its 
antianginal  actions  are  still  being  delineated,  CARDIZEM  is  believed 
to  act  In  the  following  ways: 

1,  Angina  Due  to  Coronary  Artery  Spasm  CARDIZEM  has  been 
shown  to  be  a potent  dilator  of  coronary  arteries  both  epicardial 
and  subendocardial.  Spontaneous  and  ergonovine-induced  cor- 
onary artery  spasm  are  inhibited  by  CARDIZEM. 

2.  Exertional  Angina:  CARDIZEM  has  been  shown  to  produce 
increases  in  exercise  tolerance,  probably  due  to  its  ability  to 
reduce  myocardial  oxygen  demand  This  is  accomplished  via 
reductions  in  heart  rate  and  systemic  blood  pressure  at  submaximal 
and  maximal  exercise  work  loads. 

In  animal  models,  diltiazem  Interferes  with  the  slow  inward 
(depolarizing)  current  in  excitable  tissue.  It  causes  excitation-contraction 
uncoupling  in  various  myocardial  tissues  without  changes  in  the 
configuration  of  the  action  potential  Diltiazem  produces  relaxation 
of  coronary  vascular  smooth  muscle  and  dilation  of  both  large  and 
small  coronary  arteries  at  drug  levels  which  cause  little  or  no 
negative  inotropic  effect.  The  resultant  increases  In  coronary  blood 
flow  (epicardial  and  subendocardial)  occur  in  ischemic  and  nonischemic 
models  and  are  accompanied  by  dose-dependent  decreases  in  sys- 
temic blood  pressure  and  decreases  in  peripheral  resistance 

Hemodynamic  and  Electrophysiologic  Effects.  Like  other 
calcium  antagonists,  diltiazem  decreases  sinoatrial  and  atrioventricu- 
lar conduction  in  isolated  tissues  and  has  a negative  Inotropic  effect 
in  Isolated  preparations.  In  the  intact  animal,  prolongation  of  the  AH 
interval  can  be  seen  at  higher  doses. 

In  man,  diltiazem  prevents  spontaneous  and  ergonovine-provoked 
coronary  artery  spasm.  It  causes  a decrease  in  peripheral  vascular 
resistance  and  a modest  fall  in  blood  pressure  and,  in  exercise 
tolerance  studies  in  patients  with  ischemic  heart  disease,  reduces 
the  heart  rate-blood  pressure  product  for  any  given  work  load. 
Studies  to  date,  primarily  In  patients  with  good  ventricular  function, 
have  not  revealed  evidence  of  a negative  inotropic  effect:  cardiac 
output,  ejection  fraction,  and  left  ventricular  end  diastolic  pressure 
have  not  been  affected.  There  are  as  yet  few  data  on  the  interaction 
of  diltiazem  and  beta-blockers.  Resting  heart  rate  is  usually  unchanged 
or  slightly  reduced  by  diltiazem. 

Intravenous  diltiazem  in  doses  of  20  mg  prolongs  AH  conduction 
time  and  AV  node  functional  and  effective  refractory  periods  approxi- 
mately 20%.  In  a study  Involving  single  oral  doses  of  300  mg  of 
CARDIZEM  in  six  normal  volunteers,  the  average  maximum  PR 
prolongation  was  14%  with  no  instances  of  greater  than  first-degree 
AV  block,  Diltiazem-associated  prolongation  of  the  AH  interval  Is  not 
more  pronounced  in  patients  with  first-degree  heart  block.  In  patients 
with  sick  sinus  syndrome,  diltiazem  significantly  prolongs  sinus 
cycle  length  (up  to  50%  in  some  cases). 

Chronic  oral  administration  of  CARDIZEM  in  doses  of  up  to  240 
mg/day  has  resulted  in  small  increases  in  PR  interval,  but  has  not 
usually  produced  abnormal  prolongation.  There  were,  however,  three 
instances  of  second-degree  AV  block  and  one  instance  of  third- 
degree  AV  block  in  a group  of  959  chronically  treated  patients. 

Pharmacokinetics  and  Metabolism.  Diltiazem  is  absorbed 
from  the  tablet  formulation  to  about  80%  of  a reference  capsule  and 
is  subject  to  an  extensive  first-pass  effect,  giving  an  absolute 
bioavailability  (compared  to  intravenous  dosing)  of  about  40%.  CARDIZEM 
undergoes  extensive  hepatic  metabolism  in  which  2%  to  4%  of  the 
unchanged  drug  appears  in  the  urine  In  vitro  binding  studies  show 
CARDIZEM  is  70%  to  80%  bound  to  plasma  proteins.  Competitive 
ligand  binding  studies  have  also  shown  CARDIZEM  binding  is  not 
altered  by  therapeutic  concentrations  of  digoxin,  hydrochlorothiazide 
phenylbutazone,  propranolol,  salicylic  acid,  or  warfarin.  Single  oral 
doses  of  30  to  120  mg  of  CARDIZEM  result  in  detectable  plasma 
levels  within  30  to  60  minutes  and  peak  plasma  levels  two  to  three 
hours  after  drug  administration.  The  plasma  elimination  half-life 
following  single  or  multiple  drug  administration  is  approximately  3.5 
hours.  Desacetyl  diltiazem  is  also  present  in  the  plasma  at  levels  of 
10%  to  20%  of  the  parent  drug  and  Is  25%  to  50%  as  potent  a 
coronary  vasodilator  as  diltiazem.  Therapeutic  blood  levels  of 
CARDIZEM  appear  to  be  in  the  range  of  50  to  200  ng/ml.  There  is  a 
departure  from  dose-linearity  when  single  doses  above  60  mg  are 
given:  a 120-mg  dose  gave  blood  levels  three  times  that  of  the  60-mg 
dose.  There  is  no  information  about  the  effect  of  renal  or  hepatic 
impairment  on  excretion  or  metabolism  of  diltiazem. 

INDICATIONS  AND  USAGE 

1  Angina  Pectoris  Due  to  Coronary  Artery  Spasm.  CARDIZEM 


is  Indicated  In  the  treatment  of  angina  pectoris  due  to  coronary 
artery  spasm.  CARDIZEM  has  been  shown  effective  in  the 
treatment  of  spontaneous  coronary  artery  spasm  presenting  as 
Prinzmetal's  variant  angina  (resting  angina  with  ST-segment 
elevation  occurring  during  attacks). 

2  Chronic  Stable  Angina  (Classic  Effort-Associated  Angina). 
CARDIZEM  is  indicated  in  the  management  of  chronic  stable 
angina.  CARDIZEM  has  been  effective  In  controlled  trials  in 
reducing  angina  frequency  and  increasing  exercise  tolerance. 

There  are  no  controlled  studies  of  the  effectiveness  of  the  concomi- 
tant use  of  diltiazem  and  beta-blockers  or  of  the  safety  of  this 
combination  in  patients  with  impaired  ventricular  function  or  conduc- 
tion abnormalities 

CONTRAINDICATIONS 

CARDIZEM  Is  contraindicated  in  (1)  patients  with  sick  sinus 
syndrome  except  in  the  presence  of  a functioning  ventricular  pacemaker, 
(2)  patients  with  second-  or  third-degree  AV  block  except  in  the 
presence  of  a functioning  ventricular  pacemaker,  and  (3)  patients 
with  hypotension  (less  than  90  mm  Hg  systolic). 

WARNINGS 

1 Cardiac  Conduction.  CARDIZEM  prolongs  AV  node  refrac- 
tory periods  without  significantly  prolonging  sinus  node  recov- 
ery time,  except  in  patients  with  sick  sinus  syndrome  This 
effect  may  rarely  result  in  abnormally  slow  heart  rates  (particularly 
in  patients  with  sick  sinus  syndrome)  or  second-  or  third-degree 
AV  block  (six  of  1243  patients  for  0.48%).  Concomitant  use  of 
diltiazem  with  beta-blockers  or  digitalis  may  result  in  additive 
effects  on  cardiac  conduction.  A patient  with  Prinzmetal's 
angina  developed  periods  of  asystole  (2  to  5 seconds)  after  a 
single  dose  of  60  mg  of  diltiazem. 

2 Congestive  Heart  Failure.  Although  diltiazem  has  a negative 
inotropic  effect  in  isolated  animal  tissue  preparations,  hemodynamic 
studies  In  humans  with  normal  ventricular  function  have  not 
shown  a reduction  in  cardiac  Index  nor  consistent  negative 
effects  on  contractility  (dp/dt)  Experience  with  the  use  of 
CARDIZEM  alone  or  in  combination  with  beta-blockers  In  patients 
with  impaired  ventricular  function  Is  very  limited.  Caution  should 
be  exercised  when  using  the  drug  In  such  patients. 

3 Hypotension.  Decreases  in  blood  pressure  associated  with 
CARDIZEM  therapy  may  occasionally  result  in  symptomatic 
hypotension. 

4.  Acute  Hepatic  Injury.  In  rare  instances,  patients  receiving 
CARDIZEM  have  exhibited  reversible  acute  hepatic  injury  as 
evidenced  by  moderate  to  extreme  elevations  of  liver  enzymes. 
(See  PRECAUTIONS  and  ADVERSE  REACTIONS.) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is  extensively  metab- 
olized by  the  liver  and  excreted  by  the  kidneys  and  in  bile.  As  with  any 
new  drug  given  over  prolonged  periods,  laboratory  parameters  should 
be  monitored  at  regular  intervals.  The  drug  should  be  used  with 
caution  in  patients  with  impaired  renal  or  hepatic  function.  In  sub- 
acute and  chronic  dog  and  rat  studies  designed  to  produce  toxicity, 
high  doses  of  diltiazem  were  associated  with  hepatic  damage.  In 
special  subacute  hepatic  studies,  oral  doses  of  125  mg/kg  and 
higher  in  rats  were  associated  with  histological  changes  in  the  liver 
which  were  reversible  when  the  drug  was  discontinued  In  dogs, 
doses  of  20  mg/kg  were  also  associated  with  hepatic  changes; 
however,  these  changes  were  reversible  with  continued  dosing. 

Drug  Interaction.  Pharmacologic  studies  indicate  that  there 
may  be  additive  effects  in  prolonging  AV  conduction  when  using 
beta-blockers  or  digitalis  concomitantly  with  CARDIZEM.  (See 
WARNINGS). 

Controlled  and  uncontrolled  domestic  studies  suggest  that  con- 
comitant use  of  CARDIZEM  and  beta-blockers  or  digitalis  is  usually 
well  tolerated  Available  data  are  not  sufficient,  however,  to  predict 
the  effects  of  concomitant  treatment,  particularly  in  patients  with  left 
ventricular  dysfunction  or  cardiac  conduction  abnormalities.  In  healthy 
volunteers,  diltiazem  has  been  shown  to  increase  serum  digoxin 
levels  up  to  20%. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility.  A 

24-month  study  in  rats  and  a 21 -month  study  in  mice  showed  no 
evidence  of  carcinogenicity.  There  was  also  no  mutagenic  response 
in  in  vitro  bacterial  tests.  No  intrinsic  effect  on  fertility  was  observed 
in  rats. 

Pregnancy.  Category  C.  Reproduction  studies  have  been  con- 
ducted in  mice,  rats,  and  rabbits.  Administration  of  doses  ranging 
from  five  to  ten  times  greater  (on  a mg/kg  basis)  than  the  daily 
recommended  therapeutic  dose  has  resulted  In  embryo  and  fetal 
lethality.  These  doses,  in  some  studies,  have  been  reported  to  cause 
skeletal  abnormalities.  In  the  perinatal/postnatal  studies,  there  was 
some  reduction  in  early  individual  pup  weights  and  survival  rates. 
There  was  an  increased  incidence  of  stillbirths  at  doses  of  20  times 
the  human  dose  or  greater. 

There  are  no  well-controlled  studies  in  pregnant  women;  therefore, 
use  CARDIZEM  in  pregnant  women  only  if  the  potential  benefit 
justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers.  It  is  not  known  whether  this  drug  is  excreted 
in  human  milk  Because  many  drugs  are  excreted  in  human  milk, 
exercise  caution  when  CARDIZEM  is  administered  to  a nursing 
woman  if  the  drug's  benefits  are  thought  to  outweigh  its  potential 
risks  in  this  situation 

Pediatric  Use.  Safety  and  effectiveness  in  children  have  not 
been  established. 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies  carried  out  to 
date,  but  it  should  be  recognized  that  patients  with  impaired  ventricu- 
lar function  and  cardiac  conduction  abnormalities  have  usually  been 
excluded 

In  domestic  placebo-controlled  trials,  the  incidence  of  adverse 
reactions  reported  during  CARDIZEM  therapy  was  not  greater  than 
that  reported  during  placebo  therapy. 

The  following  represent  occurrences  observed  in  clinical  studies 
which  can  be  at  least  reasonably  associated  with  the  pharmacology 
of  calcium  influx  inhibition  In  many  cases,  the  relationship  to 
CARDIZEM  has  not  been  established.  The  most  common  occurrences, 
as  well  as  their  frequency  of  presentation,  are  edema  (2.4%), 


headache  (21%),  nausea  (1.9%),  dizziness  (1.5%),  rash  (1.; 
asthenia  (1.2%),  AV  block  (1.1%).  In  addition,  the  following  evi 
were  reported  infrequently  (less  than  1%)  with  the  order  of  prese 
tion  corresponding  to  the  relative  frequency  of  occurrence. 


Cardiovascular 


Nervous  System 
Gastrointestinal 


Dermatologic 

Other 


Flushing,  arrhythmia,  hypotension,  brady 
dia,  palpitations,  congestive  heart  fail 
syncope 

Paresthesia,  nervousness,  somnolei 
tremor,  insomnia,  hallucinations,  and  amnr 
Constipation,  dyspepsia,  diarrhea,  vomi 
mild  elevations  of  alkaline  phosphatase  S( 
SGPT,  and  LDH 

Pruritus,  petechiae,  urticaria,  photosensit 
Polyuria,  nocturia. 


The  following  additional  experiences  have  been  noted: 

A patient  with  Prinzmetal's  angina  experiencing  episode 
vasospastic  angina  developed  periods  of  transient  asymptote 
asystole  approximately  five  hours  after  receiving  a single  6C 
dose  of  CARDIZEM 

The  following  postmarketing  events  have  been  reported  ir 
quently  in  patients  receiving  CARDIZEM  erythema  multiforme; 
kopema,  and  extreme  elevations  of  alkaline  phosphatase,  S( 
SGPT,  LDH,  and  CPK  However,  a definitive  cause  and  effect  beta 
these  events  and  CARDIZEM  therapy  is  yet  to  be  established. 


OVERDOSAGE  OR  EXAGGERATED  RESPONSE 

Overdosage  experience  with  oral  diltiazem  has  been  limi 
Single  oral  doses  of  300  mg  of  CARDIZEM  have  been  well  toleri 
by  healthy  volunteers.  In  the  event  of  overdosage  or  exagger; 
response,  appropriate  supportive  measures  should  be  employe 
addition  to  gastric  lavage  The  following  measures  may  be  conside 


Bradycardia 

High-Degree  AV 
Block 

Cardiac  Failure 
Hypotension 


Administer  atropine  (0.60  to  1.0  mg)  If  tl 
is  no  response  to  vagal  blockade,  admini 
isoproterenol  cautiously. 

Treat  as  for  bradycardia  above.  Fixed  h 
degree  AV  block  should  be  treated  with 
diac  pacing 

Administer  inotropic  agents  (isoprotere 
dopamine,  or  dobutamine)  and  diuretics. 
Vasopressors  (eg,  dopamine  or  levarteri 
bitartrate). 


Actual  treatment  and  dosage  should  depend  on  the  severity  of 
clinical  situation  and  the  judgment  and  experience  of  the  trea 
physician 

The  oral/LD50's  in  mice  and  rats  range  from  415  to  740  mg 
and  from  560  to  810  mg/kg,  respectively.  The  intravenous  LD™' 
these  species  were  60  and  38  mg/kg,  respectively.  The  oral  LD, 
dogs  is  considered  to  be  in  excess  of  50  mg/kg,  while  lethality! 
seen  in  monkeys  at  360  mg/kg.  The  toxic  dose  in  man  is  not  kno 
but  blood  levels  in  excess  of  800  ng/ml  have  not  been  associa 
with  toxicity. 


DOSAGE  AND  ADMINISTRATION 

Exertional  Angina  Pectoris  Due  to  Atherosclerotic  C( 
nary  Artery  Disease  or  Angina  Pectoris  at  Rest  Due  to  Cr 
nary  Artery  Spasm.  Dosage  must  be  adjusted  to  each  patiei 
needs  Starting  with  30  mg  four  times  daily,  before  meals  am 
bedtime,  dosage  should  be  increased  gradually  (given  in  divi 
doses  three  or  four  times  daily)  at  one-  to  two-day  intervals  u 
optimum  response  is  obtained  Although  individual  patients  r 
respond  to  any  dosage  level,  the  average  optimum  dosage  rai 
appears  to  be  180  to  240  mg/day.  There  are  no  available  data  cone 
ing  dosage  requirements  in  patients  with  impaired  renal  or  hep; 
function  If  the  drug  must  be  used  in  such  patients,  titration  shouk 
carried  out  with  particular  caution 

Concomitant  Use  With  Other  Antianginal  Agents: 

1 Sublingual  NTG  may  be  taken  as  required  to  abort  ac 
anginal  attacks  during  CARDIZEM  therapy. 

2 Prophylactic  Nitrate  Therapy -CARDIZEM  may  be  sal 
coadministered  with  short-  and  long-acting  nitrates,  but  th 
have  been  no  controlled  studies  to  evaluate  the  antiangi 
effectiveness  of  this  combination. 

3 Beta-blockers.  (See  WARNINGS  and  PRECAUTIONS.) 


HOW  SUPPLIED 

Cardizem  30-mg  tablets  are  supplied  in  bottles  of  100  (If 
0088-1 771-47)  and  in  Unit  Dose  Identification  Paks  of  100  (If 
0088-1 771  -49)  Each  green  tablet  is  engraved  with  MARION  on  i 
side  and  1771  engraved  on  the  other  CARDIZEM  60-mg  sco 
tablets  are  supplied  in  bottles  of  100  (NDC  0088-1772-47)  and  in  1 
Dose  Identification  Paks  of  100  (NDC  0088-1772-49).  Each  yel 
tablet  Is  engraved  with  MARION  on  one  side  and  1772  on  the  ot 
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Lipoid  pneumonia  and 
i Mycobacterium 
fortuitum  pulmonary 
infection:  successful 
treatment  with 
sulfisoxazole 

The  rapidly  growing  mycobacteria  are  uncommon 
pathogens.  Of  the  species  included  in  this  group,  only 
Mycobacterium  fortuitum  and  Mycobacterium  cheloni 
have  been  shown  to  be  pathogenic  for  man.  Mycobac- 
terium fortuitum  has  been  increasingly  recognized  as  a 
pathogen.  It  has  been  reported  as  an  agent  in  infections 
of  bone,  endocardium,  cornea,  lung,  skin,  and  soft 
tissue.  Pulmonary  infection  is  usually  associated  with 
achalasia,  ankylosing  spondylitis,  and  lipoid  pneu- 
monia (1-3).  Treatment  of  pulmonary  disease  with 
surgery  and  various  antituberculous  drugs  has  not 
been  consistently  successful.  Recently,  pulmonary  in- 
fections due  to  M cheloni,  have  been  treated 
successfully  with  drugs  such  as  amikacin, 
erythromycin,  and  sulfonamide  (2-4).  This  report  con- 
cerns one  patient  with  lipoid  pneumonia  and  M 
fortuitum  pulmonary  infection  treated  successfully  with 
sulfisoxazole  alone. 


Case  report 

A 46-year-old  man  was  initially  seen  at  The  University  of 
Texas  M.D.  Anderson  Hospital  in  November  1976  when  a 
diagnosis  of  adenocarcinoma  of  the  stomach  was  made.  An 
extended  radical  gastrectomy  with  splenectomy  and  distal 
pancreatectomy  was  performed  in  December  1976.  The  pa- 
tient received  adjuvant  chemotherapy  with  methyl-CCNU, 
Adriamycin,  and  ftorafur  for  approximately  two  years.  During 
this  period  several  upper  gastrointestinal  series  demon- 
strated esophageal  reflux.  There  was  no  history  of  mineral 
oil  use,  but  he  did  use  Vick’s  VapoRub  or  sometimes  Vas- 
eline to  alleviate  his  sinus  symptoms.  In  July  1980  he 
developed  malaise,  fever,  and  cough  with  yellow  sputum.  A 
diagnosis  of  pneumonia  was  made,  and  he  was  given  intra- 


venous antibiotics  at  another  hospital.  He  returned  to  M.D. 
Anderson  Hospital  when  his  symptoms  persisted.  A chest 
radiograph  demonstrated  areas  of  consolidation  in  the  left 
upper  lobe  consistent  with  an  inflammatory  process  (Fig  1). 
Results  of  a diagnostic  workup  including  blood  and  sputum 
cultures,  bronchoscopy,  and  tuberculin  skin  test  were  nega- 
tive. However,  because  the  patient  failed  to  respond  to 
broad  spectrum  antibacterial  therapy  and  because  the  loca- 
tion of  the  lung  process  suggested  tuberculosis,  a trial  of 
isoniazid  and  ethambutol  were  given  for  six  weeks.  At  the 
end  of  the  trial  period,  his  fever  had  subsided,  but  the  mal- 
aise and  cough  with  sputum  production  remained  the  same. 
A repeat  chest  radiograph  indicated  progressive  consolida- 
tion in  the  left  and  right  upper  lobes.  An  open  lung  biopsy 
was  performed.  Gross  examination  of  the  lung  tissue  re- 
moved at  thoracotomy  revealed  a diffuse  ill-defined 
nodularity  of  the  parenchyma.  Microscopic  examination 
showed  focal  confluent  lipogranulomas  surrounded  by  adja- 
cent areas  of  interstitial  pneumonitis,  containing  alveoli 
stuffed  with  macrophages  and  occasional  giant  cells  contain- 
ing oil  droplets  (Fig  2).  The  lipogranulomas  comprised  central 


1.  Chest  roentgenogram  showing  consolidation  in  the  left  upper  lobe. 
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2.  Example  of  lipogranulomatous  focus,  demonstrating  oil  droplets  central 
microabscess  formation  (arrow),  and  surrounding  fibrosis  (H  & E x 15). 

3.  High  magnification  of  alveolus  filled  with  macrophages  surrounding  and 
phagocytosing  lipid.  A multinucleated  histiocyte  is  noted  in  top  left  comer 
(H  & Ex  425). 
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pools  of  oil,  rimmed  by  neutrophiles  with  surrounding  con- 
centric fibrosis  of  chronic  inflammation  (Fig  3).  Special  stains 
for  acid  fast  bacilli,  bacteria,  and  fungi  were  negative.  These 
findings  were  consistent  with  an  exogenous  lipoid  pneu- 
monia. A chest  radiograph  ten  days  following  the  open  lung 
biopsy  showed  more  consolidation  in  the  right  and  left  upper 
lobes.  Once  more  the  patient  complained  of  fever  and  weak- 
ness. The  lung  tissue  culture  grew  M fortuitum  after  seven 
days.  Drug  susceptibility  testing  determined  that  the  orga- 
nism was  sensitive  to  amikacin,  doxycycline,  kanamycin, 
minocycline  and  sulfisoxazole  but  resistant  to  erythromycin. 
Sulfisoxazole  (4  g/day)  was  given  for  one  year,  producing 
gradual  but  definite  improvement  in  his  symptoms  and  chest 
radiograph  appearance  (Fig  4).  He  remains  well  16  months 
later  after  discontinuing  antibiotic  therapy.  Recent  endoscopy 
revealed  no  evidence  of  recurrent  stomach  cancer  seven 
years  after  the  original  diagnosis. 

Discussion 

Mycobacterium  fortuitum  is  widespread  in  nature,  even 
being  cultured  from  sputum  and  saliva  of  normal  persons 
(5).  Pulmonary  disease  caused  by  this  organism  is  unusual. 

In  a recent  review,  Wallace  et  al  found  1 25  cases  of  infection 
caused  by  Mycobacterium  fortuitum,  but  only  six  cases  of 
pulmonary  infection  were  identified  (6).  When  infection  is 
documented,  it  usually  is  associated  with  some  underlying 
condition  such  as  immunosuppression,  gastric  aspiration,  fi- 
brosis, bronchiectasis,  and  lipoid  pneumonia  (7-9).  Our 
patient  with  documented  esophageal  dysfunction  is  similar  to 
two  previously  described  patients  in  whom  Mycobacterium 
fortuitum  developed  in  the  presence  of  lipoid  pneumonia 
caused  by  chronic  aspiration  (10).  Laporte  has  shown  that 
prior  inoculation  of  lipids  enhances  the  invasiveness  of 
“saprophyte”  mycobacteria  in  experimental  animals,  often 
resulting  in  death.  Injection  of  lipid  or  mycobacteria  alone  had 
little  effect  (11).  Based  on  this,  it  has  been  speculated  that  in 
patients  with  esophageal  disorders,  the  recurrent  aspiration 
of  lipid  can  predispose  to  infection  by  M fortuitum  or  M 
cheloni.  It  is  possible  that  recurrent  aspiration  in  the  pres- 
ence of  lipoid  pneumonia  predisposed  our  patient  to  infection 
by  Mycobacterium  fortuitum.  Acid-fast  bacilli  were  not  dem- 
onstrated in  the  tissue,  probably  because  the  bacilli  are  lost 
along  with  the  oil  during  dehydration  and  staining  of  the 
tissue  (10). 

The  optimal  treatment  program  for  M fortuitum  pulmonary 
involvement  is  unknown.  Surgical  resection  has  been  tried, 
but  success  with  this  mode  of  therapy  has  been  limited 


(1 2).  In  the  past,  conventional  antituberculous  drugs  were 
used  routinely  without  a definite  benefit.  In  recent  years,  it 
has  been  established  that  various  drugs  such  as  amikacin, 
sulfonamide,  doxycycline,  and  erythromycin  have  in  vivo  ac- 
tivity against  rapidly  growing  mycobacteria.  The  clinical 
efficacy  of  these  drugs  has  been  documented  in  some  stud- 
ies and  is  confirmed  by  the  results  seen  in  our  patient.  The 
selection  of  therapy  should  be  guided  by  antimicrobial  sus- 
ceptibility testing  results  and  patient  tolerance  to  these 
agents.  We  feel  that  sulfisoxazole  should  be  one  of  the 
agents  tested.  No  specific  guidelines  are  available  to  deter- 
mine the  duration  of  antimicrobial  therapy,  however,  the 
occurrence  of  relapse  after  prolonged  periods  suggests  that 
antimicrobial  therapy  should  be  continued  for  an  extended 
period  of  time  (2). 

Summary 

We  report  a case  of  lipoid  pneumonia  associated  with  My- 
cobacterium fortuitum,  an  uncommon  pathogen,  treated 


4.  Chest  roentgenogram  showing  chronic  fibrotic  changes  in  both  upper 
lobes  six  months  after  completion  of  treatment. 
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successfully  with  sulfisoxazole  as  the  only  chemotherapy 
agent. 
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High  frequency  jet 
ventilation  in 
tracheopleural  fistula: 
case  report 

A 57-year-old  man,  a heavy  smoker,  was  hospitalized  for 
hemoptysis.  Workup  revealed  squamous  cell  carcinoma 
of  the  right  upper  lobe.  He  underwent  a right  pneumo- 
nectomy complicated  by  a large  postoperative  broncho- 
pleural fistula.  We  again  operated,  resecting  the  lower 
trachea  and  reimplanting  the  left  main  bronchus.  Again  a 
tracheopleural  fistula  developed  with  severe  respiratory 
failure.  A high  frequency  jet  ventilator  was  obtained  and 
used  for  ventilatory  support.  Prompt  improvement  in  the 
healing  of  the  fistula  with  resolution  of  the  respiratory 
failure  was  observed.  We  believe  high  frequency  jet  ven- 
tilation is  a useful  technique  for  the  treatment  of  airway 
disruption  with  respiratory  failure. 


Results  of  surgical  or  medical  therapy  for  bronchogenic  carci- 
noma involving  the  trachea  have  been  very  poor  at  best. 
Formation  of  a tracheopleural  fistula  during  postoperative 
positive  pressure  ventilation  commonly  leads  to  death.  This 
article  discusses  distal  tracheal  resection  in  a patient  with 
bronchopleural  fistula  following  a right  pneumonectomy  and 
describes  the  successful  management  of  a large  tracheo- 
pleural fistula  using  a new  high  frequency  jet  ventilator. 

Case  report 

A 57-year-old  man  was  hospitalized  in  Houston  for  recurrent 
hemoptysis  of  several  months’  duration.  His  history  was  sig- 
nificant for  60  pack-years  of  smoking,  a chronic  productive 
cough  consistent  with  chronic  bronchitis,  and  a 6.34  kg 
(1 4 lb)  pound  weight  loss  during  the  previous  1 2 months.  His 
physical  examination  was  normal,  except  for  slightly  distant 
bilateral  breath  sounds  and  mild  prolongation  of  the  ex- 
piratory phase.  His  chest  roentgenogram,  ECG,  CBC,  blood 
chemistries,  urinalysis,  and  arterial  blood  gases  at  room  air 
were  normal. 

Bronchoscopy  showed  an  irregular  and  edematous 
mucosa  involving  the  right  upper  lobe  bronchus  and  proximal 


bronchus  intermedius.  The  trachea,  carina,  and  right  main 
bronchus  appeared  endoscopically  normal.  Biopsies  of  the 
irregular  mucosa  demonstrated  invasive  poorly  differentiated 
squamous  cell  carcinoma.  Workup  revealed  no  indication  of 
metastases,  and  we  believed  that  pulmonary  function  did  not 
contraindicate  right  pneumonectomy.  After  pneumonectomy, 
however,  permanent  pathologic  section  showed  intraepithelial 
carcinoma  in  the  suture  line.  Furthermore,  immediately  after 
surgery  the  patient  began  to  suffer  respiratory  failure,  and  we 
discovered  a large  bronchopleural  fistula.  His  condition 
steadily  deteriorated  despite  ventilatory  support  and  right 
chest  tube  drainage.  We  again  operated,  resecting  the  lower 
trachea  and  reimplanting  the  left  main  bronchus.  Seven  days 
later,  he  again  developed  a tracheopleural  fistula  with  respi- 
ratory failure  requiring  mechanical  ventilation.  Fluid  from  the 
right  chest  cavity  had  become  grossly  purulent.  A long,  very 
flexible  endotracheal  tube  was  placed  (with  the  aid  of  the 
flexible  bronchoscope)  into  the  left  main  bronchus  to  keep 
pressure  away  from  the  suture  line.  No  significant  improve- 
ment was  achieved  after  two  weeks.  A high  frequency  jet 
ventilator  was  obtained  and  ventilatory  support  begun  at  a 
rate  of  1 50  beats/minute,  inspiratory/expiratory  ratio  of  0.3, 
and  a driving  pressure  of  20  psi.  Gas  exchange  was  easily 
maintained  with  only  minor  adjustments  in  the  above  set- 
tings. Very  low  peak  airway  pressures  were  maintained  with 
marked  decrease  in  the  air  leak  from  the  fistula.  With  ade- 
quate ventilatory,  hemodynamic,  and  nutritional  support,  plus 
control  of  complicating  infections,  the  patient  made  steady 
improvement.  Two  weeks  later,  ventilatory  support  was  suc- 
cessfully discontinued  and  the  air  leak  was  evident  only 
when  the  patient  coughed  forcefully.  About  three  weeks  later, 
he  was  discharged  home.  Three  months  after  discharge,  he 
had  gained  20  pounds,  and  bronchoscopic  examination  and 
biopsies  of  the  suture  line  and  lower  trachea  showed  no  neo- 
plastic changes.  A Foley  catheter  was  left  in  the  residual  right 
chest  cavity  to  maintain  drainage.  A right  chest  sinogram  two 
months  later  demonstrated  no  communication  between  the 
chest  cavity  and  the  tracheobronchial  tree. 

Twelve  months  after  his  discharge,  our  patient  is  fully  am- 
bulatory and  gaining  weight  and  strength,  although  a small 
open  chest  cavity  continues  to  exist. 

Discussion 

In  1 981 , Carlon  et  al  (1 ) reported  their  clinical  experience  in 
1 7 patients  receiving  high  frequency  jet  ventilation.  Six  of  the 
seven  patients  who  had  airway  disruption  survived.  One  of 
the  survivors  had  a tracheopleural  fistula  as  in  our  patient. 
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Several  review  articles  since  then  have  documented  the 
usefulness  of  high  frequency  jet  ventilation  in  patients  with 
airway  disruption  (2-4).  Our  case  is  a prime  example  of  the 
potential  benefits  of  this  new  therapeutic  modality  and  is  of 
particular  interest  due  to  the  successful  resection  of  the  distal 
trachea  with  reimplantation  of  the  left  main  bronchus  in  a pa- 
tient with  a bronchopleural  fistula. 

Radiation  and/or  chemotherapy  for  squamous  cell  car- 
cinoma of  the  lung  has  been  very  disappointing.  New 
therapeutic  modalities  like  the  Nd-YAG  laser  have  demon- 
strated only  palliative  capability  (5,6).  Treatment  with  dye 
lasers  may  have  proven  useful  in  patients  with  early  or  intra- 
epithelial disease  (7).  At  present,  surgery  remains  the  only 
modality  with  a significant  cure  rate  for  localized  and  resecta- 
ble malignant  tracheal  neoplasms  (8). 

High  frequency  jet  ventilation  is  one  of  several  systems 
that  have  evolved  in  high  frequency  ventilation  techniques.  It 
delivers  compressed  gas  through  a cannula  at  frequencies 
up  to  400  beats/minute.  The  technique  has  been  promising  in 
many  patients  with  airway  disruption  and  is  approved  for  ven- 
tilatory support  during  laryngoscopies  and  bronchoscopies. 
The  mechanism  of  gas  transport  during  high  frequency  ven- 
tilation is  poorly  understood.  Several  theoretical  models 
indicate  that  airflow  patterns,  interregional  mixing,  and  en- 
hanced gas  diffusion  may  play  an  important  role  in  providing 
adequate  gas  exchange  (3). 

Post-pneumonectomy  fistula  formation  with  its  attendant 
respiratory  and  infectious  complications  carries  a very  high 
mortality  rate  in  patients  with  already  compromised  respira- 
tory status.  High  frequency  ventilation  has  been  shown  not 
only  to  provide  adequate  gas  exchange,  but  to  significantly 
decrease  air  pressure  and,  therefore,  prevent  both  baro- 
trauma and  depression  of  hemodynamic  function.  Its 
benefits  over  conventional  positive  pressure  ventilation  in  pa- 
tients with  airway  disruption,  such  as  we  have  described,  are 
obvious.  Complications  are  potentially  many,  but  rare  in 
trained  hands,  and  new  models  provide  safer  monitoring. 

Present  information  on  high  frequency  ventilation  indicates 
that  it  will  likely  become  a useful  tool  in  managing  a few  spe- 
cific ventilatory  problems  such  as  airway  disruption  or  very 
high  intrapulmonary  pressures  with  attendant  complications. 
While  high  frequency  ventilation  cannot  reverse  the  primary 
pulmonary  process,  it  may  provide  more  efficient  and  less 
harmful  ventilatory  support  in  certain  patients,  thus  im- 
proving their  outcome.  With  continued  investigation,  high 
frequency  ventilation  likely  will  have  a limited,  but  appropriate 
and  useful  place  in  clinical  respiratory  care. 
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Before  we  initiated  high  frequency  jet  ventilation  in  our 
patient,  it  seemed  likely  that  our  patient  would  die.  While 
postoperative  support  for  lung  resection  improves  and  until 
better  therapy  for  early  central  airway  carcinoma  is  available, 
an  aggressive  surgical  approach  should  be  considered  in  se- 
lected cases  such  as  the  one  reported  here. 
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Effective  medical 
referral 

communications 

Communications  between  referrer  and  consultant  in  re- 
gard to  patient  management  may  determine  the  outcome 
of  the  consultation  process.  Analysis  of  constituents  of 
letters  of  referral  emphasizes  the  value  of  agreeing  on 
common  expectations.  Consultant  letters  are  generally 
thorough  in  discussing  the  patient,  but  less  so  in  dis- 
cussing the  disease  condition.  Professional  education, 
as  well  as  patient  care,  may  be  enhanced  by  effective 
referral  communications. 


Despite  innovative  technological  advances,  communication 
among  health  professionals  occasionally  breaks  down.  The 
seemingly  simple  matter  of  conveying  clinically  relevant  infor- 
mation becomes  a complex  problem,  especially  when  a 
patient  is  receiving  care  from  more  than  one  physician  or 
agency.  One  of  the  facets  of  this  problem  may  be  addressed 
by  the  familiar  term,  “referral,'’  in  which  case  one  physician  or 
other  medical  service  directs  a patient  to  another  physician 
or  medical  service. 

The  patient's  responsibility  in  the  process  of  referral  seems 
clear.  He  or  she,  having  agreed  as  to  the  necessity  of  obtain- 
ing further  investigation,  information,  or  treatment,  proceeds 
from  the  referrer  to  the  referee,  returning  eventually  to  the 
referrer  if  appropriate.  The  responsibilities  of  the  other  two 
parties,  referrer  and  referee,  seem  less  definite  in  actual 
practice.  For  simplicity  of  discussion,  we  shall  assume  that 
either  or  both  of  these  parties  may  be  physicians,  or  that  they 
may  be  care  providers  at  any  institution  delivering  some 
medical  service  to  patients. 

Referrer 

Preparation  of  a referral  letter  from  one  physician  to  another 
is  a time-consuming  process.  The  busy  practitioner  may  feel 
that  time  spent  at  such  “paperwork”  is  unrewarding.  It  can  be 
argued,  however,  that  even  a brief  note  containing  certain 
items  of  information  may  be  of  extreme  importance  to  the 
patient.  Notation  of  previous  clinical  and  laboratory  findings 
may  save  both  time  and  money,  since  repetition  of  tests  is 


often  costly  and  needless.  Similarly,  a mention  of  diagnostic 
possibilities  may  allow  the  referee  to  focus  in  upon  the  more 
likely  ones,  with  a consequent  saving  of  time. 

Perhaps  the  most  important  item  to  communicate  to  the 
referee  is  the  reason  for  the  referral.  Sometimes  this  be- 
comes apparent  as  the  referee's  work-up  proceeds.  Far  more 
productive  is  the  directed  process  in  which  the  specific  or 
general  questions  to  be  answered  are  known  from  the  outset. 

Letters  of  referral  were  analyzed  by  Robertson  (1 ) for 
items  considered  to  be  of  importance,  in  a fashion  similar  to 
that  used  earlier  by  deAlarcon  and  Hodson  (2).  A comparison 
of  constituents  of  such  letters,  as  noted  in  these  two  studies 
(Fig  1 ),  shows  the  striking  incompleteness  in  several  areas. 
The  Robertson  study  emphasizes  the  value  of  agreeing  on 
common  expectations  in  physician-to-physician  communi- 
cations about  patients  and  their  care.  No  less  important, 
however,  is  a similar  formulation  in  physician-to-institution 
communications.  The  brief  note  ("please  see  and  treat”) 
directing  the  patient  to  report  to  another  source  of  medical 
care  leads  to  inferior,  more  costly  care;  it  is  also  a breach  of 
courtesy. 

An  item  which  Robertson  did  not  list,  but  which  may  be  of 
consequence  in  the  overall  management  of  the  patient's 
problem,  might  be  responsibility  for  follow-up.  There  should 
be  a clear  understanding  between  referrer  and  referee  as 
to  the  nature  of  continuing  care.  In  many  cases  it  will  be 
understood  that,  once  the  consultant  has  made  his  or  her 
contribution,  the  patient  will  return  to  the  referrer  for  ongoing 
care.  In  other  cases,  the  referrer  may  actually  be  asking  the 
consultant  to  assume  a major  continuing  role  in  the  care  of 
the  patient,  or  perhaps  even  to  assume  full  responsibility  for 
all  subsequent  care.  Unless  this  is  conveyed  clearly  in  the 
referral  letter,  the  possibility  of  misunderstanding  may  lead  to 
uncertainty  in  the  patient,  ill  feelings  between  referrer  and 
referee,  and  ultimately  poor  care. 

Referee  or  consultant 

The  responsibilities  of  the  consultant  to  whom  a patient  is 
referred  cover  a wide  spectrum  of  activity.  The  consultant 
may  be  a family  physician  to  whom  the  patient  is  referred  for 
broad-based  evaluation  of  a possible  problem  (eg,  hyperten- 
sion discovered  in  a public  screening  program)  or  may  be  a 
specialist  who  is  expected  to  perform  limited  diagnostic  or 
therapeutic  services.  Whatever  the  case,  both  courtesy  and 
effective  function  depend  upon  the  quality  of  communications. 

Robertson’s  study  (1 ) further  analyzed  opinions  expressed 
by  referring  physicians  about  the  quality  of  consultants' 


Volume  81  March  1985 


63 


Referral  communications 


reports.  The  rank  order  of  items  felt  by  referrers  to  be  inade- 
quate follows:  suggestion  for  follow-up;  specific  follow-up 
plans  (including  medications  and  dosages);  family  history; 
treatment  given  by  consultant  (including  hospital  care);  his- 
tory. Only  35%  of  referring  physicians  felt  that  referee  reports 
of  hospitalized  patients  were  “adequate  and  prompt”;  only 
30%  felt  similarly  about  outpatients. 

DeAlarcon  et  al  (3)  stated  that  the  “main  factors  which  de- 
tract from  the  specialist's  report  in  the  efficient  functioning  of 
the  (referrer-referee)  therapeutic  unit  are  extrinsic  to  the  re- 
port itself:  they  depend  entirely  on  the  arrival  of  the  report  at 
a time  when  the  (referring)  physician  needs  it  or  is  in  a recep- 
tive state  to  make  the  most  of  it.” 

Medical  schools  and  their  affiliated  hospitals  represent  a 
special  case.  The  referral  of  patients  to  these  teaching 
institutions  may  be  motivated  by  the  need  for  expertise  un- 
available in  the  private  sector,  or  by  the  financial  status  of  the 
patient,  or  both.  Due  to  the  emphasis  on  teaching,  one  might 
expect  consultant  letters  to  be  exemplary. 

Method  and  results 

We  reviewed  40  consecutive  consultant  letters  sent  to  refer- 
ring physicians  from  a private,  nonprofit  teaching  hospital. 
Both  outpatient  and  inpatient  referrals  were  included.  We 
chose  ten  elements  as  desirable  for  inclusion  in  consultant 
reports,  and  we  looked  for  content  in  each  of  the  ten  catego- 
ries (Fig  2).  The  percent  of  consultant  letters  which  addressed 
each  element  is  listed  in  the  figure. 

While  consultant  letters  drafted  by  resident  physicians 
tended  to  be  less  concise  than  those  drafted  by  faculty  con- 
sultants, the  content  categories  noted  in  the  figure  were 
essentially  the  same.  Whatever  virtues  or  shortcomings  were 
evident  in  faculty  letters  also  appeared  in  resident  letters.  We 

7.  Elements  of  letters  of  referral. 

% Included 


Item 

Great  Britain 
(deAlarcon  and  Hodson) 

USA 

(Robertson) 

1 . Reason  for  referral 

81 

79 

2.  Patient's  age 

55 

57 

3.  Patient's  sex 

99 

99 

4.  Clinical  findings 

22 

56 

5.  Laboratory  studies 

11 

30 

6.  Diagnostic  ideas 

41 

59 

7.  Previous  drugs  and/or  treatment 

23 

50 

8 Legibility 

12 

98 

9.  Nonmedical  problems 

15 

12 

10.  Responsibility  for  follow-up 


found,  as  Fox  and  Robertson  (4)  had  noted  more  than  a dec- 
ade ago,  . . in  not  a single  instance  was  a reference  to 
either  a textbook  or  journal  article  included.” 

This  brings  up  the  matter  of  continuing  education.  As  Fox 
and  Robertson  further  state,  . . It  is  obvious  that  in  no  in- 
stance is  the  referring  or  consulting  physician  more  likely  to 
be  as  highly  motivated  and  as  intent  to  learn  as  when  he 
deals  with  his  own  patient.”  The  potent  combination  of  a 
“real”  patient  management  problem  and  an  “expert”  consul- 
tant’s report  may  be  the  most  effective  tool  available  for 
bringing  pertinent  information  to  the  attention  of  those  who 
need  to  know. 

Conclusion 

Taken  together,  the  elements  listed  in  Figs  1 and  2 represent 
a model  of  completeness.  Effective  medical  referral  commu- 
nication requires  the  active  participation  of  both  the  referrer 
and  the  consultant.  If  in  the  relationship  between  referrer  and 
consultant  there  is  a feeling  of  mutual  respect  and  teamwork, 
then  the  resultant  atmosphere  of  cooperation  and  coordina- 
tion will  lead  to  a higher  level  of  care  for  the  patient.  A greater 
degree  of  personal  and  professional  satisfaction  may  also 
result. 
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2.  Elements  of  consultants  ' reports. 

Item  % Included 


1 . Patient  information 

100 

2.  Review  of  history 

78 

3.  Clinical  findings 

58 

4.  Laboratory/x-ray  results  (when  appropriate) 

95 

5.  Diagnosis  or  impression 

85 

6.  Consultant  action,  procedure 

95 

7.  Follow-up  plan 

98 

Consultant  only 

51 

Referrer  only 

21 

Joint  participation 

28 

8.  Discussion  of  condition 

20 

9.  References 

0 

1 0.  What  patient  was  told 

33 
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TEXAS  MEDICAL  LIABILITY  TRUST 


The  Texas  Medical  Liability 
Trust  is  an  organization  offer- 
ing professional  liability  insur- 
ance responsive  to  the  needs 
of  Texas  physicians. 

Our  philosophy  is  to  pro- 
vide an  enduring  source  of  lia- 
bility insurance,  impact  on  the 
overall  malpractice  insurance 
market  by  our  presence,  pro- 
vide loss  prevention  and  risk 
management  education  to 
minimize  malpractice  prob- 
lems and  to  effectively  handle 
claims  with  personal  attention 
to  our  policyholders.  This  phi- 
losophy results  in  the  highest 
quality  liability  insurance  for 
Texas  physicians. 

Today,  the  health  care  in- 
dustry is  in  an  era  of  change. 
Cost  containment  incentives, 
DRG  systems,  competitive  en- 


vironment, and  rising  costs  of 
health  care;  plus  new  laws  and 
liberal  legal  trends  are,  more 
than  ever  before,  affecting  the 
Texas  physician.  The  Texas 
Medical  Liability  Trust  is 
acutely  aware  of  these  trends. 
Our  priority  to  anticipate  the 
future  and  understand  the 
staggering  problems  of  profes- 
sional liability  are  a vital  part 
of  the  quality  service  offered. 
And  it  is  because  of  this 
awareness  and  our  understand- 
ing of  the  industry  that  TMLT 
has  emerged  as  a dynamic 
leader  in  the  field  of  profes- 
sional liability  insurance. 

The  Texas  Medical  Liability 
Trust  . . . quality  insurance 
services  to  match  quality 
medical  practices. 


Hr 

THE  HIGHEST  QUALITY  LIABILITY  INSURANCE  LOR  TEXAS  PHYSICIANS. 

Created  by  the  Texas  Medical  Association 


Statewide  Service  Center:  1-800-252-9179/P.O.  Box  14746,  Austin,  Texas  78761 
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Clinical  abstracts  are  selected  from  current  reviews  in  100 
internationally  recognized  journals  received  by  the  TMA  Me- 
morial Library  each  month. 


Carcinoma  of  deep  male  urethra.  John  H.  Farrer,  MD,  and 
Andrei  N.  Lupu,  MD.  Professional  Medical  Services  Com- 
pany, Urology , vol  24,  no  6,  December  1 984,  pp  527-531 . 

Carcinoma  of  the  deep  male  urethra  is  a rare  disease.  Con- 
servative measures  yielding  dismal  outcomes  were  standard 
until  1 957,  with  the  report  of  an  80%  five-year  survival  rate 
after  radical  surgery.  To  assess  the  value  of  this  surgery,  the 
authors  reviewed  all  cases  of  carcinoma  of  the  deep  male 
urethra  managed  at  UCLA  Medical  Center  and  its  affiliated 
hospitals  between  1 952  and  1 980.  Of  the  patients  managed 
with  radical  surgery,  1 died  of  a myocardial  infarction  between 
staged  surgical  procedures,  and  5 died  of  their  disease  be- 
tween 12  and  52  months  postoperatively  (mean  survival,  26 
months).  There  were  two  long-term  disease-free  survivors, 
yielding  a survival  rate  of  25%.  The  authors  have  compiled 
the  results  of  all  major  series  dealing  with  deep  urethral  carci- 
noma published  subsequent  to  the  1957  report.  This  review 
of  the  literature  supports  the  concept  that  radical  extirpative 
surgery  is  mandatory  in  the  management  of  carcinoma  of  the 
deep  male  urethra. 


Adjuvant  radiation  therapy  for  rectal  adenocarcinoma. 

B.J.  Cummings,  MB,  ChB,  FRCP.  J.B.  Lippincott  Company, 
Diseases  of  the  Colon  and  Rectum,  vol  27, 1984,  pp 
826-836. 

Adjuvant  pelvic  radiation  is  intended  to  reduce  the  incidence 
of  pelvic  tumor  recurrence  and  improve  the  survival  rates  of 
patients  who  have  “curative”  resections  for  adenocarcinoma 
of  the  rectum.  The  results  of  trials  of  preoperative  radiation  of 
up  to  2,500  cGy  in  two  weeks  have  been  disappointing.  How- 
ever, studies  with  preoperative  or  postoperative  radiation 
doses  of  4,500  cGy  in  five  weeks  or  more  suggest  that  the 
risk  of  pelvic  recurrence  can  be  reduced  to  1 5%  or  less,  al- 
though follow-up  in  most  studies  is  too  brief  to  allow  any 
comment  on  changes  in  survival  rates.  These  promising  re- 
sults need  to  be  confirmed,  since  most  were  not  obtained  in 
appropriately  controlled  studies.  Although  these  higher  radia- 
tion doses  do  appear  to  be  safe  when  attention  is  paid  to 
surgical  and  radiotherapy  techniques,  this  also  needs  to  be 
confirmed  with  larger  numbers  of  patients  and  longer  follow- 
up. While  the  studies  suggest  that  higher  radiation  doses  are 
more  effective  than  lower  doses,  there  is  no  agreement  on 
whether  radiation  should  be  directed  to  the  region  of  the 
primary  tumor  only,  or  also  to  the  pelvic  lymph  nodes,  nor 
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whether  radiation  should  be  given  before  or  after  surgery. 
Although  the  use  of  adjuvant  pelvic  radiation  is  becoming 
more  widespread,  these  and  other  questions  need  to  be 
answered  before  adjuvant  radiation  can  be  considered  stan- 
dard therapy. 


Orbital  abscess.  Albert  Hornblass,  MD,  Brian  J.  Herschorn, 
MD,  Kathleen  Stern,  MD,  and  Cecil  Grimes,  MD.  Survey  of 
Ophthalmology,  Inc,  Survey  of  Ophthalmology,  vol  29,  no  3, 
November-December  1984,  pp  169-178. 

Although  orbital  or  subperiosteal  abscess  may  originate  from 
a number  of  sources,  paranasal  ethmoidal  sinus  disease  is 
the  most  common  source  of  infection,  particularly  in  children. 
Prompt  diagnosis  and  treatment  are  necessary  to  prevent 
severe  visual  loss  and  even  death.  The  authors  review  the 
five-group  classification  of  orbital  abscess  and  summarize 
data  regarding  source,  bacteriology,  treatment,  and  visual  re- 
sults from  1 3 series  reporting  1 48  patients.  Four  new  cases 
are  present  in  detail.  Diagnostic  procedures,  including 
laboratory  testing,  sinus  radiography,  ultrasound,  and  CT 
scanning,  are  discussed  and  recommendations  are  given  for 
medical  and  surgical  management. 


Recurrences  after  irradiation  in  early  vocal  cord  cancer 
with  literature  review.  B.  Jose,  MD,  David  L.  Calhoun, 

DMD,  and  Alyas  Mohammed,  DMD.  Alan  R.  Liss,  Inc,  Jour- 
nal of  Surgical  Oncology,  vol  27,  1 984,  pp  224>27. 

Radiation  therapy  in  early  glottic  cancer  offers  an  excellent 
cure  rate  with  preservation  of  voice.  This  study  is  an  analysis 
of  25  (18%)  patients  who  had  failures  after  irradiation.  Ten 
patients  were  in  stage  I (T,N0M0)  and  15  patients  in  stage  II 
(T2N0M0).  All  patients  received  megavoltage  irradiation  with 
an  average  dose  of  6,600  rad,  1 80  to  200  rad  per  day,  five 
days  in  a week.  Of  the  failures,  1 5 patients  had  the  tumor 
controlled  by  salvage  surgery,  laryngectomy  being  the  most 
common  surgical  procedure.  The  median  time  to  recurrence 
was  23  months.  A detailed  analysis  of  the  failures,  along  with 
a literature  review,  is  done  in  this  article. 
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Well  Steer 


Make  one  phone  call  to  Trans-Texas  Leasing  and  we  will  deliver  any  make 
anywhere  in  Texas  right  to  your  doorstep.  It's  yours  for  the  asking. 

Call  today  and  we  will  explain  the  tax  advantages,  low  monthly  payments, 
100%  financing,  premium  trade-in  allowances,  and  guaranteed  residual  value 
available  to  you  when  you  lease  a car  from  us. 


We  are  endorsed  by: 


1 -800-442-61 58 


Welcome  to 
San 

Antonio 


Convention 

Headquarters 

The  San  Antonio  Convention  Center  is 
headquarters  for  the  1985  Annual  Ses- 
sion. The  majority  of  scientific  programs 
and  House  of  Delegates  meetings  will  be 
scheduled  there.  The  Marriott  Hotel  will 
be  delegates’  headquarters  and  will  ser- 
vice meetings  of  boards,  councils  and 
committees.  Four  Seasons  Plaza  Na- 
cional,  Hilton  Palacio  del  Rio,  and  Hyatt 
Regency  also  serve  as  headquarters  fa- 
cilities and  will  accommodate  program 
participants,  general  housing,  additional 
meetings  and  social  events.  All  hotels  are 
near  the  Convention  Center  and  San  An- 
tonio's famous  Riverwalk. 

House  of  Delegates  meetings  will  be  held 
in  the  Mission  Room,  Convention  Center, 
Thursday,  May  9,  at  8 am,  and  Friday, 

May  10,  at  9 am.  Reference  Committee 
meetings  will  be  held  in  the  Marriott  Hotel 
Thursday,  May  9,  beginning  at  9:30  am. 


Registration 

There  is  no  registration  fee  for  members 
of  the  Texas  Medical  Association,  for  par- 
ticipants in  the  annual  session  program, 
and  for  in-state  interns,  residents,  or  indi- 
viduals in  allied  health  disciplines,  such 
as  medical  students,  medical  assistants, 
nurses,  technicians.  A registration  fee  of 
$50  is  charged  for  all  other  nonmembers. 
It  is  not  necessary  to  register  in  ad- 
vance of  the  session. 

Registration  will  be  held  at  the  following 
times  and  places: 

San  Antonio  Convention  Center 

(Registration  and  Ticket  Sales) 

North  Exhibit  Hall  (east  end): 

Wednesday,  May  8 9:00  am-5:00  pm 
Thursday,  May  9 7:30  am-5:30  pm 

Friday,  May  10  7:30  am-5:30  pm 

Saturday,  May  1 1 7:30  am-3:00  pm 

Marriott  Hotel 

(Registration  Only) 

Ballroom  Foyer 

Wednesday,  May  8,  10:00  am- 10:00  pm 


Physician 
and  Patient 

Today’s 
Health  Care 
Team 

Texas  Medical  Association 
118th  Annual  Session 
San  Antonio  Convention  Center 
May  8-12,  1985 

Featuring 

24  Section  Programs  Allergy  • Colon 
and  Rectal  Surgery  • Digestive  Diseases  • 
Diseases  of  the  Chest  • Endocrinology  • 
Family  Practice  • Internal  Medicine  • Neu- 
rological Surgery  • Neurology  • Nuclear 
Medicine  • Obstetrics  and  Gynecology  • 
Occupational  Medicine  • Oncology  • Oph- 
thalmology • Otolaryngology  • Pathology  • 
Pediatrics  • Physical  Medicine  and  Re- 
habilitation • Plastic,  Reconstructive,  and 
Maxillofacial  Surgery  • Psychiatry  • Public 
Health  • Radiology  • Surgery  • Urology 

Sunrise  Sessions  Sunrise  Sessions 
are  informal  programs  given  primarily  for 
those  in  general  practice  and  all  spe- 
cialties and  feature  a short  lecture  fol- 
lowed by  open  discussion. 

Join  the  Friday  and  Saturday  morning 
speakers  from  8:15-9:15  for  such  topics 
as  How  to  Prepare  Athletes  for  Competi- 
tion; Dance  Injuries — Understanding  and 


Management;  Principles  of  Magnetic  R 
onance:  Nuts  and  Bolts — Basic  Con- 
cepts; Computed  Tomography  of  the 
Cervical  Spine,  and  Diagnostic  Imagine 
the  Eighties. 

Sports/Alumni  Events  Golf,  tennis, 
Fun  Run,  alumni  and  fraternity  parties, 
class  reunions. 

General  Meeting 
Luncheons 

General  Meeting  Luncheons  will  be  hel 
on  Friday,  May  10,  and  Saturday,  May  1 
at  12:15  pm  in  the  North  Banquet  Hall, 
Convention  Center. 

At  Friday’s  luncheon,  awards  will  be  pre 
sented  for  outstanding  scientific  exhibit: 
and  for  excellence  in  health  information 
communication.  Scientific  exhibits  are 
judged  on  the  basis  of  clarity,  effec- 
tiveness, originality,  contribution  to  basi< 
knowledge,  and  practical  values.  Three 
awards  are  given  in  each  of  four  profes 
sional  categories.  Additionally,  the 
Aesculapius  Award,  sponsored  by  Mis- 
sion Pharmacal  Co.,  San  Antonio,  is 
awarded  for  an  outstanding  exhibit  by  a 
Texas  physician  or  group  of  physicians. 

Also  presented  at  Friday’s  luncheon  are 
the  Anson  Jones  Awards,  inspired  by  th 
example  of  Dr.  Anson  Jones.  Dr.  Jones 
was  the  last  president  of  the  Republic  o 
Texas,  a pioneer  Texas  physician,  a pro 
lific  writer,  and  the  man  responsible  for 
establishing  the  first  regulations  concert 
ing  medical  practice  in  Texas.  The  awar 
named  after  him  are  presented  in  news 
paper,  magazine/newsletter,  radio  and 
television  categories.  Entries  are  judgec 
on  the  basis  of  accuracy,  significance, 
quality,  public  interest,  and  impact.  After 
the  awards  presentations,  attendees  wil 
hear  from  a prominent  speaker  who  will 
be  named  soon. 

Saturday’s  luncheon,  co-sponsored  with 
the  Texas  Medical  Association  Auxiliary 
will  feature  musical  entertainment  by  Th 
Chordsmen,  a fifty-man  chorus  which  to 
won  international  chorus  competitions 
for  its  fine  barbershop  harmony.  The 
Chordsmen  will  present  nostalgia,  com- 
edy and  drama,  old,  modern,  blue  and 
silly  songs  in  a most  appealing  way.  Tto 
repertoire  includes  such  classics  as  Zip- 
pity  Doo  Dah,  Mr.  Sandman,  Sunny  Sid< 
of  the  Street,  Edelweiss,  and  Alexander’ 
Ragtime  Band.  Join  us  Saturday  for  a 
rousing  good  time  and  some  extraor- 
dinary music! 
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fcxas 

jpritage 

llebration 

:t  back  in  time  to  the  early  days 
■xas.  An  array  of  determined 
t and  women  await  you  at  the 
I ute  of  Texan  Cultures,  site  of 
« exas  Medical  Association/ 
uliary  party  during  the  Annual 
;ion.  Hailing  from  faraway 
3S  such  as  Norway,  Africa, 
c land,  Japan,  Lebanon, 

(lice,  and  others,  these 

t — — 


settlers  contributed  both  to  the 
taming  of  this  great  state  and  to 
the  cultural  variety  which  makes  it 
such  a fascinating  place  to  live. 

The  "Texas  Heritage  Celebra- 
tion," Friday  evening,  May  10,  will 
provide  a wonderful  opportunity 
to  discover  the  diverse  traditions 
and  customs  of  the  state,  while 
viewing  exhibits  and  visiting  with 
friends.  The  exhibits  chronicle  the 
challenges  and  hardships  met  by 
Texas  settlers  from  twenty-five 
nations.  You'll  be  introduced  to 
"curanderas”  (folk-healers  from 
Mexico),  see  handcrafts  from 


Scandanavia,  and  stand  face  to 
face  with  a buffalo,  once  ruler  of 
the  Texas  plains. 

Video  tapes  located  in  various  ex- 
hibit areas  will  describe  lives  and 
times  of  specific  people,  and  their 
historic  accomplishments.  Inter- 
preters will  be  on  hand  to  explain 
details  of  certain  exhibits,  allow- 
ing you  to  delve  into  the  exciting 
background  of  neighbors  you 
may  not  have  known  you  had! 

A musical  mosaic,  "Faces  and 
Places  of  Texas,”  will  illuminate 
36  screens  of  the  Dome  Theatre, 


highlighting  both  the  cultural  di- 
versity and  scenic  beauty  of  our 
home  state.  Several  booths 
serving  Italian,  Swiss,  German, 
Western,  Mexican,  and  Chinese 
food  will  be  set  up  throughout  the 
exhibit  hall,  and  the  Mike  De 
Leon  Band  will  entertain  you  with 
a variety  of  musical  styles. 

Don’t  miss  sharing  this  relaxed 
evening  of  discovery  with  your  old 
friends.  And  what  better  way  to 
meet  new  ones  than  in  exploring 
your  mutual  heritage!  Tickets  are 
$25  each,  and  the  event  runs 
from  7-10  pm,  Friday,  May  10. 


Iiest  Speakers 


li  Barnes,  MD 

li  Beach,  Calif, 
jiblogy 

John  M.  Goin,  MD 

Los  Angeles,  Calif, 
plastic  surgery 

Bernard  L.  Kaye,  MD,  DMD 

Jacksonville,  Fla. 
plastic  surgery 

Lee  F.  Rogers,  MD 

Chicago,  III. 
radiology 

i art  Barnes,  MD 

II  Rock,  Ark. 
lery  (vascular) 

Gerald  S.  Golden,  MD 

Memphis,  Tenn. 
pediatrics,  neurology 

John  A.  Lombardo,  MD 

Cleveland,  Ohio 
sports  medicine 

Thomas  H.  Rossing,  MD 

Boston,  Mass, 
internal  medicine 

fidon  Berrol,  MD 

l Francisco,  Calif. 

Riical  medicine  and  rehabilitation 

Richard  L.  Goode,  MD 

Stanford,  Calif, 
otolaryngology 

Karl  M.  Morgenstein,  MD 

Miami,  Fla. 
otolaryngology 

Robert  M.  Satovick,  MD 

Salt  Lake  City,  Utah 
neurology 

hph  M.  Cannella,  MD 

i York,  NY 
lipational  medicine 

Colum  A.  Gorman,  MD 

Rochester,  Minn, 
endocrinology 

Robert  M.  Morse,  MD 

Rochester,  Minn, 
psychiatry,  neurology 

Martin  H.  Smith,  MD 

Gainesville,  Ga. 
pediatrics 

nard  J.  Cerullo,  MD 

ago,  III. 

ological  surgery 

Frederick  M.  Grazer,  MD 

La  Jolla,  Calif 
plastic  surgery 

Robert  G.  Ojemann,  MD 

Boston,  Mass, 
neurosurgery 

John  A.  Talbott,  MD 

New  York,  NY 
psychiatry 

laid  L.  Cooper,  MD 

vater,  Okla. 

,ts  medicine 

Robert  Gruber,  MD 

Rockville,  Md. 
psychiatry 

Roy  Patterson,  MD 

Chicago,  III. 
allergy,  immunology 

James  H.  Thrall,  MD 

Detroit,  Mich. 

nuclear  medicine,  radiology 

ast  Craige,  MD 

pel  Hill,  NC 
jiiology 

Grant  Gwinup,  MD 

Irvine,  Calif. 

endocrinology  and  metabolism 

Edward  E.  Pennington,  MD 

Atlanta,  Ga. 
surgery 

David  J.  Volsky,  MD 

Omaha,  Neb. 
pathology 

iam  T.  Creasman,  MD 

Iriam,  NC 

Ecology,  oncology 

Steven  E.  Harms,  MD 

Dallas,  Tex. 
diagnostic  radiology 

Daniel  H.  Present,  MD 

New  York,  NY 
internal  medicine 

Marlon  L.  Walker,  MD 

Salt  Lake  City,  Utah 
pediatric  neurosurgery 

|k  V.  Dahl,  MD 

hester,  Minn, 
natology 

Eugene  Helveston,  MD 

Indianapolis,  Ind. 
ophthalmology 

David  T.  Purtilo,  MD 

Omaha,  Neb. 
pathology 

Richard  B.  Welch,  MD 

San  Francisco,  Calif, 
orthopaedic  surgery 

iert  C.  Drews,  MD 

rton,  Mo. 
thalmology 

David  Heppel,  MD 

Rockville,  Md. 
pediatrics 

John  E.  Ray,  MD 

New  Orleans,  La. 
colon  and  rectal  surgery 

James  V.  Zelch,  MD 

Cleveland,  Ohio 
radiology 

'ance  Ticket  Order  Form 

tthe  advance  ticket  order  form,  attach  check,  and  mail  to:  Texas  Medical  Association, 
North  Lamar  Blvd.,  Austin,  Texas  78701,  and  your  tickets  will  be  waiting  for  you  at  the 
Ticket  Sales  Desk  in  San  Antonio. 


Final  Program  Order  Form 

The  Program  and  Abstracts  of  the  1 18th  Texas  Medical 
Association  Annual  Session  will  be  available  in  early  April. 

If  you  wish  to  order  your  copy  in  advance,  please  return  this 
coupon  with  a check  for  $4.75  to  Texas  Medical  Association, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


s 


city  state  zip 

* Function  and  price  including  tax  and  gratuity  Amount 

General  Meeting  Luncheon — Friday,  May  10,  12:15  pm 
(Speaker  pending) 

$16.00  per  person  $ 

General  Meeting  Luncheon— Saturday,  May  11,  12:15  pm 
(The  Chordsmen) 

$16.00  per  person  $ 

Texas  Heritage  Celebration 

Friday,  May  10,  7:00  pm 

$25.00  per  person  $ 

Total  Amount  Enclosed  $ 


trstand  tickets  will  be  available  for  pickup  at  the  San  Antonio  Convention  Center. 

}t  prices  are  based  on  the  Association’s  actual  cost  of  food,  gratuity  and  expenses  for 
ers.  Please  complete  and  return  to  TMA  before  April  24, 1985.  No  refunds  after  May  4 


Please  send  a copy  of  the  Program  and  Abstracts  for  the 
118th  Annual  Session  to: 


name 


address 


city  state 

My  check  for  $4.75  is  enclosed. 


zip 
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Texas  Medical  Association 

118th  Annual  Session 

San  Antonio  May  8— 12, 1985 

Make  Your  Reservations  Now 

• Hotel  rooms  will  be  assigned  on  a first-come,  first-served 
basis  by  the  San  Antonio  Convention  and  Visitors  Bureau. 

• Complete  in  full  the  Official  Housing  Request  Form  and 
return  it  immediately  to: 

Housing  Bureau 

San  Antonio  Convention  and  Visitors  Bureau 

P.O.  Box  2277 

San  Antonio,  Texas  78298 

• List  six  hotels  in  order  of  preference. 

• Only  reservations  received  on  the  Official  Housing 
Request  Form  will  be  accepted.  Hotels  will  not  accept  res- 
ervations directly,  and  telephone  requests  cannot  be 
accepted. 

• Do  not  send  housing  form  to  Texas  Medical  Association. 
This  will  only  delay  your  request. 

• Deadline  for  reservations  is  April  24,  1985,  unless 
otherwise  noted. 


Confirmations 

• Your  room  confirmation  will  be  sent  to  you  directly  from 
the  hotel  within  three  weeks  of  receipt  of  your  request  by 
the  Housing  Bureau.  Please  check  it  carefully  to  be  sure  all 
information  is  correct. 


Room  Deposits 

• Your  room  will  be  held  until  6:00  pm  on  your  date  of  arrival 
unless  you  send  one  night's  room  deposit.  Due  to  the  pos- 
sibility of  unforeseen  delays  in  your  arrival  time,  it  is  always 
a good  idea  to  send  a deposit  no  matter  what  time  you  plan 
to  arrive. 

• To  make  a deposit  on  your  room,  after  you  have  received 
confirmation  from  the  hotel,  you  can  send  one  night’s 
room  deposit  directly  to  the  hotel,  or  simply  call  the  hotel 
with  your  credit  card  number.  (American  Express,  VISA, 
MasterCard,  Diners  Club  and  Carte  Blanche  are  accepted.) 


Changes  and  Cancellations 

• If  you  must  change  your  hotel  reservation,  simply  write  or 
call  the  hotel  indicating  the  change  desired. 

• If  you  must  cancel  your  reservation,  please  write  the 
Housing  Bureau  in  San  Antonio  immediately  so  that  others 
can  be  accommodated.  Your  notice  of  cancellation  must  be 
received  within  48  hours  of  your  scheduled  arrival  or  your 
deposit  cannot  be  refunded.  Remember . . . Don’t  be  a 
no  show! 


Participating  hotels  and  codes: 


1.  The  Crockett  CRO 

(Deadline  for  Reservations— April  19) 
320  Bonham 
(General  Housing) 

Singles  $70 
Doubles  $80 

2.  Four  Seasons  San  Antonio  FSE 

555  South  Alamo 
(General  Housing) 

Singles  $90 
Doubles  $100 

3.  Hilton  Palacio  del  Rio  HPR 

(Deadline  for  Reservations— April  22) 
200  South  Alamo 
(Program  Participants/ 

General  Housing) 

Singles  $80 
Doubles  $89 

4.  Hyatt  Regency  San  Antonio  HYR 

1 23  Losoya 

(Auxiliary  Headquarters/ 

General  Housing) 

Singles  $78 
Doubles  $89 


5.  La  Mansion  del  Rio  LMR 

112  College 
(General  Housing) 

Singles  $84 
Doubles  $94 

6.  La  Quinta-Convention  Center 

1001  East  Commerce 
(Exhibitors/General  Housing) 

Singles  $44 
Doubles  $52 

7.  San  Antonio  Marriott  SAM 

(Deadline  for  Reservations— At 
71 1 East  Riverwalk 
(House  of  Delegates,  Boards, 
Councils,  Committees) 

Singles  $78 
Doubles  $89 

8.  St.  Anthony  Inter-Continental 

300  East  Travis 
(General  Housing) 

Singles  $78 
Doubles  $90 
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MAIL  TO: 


IOUSING  BUREAU  USE  ONLY 


Texas  Medical  Association 
1 18th  Annual  Session 
May  8-12, 1985 
San  Antonio 

OFFICIAL  HOUSING  REQUEST  FORM 

PLEASE  READ  CAREFULLY 


HOUSING 

SAN  ANTONIO  CONVENTION 
& VISITORS  BUREAU 
P.O  BOX  2277 

SAN  ANTONIO.  TEXAS  78298 


SE  PRINT  OR  TYPE  ALL  ITEMS  TO  ASSURE  ACCURACY. 

PLETE  EACH  PART  BELOW  IN  DETAIL  FOR  CORRECT  AND  RAPID  COMPUTER  PROCESSING. 

JLD  MORE  THAN  THREE  (3)  ROOMS  BE  NEEDED,  SUPPLEMENTAL  ROOM  LIST  MUST  BE  ATTACHED  USING  SAME  FORMAT  AS  IN  PART  III. 
ACKNOWLEDGEMENTS  WILL  BE  SENT  TO  INDIVIDUAL  INDICATED  IN  PART  I.  ACTUAL  CONFIRMATION  WILL  FOLLOW  FROM  HOTEL. 


PARTI 

'■TRUCTIONS:  Complete  requested  data  using  abbreviations  as  necessary. 
\ME  OF  PERSON  REQUESTING  ROOMS) 


(LAST  NAME)  (FIRST) 


(NAME  OF  COMPANY  OR  FIRM) 

i 

(STREET  ADDRESS  OR  P O BOX  NUMBER) 


(CITY) 

(STATE 

(ZIP  — USA) 

(COUNTRY) 

(AREA  CODE) 

(PHONE  NUMBER) 

PART  II 


RUCTIONS:  Select  SIX  Hotel/Motels  of  your  choice.  No  request  will  be  processed  without  SIX  choices. 


choice  n n c 

(HOTEL  CODE 

SECOND  CHOICE 

□ □ □ 

(HOTEL  CODE) 

THIRD  CHOICE 

□ □ □ 

(HOTEL  CODE) 

TH  CHOICE  O O 

(HOTEL  CODE 

□ 

FIFTH  CHOICE 

□ □ □ 

(HOTEL  CODE) 

SIXTH  CHOICE 

□ □ □ 

(HOTEL  CODE) 

PART  III 


5TRUCTIONS:  1.  PRINT  OR  TYPE  NAMES  OF  ALL  PERSONS  OCCUPYING  EACH  ROOM 

2.  SELECT  TYPE  ROOM  DESIRED  WITH  ARRIVAL  AND  DEPARTURE  DATES. 

3.  SUPPLEMENTAL  LIST  FOR  ADDITIONAL  ROOM  MUST  USE  SAME  FORMAT 

4.  PRINT  OR  TYPE  LAST  NAME  FIRST. 


GUEST  NAME/S  (PRINT  LAST  NAME  FIRST)  P + 1 — Parlor  & one  bedroom  P + 2 — Parlor  & two  bedrooms 

OOM 

10.  1 

1 

CHECK  ONE 

Single  Triple 

Double Quad 

Twin  P + 1 

Dbl/Dbl  P + 2 

ARR  nATF  DFP  DATF 

2 

ARR  TIMF  n AM  fl  PM  (Check  nnel 

NOTE:  Reservation  will  be  held  only  until  6 p.m. 
unless  special  arrangements  are  made  directly 
with  hotel.  The  hotel  may  request  a deposit. 

3 

4 

OOM 

10.  2 

i 

ch£ck  one 

_Single  Triple 

^Double  Quad 

Twin  P * 1 

.Dbl/Dbl  — P * 2 

ARR  HATF  HFP  DATE 

2 

ARR  TIMF  n AM  n PM  (Check  one! 

NOTE:  Reservation  will  be  held  only  until  6 p.m. 
unless  special  arrangements  are  made  directly 
with  hotel.  The  hotel  may  request  a deposit. 

3 

4 

OOM 

1 

CHECK  ONE 
_ Single  Triple 

Double Quad 

—Twin  P + 1 

—Dbl/Dbl  — P + 2 

ARR  nATF  nFP  HATF 

2 

ARR  TIMF  n AM  n PM  (Check  onet 

NOTE:  Reservation  will  be  held  only  until  6 p.m. 
unless  special  arrangements  are  made  directly 
with  hotel.  The  hotel  may  request  a deposit. 

tO.  3 

3 

4 

NOTE:  PLEASE  RECHECK  ALL  ITEMS  FOR  CORRECT  INFORMATION 
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DIAGNOSTIC  CLINIC  OF  HOUSTON 

6448  FANNIN 
HOUSTON,  TEXAS  77030 
(713)  797-9191 

TEXAS  MEDICAL  CENTER 


INTERNAL 
MEDICINE 

ALLERGY 

Arthur  T.  Pedersen, 


MD 


CARDIOVASCULAR  DISEASE 

Hugh  F.  Arnold,  MD 
Michael  B.  Raine,  MD 
Michael  A.  Modelski 
Sigmund  W.  Friedland,  MD 
Boguslaw  Godlewsk , MD 

DERMATOLOGY 

Samuel  F.  Bean.,  MD 

ENDOCRINOLOGY 
METABOLIC  DISEAS^S^ 

Thomas  G.  Vandivier,  MD 
Raymond  Gregory,  MD 
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Central  Texas  Medical  Foundation: 
A working  ideal 


When  Austin  and  Travis  County  faced  a crisis  of  availability 
of  health  care  for  its  indigent  population,  civic  leaders  turned 
to  Travis  County  Medical  Society  for  help. 

The  medical  society  responded,  and  the  result  is  a medi- 
cal education  model  that  is  unique  in  its  origin  and  com- 
position. Austin  Mayor  Ron  Mullen  commented  that  the  resi- 
dency program,  based  at  the  city-supported  Brackenridge 
Hospital,  . .has  helped  Brackenridge  become  one  of  the 
top  hospitals  in  the  nation  for  indigent  care  because  we  are 
able  to  keep  private  physicians  in  the  hospital,  as  opposed 
to  hiring  doctors  on  an  hourly  basis  to  take  care  of  indigents. 
The  city  council  did  an  indepth  analysis  of  Central  Texas 
Medical  Foundation  a few  years  ago  and  came  away  with 
the  conclusion  that  it  is  a real  asset  to  the  hospital.  ” 

At  the  helm  of  the  residency  training  program  is  Earl  B. 
Matthew,  MD,  who  described  it  for  this  article. 


Central  Texas  Medical  Foundation  (CTMF),  a nonprofit  orga- 
nization founded  by  the  Travis  County  Medical  Society  and 
based  in  Austin,  strives  to  provide  high  quality  medical  care 
to  the  county’s  indigent  population.  Related  to  that  goal  is  the 
foundation’s  second  function,  that  of  providing  quality  post- 
graduate medical  education  through  primary  care  residency 
programs  and  continuing  medical  education  for  Austin 
physicians. 

According  to  John  N.  Kemp,  executive  director  of  the 
county  medical  society,  the  program  is  unique  because  it  is 
the  only  one  of  its  kind  in  the  country  sponsored  by  a county 
medical  society.  It  also  is  unique  because  its  postgraduate 
training  program,  which  provides  the  housestaff  that  cares  for 
indigent  patients,  makes  maximal  use  of  volunteer  faculty 
from  the  community’s  practicing  physicians.  The  training  pro- 
gram combines  grand  rounds,  conferences,  and  patient  care. 

Travis  County  Medical  Society  provides  administrative 
support  to  the  foundation,  and  a separate  board  of  trustees 
oversees  CTMF.  The  board  membership  includes  Austin  phy- 
sicians James  A.  Strong,  MD,  president;  Roy  A.  Leamon, 

MD,  vice-president;  Robert  A.  Tate,  MD,  secretary;  F.  William 
Cherico,  MD,  treasurer;  and  James  D.  Lindley,  MD,  assistant 
secretary/treasurer.  Also  serving  as  trustees  are  county 
medical  society  officers  Thomas  D.  Kirksey,  MD,  president; 
Milton  W.  Talbot,  MD,  president-elect;  and  James  F.  Reeves, 
MD,  secretary/treasurer.  James  O.  Lindsey,  MD,  is  an  at- 
large  member  of  the  board. 

CTMF  was  born  in  1 973,  when  the  City  of  Austin  requested 
the  medical  society’s  help  in  caring  for  the  city  and  county 
indigent  population.  At  that  time,  the  most  pressing  problem 
was  emergency  room  coverage  at  the  publicly  supported 
Brackenridge  Hospital.  The  number  of  indigents  was  increas- 
ing at  the  same  time  the  housestaff,  primarily  rotating  interns, 


and  the  number  of  private  physicians  at  the  hospital  was 
decreasing. 

Travis  County  Medical  Society  formed  CTMF,  and  under  its 
aegis  the  city’s  practicing  physicians  provided  volunteer  cov- 
erage of  the  emergency  room  until  1 977,  when  a private 
group  took  over  the  job. 

At  the  same  time,  the  foundation  membership  was  devel- 
oping primary  care  specialty  training  programs  in  internal 
medicine,  family  practice,  and  pediatrics  and  neonatology, 
and  expanding  the  affiliated  obstetrics-gynecology  and  sur- 
gery programs. 

In  1975,  Earl  B.  Matthew,  MD,  moved  to  Austin  from  San 
Antonio  to  become  CTMF’s  director  of  medical  services  and 
education.  Actually,  it  was  a return  to  Austin  for  the  University 
of  Texas  graduate,  who  received  his  undergraduate  degree 
in  1963.  While  living  in  San  Antonio,  Dr  Matthew  had  served 
as  assistant  professor  of  medicine  and  acting  head  of  the 
division  of  infectious  diseases  at  The  University  of  Texas 
Health  Science  Center  at  San  Antonio  and  as  infection  con- 
trol officer  for  the  Bexar  County  Hospital  District  and  Vet- 
erans Administration  Hospital.  Only  34  years  old  at  the  time, 
he  embodied  the  young,  innovative  spirit  that  characterizes 
Austin. 

Ten  years  later,  he  is  obviously  proud  and  enthusiastic 
about  the  program  he  has  guided.  His  office  is  in  the  shadow 
of  the  new  nine-story  Brackenridge  Hospital,  and  visitors 
must  sidestep  hazards  that  have  come  with  the  ongoing  con- 
struction of  a new  pediatric  hospital.  In  the  basement  of  the 
red  brick  building,  he  sits  in  a modest,  uncarpeted  office.  The 
pale  blue  walls  are  decorated  with  statements  of  plucky  phi- 
losophy: “Might  just  as  well  forget  your  old  troubles,  there  are 


Earl  B.  Matthew,  MD,  looks  through  some  of  the  statistics  related  to  Central 
Texas  Medical  Foundation's  residency  training  program 
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more  coming  tomorrow”;  “Our  captain  is  always  right — mis- 
informed perhaps — crude,  stubborn,  fickle,  even  stupid — but 
never  wrong.”  On  a more  serious  note,  another  sign  reminds, 
“The  three  great  physicians  are  Time,  Patience,  and  Mother 
Nature.” 

Dr  Matthew  pinpoints  CTMF’s  cost  effectiveness  as  one  of 
its  most  impressive  aspects.  He  terms  the  widely  held  belief 
that  training  programs  are  a costly  way  to  deliver  health  care 
“malarkey.”  He  supports  his  description  with  data  that  origi- 
nally was  gathered  out  of  self-defense  against  the  onslaught 
of  budget  cuts. 

“(The  belief  that  the  program  was  costly)  simply  had  to  be 
disproved,  and  much  to  my  pleasant  surprise — because  I 
thought  it  would  actually  be  a little  bit  more  expensive — I had 
had  the  wrong  perception,  too.” 

During  1 983,  the  housestaff  admitted  38.5%  of  the  patients 
who  used  Brackenridge  Hospital.  At  the  same  time,  house- 
staff  patients  accounted  for  only  31 .3%  of  patient  days  for 
that  year  and  28.6%  of  hospital  charges.  (Dr  Matthew  noted 
that  Brackenridge  is  unusual  as  a municipal  hospital  in  that 
private  admissions  account  for  the  majority  of  admissions.) 


Residents  James  Molloy,  MD,  and  Mary  Park,  MD,  check  the  condition  of  a 
pediatric  patient  at  Brackenridge  Hospital,  George  Edwards,  MD,  observes 


Additionally,  the  residency  training  program  operating  ex- 
pense is  approximately  20%  less  than  the  amount  billed  for 
physician  services. 

Explaining  the  cost-effectiveness  of  the  residency  pro- 
gram, Dr  Matthew  said,  “We  emphasize  patient  care  and  not 
the  disease.  And,  we've  drilled  into  everybody  since  day  one 
that  half  of  our  patients  don’t  get  any  help  financially  from  the 
city  and  have  no  insurance  coverage.  They  are  billed  every- 
thing that  is  written  for  them,  in  terms  of  orders,  and  they’re 
expected  to  pay.  We  keep  the  residents  very  well  informed 
about  what  hospital  charges  are,  and 
we  occasionally  send  copies  of  the  patients’  discharge  bills 
to  them. 

“We  re  teaching  the  residents  that  you  don’t  order  anything 
unless  you  need  it.  And,  if  you  don’t  need  it  until  tomorrow, 
don’t  order  it  until  tomorrow  because  you  may  not  need  it 
based  on  the  information  that  you  receive  following  the  first 
set  of  tests.  And,  if  you're  in  a hospital  that  responds  very 
quickly  and  gets  data  right  to  you,  you  can  effectively  ap- 
proach the  patient  in  that  manner.  If  you're  in  an  institution 
that  has  a poor  lab,  for  example,  and  doesn’t  get  results  back 
for  four  days,  then  the  house  officer  is  put  into  t'ne  position  of 
ordering  everything.  . he  added. 

“But,  more  importantly,  the  faculty  here  teach  the  residents 
to  treat  people,  and  their  diseases  as  part  of  the  person,  not 
just  to  treat  diseases.  You  don’t  avoid  ordering  a test  just 
because  it’s  expensive,  if  you  need  it.  But,  you  prioritize.” 

Beyond  teaching  cost  effective  health  care,  the  emphasis 
on  people,  not  diseases,  has  a more  intangible  benefit. 

“I  think  it  gives  the  residents  a lot  more  confidence,”  Dr 
Matthew  said.  “They  can  go  anywhere  and  practice  good 
medicine,  We’ve  really  emphasized  primary  care  and  conti- 
nuity of  care,  have  tried  to  de-specialize  our  clinics,  and 
emphasize  that  a patient  needs  to  be  followed  by  a resident 
for  the  whole  duration  of  the  resident’s  training  program,  usu- 
ally in  their  neighborhood  Health  Department  clinics,  and  not 
just  have  patients  come  to  the  clinic  every  two  months  and 
see  a different  doctor  each  time  they  come  in.  That’s  just 
grossly  inefficient,  not  a good  learning  experience.  And,  it’s 
neither  a good  experience  nor  good  care  for  the  patient.” 

Dr  Matthew  also  stresses  the  importance  of  the  good  will 
of  Austin’s  practicing  physicians,  on  whom  the  program  de- 
pends for  its  faculty. 

“They  do  something  that’s  unique,  and  that  is  when 
they  volunteer  to  attend  on  the  wards  and  clinics,  they  allow 
CTMF  to  bill  for  those  patient  charges  and  keep  the  money  to 
help  pay  the  house  staff  and  the  small  number  of  full-time 
faculty.  We  collect  about  25%  to  30%  of  our  operating  ex- 
pense from  these  donated  fees.” 

He  estimates  that  of  the  800-plus  physicians  practicing  in 
Travis  County,  more  than  1 50  a year  participate  actively  in 
the  training  program.  “That’s  a good  turnout,”  he  added. 
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“This  is  unique — Austin  has  a lot  of  unique  qualities,  and  this 
is  an  example.” 

He  noted  that  the  volunteer  faculty  is  a “big  mix”  of  young 
and  middle-aged  physicians. 

“Not  everyone  has  that  commitment,”  he  said.  “And,  what 
happened  in  1972  (when  the  city  asked  for  help)  is  that  the 
burden  that  was  being  placed  upon  the  physicians  who  did 
feel  that  commitment  was  becoming  so  great  that  they  just 
physically  couldn’t  provide  adequate  services  and  super- 
vision. And,  that’s  what  resulted  in  the  formation  of  the 
foundation.  In  contrast,  what's  happening  in  most  cities  is 
that  care  of  the  indigent  has  been  abdicated  to  a city/county 
hospital,  a taxing  authority  or  district,  with  all  closed  full-time 
staff,  either  training  programs  or  closed  physician  staffs,  that 
are  devoted  to  the  care  of  the  medically  indigent.  And,  then, 
the  practicing  physicians  in  town  aren't  able  to  participate  in 
indigent  care  nor  the  educational  process  at  all.” 

“What  CTMF  and  Brackenridge  have  done  is  a happy  me- 
dium where  they  can  assure  continuity  of  care  and  quality  of 
coverage,  and  practicing  physicians  participate  in  the  care 
of  the  medically  indigent  through  the  organized  training  pro- 
grams. It  is  much  more  efficient,  and  the  care  of  the  patient  is 
much,  much  better  that  way.” 

A salaried  faculty  of  eight  full-time  and  three  part-time  phy- 
sicians oversees  the  educational  activities  of  the  62  post- 
graduate trainees.  Timothy  W.  Stevens,  MD,  a cardiologist, 
directs  the  internal  medicine  program  with  15  residents. 
Several  physicians  in  the  Austin-Travis  County  Health  De- 
partment also  are  active  internal  medicine  faculty,  with 
Paula  Noelke,  MD,  being  director  of  ambulatory  internal 
medicine. 

George  A.  Edwards,  MD,  a pediatric  nephrologist,  directs 
the  pediatrics  program  with  15  residents.  Also  working  with 
the  pediatrics  residents  are  Anthony  C.  Kimbrough,  MD, 
and  Susan  Penfield,  MD,  in  ambulatory  pediatrics,  and 
George  L.  Sharpe,  MD,  and  Casey  Falterman,  MD,  in 
neonatology. 

Glen  Johnson,  MD,  director,  and  Mathis  Blackstock,  MD, 
associate  director,  oversee  the  family  practice  program,  and 
Deborah  Peel,  MD,  is  director  of  liaison  psychiatry.  David 
Harshaw,  MD,  directs  the  surgery  program  that  is  integrated 
with  St  Joseph’s  Hospital,  Houston,  and  CTMF.  The  surgery 
program  has  four  residents. 

Paul  C.  Weinberg,  MD,  directs  The  University  of  Texas 
Health  Science  Center  at  Houston  obstetrics-gynecology 
Austin  program,  which  has  three  residents.  And,  all  program 
directors  oversee  the  transitional  internship’s  six  positions. 

The  programs  have  had  significant  interest  from  resi- 
dency applicants.  Dr  Matthew  feels  that  the  applicants  are 
attracted  by  the  qualified  volunteer  and  full-time  faculty, 
Austin  itself,  the  opportunity  to  deliver  quality  care  to  the  in- 
digent in  a primarily  private  patient  hospital,  and  the 


camaraderie  and  enthusiasm  of  the  residents  in  training. 

The  fact  that  the  residents  take  an  active  role  in  the  educa- 
tional process  by  originating  conferences,  for  example,  is 
another  plus,  he  said.  More  than  300  applicants  were  inter- 
viewed for  the  22  first-year  positions  offered  this  year 
through  the  National  Residency  Matching  Program. 

"We  have  been  fortunate  to  attract  an  extraordinarily  high 
quality  housestaff,”  Dr  Matthew  said. 

More  than  75%  of  the  staff  are  graduates  of  Texas  medi- 
cal schools.  In  addition  to  the  residents,  more  than  150 
senior  medical  students  participate  in  senior  clerkships  in 
Austin  each  year  with  the  residency  programs  or  with  pri- 
vate practitioners  for  electives.  The  obstetrics-gynecology 
program  of  The  University  of  Texas  Health  Science  Center 
at  Houston  has  had  junior  clerkships  in  Austin  for  several 
years.  And,  this  year  junior  clerkship  rotations  in  surgery, 
pediatrics,  and  internal  medicine  have  begun  or  are  being 
developed  with  The  University  of  Texas  Health  Science 
Center  at  Houston  and  CTMF. 

Standing  in  the  hall  of  the  pediatric  ward  at  Brackenridge, 
reflecting  on  the  program  and  its  history,  Dr  Matthew  and 
his  colleagues  admit  that  they  thought  they  might  have 
been  committing  academic  suicide  by  leaving  medical 
school  positions  and  joining  CTMF’s  unusual  program. 
Looking  at  the  success  the  program  now  enjoys,  they  can 
laugh  at  their  earlier  doubts.  The  idealistic  program,  de- 
pending on  the  good  will  and  good  intentions  of  the  medical 
community,  is  working. 

Dr  Matthew  concluded,  “The  volunteer  physicians  get 
something  in  return  because  in  essence  what  happens  is  that 
young  physicians  and  medical  students  give  new  knowledge 
to  the  older  physician,  and  the  older  physician  shares  his  ex- 
perience with  the  younger  physician.  It’s  really  a trade,  but  a 
very  effective  trade,  and  it’s  fun.” 

Donna  B.  Jones 

News  Editor,  Texas  Medicine 
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MEDICINE  AND  THE  LAW 


THE  PHYSICIAN-PATIENT  RELATIONSHIP- 
CREATION  AND  TERMINATION 

Physicians  assume  both  ethical  and  legal  duties  to  their 
patients.  A physician’s  responsibility  to  attend  a patient 
usually  begins  with  the  creation  of  the  physician-patient  re- 
lationship and  continues  as  long  as  that  relationship  exists 
as  defined.  While  based  legally  upon  contract  principles, 
the  relationship  is  grounded  in  fact  upon  the  personal  rela- 
tionship which  exists  between  physician  and  patient.  When 
that  relationship  of  trust  and  confidence  becomes  untena- 
ble for  either  party,  dissolution  of  the  relationship  may 
become  necessary.  This  article  discusses  the  circum- 
stances under  which  physicians  may  or  may  not  have  a 
legal  or  ethical  duty  to  treat  persons  who  seek  their  profes- 
sional services. 


Q.  How  is  the  physician-patient  relationship  created  and 
what  obligations  does  such  a relationship  impose  upon  the 
physician? 

A.  The  AMA’s  Principles  of  Medical  Ethics,  to  which  all  TMA 
members  pledge  support,  require  that  physicians  treat  pa- 
tients in  emergencies,  whether  or  not  a legal  duty  exists 
(1 ).  However,  Texas  law  does  not  impose  the  same  broad 
responsibility.  The  legal  duty  to  do  what  an  ordinarily  prudent 
physician  would  do,  or  to  refrain  from  doing  what  an  ordinarily 
prudent  physician  would  not  do,  flows  first  from  the  existence 
of  a physician-patient  relationship  (2).  That  relationship  is  . . 
contractual  and  wholly  voluntary,  created  by  agreement,  ex- 
press or  implied”  (2,  p 1 07).  The  essence  of  the  relationship 
is  the  physician’s  agreement,  in  response  to  an  overt  or  im- 
plied request,  to  become  responsible  for  the  patient’s  care. 
The  relationship  may  exist  before  the  physician  actually  has 
seen  or  examined  the  patient  for  the  first  time  if  he  or  she 
previously  has  agreed  to  do  so.  Failure  to  pay  for  the  physi- 
cian’s services  does  not  automatically  impair  the  validity  of  a 
relationship  (and  the  physician’s  corresponding  duty  of  care). 
However,  nonpayment  of  charges  by  the  patient  can  support 
a physician’s  decision  to  discharge  a patient  from  the  prac- 
tice with  appropriate  notice. 

In  Childs  v Weis,  the  court  discussed  the  case  of  a woman 
in  labor  who  came  to  a hospital  emergency  room  but  had  no 
physician  in  the  city.  A nurse  in  the  emergency  room  called  a 
physician  who  stated  that  the  patient  should  be  directed  to 
contact  her  own  obstetrician  in  another  city  for  advice.  The 
court  concluded  in  part  that,  “Aside  from  the  provisions  of  the 
statutes,  the  rights,  duties  and  liabilities  of  practitioners  of 
the  healing  arts  are  governed  by  the  law  applicable  to  per- 
sons generally.  A physician  is  under  no  legal  obligation  to 
practice  his  profession  or  render  services  to  whomever  may 


request  them”  (2,  p 1 07). 

Thus,  except  in  one  set  of  circumstances  described  by 
statute  below,  a physician  legally  (if  not  ethically)  may  refuse 
to  respond  to  any  request  for  assistance  if  the  physician- 
patient  relationship  does  not  exist  when  the  request  is  made. 

Q.  Under  what  circumstances  may  a physician  be  liable  for 
refusing  to  treat  a person  who  is  not  his  or  her  patient? 

A.  Article  4438a,  amended  by  the  legislature  in  1983,  pro- 
vides that  officers,  employees,  or  members  of  the  medical 
staff  of  a general  hospital  may  not  deny  emergency  services 
to  a person  diagnosed  by  a licensed  physician  as  requiring 
such  services  because  the  person  cannot  establish  his  or  her 
ability  to  pay  for  the  services,  or  because  of  race,  religion,  or 
national  ancestry.  In  addition,  the  person  needing  services 
may  not  be  subjected  to  arbitrary,  capricious,  or  unreason- 
able discrimination  based  upon  age,  sex,  physical  condition, 
or  economic  status  (3).  "Emergency  services”  are  defined  as 
those  “.  . .usually  and  customarily  available  at  the  respective 
hospital  and  that  must  be  provided  immediately  to  sustain  a 
person's  life,  to  prevent  serious  permanent  disfigurement  or 
loss  or  impairment  of  the  function  of  a bodily  member  or 
organ,  or  to  provide  for  the  care  of  a woman  in  active  labor 
if  the  hospital  is  so  equipped  and  if  the  hospital  is  not  so 
equipped,  to  provide  necessary  treatment  to  allow  the  woman 
to  travel  to  a more  appropriate  facility  without  undue  risk  of 
serious  harm”  (3,  sec  1c). 

The  statute  provides  criminal  penalties  for  reckless,  know- 
ing, or  willful  violation  of  these  prohibitions. 

Some  hospitals  provide  for  medical  staff  coverage  in  the 
emergency  room  by  requiring  physicians  to  participate  in  an 
on-call  rotation.  If  those  requirements  for  ER  coverage  by 
physician  members  of  the  medical  staff  are  reasonably 
drawn,  a hospital  usually  will  be  able  to  defend  its  ER  rotation 
plan  in  court  as  a mandatory  requirement  for  maintaining 
hospital  privileges  (4). 

The  obligation  to  patients  in  emergencies  as  defined  under 
Article  4438a  is  not  dependent  upon  the  prior  existence  of  a 
physician-patient  relationship,  but  is  created  by  the  statute 
itself.  However,  the  physician  who  delivers  a baby  or  who 
diagnoses  and  treats  a patient’s  chronic  condition  in  the  ER 
may  limit  his  or  her  obligation  to  the  patient  by  agreement  at 
the  time  services  are  rendered. 

Q.  May  a physician  lawfully  terminate  his  or  her  relationship 
with  a patient  at  any  time? 

A.  Abandonment  of  a patient  by  a physician  may  result  in  civil 
liability  for  the  physician.  Abandonment  usually  is  defined  as 

. .the  unilateral  severance  of  the  professional  relation- 
ship. . . without  reasonable  notice  at  a time  when  there  is  still 
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the  necessity  of  continuing  medical  attention”  (5).  Proof  of 
actionable  abandonment  requires  a showing  that  the  physi- 
cian failed  to  provide  “an  adequate  medical  attendant"  (5, 
p 903)  and  also  failed  to  give  adequate  notice.  Finally,  as  in 
any  negligence  action,  the  plaintiff  must  prove  he  or  she 
suffered  injuries  or  damages  that  were  caused  by  the  physi- 
cian’s wrongful  conduct  (5,  p 903). 

Q.  Under  what  circumstances  should  notice  be  given  to  the 
patient? 

A.  Proper  documentation  of  the  notification  should  afford  the 
physician  protection  from  possible  civil  liability.  In  addition  to 
orally  advising  the  patient  and  documenting  that  advice  in  the 
chart,  the  physician  should  send  a letter  to  the  patient,  return 
receipt  requested,  to  ensure  that  the  patient  understands  the 
physician’s  decision.  A copy  of  the  letter  and  the  return  re- 
ceipt should  be  retained.  (See  Fig  1 .) 

Q.  How  much  notice  is  required? 

A.  Reasonable  notice  is  required.  In  a lawsuit  alleging  aban- 
donment, a judge  or  jury  may  be  asked  to  determine  whether 
the  notice  period  provided  to  a particular  patient  by  a physi- 
cian was  “reasonable"  under  the  existing  circumstances. 

The  time  period  necessary  for  a patient  to  locate  another 
physician  in  a large  metropolitan  area  might  be  less  than  that 
which  would  be  reasonable  in  more  isolated  rural  areas 
where  fewer  physicians  practice.  Also,  the  nature  or  severity 
of  the  patient’s  condition  might  affect  the  time  required  to  find 

1.  Sample  letter  terminating  physician-patient  relationship. 

Dear  Mr/Mrs : 

Please  be  advised  that  I will  no  longer  be  able  to  treat  you  as  a patient, 

beginning days  after  your  receipt  of  this  letter.  I find  it  necessary 

to  conclude  our  relationship  because  (specify  reason(s),  if  desired). 

Since  your  condition  (describe  condition)  (may /will)  require  further  medical 
attention,  I suggest  that  you  select  another  physician  without  delay.  As  I 

indicated,  I will  be  available  to  treat  you  only  for  the days  following 

your  receipt  of  this  letter 

I will  be  glad  to  forward  information  from  your  medical  records  to  any 
physician  or  other  person  you  designate.  Please  complete  and  sign  the 
enclosed  authorization  form. 

Thank  you  and  best  wishes. 

Sincerely, 

M.D. 


another  physician.  For  example,  an  OB  patient  in  her  eighth 
month  may  not  be  able  to  locate  another  physician  willing  to 
assume  responsibility  for  care.  The  physician  who  seeks  to 
terminate  this  relationship  may  be  forced  to  delay  doing  so 
until  after  providing  delivery  and  postpartum  care. 

Q.  What  other  considerations  are  relevant  in  composing  the 
notification  letter  to  the  patient? 

A.  The  physician  may  suggest  the  names  of  other  colleagues 
the  patient  may  contact,  but  he  or  she  is  not  required  to  do 
so.  Although  the  physician  may  include  a reason  or  reasons 
for  termination  of  the  physician-patient  relationship,  a stated 
reason  for  the  decision  is  not  legally  necessary.  The  physi- 
cian may  not  legally  or  ethically  withhold  a copy,  summary,  or 
narrative  of  the  patient’s  medical  record  from  another  physi- 
cian (or  from  the  patient)  because  of  an  outstanding  account 
balance  (6).  The  physician  may  specify  that  any  treatment  or 
care  during  the  notice  period  will  be  provided  on  a cash  basis 
unless  an  emergency  exists.  However,  the  physician  would 
be  prudent  to  treat  even  the  patient  who  cannot  pay  cash, 
rather  than  possibly  being  required  to  defend  a lawsuit  charg- 
ing abandonment. 

Q.  What  should  the  physician  do  when  the  patient  terminates 
the  relationship? 

A.  The  law  recognizes  that  the  relationship  between  physi- 
cian and  patient  is  a special  one,  different  from  the  arm’s 
length  dealings  between  buyers  and  sellers  of  commercial 

2.  Authorization  to  release  medical  records. 

Dear  Dr : 

This  letter  will  authorize  you  to  provide  a copy,  summary,  or  narrative  of  my 
medical  records  (as  indicated  by  the  checkmark  below) 

Complete  record 

Records  of  care  from to only 

Records  of  care  concerning  the  following  condition(s) 

to  the  following  person. 

Name 

Street 

City  State  Zip 

The  reasons  or  purposes  for  this  release  of  information  are  as  follows: 


I understand  that  you  will  provide  this  information  within  a reasonable  period 
of  time,  and  that  a reasonable  fee  for  furnishing  this  information  may  be 
charged. 

Signed: . 

Patient  (or  person  legally  authorized  to  consent  on  patient's  behalf) 

Date: 
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products.  Physicians  have  a fiduciary  or  trust  responsibility  to 
act  only  in  the  best  interests  of  their  patients.  The  physician  is 
judged  to  have  superior  knowledge,  must  keep  information 
about  patients  confidential,  and  must  provide  patients  with 
relevant  information  and  alternatives  before  asking  them  to 
consent  to  treatment.  Thus,  the  physician  may  not  withdraw 
from  the  relationship  without  warning  the  patient. 

However,  the  fiduciary  relationship  is  not  reciprocal.  The 
patient  is  free  at  any  time,  for  any  or  no  reason,  and  with  no 
"notice,”  to  decide  he  or  she  no  longer  wishes  to  be  treated 
by  a particular  physician.  When  the  patient  discharges  the 
physician  orally,  the  physician  may  wish  to  send  the  patient  a 
short  letter  confirming  the  patient’s  decision,  and  to  retain  a 
copy  for  the  files.  Significant  conditions  requiring  treatment 
should  be  described.  Again,  the  physician  may  not  ethically 
or  legally  withhold  medical  record  information  because  of  a 
past  due  account.  A copy,  summary,  or  narrative  of  the  pa- 
tient’s record  should  be  made  available  to  whomever  the 
patient  designates  in  a properly  constituted,  written  autho- 
rization to  disclose  the  information.  The  authorization  should 
be  in  writing,  and  signed  by  the  patient  or  someone  legally 
authorized  to  act  on  his  or  her  behalf.  It  should  state  (a)  the 
information  or  medical  records  to  be  covered  by  the  release, 
(b)  the  reasons  or  purposes  for  the  release,  and  (c)  the  per- 
son to  whom  the  information  is  to  be  released.  The  physician 
must  respond  to  such  an  authorization  within  a reasonable 
time,  and  if  requested,  . .reasonable  fees  for  furnishing  the 
information  shall  be  paid  by  the  patient  or  someone  on  his 
behalf”  (7).  (See  Fig  2.) 

Conclusion 

Although  a Texas  physician  remains  legally  free  in  most  in- 
stances to  choose  the  circumstances  under  which  he  or  she 
will  treat  patients,  emergencies  pose  different  problems.  Phy- 
sicians who  subscribe  to  the  AMA’s  Principles  of  Medical 
Ethics  (including  all  TMA  members)  may  not  refuse  to  treat  a 
patient  in  an  emergency.  Also,  Texas  law  relating  to  emer- 
gency services  provided  in  licensed  hospitals  limits  a phy- 
sician’s discretion.  In  many  circumstances,  hospital  policies 
and  medical  staff  bylaws  may  provide  that  medical  staff 
members  must  see  patients  in  the  emergency  room  as  a con- 
dition of  maintaining  staff  privileges.  However,  the  physician 
may  limit  the  scope  of  the  contractual  physician-patient  rela- 
tionship if  he  or  she  does  not  wish  to  treat  the  patient  after 
the  emergency  condition  has  been  stabilized  and  another 
physician  located. 

Actionable  abandonment  occurs  only  when  (a)  the  physi- 
cian unilaterally  terminates  the  physician-patient  relationship 
without  a period  of  notice  that  affords  the  patient  a reason- 
able opportunity,  under  the  circumstances,  to  locate  another 
physician;  and  (b)  the  patient  is  able  to  prove  damages 
caused  by  the  physician’s  wrongful  conduct.  Of  course,  a 


physician  may  arrange  for  a colleague  to  attend  the  patient 
for  short  periods  when  he  or  she  is  unavailable.  Appropriate 
communication  with  the  patient  should  insure  that  needed 
care  continues  without  interruption,  and  should  help  make  a 
lawsuit  for  abandonment  unlikely. 

Michael  G.  Young,  JD 

TMA  Attorney 
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Bypassing 
the  good  life? 


In  the  first  multi- 
clinic survey  of  its 
kind,  headed  by 
Dr  C.  David  Jenkins 
of  the  University  of  Texas 
Medical  Branch  (Galveston), 
quality  of  life  after  coronary 
artery  bypass  was  examined  1 
Generally  optimistic  findings  went 
beyond  earlier  surveys  that  focused  on 
strictly  medical  and  survival  aspects 

Angina  was  completely  relieved  in  69%  to  85%  of 
patients  studied;  in  many  cases  family,  social  and  sexual 
lives  and  roles  returned  to  normal,  and  fatigue,  anxiety  and 
depression  had  lessened  At  six  months,  71%  had  returned 
to  mild  exercise,  three-quarters  of  those  patients  who  worked 
preoperatively  were  gainfully  employed,  often  full-time;  and 
most  patients  felt  fully  supported  emotionally  by  their  fami- 
lies and  friends.  Most  significantly  71%  gave  an  unqualified 
"yes"  when  asked  whether  they  would  undergo  surgery  again 


TEXAS  MEDICINE 
TODAY 


Texas  Star  may  lead 
antibacterial  cavalry 

The  battle  against  cholera  may  have  a new  weapon  called 
"Texas  Start'  It  is  an  oral  vaccine  intended  to  protect  against 
cholera  in  such  places  as  Bangladesh,  where  severe  diar- 
rheal disease  is  endemic.  7 Texas  Star  was  developed  by 
Richard  Finkelstein  and  Takeshi  Honda,  at  the  University  of 
Texas,  Southwestern  Medical  School,  Dallas.  The  vaccine  is 
a live,  mutated  strain  of  the  pathogen  Vibrio  cholerae,  which 
Dr  Finkelstein  isolated  in  1979.  So  far,  Texas  Star  has  given 
"significant  clinical  protection"  in  volunteers.  Just  a few  years 
ago,  an  oral  vaccine  for  cholera  was  nowhere  on  the  horizon. 
Texas  Star  could  be  the  one. 


Starch  blockers  don't! 

Do  amylase  inhibitors,  also  known  as  "starch  blockers," 
actually  reduce  absorption  of  calories  from  starch?  Dr.  George 
W Bo-Linn  and  other  Baylor  University  Medical  Center 
researchers  found  the  answer:  they  don't .3  Using  a one-day 
calorie-balance  technique,  healthy  volunteers  were  fed  a high- 
starch  test  meal  of  spaghetti,  tomato  sauce  and  bread  Fecal 
calorie  excretion  was  measured  after  subjects  had  taken  either 
starch  blocker  or  placebo  tablets.  If  starch  blockers  performed 
as  advertised,  they  would  increase  the  number  of  excreted 
calories  by  400  kcal.  But  fecal  calorie  excretion  remained  at 
normal  levels.  Texas  medicine  showed  there  is  still  no  calorie- 
free  lunch. 


References:  1.  JenkinCDe/a/:  JAMA  250.  782-788,  Aug  12,  1983.  2.  Not 
one  but  four  possible  oral  vaccines  for  cholera  under  study.  JAMA  248.  1937- 
1938,  Oct  22/29,  1983.  3.  Bo-Linn  GW  etol.  N Engl  J Med  307.  1413-1415, 
Copyright  © 1985  by  Roche  Products  Inc  All  rights  reserved  Dec  2,  1982 
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TODAY:  FOR  THE  PATIENT 
WITH  MIXED  DEPRESSION 
AND  ANXIETY 

A rational  approach,  combining 
- The  standard  antidepressant: 
amitriptyline 

— The  proven  anxiolytic  action  of 

Librium®  (chlordiazepoxide  HCI/Roche)® 

Marked  improvement  often  occurs  as  early  as  the  first  week 

Headache,  insomnia  or  Gl  upsets  associated  with  mixed  depression  and 
anxiety  often  respond  quickly 

Feeling  better,  patients  teel  encouraged  to  stay  the  course-therefore, 
fewer  dropouts:  P=  .006  compared  to  amitriptyline* 

Convenient  single  h.s.  dosing  sufficient  in  some  patients;  helps  patients 
with  mixed  depression  and  anxiety  sleep  through  the  night.  Patients 
should  be  cautioned  about  the  combined  effects  of  Limbitrol  with  alcohol 
and  other  CNS  depressants,  and  about  activities  requiring  complete 
mental  alertness  such  as  operating  machinery  or  driving  a car 


In  moderate  depression  and  anxiety 


IN  PLACE  OF 
LIMBITROL  5-12.5  WRITE: 


IN  PLACE  OF 
LIMBITROL  10-25  WRITE: 


Limbitrol 

Each  tablet  contains  5 mg  chlordiazepoxide  and  12  5 mg  amitriptyline  (as  the  hydrochloride  salt) 


Each  tablet  contains  10  mg  chlordiazepoxide  and  25  mg  amitriptyline  (os  the  hydrochloride  salt) 


<£ 


Easier  to  remember. . . easier  to  prescribe 


'Feighner  JR  etal  Psychopharmacology  61  217-225,  Mar  22,  1979 

Please  see  summary  of  product  information  on  following  page. 
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LIMBITROL®  ® Tranquilizer-Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  a summary  of 
which  follows: 

Indications:  Relief  of  moderate  to  severe  depression  associated  with  moderate  to 
severe  anxiety. 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepres- 
sants. Do  not  use  with  monoamine  oxidase  (MAO)  inhibitors  or  within  14  days  follow- 
ing discontinuation  of  MAO  inhibitors  since  hyperpyretic  crises,  severe  convulsions  and 
deaths  have  occurred  with  concomitant  use,  then  initiate  cautiously,  gradually  increas- 
ing dosage  until  optimal  response  is  achieved  Contraindicated  during  acute  recovery 
phase  following  myocardial  infarction 

Warnings:  Use  with  great  care  in  patients  with  history  of  urinary  retention  or  angle- 
closure  glaucoma  Severe  constipation  may  occur  in  patients  taking  tricyclic  antide- 
pressants and  anticholinergic-type  drugs  Closely  supervise  cardiovascular  patients. 
(Arrhythmias,  sinus  tachycardia  and  prolongation  of  conduction  time  reported  with 
use  of  tricyclic  antidepressants,  especially  high  doses  Myocardial  infarction  and 
stroke  reported  with  use  of  this  class  of  drugs.)  Caution  patients  about  possible  com- 
bined effects  with  alcohol  and  other  CNS  depressants  and  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g , operating  machinery,  driving) 

Usage  in  Pregnancy:  Use  o(  minor  tranquilizers  during  the  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congenital 
malformations  as  suggested  in  several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy;  advise  patients  to  discuss  therapy  if  they 
Intend  to  or  do  become  pregnant. 

Since  physical  and  psychological  dependence  to  chlordiazepoxide  have  been  reported 
rarely,  use  caution  in  administering  Limbitrol  to  addiction-prone  individuals  or  those 
who  might  increase  dosage,  withdrawal  symptoms  following  discontinuation  of  either 
component  alone  have  been  reported  (nausea,  headache  and  malaise  for  amitripty- 
line, symptoms  [including  convulsions]  similar  to  those  of  barbiturate  withdrawal  for 
chlordiazepoxide) 

Precautions:  Use  with  caution  in  patients  with  a history  of  seizures,  in  hyperthyroid 
patients  or  those  on  thyroid  medication,  and  in  patients  with  impaired  renal  or  hepatic 
function.  Because  of  the  possibility  of  suicide  in  depressed  patients,  do  not  permit  easy 
access  to  large  quantities  in  these  patients  Periodic  liver  (unction  tests  and  blood 
counts  are  recommended  during  prolonged  treatment  Amitriptyline  component  may 
block  action  of  guanethidine  or  similar  antihypertensives  Concomitant  use  with  other 
psychotropic  drugs  has  not  been  evaluated,  sedative  effects  may  be  additive.  Discon- 
tinue several  days  before  surgery  Limit  concomitant  administration  of  ECT  to  essential 
treatment  See  Warnings  for  precautions  about  pregnancy  Limbitrol  should  not  be 
taken  during  the  nursing  period  Not  recommended  in  children  under  12  In  the  elderly 
and  debilitated,  limit  to  smallest  effective  dosage  to  preclude  ataxia,  oversedation, 
confusion  or  anticholinergic  effects 

Adverse  Reactions:  Most  frequently  reported  are  those  associated  with  either  compo- 
nent alone:  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizziness  and  bloat- 
ing Less  frequently  occurring  reactions  include  vivid  dreams,  impotence,  tremor, 
confusion  and  nasal  congestion  Many  depressive  symptoms  including  anorexia, 
fatigue,  weakness,  restlessness  and  lethargy  have  been  reported  as  side  effects  of  both 
Limbitrol  and  amitriptyline  Granulocytopenia,  jaundice  and  hepatic  dysfunction  have 
been  observed  rarely 

The  following  list  includes  adverse  reactions  not  reported  with  Limbitrol  but  requiring 
consideration  because  they  have  been  reported  with  one  or  both  components  or 
closely  related  drugs: 

Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitations,  myocardial 
infarction,  arrhythmias,  heart  block,  stroke 

Psychiatric:  Euphoria,  apprehension,  poor  concentration,  delusions,  hallucinations, 
hypomama  and  increased  or  decreased  libido 

Neurologic  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extrem- 
ities, extrapyramidal  symptoms,  syncope,  changes  in  EEG  patterns 
Anticholinergic:  Disturbance  of  accommodation,  paralytic  ileus,  urinary  retention,  dila- 
tation of  urinary  tract 

Allergic:  Skin  rash,  urticaria,  photosensitization,  edema  ot  face  and  tongue,  pruritus 
Hematologic:  Bone  marrow  depression  including  agranulocytosis,  eosinophilia,  pur- 
pura, thrombocytopenia 

Gastrointestinal:  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar 
taste,  diarrhea,  black  tongue 

Endocrine:  Testicular  swelling  and  gynecomastia  in  the  male,  breast  enlargement, 
galactorrhea  and  minor  menstrual  irregularities  in  the  female,  elevation  and  lowering 
ot  blood  sugar  levels,  and  syndrome  ot  inappropriate  ADH  (antidiuretic  hormone) 
secretion. 

Other  Headache,  weight  gain  or  loss,  increased  perspiration,  urinary  frequency, 
mydriasis,  jaundice,  alopecia,  parotid  swelling 

Overdosage:  Immediately  hospitalize  patient  suspected  of  having  taken  an  overdose 
Treatment  is  symptomatic  and  supportive.  I V administration  of  1 to  3 mg  physostig- 
mine  salicylate  has  been  reported  to  reverse  the  symptoms  of  amitriptyline  poisoning 
See  complete  product  information  for  manifestation  and  treatment 
Dosage:  Individualize  according  to  symptom  severity  and  patient  response  Reduce  to 
smallest  effective  dosage  when  satisfactory  response  is  obtained.  Larger  portion  of 
daily  dose  may  be  taken  at  bedtime  Single  h s.  dose  may  suffice  for  some  patients 
Lower  dosages  are  recommended  for  the  elderly. 

Limbitrol  DS  (double  strength)  Tablets,  initial  dosage  of  three  or  four  tablets  daily  in 
divided  doses,  increased  up  to  six  tablets  or  decreased  to  two  tablets  daily  as  required 
Limbitrol  Tablets,  initial  dosage  ot  three  or  tour  tablets  daily  in  divided  doses,  for 
patients  who  do  not  tolerate  higher  doses 

How  Supplied:  Double  strength  (DS)  Tablets,  white,  film-coated,  each  containing 
10  mg  chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  sdlt),  and 
Tablets,  blue,  film-coated,  each  containing  5 mg  chlordiazepoxide  and  12.5  mg 
amitriptyline  (as  the  hydrochloride  salt)— bottles  of  100  and  500,  Tel-E-Dose® 
packages  of  100;  Prescription  Paks  of  50 


ROCHE  PRODUCTS  INC. 
Manati,  Puerto  Rico  00701 


BUY  A PIECE  OF 
THE  VAIL  VALLEY 

You've  developed  a successful,  sound 
professional  foundation.  Doesn't  it  make 
sense  to  invest  in  your  precious  leisure 
time  as  well?  You  may  have  already 
considered  purchasing  a vacation  home  in 
a resort  area  like  Colorado's  Vail  Valley. 
Perhaps  you've  decided  the  cost  was  too 
great  to  make  the  purchase  practical.  You 
may  be  surprised  to  learn  how  reasonably 
a group  of  like-minded  professionals  can 
purchase  a superb  home  in  the  Vail 
Valley.*  On  a per-person  basis,  with  a 
partner  arrangement  of  4 or  5 people, 

- costs  are  dramatically  less. 

Specially  designed  homes  are  available. 
Consideration  has  been  given  to  private 
baths  in  each  bedroom,  large  comfortable 
entertaining  areas,  well  equipped,  easy-to- 
use  kitchens,  a garage  with  a four-wheel 
drive  vehicle  and  a steam  room  or  hot  tub. 
Consideration  also  has  been  given  to  lots 
of  storage  area  where  each  individual 
family  can  keep  skis,  clothes,  boots  and 
other  private  items. 

With  the  cyclical  nature  of  real  estate 
at  a low  point  and  the  vast  expansion  of  the 
Vail  area  putting  more  product  on  the 
market,  prices  are  very  reasonable. 

Vacation  homes  vary  in  price  from  ninety 
thousand  dollars  for  a two  bedroom  condo 
on  up.  It  is  possible  to  buy  a centrally 
located  duplex  unit  of  three  or  more 
bedrooms  in  the  two  to  three  hundred 
thousands.  A five-person  partnership 
would  need  individual  down  payments  in 
the  fifteen  thousand  range  for  a three 
hundred  thousand  dollar  unit;  interest  and 
property  taxes  are  tax  deductible,  of  course. 

Although  there  has  been  considerable 
appreciation  of  property  value  in  the  past, 
we  feel  a purchase  of  vacation  property  in 
this  area  should  be  made  for  utility  reasons 
rather  than  as  an  investment  only,  World 
class  ski  areas  like  Vail  and  Beaver  Creek, 
delightfully  cool  summers,  golf,  and 
constant  summer  activities  are  among  the 
reasons  to  have  a home  in  Vail.  Whether 
you  use  it  for  yourselves  and  your  friends 
only,  or  rent  to  others,  a purchase  could 
not  be  made  at  a better  time  than  the 
present. 

For  further  information , write  to  Mary  Ellen  or 
Gerry  Turner,  Box  1242,  Vail,  CO  81658  or  call 
(303)  949-4077. 

* The  IRS  would  probably  treat  a purchase  by  your  pro- 
fessional corporation  as  a purchase  by  you.  Check  with 
your  accountant. 
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DEATHS 


J.A.  Bethea 

Retired  Army  Maj  Gen  James  A.  Bethea,  MD,  San  Antonio, 
died  Nov  6, 1 984,  at  age  97. 

Dr  Bethea  was  born  in  Marion  County,  South  Carolina.  He 
was  graduated  from  Tulane  University  School  of  Medicine  in 
1913  and  entered  the  Army  as  a reserve  medical  officer  at 
Fort  Sam  Houston  in  1 91 6.  In  1 91 7 he  became  chief  of 
surgical  service  at  Brooke  General  Medical  Center  in  San 
Antonio.  During  1942-1946  Dr  Bethea  commanded  Mc- 
Closkey  General  Hospital  in  Temple.  After  being  promoted  to 
brigadier  general  in  1 946,  he  left  for  Japan  to  become  chief 
surgeon  for  the  Far  East  Command. 

Dr  Bethea  had  moved  to  San  Antonio  in  1 937  and  had 
lived  there  off  and  on  until  his  retirement  from  the  military 
service  in  1949.  During  1950-1953  he  served  as  assistant 
dean  for  The  University  of  Texas  Postgraduate  School  of 
Medicine.  He  then  served  as  executive  director  of  the  Texas 
State  Hospitals  and  Special  Schools  in  Austin  until  his  retire- 
ment in  1957  at  age  70. 

Surviving  Dr  Bethea  are  his  son,  Col  Thomas  Morrison 
Bethea,  US  Army  (ret),  and  daughter,  Dorothy  Ellis,  both 
of  San  Antonio;  seven  grandchildren;  and  two  great- 
grandchildren. 

W.J.  Bruce 

William  Joseph  Bruce,  MD,  a Temple  family  physician,  died 
Nov  1 9, 1 984,  at  age  60. 

A native  of  Temple,  Dr  Bruce  attended  Temple  Junior 
College  and  The  University  of  Texas  at  Austin.  In  1 949  he 
received  his  medical  degree  from  The  University  of  Texas 
Medical  Branch  at  Galveston.  Dr  Bruce  served  an  internship 
at  Baylor  University  Hospital  in  Dallas  and  then  returned  to 
Temple  for  a residency  at  King’s  Daughters  Hospital.  During 
1 951  -1953,  he  served  in  the  Army  Medical  Corps.  Upon  his 
return  to  Temple,  Dr  Bruce  began  a private  practice  at  the 
Southside  Medical  Clinic  where  he  practiced  until  his  death. 

Survivors  include  his  mother,  Mabel  Bruce,  Temple;  broth- 
ers, Edgar  Bruce,  Atlanta,  Ga,  and  Rogers  Bruce,  Temple; 
and  sisters,  Edith  Curry,  Belton,  and  Mabel  Hill,  Lorena,  Tex. 

W.M.  Greenwood 

William  Montgomery  Greenwood,  MD,  an  honorary  member 
of  Texas  Medical  Association,  died  Nov  5, 1 984.  Dr  Green- 
wood, 81 , had  been  a resident  of  West  Columbia,  Tex,  for 
51  years. 

He  was  born  in  Plantersville,  Tex,  and  attended  The  Uni- 
versity of  Texas  at  Austin.  In  1 927  he  was  graduated  from 
The  University  of  Texas  Medical  Branch  at  Galveston,  and 
then  served  an  internship  at  Charity  Hospital  in  New  Orleans. 
He  practiced  in  Houston  and  then  in  Navasota  before  moving 
to  West  Columbia  in  1934. 


Surviving  family  members  include  his  wife,  Fay  Dell 
Barclay  Greenwood,  West  Columbia;  son,  William  M.  Green- 
wood II,  The  Meadows,  Tex;  daughter,  Nancy  Finch,  Kings- 
ville, Tex;  sisters,  Helen  Greenwood,  Houston,  and  Aubrey 
Nemir,  Little  Rock,  Ark;  and  five  grandchildren. 

T.C.  Hardy 

Tom  Charles  Hardy,  MD,  63,  died  Nov  15,  1984.  Dr  Hardy 
was  a Houston  anesthesiologist  from  1955  until  his  retire- 
ment in  1983. 

Born  in  Dayton,  Tex,  he  was  a 1 943  graduate  of  Rice 
University  and  a 1 946  graduate  of  The  University  of  Texas 
Medical  Branch  at  Galveston.  During  1946-1954,  Dr  Hardy 
served  in  the  US  Navy  Medical  Corps. 

Surviving  family  members  include  his  wife,  Joyce  Pounds 
Hardy,  Houston;  daughter,  Lynn  Brotherton,  Missouri  City, 
Tex;  sons,  Tom  Hardy,  Dallas;  Buck  Hardy,  Houston;  Mike 
Hardy,  Round  Rock,  Tex;  and  Larry  Hardy,  MD,  Houston;  sis- 
ters, June  Ermis,  Houston,  and  Anna  Harris,  Conroe,  Tex; 
brothers,  John  Hardy,  Houston,  and  George  Hardy,  Rock- 
port,  Tex;  and  1 3 grandchildren. 

G.J.  McDonald 

George  James  McDonald,  MD,  a retired  urologist,  died  Nov 
11,  1984.  He  was  75. 

A native  of  Zanesville,  Ohio,  Dr  McDonald  had  lived  in 
McAllen  for  nine  years.  He  moved  there  from  Altoona,  Pa, 
where  he  had  practiced  for  many  years.  He  was  chief  of  the 
genitourinary  surgery  department  at  Altoona  General  Hospi- 
tal and  a consultant  for  the  Veterans  Administration  Hospital 
and  the  Hollidaysburg  State  Hospital  in  Altoona.  Dr  McDonald 
was  associated  with  the  Department  of  Mental  Health  and 
Mental  Retardation  and  the  Veterans  Administration  for  sev- 
eral years  after  moving  to  McAllen.  He  was  an  officer  in  the 
Army  Medical  Corps  during  World  War  II  and  served  in  the 
European  Theater  for  3V2  years. 

Surviving  family  members  include  Dr  McDonald's  wife, 
Rosaura  G.  McDonald;  and  sons,  Frank  E.  McDonald,  MD, 
and  Joe  D.  McDonald,  MD,  all  of  McAllen;  daughter,  Andrea 
Binus,  Altoona,  Pa;  sister,  Louise  M.  Devoe,  McAllen;  and 
nine  grandchildren. 

R.  Molinar 

Ramon  Molinar,  MD,  a longtime  El  Paso  physician,  died  Nov 
24,  1984. 

A native  of  Mexico,  Dr  Molinar  received  his  medical  degree 
from  the  National  University  of  Mexico  in  1 929.  He  moved  to 
the  US  in  1929  and  practiced  in  El  Paso  for  52  years  until  his 
retirement  in  1982. 

He  is  survived  by  his  wife,  Margaret  Molinar;  sons,  R.l. 
Molinar  and  George  A.  Molinar;  and  daughter,  Tanya  Molinar, 
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all  of  El  Paso;  sisters,  Socorro  Molinar,  El  Paso;  Felicia  Gil, 
Austin,  and  Rita  Garcia,  Mexico  City;  and  two  grandchildren. 

J.C.  Sharp,  Sr 

James  Calvin  Sharp,  Sr,  MD,  Port  Aransas,  died  Nov  1 0, 
1984.  He  was  78. 

An  Arkansas  native,  Dr  Sharp  received  a bachelor  of  arts 
degree  in  1 929  and  a medical  degree  in  1 932  from  Vanderbilt 
University.  He  served  a residency  at  Robert  G.  Green  Memo- 
rial Hospital  in  San  Antonio.  Dr  Sharp  remained  in  Texas, 
practicing  in  Sanderson,  Iraan,  and  Corpus  Christi.  In  1975 
he  moved  to  Port  Aransas,  where  he  owned  and  operated  an 
emergency  treatment  center. 

Surviving  Dr  Sharp  are  his  son,  James  C.  Sharp,  Jr,  MD, 
Austin;  daughters,  Mildred  Sharp  Brown,  Corpus  Christi,  and 
Margaret  Sharp  Bradley,  Pleasanton,  Tex;  brothers,  Sam 
Miles  Sharp,  Shreveport,  La,  and  J.D.  Sharp,  San  Francisco; 
13  grandchildren;  and  one  great-grandchild. 

E.A.  Weinheimer 

Edmund  Alfred  Weinheimer,  MD,  died  Nov  14, 1984.  Dr 
Weinheimer,  81 , had  practiced  for  more  than  50  years  in  El 
Campo  before  retiring  in  July  1 984.  He  was  instrumental  in 
establishing  the  El  Campo  Memorial  Hospital,  where  he 
served  as  a member  of  the  board  of  directors  until  his  death. 

Dr  Weinheimer  was  born  in  Fredericksburg.  He  was  a 1 927 
graduate  of  the  University  of  Utah  at  Salt  Lake  City  and  a 
1 930  graduate  of  the  University  of  Louisville.  After  an  intern- 
ship at  Santa  Rosa  Hospital  in  San  Antonio,  he  began  his 
practice  in  El  Campo  in  1 931 . 

Dr  Weinheimer  is  survived  by  his  wife,  Thelma  B.  Wein- 
heimer, El  Campo;  daughter,  Mary  Ann  Vickers,  Richmond, 
Tex;  son,  Edmund  A.  Weinheimer,  Jr,  El  Campo;  and  brother, 
Hilmer  Weinheimer,  Fredericksburg,  Tex. 

H.L.  Williams 

Harold  L.  Williams,  MD,  a retired  Austin  family  physician, 
died  Nov  6, 1984.  He  was  70. 

Dr  Williams,  a native  of  South  Dakota,  attended  college  in 
Iowa.  In  1 937  he  was  graduated  from  the  State  University  of 
Iowa  Medical  School  in  Iowa  City.  His  internship  and  resi- 
dency were  at  Medical  Center  Hospital  in  Jersey  City,  NJ. 
During  World  War  II  Dr  Williams  served  in  the  US  Navy.  He 
began  his  practice  of  medicine  in  Austin  in  1946  and  retired 
in  1978. 

Survivors  include  his  wife,  Anita  Williams,  and  son,  James 
R.  Williams,  DDS,  both  of  Austin;  daughters,  Merle  Toews, 
Houston,  and  Mary  Ambrose,  Thomson,  Ga;  and  five 
grandchildren. 


equation  equals  the  total  number  of  staff  members  in 
your  professional  practice  or  corporation.  Subtract 
from  that  number  all  but  one  staff  member  — yourself. 

What  do  you  get?  Freedom.  Freedom  from  the 
expense  and  bother  of  personnel-related 
administrative  chores. 

Freedom  to  design  a benefits  and  retirement 
package  which  best  fits  your  own  needs,  without 
the  financial  and  administrative  burden  of  supplying 
like  coverage  for  every'  member  of  your  staff. 

Freedom  to  offer  your  staff  “large  corporation” 
benefits,  even  if  your  professional  practice  or  company 
is  modest  in  size. 

The  equation  can  work  for  you,  through  the  services 
of  Staff  Leasing,  Inc.  The  concept  is  simple.  Our 
company  hires  your  employees  and  leases  them  back 
to  you.  Your  office  routine  remains  unchanged,  except 
that  Staff  Leasing,  Inc.  handles  all  facets  of  personnel 
administration.  We  assume  responsibility  for  payroll 
and  related  accounting,  make  all  employer  contributions 
to  taxes  and  insurance  on  behalf  of  employees,  and 
manage  the  withholding  and  deposit  of  all  employee 
payroll  deductions. 

Because  a large  number  of  men  and  women  are 
employed  by  Staff  Leasing,  Inc.,  our  company  can 
provide  a package  of  employee  benefits  second  to 
none.  Your  staff  will  enjoy  group  medical  insurance, 
including  maternity  benefits;  group  dental  insurance; 
group  life  insurance;  a sound  retirement  plan; 
professional  liability  insurance;  worker’s  compensation 
insurance;  and  more. 

Staff  leasing  is  also  a recognized  and  approved 
solution  to  the  affiliated  service  group 
problem  presented  by  Internal  Revenue  Code 
Section  4l4(m). 

Staff  Leasing,  Inc.  is  not  an  employment  agency. 

We  simply  make  it  easier  for  you  to  operate  your 
professional  practice  or  corporation  with  existing 
staff.  Or  we  staff  your  office  with  new  employees, 
subject  to  your  approval. 

Freedom.  It’s  writing  one  check  a month  and  letting 
Staff  Leasing,  Inc.  do  the  rest. 

Let  us  work  out  a staff  leasing  plan  for  you.  It 
adds  up  to  a better  way  of  doing  business. 


Texas  office: 

Staff  Leasing,  Inc. 
7557  Rambler  Road, 
Suite  610 

Dallas,  Texas  75231 
(214)  696-0808 


Oklahoma  office: 

Staff  Leasing,  Inc. 

P.0.  Box  12373 

Oklahoma  City,  Oklahoma  73157 
(405)  943-3310 
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IN  MEMOR1AM 

RECENTLY  DECEASED  MEMBERS  OF  THE  TEXAS  MEDICAL  ASSOCIATION 


J.A.  BETHEA 

San  Antonio,  1887-1984 

W.J.  BRUCE 
Temple,  1924—1984 

W.M.  GREENWOOD 
West  Columbia,  1903-1984 

T.C.  HARDY 
Houston,  1921-1984 

G.J.  MCDONALD 
McAllen,  1909-1984 


R.  MOLINAR 
El  Paso,  1904-1984 

J.C.  SHARP,  SR 

Port  Aransas,  1 906- 1 984 

E.A.  WEINHEIMER 
El  Campo,  1903-1984 

H.L.  WILLIAMS 
Austin,  1914-1984 


The  Memorial  Library  of  the  Texas  Medical 
Association  stands  as  a permanent  memorial 
to  physicians  who  have  served  their  patients, 
their  profession,  and  the  people  of  Texas. 

The  Friends  of  the  TMA  Memorial  Library 
is  an  organization  dedicated  to  enhancing  the 
Library  collection  through  support  by  individ- 
uals. Funds  for  this  organization  are  raised 
through  membership  recruitment  and  memo- 


rial donations  and  are  added  to  the  Texas  Me- 
morial Medical  Library  Fund. 

Contributions  to  the  Texas  Memorial  Medi- 
cal Library  Fund  provide  a valuable  support 
function  to  the  Memorial  Library  which  offers 
a full  range  of  medical  reference  and  audio- 
visual services  to  TMA  members  through- 
out the  state. 


THE  FRIENDS  OF  THE  TMA  MEMORIAL  LIBRARY  FUND 
1801  N.  Lamar  Blvd.,  Austin,  Texas  78701 


ANNUAL  MEMBERSHIP  ENROLLMENT  HONOR  AND  MEMORIAL  GIFTS 

I wish  to  become  enrolled  as  a Friend. 

□ Student  $ 5.00  □ Patron  $ 100.00 

□ Sustaining  $15.00  □ Life  $1,000.00 

□ Subscribing  $25.00 

NAME PLEASE  NOTIFY: 

ADDRESS 

CITY/STATE/ZIP 


□ In  memory  of  □ In  honor  of 

NAME - 

OCCASION 
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Information  for  authors 

Texas  Medicine  has  two  purposes:  As  a continuing  education  vehi- 
cle for  physicians,  it  publishes  clinically  useful  scientific  articles  and 
other  technical  information.  As  the  official  publication  of  the  Texas 
Medical  Association,  it  informs  members — through  editorials,  news 
pages,  and  regular  departments — about  medical  events,  legislative 
and  governmental  news,  meetings,  continuing  education  courses, 
and  programs  and  policies  of  the  Association. 

Material  for  Texas  Medicine  may  be  sent  to  the  Managing  Editor, 

1 801  North  Lamar  Blvd,  Austin  78701 . It  must  be  offered  solely  to 
this  journal.  Each  article  is  reviewed  by  a consultant  specialist  and 
an  editorial  board,  and  is  accepted  or  rejected  on  the  basis  of  its 
individual  merit  and  the  availability  of  other  material.  Reviews  usually 
take  six  to  eight  weeks. 

Copyright  assignment 

In  view  of  The  Copyright  Revision  Act  of  1 976,  effective  Jan  1 , 1 978, 
all  transmittal  letters  to  the  editor  must  contain  the  following  lan- 
guage: "In  consideration  of  the  Texas  Medical  Association  taking 
action  in  reviewing  and  editing  my  submission,  the  author(s)  under- 
signed hereby  transfers,  assigns,  or  otherwise  conveys  all  copyright 
ownership  to  the  Texas  Medical  Association  in  the  event  that  such 
work  is  published  by  the  TMA.” 

We  regret  that  transmittal  letters  not  containing  the  foregoing  lan- 
guage signed  by  all  authors  of  the  manuscript  will  necessitate  return 
of  the  manuscript. 

Scientific  articles 

Manuscripts  should  be  typed  double-spaced  with  ample  margins. 
Three  copies,  including  illustrations,  should  be  submitted  and  the 
author  should  keep  a copy. 

Please  indicate  six  key  words  for  indexing. 

Titles  should  include  the  words  most  suitable  for  indexing  the  arti- 
cle in  “Index  Medicus,"  should  stress  the  main  point,  and  should  be 
brief.  Subtitles  should  not  be  connected  grammatically  with  the  main 
title. 

Include  a mailing  address  and  telephone  number  for  each  author. 

An  introductory  summary  of  1 00- 1 50  words  is  required. 

Text  should  be  narrative  with  complete  sentences,  few  abbrevia- 
tions, and  logical  subheadings.  For  spelling  and  usage  the  editors 
follow  "Dorland’s  Illustrated  Medical  Dictionary,"  26th  edition,  and 
"Webster’s  Third  New  International  Dictionary,  Unabridged.” 

The  text  of  observational  and  experimental  articles  is  usually — but 
not  necessarily — divided  into  sections  with  the  headings:  Introduc- 
tion, Methods,  Results,  and  Discussion.  Subheadings  may  be 
needed  to  clarify  content.  Other  types  of  articles  may  need  different 
formats. 

For  more  extensive  information  about  preparing  medical  articles 
for  publication,  the  editors  suggest  the  following  sources: 

International  Committee  of  Medical  Journal  Editors:  Uniform  re- 
quirements for  manuscripts  submitted  to  biomedical  journals.  The 
complete  document  is  available  in  the  June  1 982  issue  of  the  Annals 
of  Internal  Medicine. 

Barclay  WR,  Southgate  MT,  Mayo  RW:  Manual  for  authors  and 
editors:  editorial  style  and  manuscript  preparation.  Los  Altos,  Calif, 
Lange  Medical  Publications,  1 981 . Compiled  for  the  American  Medi- 
cal Association. 

CBE  Style  Manual  Committee:  Council  of  Biology  Editors  style 
manual:  a guide  for  authors,  editors,  and  publishers  in  the  biological 
sciences.  4th  ed.  Council  of  Biology  Editors,  Inc,  1978.  Distributed  by 
the  American  Institute  of  Biological  Sciences,  Arlington,  Va. 

In  addition,  many  excellent  books  and  manuals  are  devoted  to 
principles  and  techniques  of  clear,  concise  writing,  and  are  applica- 
ble to  scientific  as  well  as  general  topics. 

References 

References  to  scientific  publications  should  be  listed  in  numerical 
order  at  the  end  of  the  article,  with  reference  numbers  placed  in 
parentheses  at  appropriate  points  in  text. 

Minimum  acceptable  data: 


Journals:  Author,  article  title,  journal,  volume,  inclusive  pages, 
year. 

Books:  Author,  title,  place  of  publication,  publisher,  year. 

Other  sources:  Enough  information  must  be  included  so  that  the 
information  can  be  identified  and  retrieved. 

Letters,  personal  communications,  and  sources  not  readily  avail- 
able should  be  excluded  from  the  reference  list,  but  may  be 
mentioned  parenthetically  or  in  footnotes. 

Illustrations 

Illustrations  should  be  black  and  white  drawings  or  positive  photo- 
graphs, with  neat,  uniform,  fairly  large  lettering.  A label  pasted  to  the 
back  of  each  illustration  should  indicate  its  number,  topic,  author's 
name,  and  title  of  article  in  brief. 

Legends  should  be  in  complete  sentences,  numbered,  and  typed 
on  a separate  sheet. 

Tables  should  be  typed  on  separate  sheets.  Column  headings 
should  show  points  of  similarity;  side  headings,  points  of  difference. 

Previously  published  material 

Written  permission  should  be  obtained  from  the  publishers  and  the 
authors  for  use  of  any  previously  published  material  (extensive  tex- 
tual matter,  illustrations,  tables)  used.  Short  verbatim  quotations  in 
the  text  may  be  used  without  permission,  but  should  be  quoted  ex- 
actly with  the  source  credited.  Copies  of  permission  letters  should  be 
submitted  with  the  manuscript. 

Editorials 

Editorials  should  be  written  in  clear,  concise  language.  Length 
should  be  about  two  or  three  pages  typed  with  double  spacing. 

Letters 

Letters  will  be  published  at  the  discretion  of  the  managing  editor, 
consultants,  and  Board  of  Publication. 

News 

News  items  should  be  sent  to  the  Editorial  Offices,  1 801  North 
Lamar  Blvd,  Austin  78701 . 

Obituaries 

Brief  obituaries  of  deceased  TMA  members  are  published  if  ade- 
quate information  is  received  within  four  months  of  date  of  death. 
With  notification,  please  include  the  name  and  address  of  next  of  kin. 

Policy  on  columns 

Few  contributors  recognize  beforehand  the  demands  of  producing  a 
monthly  column  that  will  consistently  be  of  interest  and  value  to  the 
reader.  Although  a few  regular  columns  appear,  it  has  not  been  the 
policy  to  grant  monthly  pages  to  specific  committees,  councils,  or 
groups. 

The  Editorial  Committee  and  the  editors  do,  however,  encourage 
committees,  councils,  and  individuals  to  submit  original  material 
which  they  consider  valuable  to  readers.  Should  regular  publication 
in  column  form  be  deemed  appropriate,  the  committee  and  the  edi- 
tors will  consider  development  of  a column. 

Editing 

All  material  is  subject  to  editing,  but  authors  receive  typescripts  to 
check  before  publication.  After  the  article  is  sent  to  the  printer,  only 
minimal  revision  may  be  made. 

Reprints 

Reprints  are  available  directly  from  the  printer  at  an  established 
schedule  of  costs.  Authors  automatically  receive  order  blanks  when 
their  articles  are  published. 

Copyright 

Texas  Medicine  is  copyrighted  by  the  Texas  Medical  Association. 
Written  permission  from  the  managing  editor  must  be  obtained  be- 
fore reproducing,  in  part  or  in  whole,  any  material  published  in  Texas 
Medicine. 

Point  of  View 

Publication  of  any  article  or  statement  is  not  to  be  deemed  an  en- 
dorsement of  the  views  expressed  therein,  nor  shall  publication  of 
any  advertisement  be  considered  an  endorsement  of  or  approval  of 
the  product  or  service  involved. 
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MEDICINE  IN  LITERATURE 


Medicine  in  Literature  is  a randomly  selected  sample  of 
medical  texts  recently  purchased  by  the  TMA  Memorial  Li- 
brary. In  1985  the  library  will  add  more  than  600  book  titles 
to  its  56,000-volume  collection  of  books  and  bound  journals, 
and  regularly  increases  its  holdings  of  motion  pictures,  au- 
diocassettes, videocassettes,  and  slide  presentations.  In 
addition,  the  library  subscribes  to  1,045  medical  and  health- 
related  journals.  For  additional  information,  call  the  Memo- 
rial Library  at  (512)477-6704. 


In  the  TMA  Library 

American  Medical  Association:  The  American  Medical  Asso- 
ciation Guide  to  Better  Sleep.  New  York,  Random  House, 
1984. 

American  Medical  Association:  The  American  Medical  Asso- 
ciation Guide  to  Health  and  Well-being  After  Fifty.  New  York, 
Random  House,  1984. 

Baran  R,  Dawber  RPR  (eds):  Diseases  of  the  Nails  and  their 
Management.  Boston,  Blackwell  Scientific  Publications, 

1984. 

Beaven  DW,  Brooks  SE:  Color  Atlas  of  The  Nail  in  Clinical 
Diagnosis.  Chicago,  Year  Book  Medical  Publishers,  Inc, 

1984. 

Complications  of  Colon  and  Rectal  Surgery— Prevention 
and  Management.  Philadelphia,  W.B.  Saunders  Com- 
pany, 1985. 

DeBakey  ME,  Gotto  AM  Jr,  Scott  LW,  et  al:  The  Living  Heart 
Diet.  New  York,  Raven  Press,  1984. 

Ebbesen  P,  Biggar  RJ,  Melbye  M (eds):  AIDS.  A Basic  Guide 
for  Clinicians.  Copenhagen,  Denmark,  Munksgaard,  1984. 

Goligher  J:  Surgery  of  the  Anus,  Rectum,  and  Colon.  Lon- 
don, Bailliere  Tindall,  1984. 

Griffith  HW,  McEvers,  J,  Becker  R:  Instructions  for  Obstetric 
and  Gynecologic  Patients.  Philadelphia,  W.B.  Saunders 
Company,  1984. 

Katz  J:  The  Silent  World  of  Doctor  and  Patient.  New  York, 
The  Free  Press,  1984. 

Levin  DL  (ed):  A Practical  Guide  to  Pediatric  Intensive  Care. 
St  Louis,  The  C.V.  Mosby  Company,  1984. 


Morgan  WKC,  Seaton  A:  Occupational  Lung  Diseases,  ed  2. 
Philadelphia,  W.B.  Saunders  Company,  1984. 

Naumann  HH  (ed):  Head  and  Neck  Surgery.  Philadelphia, 
W.B.  Saunders  Company,  1 984. 

Meyers  MH:  The  Multiply  Injured  Patient  with  Complex  Frac- 
tures. Philadelphia,  Lea  & Febiger,  1984. 

Paulson  DF  (ed):  Genitourinary  Surgery,  vols  1 & 2.  New 
York,  Churchill  Livingstone,  1984. 

The  Principles  and  Practice  of  Medicine,  ed  21 . Norwalk, 
Conn,  Appleton-Century-Crofts,  1984. 

Pueschel  SM:  The  Young  Child  with  Down  Syndrome.  New 
York,  Human  Sciences  Press,  Inc,  1984. 

Rabin  PL,  Rabin  D:  To  Provide  Safe  Passage:  The  Human- 
istic Aspects  of  Medicine.  New  York,  Philosophical  Library, 
1985. 

Rakel  RE:  Textbook  of  Family  Practice,  ed  3.  Philadelphia, 
W.B.  Saunders  Company,  1984. 

Robbins  SL,  Cotran  RS,  Kumar  V:  Pathologic  Basis  of  Dis- 
ease, ed  3.  Philadelphia,  W.B.  Saunders  Company,  1984. 

Scott  WN,  Nisonson  B,  Nicholas  JA  (eds):  Principles  of 
Sports  Medicine.  Baltimore,  Williams  & Wilkins,  1984. 

Stile  IL,  Hegyi  T,  Hiatt  IM:  Drugs  Used  with  Neonates  and 
During  Pregnancy,  ed  2.  Oradell  NJ,  Medical  Economics 
Books,  1984. 

Swischuk  LE:  Differential  Diagnosis  in  Pediatric  Radiology. 
Baltimore,  Williams  & Wilkins,  1984. 

Walser  M,  Imbembo  AL,  Margolis  S,  et  al:  Nutritional  Man- 
agement. The  Johns  Hopkins  Handbook.  Philadelphia,  W.B. 
Saunders  Company,  1984. 

Wyngaarden  JB,  Smith  LH  Jr  (eds):  Cecil  Textbook  of  Medi- 
cine, ed  17.  Philadelphia,  W.B.  Saunders  Company,  1985. 
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DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA 
members  at  $32.00  per  column  inch  per  month  and  list- 
ings must  run  for  a minimum  of  six  months.  A discount  of 

Anesthesiology 

5%  is  allowed  for  six  months’  advance  payment.  Section 
headings  are  limited  to  those  specialties  designated  by 
the  American  Medical  Association.  A list  of  these  special- 
ties is  available  upon  request.  New  listings,  changes,  or 
cancellations  should  be  sent  to  Advertising  Manager, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701.  Deadline  is  the  5th  of  the  month  preceding  publi- 
cation month. 

DRS.  TALMAGE  & HAY,  PA 

Diagnostic  <&  Therapeutic  Nerve  Blocks 

Epidural  Steroid  Therapy 

Edward  A.  Talmage,  MD 

Richard  C.  Hay.  MD 

Diplomates  American  Board  of  Anesthesiology 

Suite  352.  7500  Beechnut.  Houston  77074;  713  988-7558 

Allergy 

Clinics 

CORPUS  CHRISTI  ALLERGY  CLINIC 

Saul  Grossman,  MD.  FACA,  FAACIA,  Allergy-Dermatology 

Wallace  A,  Crozier,  MD,  FACA,  Certified  American  Boards  Pediatrics 
and  Allergy,  Diplomate  American  Board  of  Allergy  and  Immunology 
James  A.  Caplin,  MD,  Allergy-Immunology 

2530  Morgan.  Corpus  Christi,  Texas;  882-3487 

HOUSTON  HEADACHE  CLINIC 

Park  Plaza  Professional  Building.  1213  Hermann  Drive.  Suite  855, 

Houston,  Texas  77004;  713  528-1916 

A complete  neurological  facility  for  comprehensive  evaluation  and 
care  of  headache  patients. 

NEUROLOGY 

Ninan  T.  Mathew,  MD.  FRCP,  director 

CHARLES  A.  RUSH,  JR,  MD 

Diplomate/American  Board  of  Allergy  <&  Immunology 

Fellow.  AAA.  ACA,  AACIA 

Northeast  Medical  Clinic  Association 

7601  Glenview  Drive 

Fort  Worth,  Texas  76118 

BEHAVIORAL  MEDICINE 

CLINICAL  PSYCHOLOGY 

Eva  Stubits.  PhD 

BIOFEEDBACK  THERAPY 

Mary  Bray.  BA 

Linda  Alvarez 

ADMINISTRATION 

Sherri  Harbort 

Donna  Hosford 

Trena  Benson 

CT  Scan 

EEG 

Evoked  Potential 

EMG 

Thermography 

Personality  & Psychological 

Testing 

Behavioral  Analysis 

JAMES  A.  AYERS,  MD 
FAACIA,  FAAA,  FACA 
Adult  and  Pediatric  Allergy 

3130  S.  Alameda,  Corpus  Christi,  Texas  78404 
512  884-2841;  exchange  512  884-0661 

McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 

CONSULTANTS 


DALLAS  DIAGNOSTIC  ASSOCIATION 

7777  Forest  Lane,  Suite  303,  Dallas.  Texas  75230 


John  P.  McGovern,  MD 
DIRECTOR-CONSULTANT 


Theodore  J.  Haywood,  MD 
Orville  C.  Thomas,  MD 
Joseph  T.  Queng,  MD 
Lawrence  G.  Thorne,  MD 
Venugopal  K.  Menon.  MD 
Robert  E.  Smith,  MD 
Albert  Lehmann,  MD 
Gerald  T.  Machinski,  MD 
Theresa  C.  Queng,  MD 
Waldo  M.  Martinez,  MD 
Ellen  Louise  Gurian,  MD 


RESEARCH  ASSOCIATES 
Michael  H.  Smolensky,  PhD 
Alain  Reinberg.  MD,  PhD 
Michael  A.  McCormick,  PhD 
Chinavudh  Wanissorn.  MS 
Glenna  M.  Kyle,  PhD 


Evan  M.  Hersh,  MD 
IMMUNOLOGY 

James  A.  Knight.  MD 
PSYCHIATRY 

R.  John  Prevost,  MS 
AIR  POLLUTION 

Carolyn  S.  Leach,  PhD 
CLINICAL  LABORATORIES 

John  A,  Thomas.  PhD 
CLINICAL  PHARMACOLOGY 

Thomas  D.  Downs,  PhD 
BIOMETRICS 

Warren  E.  Schaller,  HSD 
Charles  F.  Kegley,  PhD 
ALLIED  HEALTH  SCIENCES 

Hester  Beth  Bland,  HSD 
HEALTH  EDUCATION 


214  661-7770 
CARDIOLOGY 

J.  Edward  Rosenthal.  MD.  FACC 
Jack  Schwade,  MD,  FACC.  FACP 
David  A.  Schwartz,  MD 

GASTROENTEROLOGY 
Paul  K.  Anderson,  MD 
Roger  C.  Camp,  MD 
Lannie  R.  Hughes,  MD 

HEMATOLOGY  AND  ONCOLOGY 
Barry  D.  Brooks,  MD 
Charles  S.  Wnite  III,  MD 


INTERNAL  MEDICINE 
Larry  Dossey,  MD 
Tom  L.  Hampton  MD 
David  A.  Haymos,  MD 
Carl  Thomas  Long,  III,  MD 
Jack  F.  Melton,  MD 
Joe  H.  Sample,  Jr.,  MD 
Peter  S.  Stack,  MD 
Rick  T.  Waldo,  MD 

ADMINISTRATOR 
Carl  E.  Ikard 


Diplomates  American  Boards  oi  Internal  Medicine, 
Cardiology,  Gastroenterology,  Hematology  and  Oncology 


Colon  & Rectal  Surgery 


FT.  WORTH  PROCTOLOGIC  CLINIC.  PA 
Colon  and  Rectal  Surgery  and  Colonoscopy 
Sommai  Sehapayak,  MD,  FACS,  FICS 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

1050  West  Rosedale,  Fort  Worth,  Texas  76104; 

817  338-4501  (24  hours) 


Certified  American  Board  of  Allergy  and  Immunology 

Diplomates  American  Boards  of  Pediatrics  and  Allergy 

6969  Brompton  (at  Holcombe),  Houston.  Texas  77025;  713  661-1444 


TMA  Medical  Student  Loan  Programs 


DAVID  S.  PITA,  MD 
Colon  and  Rectal  Surgery 
Colonoscopy 

Barnett  Tower.  Baylor  Medical  Plaza 
3600  Gaston  Ave.,  Suite  411 
Dallas.  Texas  75246 
Telephone  214  821-4300 


. . . Another  service  of  your  association  Representing  the  Profession 

. . . Another  service  of  your  association 
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Dermatology 


ERIC  A.  ORZECK,  MD,  FACP 


DAVID  R.  WEAKLEY,  MD,  FACP 

Dermatology — Dermatological  Surgery 
Including  Dermabrasion,  Chemical  Peeling 
and  Collagen  Injections 

Medical  City  Dallas,  Suite  214,  7777  Forest  Lane 
Dallas,  Texas  75230;  Phone  214  661-7460 


WILLIS  I.  COTTEL,  MD 

Practice  Limited  to  Skin  Cancer 

Mohs'  Chemosurgery 


Baylor  Medical  Plaza,  3600  Gaston  Avenue 
Suite  1154.  Dallas.  Texas  75246;  214  827-5960 


Endocrinology  & Diabetes 

8181  North  Stadium  Drive.  Houston,  Texas  77054;  713  797-9922 


FRED  F.  CIAROCHI,  MD,  FACP 

Diplomate  American  Board  Internal  Medicine 
Subspecialty  Board  Endocrinology  and  Metabolism 

Practice  Limited  to  Endocrinology  & Diabetes 

122  W.  Colorado  Blvd,  #208.  Dallas,  Texas  75208; 

214  948-8664 

Gastroenterology 


DERMATOLOGY  ASSOCIATES  OF  SAN  ANTONIO 

James  Lewis  Pipkin,  MD  Mary  Jo  Montgomery.  MD 

Diseases  of  the  Skin,  Skin  Cancer, 

Mucocutaneous  Virology 

108  Tendick,  San  Antonio.  Texas  78209;  512  222-8651,  222-2001 

(East  at  2700  block  Broadway  on  Brackenridge  Ave;  up  hill  for  3 

blocks  to  Tendick  on  left.  Office  in  middle  of  block.  Note  signs  and 

arrows.) 


CECIL  O.  PATTERSON,  MD,  FACP 
Gastroenterology,  Gastroscopy,  Esophagoscopy 

9000  Harry  Hines  Boulevard,  Dallas,  Texas  75235 
214  358-2545 


DERMATOLOGY  ASSOCIATES  OF  DALLAS 
David  S.  Alkek,  MD 

Hair  Transplantation,  Scalp  Reduction, 
Dermabrasion,  Chemical  Peel  and  Collagen 

Medical  City  Dallas,  7777  Forest  Lane,  Building  B, 

Suite  309.  Dallas,  Texas  75230;  telephone  214  788-0088 


DRS.  BAILEY,  DOUGLAS  AND  DEVANEY 
ASSOCIATION 

3434  Swiss  Avsnus,  Suite  303.  Dallas.  Texas;  214  823-5180 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  MD 
F.  Clark  Douglas.  MD 
George  T.  DeVaney,  MD 


MOHS  SURGERY 

FOR  PRIMARY  AND  RECURRENT 
CANCER  OF  THE  SKIN 

Forrest  C.  Brown.  MD 
Medical  City  Hospital 

7777  Forest  Lane,  Dallas,  Texas  75230;  214  661-4537 


Diagnostic  Radiology 


General  Surgery 


DRS.  VANDERPOOL,  LANE,  WINTER  <5,  BONE 

David  Vanderpool,  MD,  FACS  John  W.  Winter,  MD,  FACS 

B.  Ward  Lane,  MD.  FACS  G.  Edward  Bone.  MD,  FACS 

Diplomates  American  Board  of  Surgery 

General  & Peripheral  Vascular  Surgery 

1008  N.  Washington.  Dallas.  Texas  75204;  214  823-2650 
7777  Forest  Lane.  Suite  204.  Dallas.  Texas  75230;  214  661-7860 


COMPUTED  TOMOGRAPHY 
Temple  Independent  Scanner 

Stephen  J.  Vancura.  MD 

High  Resolution  In/Out  Patient  CT  (Head  or  Body) 
Including  Tumor  Biopsy,  Interventional  Radiology 
2027  S.  61st  St.,  Suite  116,  Temple,  Texas  76501 
817  774-9994 

Note:  24  hr.  Emergency  Services  Available 


Endocrinology 


Hand  Surgery 


L.  LEE  LANKFORD,  MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 

DAVID  J.  ZEHR,  MD — Microsurgery 
ARNOLD  V.  DiBELLA,  MD 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave..  Suite  450.  Dallas.  TX  75246;  214  823-5351 
LANKFORD  HAND  SURGERY  ASSN. 


ENDOCRINE  ASSOCIATES  OF  DALLAS,  PA 

Stanley  Feld.  MD.  FACP 
Richard  Sachson,  MD.  FACP 
Steven  Dorfman.  MD.  FACP 
Stephen  Aronoff,  MD,  FACP 

Diplomates  of  American  Board  of  Internal  Medicine 
and  Endocrinology  and  Metabolism 

Practice  Limited  to  Endocrinology  <&  Diabetes 

5480  LaSierra  Drive,  Dallas,  Texas  75231;  214  363-5535 


DONALD  H.  PEREZ.  MD 
Endocrinology 

Rosa  Verde  Towers, 

San  Antonio,  Texas  78205 

Telephone  512  226-9161 
226-9170 


ROBERT  E.  BUNATA,  MD.  PA 
B.  J.  WROTEN,  MD 

Surgery  of  the  Hand 

801  West  Terrell.  Ft.  Worth,  Texas  76104 
Telephone  817  335-5411 


W.  DENNIS  STRIPLING,  MD,  PA 
MICHAEL  V.  DOYLE.  MD.  PA 

Diplomates  American  Board  of  Orthopaedic  Surgery 

Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

8220  Walnut  Hill  Lane,  Suite  606.  Dallas.  Texas  75231;  214  368-3776 


TMA  Physician  Placement  Service  TMA  Practice  Management  Workshops 

. . . Another  service  ol  your  association  . , , Another  service  oi  your  association 
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KENNETH  D.  GLASS.  MD.  FACS 

Diplomate.  American  Board  of  Orthopedic  Surgery 

Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

5959  Harry  Hines  Blvd.,  Suite  812,  Dallas  75235 
Telephone  214  631-7488 

ADRIAN  E.  FLATT.  MD,  FRCS 

Chief,  Department  of  Orthopaedic  Surgery 
Baylor  University  Medical  Center 

Reconstructive  Surgery  of  the  Hand 

Suite  412,  Doctor's  Building.  3707  Gaston  Avenue. 

Dallas.  Texas  75246;  Office  214  823-9440 


DALLAS  NEUROSURGICAL  ASSOCIATION 
Neurological  Surgery  and  Microneurosurgery 

Charles  W.  Simpson,  MD  Richard  H.  Jackson,  MD 

Morris  Sanders,  MD  Casey  E.  Patterson.  MD  (Retired) 

W.  Robert  Hudgins.  MD 


5959  Harry  Hines  Blvd.,  St.  Paul  Professional  Bldg.  Suite  620. 
Dallas.  Texas  75235;  214  637-0420 


8210  Walnut  Hill  Lane.  Presbyterian  Professional  Bldg..  Suite  905. 
Dallas.  Texas  75231;  214  369-7596 


ROBERT  A.  ERSEK.MD 
U.  GAD  ARIA,  MD,  FACS 

Diplomate  of  American  Board  of  Surgery 

Surgery  of  the  Hand 

30th  & Red  River,  Austin,  Texas  78704 
24  HR#  512  474-HAND 


WILLIAM  J.  VAN  WYK,  MD,  PA 
Surgery  of  the  Hand 

803  West  Terrell.  Fort  Worth.  Texas  76104 
Telephone  817  877-3113 


Immunology 

IMMU-TEST  LABORATORIES.  INC. 
Immunology  Reference  Laboratory 

Director:  Maria  A.  Scouros.  MD 

Laboratory  Supervisor:  Michael  Callahan 

Client  Services/Technical  Representative:  Pat  McWaters 

8831  Longpoint,  Suite  405.  Houston.  Texas  77055;  713  464-9562 


EL  PASO  NEUROLOGICAL  INSTITUTE 

Professional  Association 

Neurology,  Neurosurgery,  Electroencephalography 
Neuro-Radiology,  Computerized  Tomography 

William  J.  Nelson,  MD,  Neurosurgery 
John  T.  O'Neal,  MD,  Neurosurgery 

Robert  D.  Schneider,  MD,  Neurology  and  Electroencephalography 
Steven  K.  Crouse,  MD.  Neurology  and  Electroencephalography 

Murchison  Medical  Bldg..  Suite  307 
1810  Murchison  Drive,  El  Paso,  Texas  79902 
Telephone  915  532-8901 


JACK  E.  McCALLUM,  MD,  PA 
PHILIP  C.  BECHTEL,  MD,  PA 
WARREN  D.  WILSON,  MD,  PA 

Diplomates  of  the  American  Board  of  Neurological  Surgery 
1522  Cooper,  Fort  Worth,  Texas  76104;  817  336-1300 


Nuclear  Medicine 


Nephrology 


SAN  ANTONIO  NEPHROLOGY  ASSOCIATES 

Bertram  W.  Roberts,  MD,  Adult  Nephrology  & Hypertension 
Nastaran  Fathi,  MD,  Adult  Nephrology  & Hypertension 
Clevert  H.  Tseng,  MD,  Pediatric  Nephrology 

523  E.  Quincy,  San  Antonio.  Texas  75215;  512  223-9549 


Neurological  Surgery 


DRS.  LONG.  SCOTT  & COON 
NEUROSURGERY  ASSOCIATION 
Neurological  Surgery  and  Microneurosurgery 

R.  Gordon  Long,  MD,  FACS 
Bennie  B.  Scott,  MD,  FACS 
John  V.  Coon,  MD 

Diplomates  American  Board  of  Neurological  Surgery 
Baylor  Medical  Plaza,  605  Barnett  Tower,  3600  Gaston  Avenue, 
Dallas,  Texas  75246;  Telephone  214  826-7060 


DOCTORS  SMITH,  WHEELER  AND  PARKER.PA 

Ronald  Smith.  MD,  Retired 
Joe  Ellis  Wheeler.  MD 
Leighton  B.  Parker.  MD 

920  South  Lake,  Fort  Worth.  Texas  76104 
Telephone  817  336-0551 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 
Radioactive  Tests  In:  Hematology.  Thyroidology.  Endocrinology. 
Gastroenterology,  Cardiology,  Neurology,  Neurosurgery,  Urology. 
Ophthalmology,  Obstetrics-Gynecology  and  Non-Invasive 
Nuclear  Cardiology 

Herbert  C.  Allen,  Jr.  MD.  FACNM 
Director  — 713  790-0540 

Diplomate  American  Board  of  Nuclear  Medicine 


HERBERT  C.  ALLEN.  JR,  MD.  FACNM 
Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston,  Texas  77030;  713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 


TMA  HealthWise  Series 

. . . Another  service  of  your  association 


TMA  Forum  on  Medical  Issues 

. . . Another  service  of  your  association 
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TEXAS  MEDICINE 


Oncology 

RAND  SPENCER,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

HEMATOLOGY-ONCOLOGY  ASSOCIATES  OF 
HOUSTON.  PA 

Gary  B.  Fleishman,  MD  Joel  W.  Abramowitz,  MD,  PhD 

Diplomates  of  the  American  Boards  of  Internal  Medicine  & Medical 
Oncology 

Diplomate  of  the  American  Board  of  Hematology  (JWA) 

909  Frostwood,  Suite  120.  Houston,  TX  77024;  713  467-1630 

6565  DeMoss,  Suite  211.  Houston.  TX  77074;  713  270-1188 

555  Wadley  Tower,  Baylor  Medical  Plaza. 

3600  Gaston  Avenue,  Dallas,  Texas  75246 

Telephone  214  821-4540 

RETINA-VITREOUS  ASSOCIATES 

W.  Rex  Hawkins,  MD 

Van  W.  Teeters,  MD 

Ophthalmology 

Limited  to  Retina  and  Vitreous 

6436  Fannin.  Houston,  Texas  77030;  713  797-1531 

HOUSTON  EYE  ASSOCIATES 

1100  Hermann  Prof.  Bldg..  Houston.  Texas  77030;  713  790-1100 

Richard  S.  Ruii.  MD.  FACS  Ch,aries„A„GJIrc‘awnD 

Charles  E.  Russo.  MD.  FACS  Jack  T.  Holladay.  MD 

Malcolm  L.  Marow.  MD.  FACS  Sylvan  Brandon.  MD,  FACS.  FICS 

Robert  H.  Stewart.  MD.  FACS  Rosa  A-  Tang.  MD 

Robert  B.  Wilkins.  MD.  FACS  eflrey  B.  Arnoult.  MD 

Jeffrey  D.  Lanier,  MD.  FACS  Louise  C.  Kaldis.MD 

Michael  A.  Bloome.  MD.  FACS  John  W.  L®W13,  MD  wn 

Paul  C.  Salmonsen,  MD.  FACS  R.  Wayne  Bowman.  MD 

BELLAIRE  EYE  ASSOCIATES 

Warren  D.  Cross,  MD 

6802  Mapleridge,  Bellaire,  Texas  77401 

Telephone  713  666-4224 

TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser.  MD 

William  B.  Snyder.  MD 

William  L.  Hutton.  MD 

Dwain  G.  Fuller.  MD 

Gary  Edd  Fish,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

5421  LaSierra,  Dallas,  Texas  75231;  214  692-6941 

HAROLD  GRANEK,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Medical  Tower,  Suite  220,  1550  West  Rosedale, 

Fort  Worth.  Texas  76104;  817  332-6200 

BRUCE  C.  TAYLOR.  MD 

RICHARD  L.  WINSLOW,  MD 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

2811  Lemmon  Ave.  E.  Dallas,  Texas  75204 

214  521-1153;  1-800-442-537G 

EYE  ASSOCIATES  OF  SAN  ANTONIO 

343  W.  Houston,  Rosa  Verde  Towers  #709 

San  Antonio,  Texas  78205;  512  225-6705 

Diseases  and  Surgery  of  the  Eye 

Gilberto  Aguirre.  MD,  PA 

Roberto  San  Martin,  MD,  PA 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

James  W.  Speights,  MD 

EYE  ASSOCIATES 

Diseases  and  Surgery  of  the  Eye 

Charles  A.  Sargent.  MD 

Alan  C.  Baum.  MD 

R.  Edwin  Pitts,  MD 

William  Decker,  MD 

7777  Southwest  Freeway.  St.  916.  Houston.  Texas  77074;  713  777-714o 

RETINA  CONSULTANTS,  PA 

Lee  S.  Anderson,  MD 

H.  Cliff  Beasley,  MD 

1350  South  Main,  Suite  3200,  Fort  Worth,  Texas  76104 

817  332-1782 

STUART  A.  TERRY.  MD 

Sub-Specialty  Glaucoma 

M&S  Tower.  Suite  401.  730  N.  Main. 

San  Antonio,  Texa*  78205;  512  226-5131 

SOUTHWEST  RETINA  CONSULTANTS,  PA 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Roy  A.  Levit,  MD 

Clifford  M.  Ratner,  MD 

Sierra  Towers,  Suite  3800,  1700  Curie 

El  Paso.  Texas  79902;  915  532-3912 

LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton.  El  Paso,  Texas  79902;  915  545-2333 

BRIAN  B.  BERGER.  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Park  St.  David  Professional  Building.  Suite  106. 

800  East  30th  Street.  Austin  78705;  512  479-8101  day  or  night 

1-800-252-3437 

EDWIN  C.  AUGUST  AT,  MD 

Ophthalmic  Plastic  and  Reconstructive  Surgery 

1400  South  Main.  Suite  503.  Fort  Worth.  Texas  76104;  817  338-4183 

JUDSON  P.  SMITH,  MD 

Diplomate/American  Board  of  Ophthalmology 

General  Ophthalmology  and  Ophthalmic  Surgery 
of  the  Anterior  Segment 

1350  South  Main.  Suite  3100.  Fort  Worth.  Texas  76104;  817  338-4081 

RETINA  SOUTHWEST 

Limited  to  Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Gary  Mason,  MD 

7777  Southwest  Freeway.  St.  934.  Houston,  Texas  77074; 

Telephone  713  988-2020 

OPHTHALMOLOGY  ASSOCIATES 

Joe  L.  Bussev,  MD,  Cataract  & Lens  Implant  Surgery 

Dan  E.  Bruhl,  MD  , _ , 

Rufus  A.  Roberts.  MD,  Diseases  & Surgery  of  Retina.  Cataract 
& Lens  Implant  Surgery  ..  _ 

Thomas  H.  Smith.  MD.  Ophthalmic  Plastic  & Reconstructive  Surgery 

John  W.  Zerdecki.  MD,  Cataract  6.  Lens  Implant  Surgery, 

Corneal  & External  Disease 

Doris  E.  Jensen,  MD.  Medical  Ophthalmology  & Glaucoma 

David  Hendricks.  MD.  General  Ophthalmology;  Cataract.  Lens  Implant 

308  S.  Henderson,  Fort  Worth,  Texas  76104;  817  335-5435 

Appointments  817  335-6070;  se  habla  espanol 
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Orthopedic  Surgery 


L.  Ray  Lawson,  MD 
George  Truett  James.  MD 
Robert  D.  Vandermeer,  MD 
Wynne  M.  Snoots.  MD 
R.  Stephen  Curtis,  MD 
William  A.  Bruck,  MD 
W.  Z.  Burkhead,  Jr..  MD 

W.  B.  CARRELL  MEMORIAL  CLINIC 

A Professional  Association 

2828  Lemmon  Ave.,  Dallas,  Texas  75204;  214  521-2191 


ANGELO  L.  OTERO,  MD.  AAOS.  FACS 

A Professional  Association 

Orthopedic  Surgery,  Arthroscopy, 
Arthroscopic  Surgery 

Medical  Tower  Building.  1S50  West  Rosedale.  Suite  410. 
Fort  Worth.  Texas  76104:  817  336-3906 
Answered  24  Hours 

G.  S.  GILL,  MD,  PA 

Orthopedic  Surgery — Surgery  of  the  Hand 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue.  Fort  Worth,  Texas;  817-335-4316 

Louis  J.  Levy,  MD.  PA 
Henry  C.  McDonald.  Jr,  MD 
Fred  W.  Sanders,  MD 
James  M.  Beckley,  MD 
Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD.  PA 


F.  Carlton  Hodges,  MD 
J.  Price  Brock.  Jr,  MD 
Mervyn  B.  Fouse,  MD 
fohn  H.  Judd,  Jr.,  MD 

ORTHOPEDIC  ASSOCIATES  OF  ABILENE 

Diplomates  American  Board  of  Orthopedic  Surgery 
1701  Pine  Street,  Abilene,  Texas  79601 


3704  20th  Street,  Suite  A,  Lubbock,  Texas  79410 
Telephone  806  797-9119 

ORTHOPEDIC  SURGERY.  TEXAS  TECH  UNIV. 
SCHOOL  OF  MEDICINE 

Gerald  S.  Laros,  MD,  Low  Back  Problems 

Robert  F.  McCarron  II,  MD.  Traumatology  and  Spinal  Surgery 
William  W.  Robertson,  Jr.,  MD,  Pediatric  Orthopaedic  Surgery 
Robert  P.  Yost,  MD,  Sports  Medicine,  Arthroscopic  Surgery 
Gerhard  E.  Maale,  MD,  Musculoskeletal  Tumor  Surgery, 

Adult  Reconstructive  Surgery 
Health  Sciences  Center  Building,  3601  4th,  Lubbock  79430 
Orthopaedic  Clinic,  806  743-2475;  Cerebral  Palsy  Clinic,  806  743-3028 


Otolaryngology 


HOUSTON  ORTHOPEDIC  CENTER 

Donald  T.  Lazarz,  MD 
Lee  C.  Detenbeck,  MD 
Thomas  S.  Padgett.  MD 
John  J.  DeBender,  MD 

Twelve  Oaks  Tower,  4126  Southwest  Freeway,  Suite  200, 

Houston,  Texas  77027;  713  622-5100  and 

Parkway  Towers  Professional  Building,  Suite  202, 

150  West  Parker  Road,  Houston.  Texas  77076;  713  691-3905 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 
Orthopedic  Surgery — Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr,  MD 
Kenneth  C.  Scholz.  DDS,  MD,  PA 
John  Paul  Theo,  MD,  PA 
Robert  A.  Peinert,  Jr.,  MD 

3702  21st  St,  Suite  9.  Lubbock,  Texas  79410;  806  795-8261 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel.  Jr.  MD 

E.  E.  Rising,  Jr,  MD,  Emphasis  on  Hand  Surgery 
C.  Poindexter,  MD 

C.  R.  Vavrin,  MD,  Emphasis  on  Sports  Medicine 
Diplomates  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road.  Arlinaton,  Texas  76012;  817  261-8284 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

F.  Leon  Ware,  MD  Huntly  G.  Chapman,  MD 

Dan  R.  Sutherland.  MD  Phillip  E.  Hansen,  MD 

John  B.  Gunn.  MD  James  M.  Lancaster,  MD 

R.  Dan  Loyd.  MD 

Orthopedic  Surgery 

3600  Gaston  Avenue,  Suite  303.  Dallas,  Texas  75246;  214  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  2116, 

Dallas.  Texas  75230;  214  661-7010 


HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart,  MD 
H.  Kendall  Hamilton,  MD 

5620  Greenbriar,  Houston.  Texas  77005 
Telephone  713  526-6262 


ORTHOPEDIC  FOOT  SURGERY  ASSOCIATES 
Surgery  <£  Diseases  of  the  Foot  and  Ankle 

Charles  E.  Graham,  MD 

8345  Walnut  Hill  Lane.  Suite  105.  Dallas  75231;  214  369-4361 
Donald  M.  Mauldin.  MD 

6161  Harry  Hines.  Suite  220,  Dallas  75235;  214  630-8646 


Representing  TMA's  Legislative  Views 

. . . Another  service  of  your  association 


Drs.  Morton,  Blumenfeld  & Charbonneau,  PA 
ENT,  ENT  Allergy,  Cosmetic  Facial  Surgery 

R.A.D.  Morton.  Jr.,  MD.  FACS 

Ronald  J.  Blumenfeld,  MD,  FACS 

Paul  A.  Charbonneau,  MD,  FACS 

Diplomates,  American  Board  of  Otolaryngology 

1733  Curie,  Suite  100,  El  Paso,  Texas  79902;  915  533-5461 

9398  Viscount,  1-E,  El  Paso,  Texas  79925;  915  592-8666 


Pathology 


FORT  WORTH  MEDICAL  LABORATORIES 

Dorothy  Patras.  MD 

Anatomic  Pathology  and  Consultation  in 
Clinical  Pathology 

1400  Pennsylvania  Avenue.  Fort  Worth,  Texas  76104 
Mailing  address:  P.O.  Box  1118.  Fort  Worth,  Texas  76101 
Telephone  817  336-7137 


J.  S.  WILKENFELD,  MD,  MEDICAL  LABORATORIES. 
INC. 

I.  S.  Wilkenield.  MD 

Diplomat#  oi  the  American  Board  oi  Pathology 

Anatomical  Pathology,  Clinical  Pathology 
Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.O.  Box  55008  Houston,  Texas  77055;  713  468-0738 
Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 

AUSTIN  PATHOLOGY  ASSOCIATES 
MEDICAL  PARKWAY  CLINICAL  LABORATORY 

Anatomic  and  Clinical  Pathology,  Electron 
Microscopy,  Cytology  and  Dermatopathology 

Computerized  Results  Reporting  With  Telecommunications  Available 

A.  Q.  Da  Silva.  MD  Paul  A.  LeBourgeois,  MD 

Donald  A.  Parsons.  MD  Phillip  C.  Collins.  MD 

William  J.  Reitmeyer.  MD  David  R.  Ralph.  MD 

RENAL  PATHOLOGY:  Gerald  A.  Beathard.  MD 

Main  Lab:  711  W.  38th  Street— Suite  C-ll.  Austin.  Texas  78705 
Mailing  Address:  P.O.  Box  9806.  Austin,  Texas  78766-0806 
Telephone:  512  452-2S29 

Oliice  Pickup  Service  in  Austin  Area 


Plan  to  attend  1985  TMA  meetings: 

118th  Annual  Session — 

May  8-12  San  Antonio 

Fall  Conference — 

September  20  Austin 

. . . Another  service  of  your  association 
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TEXAS  MEDICINE 


Physical  Medicine  & Rehabilitation 


WARM  SPRINGS  REHABILITATION  HOSPITAL 
GONZALES  WARM  SPRINGS  FOUNDATION,  INC. 

P.O.  Box  58.  Gonzales.  Texas  78629 
Facilities  lor  Physical  Restoration 

Physical  Therapy.  Occupation  Therapy.  Speech  Therapy. 

Recreational  Therapy.  School  from  first  grade  through  twelfth  grade 

David  E.  Gumper,  Administrator 
Larry  E.  Browne.  MD,  Medical  Director 

ROBERTO  G.  ROLFINI,  MD 

Diplomats  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower.  343  W.  Houston  Street 
San  Antonio.  Texas  78205;  Telephone  226-2424 


Plastic  Surgery 


JACK  L.  CONLEE.  MD 

Diplomate  American  Board  of  Plastic  Surgery 

CHIU  ROBINSON,  MD 
Plastic  and  Cosmetic  Surgery 

613  Elizabeth.  Suite  401.  Corpus  Christi,  Texas  78404:  882-4666 


PLASTIC  SURGERY  ASSOCIATION 

Leonard  Koch.  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3601  21st  Street.  Suite  5.  Lubbock.  Texas  79410;  806  792-2313 


STEPHEN  C.  LESAUVAGE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

825  Medical  Drive,  Tyler,  Texas  75705;  214  593-8296 


Thomas  D.  Cronin,  MD.  FACS 
Raymond  O.  Brauer,  MD,  FACS 
Thomas  M.  Biggs,  MD.  FACS 


Laurence  E.  Wolf.  MD.  FACS 
Benjamin  E.  Cohen,  MD.  FACS 
Ernest  D.  Cronin,  MD,  FACS 


Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 


7000  Fannin  St.,  Suite  2400.  Houston.  Texas  77030;  713  795-5930 


JOSEPH  P.  FLEMING,  MD,  FRCS(C).  FACS 
Plastic  and  Reconstructive  Surgery 

1213  Hermann  Drive,  Suite  645.  Park  Plasa  Professional  Building 
Houston.  Texas  77004;  713  524-7545 


HOUSTON  PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  MD.  FACS 
Jonathan  J.  Dora,  MD,  FACS 
David  J.  Katrana,  DDS,  MD 
James  B.  Stafford,  IV,  MD 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

6560  Fannin,  Suite  750.  Houston.  Texas  77030;  795-5575 


FORT  WORTH  PLASTIC  SURGERY  CUNIC 
David  A.  Grant,  MD,  FACS 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic  and  Reconstructive  Plastic  Surgery 
Raymond  A.  Faires,  MD 

Diplomate  American  Board  of  Surgery 

Plastic  and  Reconstructive  Surgery 
Hand  and  Micro  Surgery 

606  Medical  Plaza  Building 

800  Eighth  Avenue,  Fort  Worth,  Texas  76104 

817  335-4752  817  332-9441 


VALENTIN  GRACIA,  MD,  FACS,  FICS 

Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic  Surgery — Bums 

1001  W.  Rosedale.  P.O.  Box  2476.  Fort  Worth.  Texas  76113;  817  336-0446 


WILLIAM  E.  BARNES,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Cosmetic  Surgery 

Plastic  <£  Reconstructive  Surgery 

1301  West  38th  Street,  Suite  608.  Austin.  Texas;  454-7659 


JAMES  L.  MOORE,  MD.  FACS,  PA 

Diplomate  American  Board  oi  Plastic  Surgery 

Plastic  and  Reconstructive  Surgery 

1213  Hermann  Dr..  Suite  420. 

Houston,  Texas  77004;  713  526-6161 


PLASTIC  SURGERY  CLINIC  OF  AUSTIN 

Robert  A.  Ersek,  MD 
U.  Gadaria,  MD,  FACS 

Diplomates  of  American  Board  of  Plastic  Surgery 

Aesthetics,  Plastic,  Reconstructive, 

Suction  Lipectomy,  and  Hand  Surgery 

30th  & Red  River,  Austin,  Texas  78705 
24  HR#  512  479-6805  & 512  474-HAND 

The  Burn  Care  Associates  has  been  organized  to  provide  care  tor 

burned  patients.  Care  for  every  phase  ol  burn  trauma  will  be  provided 
from  resuscitation  to  late  rehabilitation. 

John  E.  Carter,  MD  David  Mclnnis,  MD 

Lebaron  W.  Dennis,  MD  Donald  Novick,  MD 

Michael  M.  Duffy,  MD  Millie  Smith,  Coordinator 

Joe  Ford,  MD 

BURN  CARE  ASSOCIATES 

302  Oak  Hills  Building,  Louis  Pasteur  Drive.  San  Antonio.  Texas  78229 
Telephone  512  694-0973 

MICHAEL  L.  EISEMANN,  MD.  PA.  FACS 

Diplomate  American  Board  of  Plastic  Surgery 
Fellow  American  College  of  Surgeons 

Aesthetic  Surgery,  Plastic  and  Reconstructive 
Surgery  and  Hand  Surgery 

7000  Fannin.  Suite  880,  Houston.  Texas  77030;  713  790-1771 

Fort  Bend  Physicians  Plaza,  3807  FM  1092,  Missouri  City,  Texas  77459; 

713  499-6005. 

ROBERT  M.  WRIGHT,  JR.,  MD 
VALERIE  WRIGHT,  MD 

Plastic,  Reconstructive.  Hand 
and  Microvascular  Surgery 

1700  Providence  Drive,  Waco,  Texas  76707 

Telephone  817  756-0111  


JOHN  E.  CARTER.  MD.  PA 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 


TMA  Physicians  Benevolent  Fund 


Plastic  Surgery 

7711  Louis  Pasteur  Drive.  Suite  801,  San  Antonio,  Texas  78229 
Telephone:  (Area  Code  512)  Office  696-2390  Medical  Exchange  227-6331 


. . . Another  service  of  your  association 
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Psychiatry 


DALLAS  PSYCHIATRIC  ASSOCIATES. 
A PARTNERSHIP 


ROBERT  E.  HAZLEWOOD,  MD 

Psychiatry,  Somatic  Therapies,  Alcoholism  and 
Drug  Abuse,  Individual  & Group  Psychotherapy, 
(Adults  & Adolescents — Hospitalization  <&  Outpatient) 

Department  of  Psychology 

Medical  Science  Psychiatric  Center 

711  W.  38th.  Suite  C-4.  Austin.  Texas  78705;  512  458-928S 


GONZALO  A.  AILLON,  MD 
Psychiatry-Bilingual 


Inpatient  and  Outpatient  Services  for 
Adolescent  Psychiatry,  Adult  Psychiatry, 
Treatment  of  Alcoholism 


Larrie  W.  Arnold.  MD 
David  H.  Baker,  MD 
Gary  L.  Etter,  MD 
Bradford  M.  Gofi.  MD 
Fred  L.  Griifin,  MD 
Joel  A.  Holiner,  MD 


R.  Sanford  Kiser,  MD 
William  R.  Lynch,  MD 
Claude  R.  Nichols,  MD 
William  M.  Pederson.  MD 
Leslie  H.  Secrest,  MD 
Angela  M.  Wood,  MD 


Brookhaven  Professional  Plaza,  LBI  at  Webbs  Chapel 

10  Medical  Parkway,  Suite  304,  Dallas,  Texas  75234 

Medical  City  Dallas,  7777  Forest  Lane,  Suite  2411,  Dallas,  Texas  7523B 

Telephone  214  247-1150 


3400  Wheatland  Road.  Suite  35 
Dallas,  Texas  75211;  214  298-G241 


Pulmonary  Diseases 


RICHARD  G.  JAECKLE,  MD 
Psychiatry 

Diplomat©,  American  Board  Psychiatry  & Neurology,  Child  Psychiatry 
Diplomat©,  American  Board  Psychiatry  & Neurology,  Psychiatry 

Presbyterian  Professional  Building  II,  Suite  404, 

8220  Walnut  Hill  Lane,  Dallas,  Texas  75231;  214  696-0964 


C.  MARSHALL  BRADSHAW,  MD,  PA 
Psychiatry,  Somatic  Therapies 
Clinical  Electroencephalography 

Suite  722,  1550  W.  Hosedale,  Fort  Worth,  Texas  76104 
Telephone  817  335-9409 


John  R.  Burk,  MD,  FACP  David  R,  Stoop,  MD,  FACP.  FCCP 

Mitchell  C.  Kuppinger,  MD,  FCCP  W.  Steven  Tr@mb©ld.  MD,  FCCP 
David  M.  Webb,  MD,  FCCP  David  H.  Plump,  MD 

Diplomates  of  American  Board  ©f  Internal  Medicine 

PULMONARY  CONSULTANTS  OF  TEXAS,  PA 

Physiology,  Diagnosis  Therapy,  Bronchoscopy, 
Pulmonary  Function,  Intensive  Care,  Pulmonary 
Angiography,  Pulmonary  Rehabilitation, 

Sleep  Apnea 

1413  Eighth  Avenue,  Suite  A,  Fort  Worth,  Texas  76104;  817  926-0242 

801  Road  to  Six  Flags  West,  Suite  137,  Arlington,  Texas  76012; 

817  461-0201  (Metro) 


TIMBERLAWN  PSYCHIATRIC  HOSPITAL 

Inpatient  and  Outpatient  Services  for  Child, 

Aaoleseent  and  Adult  Psychiatry 


ferry  M.  Lewis,  MD 
Doyle  I.  Carson,  MD 
Keith  H.  Johansen,  MD 
James  K.  Peden,  MD 
Charles  G.  Markward.  MD 
Byron  L.  Howard,  MD 
Roy  H.  Fanoni.  MD 
Mark  P.  Unterberg,  MD 
John  G.  Looney,  MD 
Kathleen  B.  Erdman,  MD 
Don  C.  Payne,  MD 
Mark  J.  Blotcky,  MD 
L.  Dwight  Holden,  MD 


Paul  M.  Hamilton,  MD 
Jerry  M.  Lewis,  III,  MD 
Tom  G.  Campbell,  MD 
Jeffrey  Glass,  MD 
Grover  M.  Lawlis,  MD 
Conway  McDonald,  MD 
Gary  L.  Malone,  MD 
Edgar  P.  Nace,  MD 
Ernest  N.  Brownlee,  MD 
Michael  Madigan,  MD 
Perry  Talkington,  MD 
Joseph  D.  Gaspari,  MD 


Radiology 


THERAPEUTIC  RADIOLOGY  AT 
MEMORIAL  HOSPITAL 

Radiotherapy  Department 
7600  Beechnut 
Houston,  Texas  77074 

713  776-5622  Day  Phone 

713  776-5170  Night  and  Weekends 

Carlos  H.  Fernandez,  MD 

Diplomat©  American  Board  of  Therapeutic  Radiology 

Practice  Limited  to  Radiation  Oncology 
External  or  Internal  Irradiation 
Inpatient  and  Outpatient  Services 


4600  Samuell  Blvd.,  Dallas,  Texas  75228 

214  381-7181  Rheumatology 


TITUS  HARRIS  CLINIC 

Inpatient  <&  Outpatient  Services 
(Open  and  Closed  Units) 

Practice  limited  to  Psychiatry 

E.  C.  McDonald,  Jr.,  MD — Individual  and  Group  Psychotherapy 
Grace  K.  Jameson,  MD — Child,  Adolescent  and  Family  Psychiatry 
E.  Ahmed  Zein-Eldin,  MD — General  Psychiatry,  Somatic  Therapies 
William  W.  Bondurant,  III,  MD — General  Psychiatry,  Somatic  Therapies 
A.  O.  Singleton,  III,  MD — General  and  Adolescent  Psychiatry 
J.  B.  Rust,  MD — Substance  Abus©  Program,  Child  Psychiatry 
Constance  Stout,  ACSW — Individual  and  Family  Psychotherapy 
Pam  Peirsol,  ACSW — Individual  and  Family  Psychotherapy 
Ann  Brestrup,  ACSW — Individual  and  Family  Psychotherapy 
Mary  Middleton,  ACSW — Individual  and  Family  Psychotherapy 

200  University  Boulevard,  Suite  620,  Galveston,  Texas  77550 
Telephone  713  765-6321 


DON  E.  CHEATUM,  MD,  FACP,  FCCP 

Diplomat®  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas.  Texas  75204;  823-4151 


Call  the  TMA  News  Hotline 


1-800-252-7003 


TMA  Memorial  Library 

. . . Another  service  of  your  association 


for  current  legislative  information  24  hours  a day. 


96 


TEXAS  MEDICINE 


Thoracic  Surgery 


ALLAN  L.  GRAHAM,  MD.  FACS* 

KARAMAT  U.  CHOUDHRY.  MD,  FACS 
ROBERT  W.  MILEY,  MD,  FACS 
RICHARD  L.  SHEPHERD.  MD 

Diolomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 
•Also  certificate  of  special  qualification  in  general  vascular  surgery, 
American  Board  of  Suraery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 
515  South  Adams,  Fort  Worth,  Texas  76104;  817  332-7878 


RICHARD  E.  WOOD.  MD 
ROBERT  E.  RAWITSCHER,  MD 
THOMAS  P.  MEYERS,  MD 
Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue, 
Suite  404,  Dallae.  Texae  75246;  214  827-3890 
Hour*  By  Appointment 


BERNARD  R.  JACK,  MD,  PA,  FACS 

Diplomate  American  Board  of  Surgery  and 
American  Board  of  Thoracic  Surgery 

Cardiac,  Vascular  & Thoracic  Surgery 

800  Eighth  Avenue,  Suite  432,  Fort  Worth,  Texas  76104 
817  336-1700 


Urology 


ELGIN  W.  WARE,  JR,  MD 
GEORGE  E.  HURT.  JR,  MD 
L.  MICHAEL  GOLDSTEIN.  MD 
STEVE  M.  FROST,  MD 
Urology 

3600  Gaston  Avenue,  Dallas,  Texas  75246 


THE  UROLOGY  CLINIC 

Dolpbus  E.  Compere,  MD 
Grant  F.  Begley,  MD 
Hugh  Lamensdori,  MD 
Ira  N.  Hollander.  MD 

Box  11340,  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 
817  336-5711 


EUGENE  R.  TODD.  MD,  PA 

Diplomats  oi  the  American  Board  oi  Urology 
Fellow  oi  the  American  College  oi  Surgeons 
Fellow  oi  the  Society  ior  Pediatric  Urology 

Urology — Adult  and  Pediatric 

3600  Gaston  Avenue,  Baylor  Medical  Center  Plaza, 
Wadley  Tower,  Suite  755.  Dallas,  Texas  75246 
214  826-3500 


DALLAS  UROLOGY  ASSOCIATES 

David  D.  Heisman,  MD,  PA 

Donald  ).  Logan,  MD,  PA 

Donald  L.  McKay,  MD,  PA 

Christopher  D Fetner,  MD.  PA 

Diplomates  of  American  Board  of  Urology 

Medical  City  Dallas,  7777  Forest  Lane,  Suite  230.  Dallas,  Texas  75230 
Telephone;  214  233-7765  Answered  24  Hours 


WILLIAM  L.  MULCHIN,  MD,  FACS 

Diplomate  oi  American  Board  oi  Urology 

Adult  and  Pediatric  Urology 

10  Medical  Parkway,  Suite  207,  Proiessional  Plaza  3,  Dallas,  Texas  75234; 
214  241-3975  (Answered  24  hrs) 

3900  W.  15th,  Suite  #408,  Plano,  Texas  75075;  214  867-3928 


KIRBY  B.  TARRY.  MD,  FACS 

Diplomate.  American  Board  of  Urology 

Adult  and  Pediatric  Urology 

Impotence  with  Prosthesis-Vasovasostomy 

1405  West  Illinois,  Midland.  Texas  79701 
915  687-4553 


For  a free  copy  of  our  “Guide  to  Leasing,”  call  or  write  us. 


CURRY  AUTO  LEASING 

LEASING  SPECIALISTS  FOR  1 5 YEARS. 


5422  Alpha  Rd.  (at  Montfort)  Dallas  75240 
(214)  239-1 1 1 1 
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Classified  Advertising 


Physicians  Wanted 


NEEDED:  EMERGENCY  PHYSICIANS,  North  Central  Texas  area,  full 
and  part-time.  For  an  application  call  817-336-8600  or  write  Emergency 
Medicine  Consultants,  P.A.,  1533  Merrimac  Circle,  Suite  202,  Fort  Worth, 
Texas  76107. 


SAN  JACINTO  METHODIST  HOSPITAL,  BAYTOWN,  TEXAS.  General 
practitioner,  family  practitioner,  OB/Gyn,  psychiatrist.  Solo  or  group 
practice.  Home  of  Exxon,  U.S.  Steel,  Gulf.  High  income.  Bay  area  near 
Houston.  Outstanding  schools,  colleges.  Contact  Administrator,  1101 
Decker  Drive,  Baytown,  Texas  77520;  713-422-3405. 


EXPANDING  GROUP  NEEDS  SPECIALISTS  IN  pediatrics,  family  prac- 
tice, and  orthopedic  surgery.  Enjoy  practicing  medicine  with  our  28-man 
multi-specialty  group  located  in  a friendly  city  of  100,000  people  in 
north  central  Texas.  Close  to  everything,  but  away  from  big  city  proo- 
lems.  If  you  want  to  know  more  about  this  long  established  group 
(1919),  whose  city  has  a booming  economy,  call  collect  Dr.  David 
Pogue  at  817  766-3551.  Wichita  Falls  Clinic,  501  Midwestern  Parkway, 
Wichita  Falls,  Texas  76302 


PHYSICIANS  WANTED — Progressive  hospital  in  East  Texas.  Contact 
Paul  Bennett,  Administrator,  Gladewater  Municipal  Hospital,  300  West 
Upshur,  Gladewater,  Texas  75647;  telephone  214  845-2281. 


FAMILY  PRACTICE  PHYSICIANS  NEEDED.  50  bed  progressive  hospital, 
open  staff,  rural  setting,  adjacent  to  Wichita  Falls.  Provides  access  to 
cultural  opportunities  of  city  living.  Office  space  available,  financial 
assistance  available.  Contact  Clay  County  Memorial  Hospital,  P.O.  Box 
270,  Henrietta,  Texas  76365. 


WANTED:  ORTHOPEDIC  SURGEON.  Position  available  with  twelve 
doctor  multispecialty  group  located  in  the  Medical  City  Dallas  com- 
plex in  North  Dallas.  All  benefits  paid  for  by  the  group,  afternoon 
off,  rotating  call  schedule.  Send  curriculum  vitae  to  Sharon  Phelps, 
Administrator,  7777  Forest  Lane,  Suite  240,  Dallas,  Texas  75230,  phone 
214  661-7707. 


WANTED:  GENERAL  PRACTITIONER/INDUSTRIAL  MEDICINE.  Position 
available  with  twelve  doctor  multispecialty  group.  All  benefits  paid 
by  the  group,  afternoon  off,  rotating  call  schedule.  Send  curriculum 
vitae  to  Sharon  Phelps,  Administrator,  Suite  240,  7777  Forest  Lane, 
Dallas,  Texas  75230.  Phone  214  661-7707. 


TEXAS,  HOUSTON:  Doctors  EmergiCenter,  Houston's  newest  free  stand- 
ing emergency  center,  is  currently  seeking  physicians  to  staff  several 
urgent  care  centers.  Future  directorships  are  available.  Remuneration 
commensurate  with  experience.  Send  CV  and  application  request  to 
Doctors  EmergiCenter,  9100  Southwest  Freeway  #zl0,  Houston,  Texas 
77074  or  call  713  271-1992. 


EMERGENCY  MEDICINE  OPPORTUNITIES — Part-time  and  full-time  posi- 
tions available  in  more  than  40  facilities  throughout  Texas.  Competitive 
houly  income,  flexible  scheduling  without  on-call,  paid  professional 
liability  insurance  provided.  Week  days,  nights,  and/or  weekend 
shifts  available.  For  details  respond  in  confidence  to:  Spectrum  Emer- 
gency Care,  Inc.,  11494  Luna  Road,  Suite  205,  Dallas,  Texas  75234;  214 
869-0255. 


PHYSICIANS — We  have  positions  available  in  family  practice,  emer- 
gency medicine,  pediatrics,  Ob/Gyn,  internal  medicine,  gastroenterol- 
ogy and  orthopedic  surgery.  Call  Patsy  Bishop,  713  789-1550,  MEDEX, 
2401  Fountain  View,  Suite  510,  Houston,  Texas  77057.  From  outside 
Texas  call  800  231-7578. 


UNPUBLISHED — 80%  of  the  best  practice  opportunities  in  the  U.S.  are 
unpublished.  Let  us  confidentially  search  on  your  behalf  for  that  ideal 
practice  situation.  Call  or  write  R.  H.  Medical  Group,  Inc.,  12651  Briar 
Forest,  Suite  180,  Houston,  Texas  77077;  713  496-7777. 


OBSTETRICIAN/GYNECOLOGIST  and  general  surgeon  for  large  multi- 
specialty clinic.  Salary  and  bonus  first  year,  partnership  second  year 
if  mutually  desirable.  Reply  to  Ad-492,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


DALLAS  AND  NORTHEAST  TEXAS:  Emergency  Physicians.  Immediate 
openings  available  in  established  ACEP  oriented  group.  Positions  avail- 
able in  emergency  departments  and  free-standing  ambulatory  care 
clinics.  Flexible  scheduling,  fee-for-service  with  guarantee — $75,000  to 
$100,000.  Contact  Brenda  Lancaster,  EmCare,  3600  Gaston,  Suite  802, 
Dallas,  Texas  75246,  or  call  214  823-6850,  out-of-state,  toll  free  800 
527-2145. 


TEXAS,  HOUSTON:  Full-time  hospital  based  emergency  department 
positions  now  available.  Unique  opportunity  for  career-minded  emer- 
gency physicians  to  join  a physicians  association  staffing  hospitals 
throughout  the  Houston  area.  Physician  compensation  is  based  on  an 
independent  contractor  status  and  fee-for-service  with  minimum  hourly 
guarantee.  Malpractice  is  included.  Board  certified  or  board  eligible 
applicants  send  your  CV  and  application  request  to  Houston  Emer- 

?ency  Phvsicians  Associates,  c/o  Ms.  Tyler,  PO  Box  720465,  Houston, 
exas  77272  or  call  713  776-1081. 


WELL  ESTABLISHED  HOUSTON  CLINIC  offers  a uniaue  opportunity  to 
practice  emergency/family  care.  Requires  well  rounded  abilities  in 
office  based  orthopedics,  minor  surgery,  pediatrics  and  family  medi- 
cine. Dedication  to  high  quality  care,  excellent  patient  empathy  and 
communicative  skills  mandatory.  Excellent  working  conditions  and 
hours.  Fee-for-service  Dr.  J.  A.  Burnett,  Kelsey-Seyoold/Cornerstone, 
4331  Brightwood  Drive,  Houston,  Texas  77068,  713  444-1204. 


OB/GYN  BOARD  CERTIFIED  or  eligible,  to  join  staff  of  Women's 
Clinic.  35,000+  progressive  suburban  community  on  the  Texas  Gulf 
Coast.  Serving  seven  counties.  Excellent  hospital.  Send  CV  to  Ad-507, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


OB/GYN  UNEXPECTED  PHYSICIAN  OPENING,  established  practice,  no 
investment  necessary.  Available  August  1.  Contact  Nilon  Tallant,  MD, 
705  West  Hopkins  Streei,  San  Marcos,  Texas  78666;  512  396-3361. 


(1079)  (EXEMPT)  ASSISTANT  DIRECTOR  OF  HEALTH  $45,2 1 1 -$66,784 
yearly.  Nature  of  Work:  Acts  as  first  assistant  to  the  Health  Depart- 
ment Director  administering  a county-wide  public  health  program.  Acts 
on  behalf  of  the  director  in  all  phases  of  activities  involved  in  general 
health  maintenance.  Overall  goal  is  to  maintain  an  effective  community 
health  system.  Duties:  The  following  describes  some  of  the  major  duties 
and  responsibilities,  but  does  not  depici  all  of  the  other  duties  that 
may  be  assigned.  Assists  the  director  in  making  employee  appoint- 
ments, dismissals,  and  any  other  personnel  changes;  supervises  the 
preparation  of  the  budget  and  monitors  financial  transactions  and  ac- 
counting activities  of  the  financial  transactions  and  accounting  activities 
of  the  department  for  review  by  the  director;  supervises  preventive 
measures  for  contagious  diseases  of  public  health  concern;  maintains 
understanding  and  cooperation  with  local  organizations  through  meet- 
ings and  attendance  at  public  health  related  functions;  gives  medical 
and  administrative  direction  on  special  surveys  regarding  pertinent 
local  health  problems;  plans  and  conducts  inservice  training  programs 
for  personnel.  Preferred  Qualifications:  Licensed  to  practice  medicine 
in  Texas  by  the  State  Board  of  Medical  Examiners.  Three  years  admin- 
istrative experience  in  public  health.  Considerable  knowledge  of  modern 
principles  and  methods  of  business  administration  in  municipal  govern- 
ment. To  apply:  City  of  San  Antonio  Personnel  Department,  111  Plaza 
De  Armas,  San  Antonio,  Texas  78205.  An  equal  opportunity  employer. 


ABILENE:  EMERGENCY  PHYSICIANS— Full-time  positions  available  at 
beautiful  new  full  service  hospital.  Attractive  hourly  guarantee 
($88,000  annually)  with  fee-for-service  incentive.  Excellent  opportunity 
for  career  oriented  emergency  physicians.  Contact  Brenda  Lancaster, 
EmCare,  3600  Gaston,  Suite  802,  Dallas,  Texas  75246.  In  Texas,  214 
823-6850;  out-of-state,  toll  free  800  527-2145. 


URGENT:  Three  doctor  family  practice.  One  doctor  retiring  and  one 
limiting  practice.  Unique  opportunity  with  no  investment  needed.  Office, 
laboratory,  x-ray  and  ancillary  personnel  provided  Excellent  hospital 
facilities  equipped  for  obstetrics  and  surgery.  Call  Lee  Spring,  MD, 
or  Elda  Hart,  manager,  806  247-2754.  Spring  Spring  and  Alexander  and 
Associates,  1307  Cleveland,  Friona,  Texas  79035. 

TEXAS-SAN  ANTONIO  EMERGENCY  MEDICINE— Full  and  part-time 
positions  available  in  the  San  Antonio  area.  Excellent  pay.  Primary 
considerations  given  to  applicants  with  two  years  experience  in 
emergency  medicine  or  board  certified  or  board  eligible  in  emergency 
medicine,  family  practice,  internal  medicine  or  surgery.  Contact  Chuck 
Arnecke,  Emergency  Physicians  Associates,  604  Richmond  Ave.,  San 
Antonio,  TX  78215;  512  222-0746. 


ER  PHYSICIAN — If  you  are  an  experienced  ER  physician,  family  prac- 
titioner, general  surgeon  or  internist,  we  may  have  a place  for  you 
in  our  ER  group.  Our  doctors  make  more  than  any  ER  physicians  in 
the  Houston  area  and  we  operate  out  of  comfortable,  friendly  com- 
munity hospitals.  Call  Greater  Houston  Emergency  Physicians  Asso- 
ciates at  713  861-7942. 


(0161)  (EXEMPT)  PUBLIC  HEALTH  PHYSICIAN— $40, 620-$54, 420  annual- 
ly. Nature  of  work — This  is  professional  work  responsible  for  directing 
all  activities  performed  in  the  communicable  control  division  of  the 
Metropolitan  Health  Department.  Supervision  is  exercised  over  the 
following  areas:  Tuberculosis  Nursing  Services,  Tuberculosis  Chest 
Clinic,  Venereal  Disease  Clinic,  Immunization  section  and  general 
support  section  which  totals  approximately  70  employees.  Performs 
administrative  and  logistical  control  of  the  division  and  supporting 
sections  to  include  budgeting,  staffing  and  requisition  of  supplies. 
Maintains  operational  control  of  the  division  and  subordinate  sections 
and  coordinates  immunization  and  epidemiologic  problems  with  en- 
vironmental health  and  nursing  divisions.  Acts  as  liaison  between  other 
departments  and  with  the  public  and  private  sector.  Oversees  and 
maintains  anti-rabies  control  measures  by  working  closely  with  animal 
control  facility  and  Bexar  County  Hospital  services.  Monitors  com- 
municable diseases  in  Bexar  County  and  the  procurement  of  necessary 
vaccines  and  biologic  products  necessary  to  prevent  or  control  such 
outbreaks.  Researches,  develops  and  promulgates  criteria  for  com- 
municable disease  control  in  coordination  with  local,  state  and  federal 
guidelines  Performs  other  tasks  assigned  by  the  director.  Minimum 
qualifications — Graduation  with  an  MD  degree  from  a medical  school 
of  Grade  A standing  with  the  American  Medical  Association,  plus  one 
year  of  internship  in  an  approved  hospital  and  one  year  of  full-time 
paid  experience  in  public  health  preferably  in  a recognized  public 
health  agency.  A license  to  practice  medicine  in  Texas  must  be  obtained 
prior  to  appointment.  To  apply — City  of  San  Antonio  Personnel  Depart- 
ment, 111  Plaza  De  Armas,  San  Antonio,  Texas  78205.  An  equal  oppor- 
tunity employer. 


PHYSICIANS  NEEDED — All  specialties.  Good  financial  package.  Send 
CV  to  RH  Med’cal  Group,  12651  Briar  Forest,  #180,  Houston,  Texas 
77077;  713  496-7777.  Confidentiality  assured. 


SAN  ANTONIO:  FAMILY  PRACTICE/EMERGENCY  MEDICINE.  Immedi- 
ate opening  in  minor  emergency  center  operating  14  hours  per  day. 
Salary  and  fringes  negotiable.  Contact  Robert  W.  Kottman,  MD,  7219 
Hidden  Hills  North,  San  Antonio,  Texas  78244;  512  661-4891. 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $30.00  (U.S.  currency)  per  issue  for  50  words  or 
less,  payable  in  advance.  Ad  numbers  can  be  substituted 
for  formal  addresses  upon  request  at  no  extra  cost.  Name 
and  address  of  ad  number  listings  cannot  be  given  out 
unless  specific  permission  to  do  so  has  been  given.  The 
advertising  office  will  not  contact  ad  number  holders  ex- 
cept by  mail.  Federal  laws  prohibit  references  to  race, 
color,  religion,  sex,  national  origin,  or  age  unless  bona  fide 
occupational  qualifications.  Copy  deadline  is  the  5th  of 
the  month  preceding  publication.  Send  copy  to  Advertising 
Manager,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.. 
Austin,  Texas  78701. 
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EXPANDING  TEXAS  MULTISPECIALTY  GROUP— Dallas/Fort  Worth  area, 
requires  BE/BC  physicians  in  urology,  general  surgery,  Ob/Gyn,  and 
orthopedic  surgery.  Competitive  salary.  Extensive  benefits.  Direct  in- 
quiry and  CV  to:  Medical  Director,  Permanente  Medical  Association  of 
Texas,  12720  Hillcrest,  #600,  Dallas,  Texas  75230. 


DEPARTMENT  OF  FAMILY  MEDICINE— Texas  Tech  University  Health 
Sciences  Center  School  of  Medicine.  Administrative/Faculty  Positions: 
TTUHSCSM  is  a regional  medical  school.  Main  campus,  Lubbock;  other 
regional  academic  "health  centers,  Amarillo,  El  Paso,  and  Odessa.  Dean 
and  department  chairmen,  Lubbock;  associate  deans  and  associate 
chairmen  all  sites.  Family  practice  residency,  each  site.  Students  first 
two  years  in  Lubbock:  last  two  years  Lubbock,  El  Paso,  or  Amarillo; 
student  electives  all  iour  sites.  All  positions  competitive  salary,  ex- 
cellent fringes.  Faculty  rank  dependent  upon  experience  and  training. 
TTUHSC  is  an  equal  opportunity  employer.  Lubbock:  Faculty.  Required 
student  clerkship,  10-10-10  fully  accredited  residency.  Also,  beginning 
search  tor  individual  with  primary  interest  geriatric  medicine  for 
geriatric  professorship  in  family  medicine.  ABFP  required.  Family  prac- 
tice residency  training  helpful.  Contact  Clark  A.  Johnson,  MD,  Associate 
Chairman,  or  Berry  N.  Squyres,  MD,  Chairman,  Department  of  Family 
Medicine,  TTUHSC,  Lubbock,  Texas  79430.  El  Paso:  Associate  Chairman/ 
Program  Director.  Required  clerkship,  5-5-5  fully  accredited  residency 
with  experienced  assistant  director  in  place.  Duties  involve  interface 
with  Lubbock  chairman,  El  Paso  associate  dean,  and  other  associate 
chairs,  El  Paso  medical  community.  ABFP  required,  academic  family 
medicine  experience  required.  Contact  David  Briones,  Chairman,  Search 
Committee  for  Associate  Chairman  Family  Medicine,  4800  Alberta 
Avenue,  El  Paso,  Texas  79905  or  Berry  N.  Squyres,  MD,  Chairman,  De- 
partment of  Family  Medicine,  TTUHSC,  Lubbock,  Texas  79430.  Faculty: 
Teach  students  and  residents,  facts  above.  ABFP  required,  family 
practice  residency  training  helpful.  Contact  Michael  Kilham,  MD,  In- 
terim Associate  Chairman/Program  Director,  Department  of  Family 
Medicine,  10060  Rushing/Rushfair  Shopping  Center,  El  Paso,  Texas 
79924  or  Dr.  Squyres  (address  above).  Odessa:  Faculty  positions,  5-5-5 
residency  with  first  PGY-I  on  board  July  1,  1984.  Elective  student  clerk- 
ships. ABFP  required,  family  practice  residency  training  helpful.  Con- 
tact John  Hundley,  MD,  Associate  Chairman/Program  Director,  Depart- 
ment of  Family  Medicine,  PO  Box  4734,  Odessa,  Texas  79760  or  Dr. 
Squyres  (address  above). 


FULL  AND  PART-TIME  EXPERIENCED  PHYSICIANS  for  established  and 
expanding  family  care  clinic  in  Northwest  Houston.  Excellent  remunera- 
tion and  working  conditions;  flexible  scheduling.  Contact  Director, 
Medical  Center,  7925  FM  1930  West,  Houston,  Texas  77070;  713  469-4560. 


GENERAL  INTERNIST  NEEDED  in  North  Dallas  suburb.  We  have  a 
busy  two  doctor  general  practice  in  a community  atmosphere.  Un- 
fortunately my  older  partner  is  retiring.  This  is  an  excellent  opportunity 
for  a dedicated  physician.  If  interested  call  214  235-2358  or  send  a CV 
to  George  Markus,  MD,  2175  Promenade  Center,  Richardson,  Texas 
75080. 


PRACTICE  SITUATIONS  AVAILABLE  in  The  Methodist  Hospital  Health 
Care  System,  Inc.  affiliated  hospitals  in  anesthesiology,  cardiology, 
emergency  medicine,  family  practice,  internal  medicine,  neonatology, 
neurosurgery,  Ob/Gyn,  pediatrics,  psychiatry,  radiotherapy.  Send  CV 
to  6560  Fannin,  #1824,  Houston,  Texas  77030;  713  790-6372. 


LET  US  ASSIST  YOU,  the  medical  professional,  with  locating  just  the 
right  position  and  location  to  meet  your  professional  and  personal 
needs.  Mail  your  current  curriculum  vita  to:  Ad-519,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Autsin,  Texas  78701,  for  a prompt  reply. 


PRIMARY  CARE  PHYSICIANS:  Family  practice,  Ob/Gyn,  pediatrics, 
BC/BE,  wanted  to  join  stable  expanding  prepaid  group  practice  in 
Dallas/Fort  Worth,  Competitive  salaries,  liberal  fringe  benefits,  pre- 
dictable hours,  no  business  headaches  Contact:  Medical  Director,  Box 
512,  CIGNA  Healthplan  of  Texas,  8131  LBJ,  Suite  350,  Dallas,  Texas 
75251;  214  669-8069. 


MEDICAL  PRACTICE  OPPORTUNITY  for  physician  in  rural  farming  and 
oil  production  community.  Salary  guarantee,  new  medical  clinic,  ex- 
cellent school  system,  golf  course.  State  license  required.  Contact  Tom 
Adams,  City  Manager,  P.O.  Box  600,  Sundown,  Texas  79372;  806  229- 
3131. 


THREE  DOCTOR  FAMILY  PRACTICE  group  in  Tarrant  County  looking 
for  a fourth  doctor.  Must  be  in  family  practice.  Board  certification  de- 
sired— not  required.  Call  817  534-1725  for  information. 


TEXARKANA,  ARKANSAS— CLINICAL  DIRECTOR,  Pinewood  Hospital, 
60  beds,  open  in  Fall  of  '85.  Position  offers  opportunity  for  development 
of  private  practice  either  individually  or  with  group.  Liberal  relocation 
and  compensation  package  Board  certification  or  eligibility  desirable. 
Contact:  Joe  C.  Waters,  Administrator,  1600  Arkansas  Blvd.,  #204, 
Texarkana,  Arkansas  75502;  501  773-3131. 


TEXAS:  Full-time  ED  position  available.  Recreational  area  north  of 
Dallas.  Excellent  compensation  including  malpractice  insurance.  Con- 
tact Emergency  Consultants,  Inc.,  2240  South  Airport  Road,  Suite  101, 
Traverse  City,  MI  49684;  1-800-253- 1795,  or  in  Michigan  1-800-632-3496. 


TEXARKANA,  ARKANSAS— MEDICAL  DIRECTOR,  Pinewood  Hospital, 
60  beds,  open  in  Fall  of  '85.  Position  offers  opportunity  for  development 
of  private  practice  either  individually  or  with  group.  Liberal  relocation 
ana  compensation  package  Board  certification  or  eligible.  Contact:  Joe 
C.  Waters,  Administrator,  1600  Arkansas  Blvd.,  Suite  204,  Texarkana, 
Arkansas  75502;  501  773-3131. 


TEXAS:  Immediate  full-time  position  in  hospital  affiliated  family  practice 
clinic.  Located  north  of  Dallas.  Attractive  hours  and  guaranteed  hourly 
compensation.  Malpractice  insurance  provided.  Contact  Emergency 
Consultants,  Inc.,  2240  South  Airport  Road,  Suite  101,  Traverse  City, 
MI  49684;  1-800-253-1795,  or  in  Michigan  1-800-632  3496. 


BOARD  ELIGIBLE/CERTIFIED  PLASTIC  SURGEON:  Position  available 
for  dynamic  practice  Please  send  CV  to  Persona  Corporation,  5085 
Westheimer,  Suite  4848,  Houston,  Texas  77056-5609. 


YOUNG,  AGGRESSIVE  OB-GYN  to  practice  medicine  with  four  MDs 
in  clinic  located  in  community  of  approximately  4500  about  45  miles 
northwest  of  Fort  Worth  Office  space  is  available.  Salary:  first  year, 
$45,000-50,000  guaranteed;  second  year,  a percentage  of  what  you 
make.  Clinic  is  serviced  by  doctor-owned,  44-bed  hospital  which  is 
equipped  with  CRNA  on  staff,  physical  therapy,  radiology,  laboratory, 
blood  bank,  and  fully-equipped,  up-to-date  surgery.  Please  reply  to 
Ad-523,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


FACULTY  POSITION:  PROGRAM  DIRECTOR.  The  University  of  Texas 
Southwestern  Medical  School  Family  Practice  Residency  at  St.  Paul 
Medical  Center,  Parkland  Memorial  Hospital,  and  Children's  Medical 
Center  is  seeking  a full-time  Program  Director  with  an  entry  at  the 
Assistant  Professor  level.  Salary  $83,200  with  very  attractive  benefits. 
Minimum  requirements  are  board  certification  in  family  practice  and 
at  least  two  years'  experience  in  family  medicine.  Previous  experience 
in  academic  medicine  and  administration  also  highly  desirable.  Re- 
spond with  curriculum  vitae  and  references  to:  Dr.  Joseph  White, 
Director  of  Medical  Education,  St.  Paul  Medical  Center,  5909  Harry 
Hines  Blvd.,  Dallas,  Texas  75235.  Equal  opportunity  employer. 


EXPANDING  GROUP  NEEDS  board  certified  or  eligible  specialists  in 
family  practice,  invasive  cardiology,  anesthesiology  and  internal 
medicine.  Enjoy  practicing  medicine  in  a friendly  West  Texas  city 
of  25,000  people  with  a serving  area  of  300,000.  If  you  want  to  know 
more  about  our  24-physician  multispecialty  group,  whose  city  is 
progressing,  contact  Richard  Lehigh,  Malone  and  Hogan  Clinic,  1501 
West  11th  Place,  Big  Spring,  Texas  79720;  telephone  915  267-6361  or 
1-800-262-6361  Texas  only. 


CERTIFIED  GENERAL  SURGEON  SEEKS  AN  ASSOCIATE— Small  rapidly 
growing  East  Texas  city  35  miles  southeast  of  Dallas.  Planning  retire- 
ment in  two  years.  Office  adjacent  to  accredited  hospital.  Will  sell 
office  equipment,  furniture  and  records.  Board  or  board  eligible,  gen- 
eral and  vascular  surgeon  preferred.  Submit  CV  and  photo  to  Ad-524, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


UROLOGIST  NEEDED— WEST  TEXAS:  Board  certified  or  qualified, 

Euarantee  six  months  with  percentage  of  profits.  Office  space  available. 

ubbock  population  180,000  with  numerous  hospitals,  good  public  and 
private  schools  and  colleges,  principal  income  agriculture  and  oil. 
For  more  information,  contact  O.  L.  Stalcup,  MD,  3417  20th  Street, 
Lubbock,  Texas  79410,  806  792-6221. 


EAST  TEXAS  STATE  UNIVERSITY/Head  Student  Health  Services.  Ex- 
cellent location  55  miles  from  Dallas.  University  enrollment  of  approxi- 
mately 8,000 — located  in  Commerce,  a city  of  7,500.  The  university 
desires  to  employ  a physician  to  head  the  Student  Health  Center  and 
perform  other  university  related  health  studies.  Ideal  opportunity  for 
the  starting  physician  or  an  individual  who  wishes  a less  demanding 
schedule.  Competitive  salary  and  fringe  benefits  including  substantial 
time  off.  Must  be  interested  in  young  people,  possess  good  community 
skills,  and  be  able  to  function  as  an  administrator.  References  re- 
quired, Contact  Joe  Webber,  Assistant  Executive  Director,  Student 
Services,  ETSU,  Commerce,  Texas  75428,  214  886-5793. 


FAMILY  PRACTICE  RESIDENCY  PROGRAM.  A well  established  4-4-4 
program  is  currently  seeking  a licensed  physician  to  replace  depart- 
ment director  Program  is  community  based  (100,000  population)  and 
university  affiliated.  Successful  candidate  will  be  BC/BE  with  adminis- 
trative and  teaching  experience.  Competitive  salary  with  good  benefits 
including  professional  liability  insurance  and  continuing  medical  edu- 
cation. Qualified  candidates  should  contact:  W.  E.  St.  Clair,  MD,  Pro- 
gram Director,  Family  Practice  Residency,  Hendrick  Medical  Center, 
1242  N.  19th,  Abilene,  Texas  79601-2316;  915  677-3426.  Equal  oppor- 
tunity employer. 


ER  PHYSICIAN  DIRECTOR.  Health  care  facility  seeks  to  hire  qualified 
ER  physician  to  direct  hospital  emergency  department  and  urgent  care 
center.  Excellent  salary  and  fringe  benefits.  Opportunity  to  use  clinical, 
marketing  and  management  skills  in  a competitive  environment.  Appli- 
cant should  have  minimum  four  year’s  experience  in  emergency  de- 
partment. Desirable  location  in  Greater  Houston,  Texas  area.  Send 
curriculum  vitae  to  Administration,  P.O.  Box  3144,  Pasadena,  Texas 
77506. 


PEDIATRICIAN  WANTED:  Board  eligible/board  certified,  to  join  estab- 
lished solo  practice  in  Plano,  Texas.  Privately  owned  (HCA)  hospital, 
250  beds  with  active  nursery,  adjacent.  Sixteen  miles  from  Southwestern 
Medical  School/Childrens  Medical  Center  in  Dallas.  Fast  growing 
suburban  community.  Reply  with  CV  to  Ad-526,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


WANTED:  INTERNIST  to  practice  general  internal  medicine  in  a 
multispecialty  group.  City  of  35,000  within  one  hour  drive  of  Dallas 
and  Lake  Texoma.  Full  facilities  including  lab  and  x-ray.  Subspecialties 
of  rheumatology  or  endocrinology  are  acceptable.  Send  CV  to  P.O. 
Box  1378,  Sherman,  Texas  75090  or  call  214  892-8111. 


NEEDED  IMMEDIATELY:  Board  certified  family  practitioner  to  relocate 
into  a solo  or  group  association  with  extended  office  hours.  Income 
guarantee  available.  Total  relocation  package  available.  Contact  Brent 
Meche,  409  839-5296  or  send  CV  to  490  Interstate  10  North,  Beaumont, 
Texas  77702. 


DERMATOLOGIST  NEEDED  to  work  for  another  physician  in  Houston, 
Texas  to  provide  medical  services  to  patients.  Diagnoses  and  treats 
diseases  of  human  skin:  examines  skin  to  determine  nature  of  disease, 
taking  blood  samples,  smears  from  infected  areas,  and  performing 
other  laboratory  procedures.  Examines  specimens  under  microscope, 
and  makes  various  chemical  and  biological  analyses  and  performs 
other  tests  to  identify  disease  causing  organisms  or  pathological  con- 
ditions. Prescribes  or  administers  medications  and  applies  superficial 
radiotherapy  and  other  localized  treatments.  Treats  abscesses,  acci- 
dental skin  injuries  and  other  skin  infections  and  surgically  excises 
cutaneous  malignancies,  cysts,  birthmarks,  and  other  growths.  Treats 
scars.  Must  have  completed  one  year’s  internship  and  have  one  year's 
experience  in  dermatology.  Salary  $40,000  per  year,  40  hours  per  week. 
Apply  at  the  Texas  Employment  Commission,  Houston,  Texas  or  send 
resume  to  Texas  Employment  Commission,  TEC  Building,  Austin,  Texas 
78778,  J.O.  ±13650691.  Ad  paid  by  an  equal  employment  opportunity 
employer. 


PHYSICIANS  NEEDED  FOR  Ambulatory  Care  Center  in  Central  Texas 
university  town  of  100,000+.  Prefer  board  certified,  but  will  consider 
all  applicants.  Salary  negotiable,  full  and  part  time  available.  Send 
CV  to  Ad-527,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701 . 


ARE  YOU  LOOKING  FOR  A PAVED  HIGHWAY  toward  financial  sue- 
cess — where  you  will  receive  referrals  from  other  doctors  because  they 
are  too  busy  or  retiring — where  there  is  no  animosity  towards  new 
physicians?  Immediate  openings  for  family  physicians,  ob/gyns,  in- 
ternists, pedis,  orthopods,  ana  surgeons  in  smaller  towns  in  Texas. 
Contact  Texas  Doctors  Group,  702  Colorado,  Suite  102,  Austin,  Texas 
78701;  512  476-7129.  Toll  free  in  Texas  1-800-331-8472. 
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FAMILY  PHYSICIAN  NEEDED  to  work  for  another  physician  in  Dallas, 
Texas  to  provide  medical  services  to  patients  including  pediatrics, 
geriatrics,  surgery,  obstetrics/gynecology  and  emergency  room.  Com- 
prehensive medical  services  for  members  of  family  on  continuing  basis. 
Examine  patients,-  elicit  and  record  information  about  patients'  health; 
order  or  execute  various  tests  and  x-rays  on  patients'  condition. 
Analyze,  report  and  diagnose  condition;  administer  treatments  and 
medications.  Vaccinate  patients  to  immunize  them  from  communicative 
disease.  Refer  patients  to  specialists  when  necessary.  Must  have  one 
year's  internship  and  two  year's  experience  in  family  practice.  Salary 
$40,000  per  year;  40  hours  per  week.  Apply  at  the  Texas  Employment 
Commission,  Dallas,  Texas  or  send  resume  to  Texas  Employment  Com- 
mission, TEC  Building,  Austin,  Texas  78778,  J.O.  #3650694.  Ad  paid  for 
by  equal  employment  opportunity  employer. 


FAMILY  PHYSICIAN  NEEDED  to  work  for  another  physician  in  Houston, 
Texas  to  provide  medical  services  to  patients  including  pediatrics, 
geriatrics,  surgery,  obstetrics/gynecology  and  emergency  room.  Com- 
prehensive medical  services  for  members  of  family  on  continuing  basis. 
Examine  patients;  elicit  and  record  information  about  patients'  health; 
order  or  execute  various  tests  and  x-rays  on  patients'  condition. 
Analyze,  report  and  diagnose  condition;  administer  treatments  and 
medications.  Vaccinate  patients  to  immunize  them  from  communicative 
disease.  Refer  patients  to  specialists  when  necessary.  Must  have  one 
year's  internship  and  one  year's  experience  in  family  practice.  Salary 
$40,000  per  year,  40  hours  per  week.  Apply  at  the  Texas  Employment 
Commission,  Houston,  Texas  or  send  resume  to  Texas  Employment 
Commission,  TEC  Bui'ding,  Austin,  Texas  78778.  J.O.  #3943292.  Ad  paid 
for  by  an  equal  employment  opportunity  employer. 


ASSISTANT  DIRECTORSHIP  OPENING;  Position  available  for  family 
practice  physician,  board  certified  or  board  eligible,  in  southside  San 
Antonio  medical  clinic.  Guaranteed  income,  set  hours,  and  other 
financial  and  practice  amenities  rnake  this  a most  appealing  offer.  For 
further  information,  call  512  927-5392. 


Situations  Wanted 


WE  HAVE  PHYSICIANS  WHO  ARE  LOOKING  TO  JOIN  solo,  partner- 
ships, or  multispecialty  groups  in  the  Texas  area.  For  more  information 
call  Medical  Advisory  Group,  Inc.;  214  758-9939. 


ANESTHESIOLOGIST — Well  qualified.  All  types  of  anesthesia  with 
current  Texas  license.  Available  on  short  notice.  Please  reply  to  Ad- 
518,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


GENERAL  INTERNIST-FAMILY  PRACTITIONER.  37  years  old,  American 
graduate,  seeking  rural  or  urban  location  or  assumption/purchase  of 
active  primary  care  practice.  Extensive  experience  Active  Texas 
license.  Available  March  1985.  Reply  to  Ad-525,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


PHYSICIAN  AVAILABLE — General/family  practitioner,  experienced  in 
ambulatory  and  emergency  patient  care,  available  to  cover  your  busy 
general/family  practice  office  while  you  enjoy  a day  off.  Please  call 
713  795-0733  for  additional  information. 


For  Sale  or  For  Rent 


MEDICAL  OFFICE  FOR  LEASE,  near  Seton  Hospital,  Austin,  Texas: 
Approximately  1,200  square  feet,  Lamar  Blvd.,  two  blocks  from  Seton. 
Will  remodel  to  suit.  Contact  512-454-4849. 


THE  LARGEST  MEDICAL  SPECIALTY  SPACE  IN  ARLINGTON— 
Arlington  Medical  Plaza,  has  four  suites  available  ranging  from  1401 
sq.  ft.  to  2208  sq.  ft.  Ideal  location  two  blocks  north  of  Arlington 
Memorial  Hospital.  There  is  an  excellent  pharmacy,  lab,  and  radiology 
department,  as  well  as  optical  and  hearing  aid  dispensaries.  For  leas- 
ing information,  call  Ms.  Cooper  817  265-7862  or  Mr.  Rothrock  214 
696-8883. 


SOUTH  AUSTIN.  60,000+  people  live  within  a 2-mile  radius.  Locate 
your  practice  where  the  people  live  and  be  convenient  for  your 
patients.  Office  condominiums  in  our  medical  and  dental  park  are 
available  for  lease  or  sale.  Join  other  successful  doctors  who  have 
started  their  practice  at:  Cannon  Professional  Park,  1110  William  Can- 
non Drive,  Austin,  Texas.  Call  Barbara  McEachern  or  Kevin  Wood- 
worth  at  Pence  Properties,  512  476-9200.  Our  rent  is  only  $10.80  per  sq. 
ft.  per  year,  with  an  option  to  purchase. 


OPHTHALMOLOGIST  & ENT — a great  opportunity  awaits  you  at  the 
Arlington  Medical  Plaza  to  set  up  your  practice  in  the  largest  specialty 
space  in  Texas.  There  is  an  excellent  pharmacy,  radiology,  as  well  as 
complete  optical  shop  and  hearing  aid  dispensary.  Located  two  blocks 
north  of  an  outstanding  hospital.  Call  Ms.  Cooper,  817  265-7862  or 
Mr.  Rothrock,  214  696-8883. 


FAMILY  PRACTITIONER  OR  GENERAL  PRACTITIONER  needed  im- 
mediately to  take  over  active  practice  left  due  to  sudden  death  of 
doctor  in  Alice,  Texas.  Solo  practice  established  for  25  years.  48  miles 
southwest  of  Corpus  Christi,  Texas.  Will  rent  fully  equipped  office 
building,  1,648  square  feet,  four  examining  rooms,  small  lab,  x-ray. 
Will  sell  equipment  for  appraised  value.  Financing  available.  Ex- 
perienced employees  available.  Close  to  hospital  and  good  schools. 
Contact:  Hector  Lopez,  Administrator  for  the  Estate;  512  664-3363  or 
512  664-6866. 


NEW  MEDICAL  BUILDING  in  Houston's  fast  growing  FM  1960  area. 
Offers  excellent  location  for  starting  practice.  Next  to  two  schools  and 
fronting  on  high  traffic  street.  Suites  are  ready  to  move  in.  No  im- 
provement cost  or  add-ons  to  tenant.  Write  or  call  for  additional  in- 
formation. Marv  Novak,  713  483-4878,  17907  Kuykendahl,  Spring,  Texas 
77379. 


ASPEN — three  bedroom  new  luxury  condo.  Rent  direct  from  MD.  Save 
50%.  Sleeps  10.  409  564-4222  or  214  526-4062. 


CLINICS  FOR  LEASE — Fully  equipped  comprehensive  medical  and 
surgical  clinics  for  lease.  Negotiable.  Houston  area.  Call  713  695-5149 
for  details. 


FOR  SALE:  Successful  IM  practice  in  desirable  community  between 
San  Antonio  and  Austin.  Outstanding  office  employees  will  stay  on 
and  owner  will  introduce  to  community  for  three  months  after  sale. 
Currently  grossing  140K  with  significant  potential  for  increasing  in- 
come. Please  reply  to  Ad-522,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


FOR  SALE — Fully  equipped  medical  practice  office.  Modern  new  build- 
ing with  option  to  buy  or  lease.  Strategic  location  between  two  high- 
ways. Only  full  time  physician  in  town  of  about  3500  population  and 
larger  drawing  area.  Good  opportunity  to  expand  medical  care  in  this 
reach  area.  Call  512  449-2648,  9/12-2/5  hours. 


ESTABLISHED  GENERAL  FAMILY  PRACTICE  for  sale  in  Casa  Linda 
White  Rock  area  of  Dallas.  Gross  in  six  figures.  No  OB  or  surgery. 
Plant  and  equipment  in  excellent  condition.  Call  214  324-3645. 


GENERAL  PRACTICE  FOR  SALE — 24  miles  from  Austin.  Clinic  open  20 
hours/week.  Grossed  $60, 000/year.  Small  town  and  drawing  area  of 
8,000.  Available  immediately.  Details  negotiable.  Contact  Jose  R. 
Garcia,  MD,  512  285-4291  or  512  285-2645. 


SAN  ANTONIO — Medical  office  for  lease  in  growing  suburban  north- 
west San  Antonio.  Approximately  1600  square  feet  in  new  building. 
Potential  for  ambulatory  clinic.  Will  assist  with  remodeling.  Call  Chip 
Buckley  at  512  684-9791. 


MEDI-RELATED  INVESTMENTS  Health  Food  Store,  Houston  mall  loca- 
tion. Established.  $175,000.  $75,000  down  Terms.  Woodyard  & Associates, 
"Medi-related  brokers  since  1965,"  10333  N.  W.  Freeway,  Suite  306, 
Houston,  77092.  713  688-2201. 


GENERAL  PRACTICE- — SOUTH  TEXAS  COAST,  grossing  income  over 
$275,000  without  obstetrics  and  weekend  calls.  Great  opportunities  for 
larger  income.  All  specialty  services  available.  Asking  price  $75,000. 
Please  reply  to  Ad-515,  TEXAS  MEDICINE,  1801  North  Lamar  Bvd., 
Austin,  Texas  78701. 


Business  and  Financial  Services 


PHYSICIAN'S  SIGNATURE  LOANS  to  $50,000.  Up  to  seven  years  to  re- 
pay. No  prepayment  penalties  Prompt,  courteous  service.  Competitive 
fixed  rate,  with  no  points,  fees  or  charges  of  any  kind.  Physicians 
Service  Association,  Atlanta,  Georgia.  Toll  free  800-241-6905.  Serving 
MDs  for  over  ten  years. 


FOR  ADOPTION  OUR  PATIENT  NEWSLETTER.  Save  your  time  to 
practice  medicine  while  we  help  keep  your  communication  lines  open. 
Our  quarterly  educational  newsletter  gets  excellent  marks  with  patients 
for  its  content,  clarity,  and  quality.  Send  today  for  free  sample;  rates. 
Marilyn  Baker  & Associates,  PO  Box  9802-610,  Austin,  TX  78766;  Ph. 
512  346-6549. 


PRACTICE  NEWSLETTER — Keeping  in  touch  shows  that  you  care! 
Send  for  your  free  sample  copy  of  our  quarterly  health  promotion 
newsletter.  Customized  with  your  name  and  address.  Add  your  own 
office  column.  Mailing  service  option.  RX:  LIVE  WELL,  6809  Santa 
Maria  Lane,  Dallas,  Texas  75214-2847;  or  call  214  821-5218. 


Miscellaneous 


ABORTION  ALTERNATIVES!  Licensed  maternity  service  offers  residen- 
tial and  non-residential  progrram  with  counseling  and  medical  plan  for 
the  expectant  mother  wno  is  planning  adoption  for  her  baby.  Costs 
adjusted  to  ability  to  pay.  MARYWOOD,  510  West  26th  Street,  Austin, 
Texas  78705.  Phone  512-472-9251.  (Formerly  HOME  OF  THE  HOLY  IN- 
FANCY.) 


DOCTOR,  YOU  CAN'T  BEAT  THE  quality  or  the  price!  Holter  Monitor 
Scanning  Service.  Physician  owned,  trained,  and  supervised.  Now 
using  UP  Service  for  faster  turnaround  time.  No  contracts  to  sign.  We 
can  arrange  for  lease/purchase  of  Holter  equipment.  Why  are  you 
paying  more  and  getting  less?  "Special"  $1550  for  dual  channel  re- 
corder. New.  DCG  Interpretation  (313)  879-8860. 


1985  CME  CRUISE/CONFERENCES  on  selected  medical  topics— Carib- 
bean, Mexican,  Hawaiian,  Alaskan,  Mediterranean.  7-14  days  year- 
round  Approved  for  20-24  CME  Cat.  1 credits  (AMA/PRA)  and  AAFP 
prescribed  credit.  Distinguished  professors.  Fly  roundtrip  free  on 
Caribbean,  Mexican,  and  Alaskan  cruises.  Excellent  group  fares  on 
finest  ships.  Registration  limited.  Pre-scheduled  in  compliance  with 
present  IRS  requirements.  Information:  International  Conferences,  189 
Lodge  Avenue,  Huntington  Station,  N.Y.  11746;  516  549-0869. 
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Army  Medical 

Department 

Opportunities 


The  Army  Medical  Corps  offers  virtually  unlimited 
opportunities  to  learn,  teach,  investigate,  practice  and 
direct.  For  physicians  who  want  more  in  their  health 
care  career  than  a predictable  daily  routine,  the  Army 
Medical  Corps  has  a lot  to  offer. 

There  are  challenging  professional  opportunities  in 
patient  care,  preventive  medicine,  research,  adminis- 
tration and  education.  A variety  of  excellent  educa- 
tional programs  exist. 

The  chance  to  travel  to  various  parts  of  the  United 
States,  including  Alaska  and  Hawaii,  or  even  overseas, 
in  Europe,  Panama,  Korea  or  Japan  is  always  a pos- 
sibility. 

As  a member  of  the  Army  Medical  Corps,  you 
become  a part  of  the  largest  comprehensive  systems 
of  health  care  in  the  United  States. 

Numerous  medical  facilities  exist  in  most  states, 
ranging  from  clinics  and  hospitals  to  world-renown 
medical  centers. 

For  more  information,  call: 

Captain  Terry  L.  Owens 
Captain  Michael  J.  Feeley 
United  States  Army  Medical  Department 
512-225-4465 
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TEXAS  MEDICINE 


CONTINUING  EDUCATION  DIRECTORY 


FEE  CORRECTION  ON  MARCH  COURSE 

10th  ANNUAL  FAMILY  PRACTICE  RECERTIFICATION  REVIEW. 
March  28-31 , 1 985.  Fee  $250,  not  $1 25.  Contact  Mariorie  Foutz, 
EdD,  Medical  School  Continuing  Education  Services,  7703  Floyd 
Curl  Dr,  San  Antonio,  TX  78284  (512)691-6295 

COURSES 


APRIL 

Cardiovascular  Diseases 

April  27,  1985 

EMOTIONAL  ASPECTS  OF  CARDIOVASCULAR  DISEASE.  Plaza  of 
the  Americas  Hotel,  Dallas.  Fee  $95-physicians;  $25-residents  (with 
letter  of  verification).  Category  1 , AMA  Physician's  Recognition 
Award;  8 hours.  Contact  Lela  Breckenridge,  Director,  Continuing 
Medical  Education,  Presbyterian  Hospital  of  Dallas,  8200  Walnut  Hill 
Ln,  Dallas,  TX  75231  (214)696-8458 

Emergency  Medicine 

April  6,  1985 

FROM  LIFE  TO  DEATH  AND  BACK.  Rudder  Theater  Complex,  Texas 
A&M  University,  College  Station,  Tex.  Fee  $25.  Credit  TBA.  Contact 
Sonja  A.  Vodehnal,  Symposium  Coordinator,  c/o  A.P  Beutel  Health 
Center,  TAMU,  College  Station,  TX  77843  (409)845-4321 

Family  Medicine 

April  29-May  3,  1985 

9TH  ANNUAL  REVIEW  COURSE  IN  FAMILY  PRACTICE.  Marriott 
Hotel  at  the  Astrodome,  Houston.  Fee  $450-physicians;  $275- 
physician’s  assistants.  Category  1 , AMA  Physician's  Recognition 
Award;  AAFP  prescribed;  51  hours.  Contact  Carol  Soroka  or  Lynne 
Tiras,  Baylor  College  of  Medicine,  Office  of  Continuing  Education, 
Room  1 84 A,  One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

General  Medicine 

April  12-13,  1985 

MEDICAL-LEGAL  CONCERNS  IN  THE  HOSPITAL  SETTING.  Loews 
Anatole  Hotel,  Dallas.  Fee  $125.  Category  1 , AMA  Physician's  Rec- 
ognition Award.  Contact  Vicki  Hollander,  Texas  Tech  University 
Health  Science  Center,  Office  of  Continuing  Medical  Education, 
Lubbock,  TX  79430  (806)743-2929 

April  15-20,  1985 

1 985  FAMILY  PRACTICE  REVIEW.  Learning  Center,  UT  Medical 
Branch,  Galveston,  Tex.  Fee  before  4/15/85:  $450-physicians;  $300- 
residents,  nonphysicians;  after  4/15/85:  $500-physicians;  $350- 
residents,  nonphysicians.  Category  1 , AMA  Physician’s  Recognition 
Award;  45  hours.  Contact  Gayle  McKay,  Coordinator,  Office  of  Con- 
tinuing Education,  J-34,  UTMB,  Galveston,  TX  77550  (409)761-2934 

April  18,  1985 

INFECTIOUS  DISEASES.  Hyatt  Hotel,  San  Antonio,  Tex.  Fee  $40. 
Credit  TBA.  Contact  Marjorie  Foutz,  EdD,  Conference  Coordinator, 
Medical  School  Continuing  Education  Services,  UTHSC  at  San  An- 
tonio, 7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (512)691-6295. 

April  19-21,  1985 

22ND  ANNUAL  TEACHING  CONFERENCE:  PEDIATRICS  FOR  THE 
PRACTITIONER.  Gunter  Hotel,  San  Antonio,  Tex.  Fee  before 
3/29/85:  $200;  after  3/29/85:  $21 5.  Category  1 , AMA  Physician’s 
Recognition  Award;  AAFP  prescribed;  15  hours.  Contact  Marjorie 
Foutz,  EdD,  Conference  Coordinator,  Medical  School  Continuing 


Education  Services,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
(512)691-6295 

April  26-28,  1985 

NUTRITION  Location  TBA.  Fee  TBA.  Credit  TBA.  Contact  Marjorie 
Foutz,  EdD,  Conference  Coordinator,  Medical  School  Continuing 
Education  Services,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
(512)691-6295 

Internal  Medicine 

April  19-20,  1985 

PULMONARY  DISEASE  UPDATE.  Wyndham  Hotel,  Dallas  Fee 
$150-physicians;  $50-residents  (with  letter  of  verification).  Category 
1 , AMA  Physician's  Recognition  Award;  9 hours.  Contact  Diane 
Averna,  Coordinator,  Continuing  Physician  Education,  St  Paul  Medi- 
cal Center,  5909  Harry  Hines  Blvd,  Dallas,  TX  75235  (214)689-4588 

Obstetrics  & Gynecology 

April  1-3,  1985 

CURRENT  CONCEPTS  1985:  ISSUES  AND  ANSWERS  IN  OB- 
STETRICS AND  GYNECOLOGY.  Inn  on  the  Park,  Houston.  Fee 
$390.  Credit  TBA.  Contact  Lynne  K.  Tiras  or  Carol  Soroka,  Program 
Coordinator,  Office  of  Continuing  Education,  Room  184A,  Baylor 
College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 
(713)799-6020 

Oncology 

April  11-12,  1985 

CHILDHOOD  CANCER  SURVIVORS:  LIVING  BEYOND  THE  CURE. 
Shamrock  Hilton  Hotel,  Houston.  Fee  $35-advance;  $50-on-site 
Category  1 , AMA  Physician's  Recognition  Award;  1 2.5  hours.  Con- 
tact Office  of  Conference  Services,  HMB  Box  131 , M.  D.  Anderson 
Hospital  and  Tumor  Institute  at  Houston,  6723  Bertner,  Houston,  TX 
77030  (713)792-2222. 

Orthopedic  Surgery 

April  10-11,  1985 

RECONSTRUCTIVE  ORTHOPAEDIC  PROCEDURES  AND  ALLO- 
GRAFTS. Baylor  University  Medical  Center,  Dallas.  Fee  $50. 
Category  1 , AMA  Physician's  Recognition  Award;  6 hours.  Contact 
Barbara  Grayson,  A.  Webb  Roberts  Center,  3500  Gaston  Ave, 
Dallas,  TX  75246  (214)820-231 7 

April  11-13,  1985 

INTERDISCIPLINARY  CARE  OF  BONE  AND  SOFT  TISSUE  TU- 
MORS. Baylor  University  Medical  Center,  Dallas.  Fee  $295- 
physicians;  $1 50-residents.  Category  1 , AMA  Physician's  Recogni- 
tion Award;  13  hours.  Contact  Barbara  Grayson,  A.  Webb  Roberts 
Center,  3500  Gaston,  Dallas,  TX  75246  (21 4)820-231 7 

Plastic  Surgery 

April  17-19,  1985 

8TH  ANNUAL  PRESENTATION  OF  PRACTICAL  PLASTIC  SURGERY. 
Boerne,  Tex.  Fee  TBA.  Credit  TBA.  Contact  Martha  Berlin,  Coordi- 
nator, Office  of  Continuing  Education,  J-34,  UTMB,  Galveston,  TX 
77550-2782  (409)761-2934 

Psychiatry 

April  13,  1985 

BENZODIAZEPINES  IN  MEDICINE  AND  PSYCHIATRY:  MEDICAL, 
LEGAL,  AND  ETHICAL  ISSUES.  Marriott  Hotel  Medical  Center, 
Houston.  Fee  TBA.  Credit  TBA.  Contact  Vicki  L.  Forgac  or  Lila 


Volume  81  March  1985 


103 


Lerner,  Baylor  College  of  Medicine,  Office  of  Continuing  Education, 
Rm  184A,  One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

Radiology 

April  1-5,  1985 

BASIC  PRINCIPLES  OF  MEDICAL  X-RAY  IMAGING  USING 
FOURIER  ANALYSIS  AND  MICROCOMPUTERS.  UT  Health  Science 
Center,  San  Antonio,  Tex.  Fee  $600.  Category  1 , AMA  Physician's 
Recognition  Award;  36  hours.  Contact  Marjorie  Foutz,  EdD,  Confer- 
ence Coordinator,  Medical  School  Continuing  Education  Services, 
UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
(512)691-6295 

April  9-10,  1985 

JCAH,  STATE  & FEDERAL  REGULATIONS,  RADIATION  SAFETY 
AND  QUALITY  ASSURANCE  FOR  RADIOLOGY  DEPARTMENTS 
UT  Health  Science  Center,  San  Antonio,  Tex  Fee  $250.  Category  1 , 
AMA  Physician's  Recognition  Award;  16  hours.  Contact  Marjorie 
Foutz,  EdD,  Conference  Coordinator,  Medical  School  Continuing 
Education  Services,  UT  Health  Science  Center  at  San  Antonio,  7703 
Floyd  Curl  Dr,  San  Antonio,  TX  78284  (512)691-6295 

April  22-24,  1985 

INTRODUCTION  TO  COMPUTERS  AND  RADIOLOGY  UT  Health 
Science  Center,  San  Antonio,  Tex.  Fee  $600.  Category  1 , AMA  Phy- 
sician’s Recognition  Award;  36  hours.  Contact  Marjorie  Foutz,  EdD, 
Conference  Coordinator,  Medical  School  Continuing  Education  Ser- 
vices, 7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (51 2)691  -6295 

April  25-27,  1985 

9TH  ANNUAL  MEETING  OF  THE  ROBERT  N.  COOLEY  RADI- 
OLOGICAL SOCIETY.  Houstonian  Hotel,  Houston.  Fee  TBA.  Credit 
TBA.  Contact  Martha  Berlin,  Coordinator,  Office  of  Continuing  Edu- 
cation, UTMB,  Galveston,  TX  77550  (409)761-2934 

Surgery 

April  8-10,  1985 

1985  GARY  P.  WRATTEN  SURGICAL  SYMPOSIUM.  La  Mansion  del 
Norte  Hotel,  San  Antonio,  Tex.  Fee  TBA.  Credit  TBA.  Contact  Col 
Michael  J.  Walters,  General  Surgery  Service,  Brooke  Army  Medical 
Center,  Fort  Sam  Houston,  TX  78234  (512)221-2925 

Urology 

April  18-20,  1985 

UROLOGIC  ONCOLOGY.  Horseshoe  Bay,  Tex.  Fee  TBA.  Credit 
TBA.  Contact  Jan  Ogletree,  MD,  1313  Red  River,  Austin,  TX  78701 
(512)474-6676 

MAY 

TMA  ANNUAL  SESSION  SCIENTIFIC  PROGRAMMING 

The  following  continuing  medical  education  courses  will  be  offered 
during  TMA’s  1 18th  Annual  Session,  May  8-12,  1985,  in  San  Antonio. 
Most  courses  are  scheduled  in  the  San  Antonio  Convention  Center; 
others  will  be  held  in  adjacent  hotels.  For  further  information,  con- 
tact Mrs  Dale  Willimack,  CAE,  Director,  Department  of  Annual 
Session  and  Scientific  Programming,  TMA,  1801  N Lamar  Blvd, 
Austin,  TX  78701  (512)477-6704. 

As  an  organization  accredited  for  continuing  medical  education,  the 
Texas  Medical  Association  designates  these  continuing  medical  ac- 
tivities as  meeting  the  criteria  for  hour-for-hour  credit  in  Category  1 
of  the  Physician's  Recognition  Award  of  the  American  Medical 
Association. 


Adolescent  Medicine 

Friday,  May  10,  1985 

SYMPOSIUM  ON  SCHOOL  HEALTH.  Salon  del  Rey,  Hilton  Palacio 
del  Rio.  Fee  none.  Category  1 , AMA  Physician's  Recognition  Award; 
5 hours 

Aerospace  Medicine 

Thursday,  May  9,  1985 

FLYING  PHYSICIANS  ASSOCIATION,  TEXAS  SOUTHWEST  RE- 
GION SCIENTIFIC  PROGRAM.  Room  A&B,  Convention  Center,  Fee 
none.  AMA  Physician's  Recognition  Award;  5 hours 

Allergy  and  Immunology 

Saturday,  May  1 1 , 1985 

SECTION  ON  ALLERGY.  Room  32A,  Convention  Center.  Fee  none. 
AMA  Physician's  Recognition  Award;  5 hours. 

Anesthesiology 

Saturday,  May  1 1 , 1985 

TEXAS  SOCIETY  OF  ANESTHESIOLOGISTS  SCIENTIFIC  PRO- 
GRAM. Room  31 , Convention  Center.  Fee  none.  AMA  Physician's 
Recognition  Award;  7 hours 

Cardiovascular  Disease 

Thursday,  May  9,  1985 

SYMPOSIUM  ON  CARDIOVASCULAR  DISEASES.  River  Room  1 , 
Convention  Center.  Fee  none.  Category  1 , AMA  Physician's  Recog- 
nition Award;  7 hours 

Chest  Disease 

Saturday,  May  1 1 , 1985 

SECTION  ON  DISEASES  OF  THE  CHEST.  Room  32B,  Convention 
Center,  Fee  none.  Category  1 , AMA  Physician's  Recognition  Award; 
5 hours 

Colon  and  Rectal  Surgery 

Saturday,  May  11,  1985 

SECTION  ON  COLON  AND  RECTAL  SURGERY  Fiesta  Room  4, 
Convention  Center.  Fee  none.  Category  1 , AMA  Physician's  Recog- 
nition Award;  5 hours 

Critical  Care  Medicine 

Thursday,  May  9,  1985 

BASIC  CARDIAC  LIFE  SUPPORT  PROVIDER  COURSE.  Code  Real, 
Hilton  Palacio  del  Rio.  Fee  $40.  Category  1 , AMA  Physician’s  Rec- 
ognition Award;  4 hours 

Thursday,  May  9,  1985 
Friday,  May  10,  1985 
Saturday,  May  1 1 , 1985 

ADVANCED  CARDIAC  LIFE  SUPPORT  PROVIDER  COURSE.  Code 
Real,  Hilton  Palacio  del  Rio.  Fee  $1 60.  Category  1 , AMA  Physician's 
Recognition  Award;  16  hours 

Saturday,  May  11,1 985 
Sunday,  May  12,  1985 

ADVANCED  TRAUMA  LIFE  SUPPORT.  Room  309L,  UT  Health  Sci- 
ence Center.  Fee  TBA.  Category  1 , AMA  Physician's  Recognition 
Award;  12  hours 
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Dermatology 

Friday,  May  10,  1985 
Saturday,  May  11,  1985 
Sunday,  May  12, 1985 

TEXAS  DERMATOLOGICAL  SOCIETY  SCIENTIFIC  PROGRAM  Fri- 
day, Cavalier  Room,  Four  Seasons  Hotel;  Saturday,  Fiesta  Rooms 
1&2,  Convention  Center;  Sunday,  Dermatology  Clinic,  Wilford  Hall, 
US  Air  Force  Medical  Center,  Lackland  AFB.  Fee  none.  Category  1 , 
AMA  Physician's  Recognition  Award.  7 hours 

Endocrinology  and  Metabolism 

Friday,  May  10, 1985 

SECTION  ON  ENDOCRINOLOGY.  Room  33,  Convention  Center 
Fee  none.  Category  1 , AMA  Physician's  Recognition  Award;  5 hours 

Family  Medicine 

Thursday,  May  9,  1985 

TEXAS  ACADEMY  OF  FAMILY  PHYSICIANS  SEMINAR.  Room  31 , 
Convention  Center.  Fee  TBA.  Category  1 , AMA  Physician's  Recogni- 
tion Award;  5 hours 

Friday,  May  10, 1985 

SECTION  ON  FAMILY  PRACTICE.  Room  31 , Convention  Center.  Fee 
none.  Category  1 , AMA  Physician's  Recognition  Award;  5 hours 

Gastroenterology 

Friday,  May  10, 1985 

SECTION  ON  DIGESTIVE  DISEASES.  Room  25B,  Convention  Cen- 
ter. Fee  none.  Category  1 , AMA  Physician's  Recognition  Award; 

5 hours 

Geriatrics 

Thursday,  May  9,  1985 

TEXAS  MEDICAL  DIRECTORS  ASSOCIATION  SCIENTIFIC  PRO- 
GRAM. Room  25A,  Convention  Center.  Fee  none.  Category  1 , AMA 
Physician's  Recognition  Award;  3 hours 

Hematology 

Friday,  May  10,  1985 

SYMPOSIUM  ON  BLOOD  BANKING  AND  BLOOD  TRANSFUSION. 
El  Mirador,  Hilton  Palacio  del  Rio.  Fee  none.  Category  1 , AMA  Physi- 
cian's Recognition  Award;  3 hours 

Internal  Medicine 

Friday,  May  10,  1985 

SECTION  ON  INTERNAL  MEDICINE.  Fiesta  Room  5,  Convention 
Center.  Fee  none.  Category  1 , AMA  Physician’s  Recognition  Award; 
5 hours 

Legal  Medicine 

Thursday,  May  9,  1985 

SYMPOSIUM  ON  MEDICINE  AND  THE  LAW.  Room  33,  Convention 
Center.  Fee  none.  Category  1 , AMA  Physician's  Recognition  Award; 
3 hours 

Saturday,  May  11,  1985 

SYMPOSIUM  ON  PROFESSIONAL  LIABILITY.  Salon  A,  Marriott 
Hotel  Fee  none.  Category  1 , AMA  Physician's  Recognition  Award; 

3 hours 


Neurology 

Friday,  May  10,  1985 
Saturday,  May  1 1 , 1985 

SECTION  ON  NEUROLOGY.  Room  A,  Convention  Center.  Fee  none. 
Category  1 , AMA  Physician’s  Recognition  Award;  1 1 hours 

Neurosurgery 

Friday,  May  10, 1985 
Saturday,  May  1 1 , 1985 

SECTION  ON  NEUROLOGICAL  SURGERY.  Room  25A,  Convention 
Center.  Fee  none.  Category  1 , AMA  Physician’s  Recognition  Award, 
8 hours 

Nuclear  Medicine 

Friday,  May  10,  1985 

SECTION  ON  NUCLEAR  MEDICINE  Fiesta  Room  5,  Convention 
Center.  Fee  none.  Category  1 , AMA  Physician's  Recognition  Award, 
5 hours 

Obstetrics  & Gynecology 

Thursday,  May  9,  1985 

SECTION  ON  OBSTETRICS  AND  GYNECOLOGY.  Room  32A  & 32B. 
Convention  Center.  Fee  none.  Category  1 , AMA  Physician's  Recog- 
nition Award;  5 hours 

Occupational  Medicine 

Friday,  May  10, 1985 
Saturday,  May  11,  1985 

SECTION  ON  OCCUPATIONAL  MEDICINE  Fiesta  Room  6,  Conven- 
tion Center.  Fee  none.  Category  1 , AMA  Physician’s  Recognition 
Award;  5 hours 

Oncology 

Saturday,  May  1 1 , 1985 

SECTION  ON  ONCOLOGY.  Room  22,  Convention  Center.  Fee  none. 
Category  1 , AMA  Physician’s  Recognition  Award;  5 hours 

Ophthalmology 

Friday,  May  10,  1985 
Saturday,  May  1 1 , 1985 

SECTION  ON  OPHTHALMOLOGY.  Friday,  Rehearsal  Hall,  Conven- 
tion Center;  Saturday,  Mission  Room,  Convention  Center.  Fee  none. 
Category  1 , AMA  Physician's  Recognition  Award;  10  hours 

Orthopedic  Surgery 

Saturday,  May  1 1 , 1985 

TEXAS  ORTHOPAEDIC  ASSOCIATION  SCIENTIFIC  PROGRAM 
River  Room  1 , Convention  Center.  Fee  none.  Category  1 , AMA  Phy- 
sician's Recognition  Award;  7 hours 

Otolaryngology 

Friday,  May  10, 1985 
Saturday,  May  1 1 , 1985 

SECTION  ON  OTOLARYNGOLOGY.  Friday,  Fiesta  Room  1 , Conven- 
tion Center;  Saturday,  La  Corona,  Hilton  Palacio  del  Rio.  Fee  none. 
Category  1 , AMA  Physician's  Recognition  Award;  8 hours 
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COURSES 


Saturday,  May  1 1 , 1985 

SECTION  ON  PATHOLOGY,  Room  33,  Convention  Center  Fee  none 
Category  1 , AMA  Physician's  Recognition  Award;  5 hours 

Pediatrics 

Saturday,  May  11, 1985 

SECTION  ON  PEDIATRICS  Fiesta  Room  7,  Convention  Center.  Fee 
none.  Category  1 , AMA  Physician's  Recognition  Award;  5 hours 

Physical  Medicine  and  Rehabilitation 

Friday,  May  10,  1985 

SECTION  ON  PHYSICAL  MEDICINE  AND  REHABILITATION  Fiesta 
Room  7,  Convention  Center.  Fee  none  Category  1 , AMA  Physician's 
Recognition  Award;  5 hours 

Plastic  Surgery 

Friday,  May  10,  1985 
Saturday,  May  1 1 , 1985 

SECTION  ON  PLASTIC,  RECONSTRUCTIVE  AND  MAXILLOFACIAL 
SURGERY.  Friday,  River  Room  1 , Convention  Center;  Saturday,  La 
Condisa  & El  Mirador,  Hilton  Palacio  del  Rio.  Fee  none.  Category  1 , 
AMA  Physician's  Recognition  Award,  12  hours 

Psychiatry 

Saturday,  May  11,  1985 

SECTION  ON  PSYCHIATRY  Rooms  25A  & 25B,  Convention  Center. 
Fee  none.  Category  1 , AMA  Physician's  Recognition  Award,  4 hours 

Preventive  Medicine  and  Public  Health 

Friday,  May  10,  1985 

SECTION  ON  PUBLIC  HEALTH.  River  Room  1 , Convention  Center. 
Fee  none.  Category  1 , AMA  Physician's  Recognition  Award;  5 hours 

Radiology 

Friday,  May  10,  1985 

SECTION  ON  RADIOLOGY.  Fiesta  Room  3,  Convention  Center.  Fee 
none.  Category  1 , AMA  Physician's  Recognition  Award;  5 hours 

Sports  Medicine 

Friday,  May  10,  1985 

SYMPOSIUM  ON  SPORTS  MEDICINE.  Hidalgo  A&B,  Four  Seasons 
Hotel.  Fee  none  Category  1 , AMA  Physician’s  Recognition  Award, 

7 hours 

Surgery 

Friday,  May  10,  1985 

SECTION  ON  SURGERY.  Room  32B,  Convention  Center  Fee  none 
Category  1 , AMA  Physician's  Recognition  Award;  5 hours 

Thursday,  May  9,  1985 

INTERNATIONAL  COLLEGE  OF  SURGEONS,  TEXAS  DIVISION 
SCIENTIFIC  PROGRAM.  Room  25B,  Convention  Center.  Fee  none. 
Category  1 , AMA  Physician’s  Recognition  Award;  3 hours 

Urology 

Friday,  May  10,  1985 

SECTION  ON  UROLOGY.  Room  26,  Convention  Center.  Fee  none. 
Category  1 , AMA  Physician's  Recognition  Award;  3 hours 


MAY 

Allergy 

May  31 -June  3,  1985 

SOUTHWEST  ALLERGY  FORUM.  Four  Seasons  Plaza  Nacional 
Hotel,  San  Antonio,  Tex.  Fee  $1 1 0.  Category  1 , AMA  Physician's 
Recognition  Award;  9 hours.  Contact  Paul  Ratner,  MD,  601  Oak  Hills 
Medical  Bldg,  San  Antonio,  TX  78229 

Anesthesiology 

May  31 -June  1,  1985 

BAYLOR  ANESTHESIA  REVIEW  1985  II.  Marriott  Hotel  Medical  Cen- 
ter, Houston.  Fee  $250-physicians;  $1 25-physicians  in  training. 
Category  1 , AMA  Physician's  Recognition  Award;  20  hours.  Contact 
Lynne  Tiras  or  Lila  Lerner,  Baylor  College  of  Medicine,  Office  of 
Continuing  Education,  Rm  184A,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)799-6020 

Family  Medicine 

May  29-June  2,  1985 

FAMILY  MEDICINE  REVIEW  WITH  TESTING  TECHNIQUES  FOR 
BOARD  EXAMS.  Hyatt  Regency,  Austin,  Tex.  Fee  before 4/1 /85-S225; 
after  4/1/85-S325.  Category  1 , AMA  Physician's  Recognition  Award; 
AAFP  prescribed;  40  hours.  Contact  LeRoy  J.  Pickles,  Director  of 
Continuing  Medical  Education,  Scott  & White,  Room  101, 2401  S 
31  st  St,  Temple,  TX  76508  (81 7)774-4083 

General  Medicine 

May  15-17,  1985 

CLINICAL  APPROACHES  TO  ARTERIAL  BLOOD  GAS  INTER- 
PRETATION AND  ELECTROLYTES.  Dallas.  Fee  TBA.  Credit  TBA. 
Contact  Registrar,  American  College  of  Physicians,  4200  Pine  St, 
Philadelphia,  PA  19104  (800)523-1546 

May  17,  1985 

A SYMPOSIUM  ON  INTERFAMILY  VIOLENCE  & CHILD  ABUSE. 
Scott  & White,  Temple,  Tex.  Fee  $60.  Category  1 , AMA  Physician's 
Recognition  Award;  AAFP  prescribed;  CEARP;  6 hours.  Contact 
LeRoy  J.  Pickles,  Director  of  Continuing  Medical  Education,  Scott  & 
White,  Room  101,2401  S 31st  St,  Temple,  TX  76508  (817)774-4083 

Internal  Medicine 

May  28-31,  1985 

UPDATE  IN  INTERNAL  MEDICINE.  UT  Health  Science  Center  at 
Dallas.  Fee  $300.  Category  1 , AMA  Physician's  Recognition  Award; 
26  hours.  Contact  Gale  Quilter,  Coordinator,  Continuing  Education, 
UTHSC  at  Dallas,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235 
(214)688-2166 

Obstetrics  & Gynecology 

May  2-5,  1985 

MENSTRUATION:  CLINICAL  APPLICATIONS  & SOCIOCULTURAL 
IMPLICATIONS.  Learning  Center,  UT  Medical  Branch,  Galveston, 
Tex.  Fee  $55-members;  $85-nonmembers.  Category  1 , AMA  Physi- 
cian's Recognition  Award.  Contact  Martha  Berlin,  Coordinator, 

Office  of  Continuing  Education,  J-34,  UTMB,  Galveston,  TX 
77550-2782(409)761-2934 
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Oncology 

May  11-12,  1985 

MULTIDISCIPLINARY  MANAGEMENT  OF  CANCER:  A COURSE 
FOR  PRACTICING  PHYSICIANS.  Westin  Galleria  Hotel,  Houston. 

Fee  TBA  Credit  TBA.  Contact  Lila  Lerner  or  Vicki  L.  Forgac,  Baylor 
College  of  Medicine,  Office  of  Continuing  Education,  One  Baylor 
Plaza,  Houston,  TX  77030  (713)799-6020 

Orthopedic  Surgery 

May  10-12,  1985 

SOUTHWESTERN  ORTHOPEDIC  SURGERY  REVIEW  Loews 
Anatole  Hotel,  Dallas.  Fee  $300  Category  1 , AMA  Physician's 
Recognition  Award,  25  hours.  Contact  June  Bovill,  Coordinator, 
Continuing  Education,  UTHSC  at  Dallas,  5323  Harry  Hines  Blvd, 
Dallas,  TX  75235  (214)688-2166 

Pathology 

May  16-18,  1985 

SURGICAL  PATHOLOGY  IV.  UT  Health  Science  Center  at  Dallas 
Fee  $450-complete;  $400-without  slides;  $300-basic.  $1 00- 
students.  Category  1 , AMA  Physician's  Recognition  Award;  20 
hours.  Contact  Gale  Quilter,  Coordinator,  Continuing  Education, 
UTHSC  at  Dallas,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235 
(214)688-2166 

Radiology 

May  13-17,  1985 

ADVANCED  RADIOLOGICAL  HEALTH.  UT  Health  Science  Center 
at  San  Antonio.  Fee  $600.  Category  1 , AMA  Physician's  Recognition 
Award;  36  hours.  Contact  Mariorie  Foutz,  EdD,  Conference  Coordi- 
nator, Medical  School  Continuing  Education  Services,  7703  Floyd 
Curl  Dr,  San  Antonio,  TX  78284  (512)691-6295 

May  20-24,  1985 

RADIATION  SAFETY  OFFICER'S  COURSE.  UT  Health  Science 
Center  at  San  Antonio.  Fee  $650.  Category  1 , AMA  Physician's  Rec- 
ognition Award;  36  hours.  Contact  Marjorie  Foutz,  EdD,  Conference 
Coordinator,  Medical  School  Continuing  Education  Services,  7703 
Floyd  Curl  Dr,  San  Antonio,  TX  78284  (512)691  -6295 

JUNE 

General  Medicine 

June  6-7,  1985 

WEST  TEXAS  RURAL  HEALTH  CONFERENCE.  Odessa,  Tex.  Fee 
TBA.  Category  1 , AMA  Physician's  Recognition  Award.  Contact 
Vicki  Hollander,  Texas  Tech  University  Health  Sciences  Center, 
Office  of  Continuing  Medical  Education,  Lubbock,  TX  79430 
(806)743-2929 

June  28-29,  1985 

3RD  ANNUAL  CONFERENCE  ON  INNOVATIONS  IN  SPORTS  MEDI- 
CINE. Learning  Center,  UT  Medical  Branch,  Galveston,  Tex.  Fee 
TBA.  Credit  TBA.  Contact  Gayle  McKay,  Coordinator,  Office  of  Con- 
tinuing Education,  UTMB,  Galveston,  TX  77550  (409)761-2934 

Ophthalmology 

June  6-8,  1985 

1ST  INTERNATIONAL  CORNEA  AND  EYE  BANKING  SYMPOSIUM. 
Hotel  InterContinental,  San  Diego.  Fee  $250.  Credit  TBA.  Contact 
Lila  Lerner,  Symposium  Coordinator,  Office  of  Continuing  Education, 
Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houstorf,  TX  77030 
(713)799-6020 


Otolaryngology 

June  7,  1985 

VISITING  PROFESSORSHIP  IN  OTORHINOLARYNGOLOGY  Wynd- 
ham  Hotel,  Dallas.  Fee  $70.  Category  1 , AMA  Physician’s  Recog- 
nition Award;  7 hours.  Contact  Gale  Quilter,  Division  of  Continuing 
Education,  UTHSC  at  Dallas,  5323  Harry  Hines  Blvd,  Dallas,  TX 
75235  (214)688-2166 

June  27-29,  1985 

SURGERY  OF  THE  LARYNX.  San  Luis  Hotel,  Galveston,  Tex  Fee 
TBA.  Category  1 , AMA  Physician's  Recognition  Award.  Contact 
Martha  Berlin,  Coordinator,  Office  of  Continuing  Education,  UTMB, 
Galveston,  TX  77550  (409)761-2934 

Pediatrics 

June  10-14,  1985 

ACUTE  CARE  PEDIATRICS:  REVIEW  AND  UPDATE  OF  THE  STATE 
OF  THE  ART  Mariner's  Inn,  Hilton  Head  Island,  SC  Fee  $325.  Cate- 
gory 1 , AMA  Physician's  Recognition  Award;  AAFP  prescribed;  25 
hours.  Contact  Vicki  L.  Forgac,  Program  Coordinator,  Office  of  Con- 
tinuing Education,  Baylor  College  of  Medicine,  One  Baylor  Plaza, 
Houston,  TX  77030  (713)799-6020 

June  13-14,  1985 

PRACTICAL  APPROACHES  TO  NUTRITION  SUPPORT  IN  PEDI- 
ATRIC ILLNESSES  UT  Health  Science  Center  at  Dallas.  Fee  TBA. 
Category  1 , AMA  Physician's  Recognition  Award,  1 4 hours.  Contact 
Gale  Quilter,  Division  of  Continuing  Education,  UTHSC  at  Dallas, 
5323  Harry  Hines  Blvd,  Dallas,  TX  75235  (214)688-2166 

June  13-15,  1985 

1985  ANNUAL  PEDIATRIC  REVIEW  & UPDATE  San  Luis  Hotel,  Gal- 
veston, Tex  Fee  before  5/13/85  $275-physicians,  $138-residents, 
nonphysicians;  after  5/1 3/85  $31 5-physicians;  $1 58-residents,  non- 
physicians. Category  1 , AMA  Physician's  Recognition  Award 
Contact  Gayle  McKay,  Coordinator,  Office  of  Continuing  Education, 
UT  Medical  Branch,  Galveston,  TX  77550-2782  (409)761-2934 

AUGUST 

Family  Medicine 

August  5-9,  1985 

ANNUAL  REVIEW  OF  INTERNAL  MEDICINE.  Austin,  Tex.  Contact 
LeRoy  J.  Pickles,  Director  of  Continuing  Medical  Education,  Scott  & 
White,  Room  1 01 , 2401  S 31  st  St,  Temple,  TX  76508  (81 7)774-4083 

SEPTEMBER 

Anesthesiology 

Sept  6-7,  1985 

BAYLOR  ANESTHESIA  REVIEW  1985  III.  Houston.  Contact  Carol 
Soroka  or  Lynne  Tiras,  Office  of  Continuing  Education,  Rm  184A, 
One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

Cardiovascular  Disease 

Sept  12-14,  1985 

INTERNATIONAL  SYMPOSIUM  ON  CARDIOVASCULAR  SURGERY 
— 1 985.  Houston.  Contact  Debby  Butler,  Office  of  Medical  Director, 
Texas  Heart  Institute,  PO  Box  20269,  Houston,  TX  77225 
(713)791-2157 
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Sept  6-8,  1985 

PROTECTING  YOUR  MEDICAL  PRACTICE  PLANNING  FOR  PAY- 
MENT CHANGES.  San  Antonio,  Tex.  Contact  SMA,  PO  Box  1 90088, 
Birmingham,  AL  53219  (205)323-4400 

Sept  6-8,  1985 

SURVIVAL  OF  QUALITY  MEDICAL  CARE  IN  A COMPETITIVE 
ARENA.  San  Antonio,  Tex.  Contact  SMA,  PO  Box  1 90088,  Bir- 
mingham, AL  53219  (205)323-4400 

Sept  6-8,  1985 

MALPRACTICE  PROPHYLAXIS.  San  Antonio,  Tex.  Contact  SMA,  PO 
Box  190088,  Birmingham,  AL  53219  (205)323-4400 

REGULARLY  SCHEDULED  ACTIVITIES 


Monday-Friday 

POSTGRADUATE  WORKSHOP  IN  NEURORADIOLOGY.  (Date  as- 
signed by  individual  request.)  Methodist  Hospital,  Houston.  Fee 
$450.  Category  I,  AMA  Physician's  Recognition  Award,  40  hours. 
Contact  Vicki  Sayre,  Office  of  Continuing  Education,  Baylor  College 
of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

Monday-Friday 

POSTGRADUATE  WORKCOURSE  IN  DIAGNOSTIC  ULTRASOUND. 
(Date  assigned  by  individual  request.)  Ben  Taub  General  Hospital, 
Houston.  Fee  $450.  Category  1 , AMA  Physician's  Recognition 
Award;  40  hours.  Contact  Vicki  Sayre,  Office  of  Continuing  Educa- 
tion, Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)799-6020 

Tuesdays,  12  pm 

MEDICAL  AND  SURGICAL  REVIEWS.  Sierra  Medical  Center,  El 
Paso.  Category  1 , AMA  Physician's  Recognition  Award;  1 hour 
weekly.  Contact  M.  Nazemi,  MD,  Sierra  Medical  Center,  1 625  Medi- 
cal Center  Dr,  El  Paso,  TX  79902 

Tuesdays  (all  but  last  Tuesday  of  each  month) 

SURGICAL  GRAND  ROUNDS.  Board  Room,  Brackenridge  Hospital, 
Austin.  Free.  Category  1 , AMA  Physician's  Recognition  Award; 

1 hour-session.  Contact  Nancy  Strandhagen,  Surgery  Education, 
Central  Texas  Medical  Foundation,  601  E 15th  St,  Austin,  TX  78701 
(512)476-6461  ext  51 72 

Wednesdays,  12  pm 

CONTINUOUS  REVIEW  OF  INTERNAL  MEDICINE.  Sid  Richardson 
Auditorium,  Scott  and  White  Memorial  Hospital,  Temple.  Category  1 , 
AMA  Physician's  Recognition  Award,  1 hour  weekly.  Contact  Lynn 
Calvert,  Office  of  Continuing  Medical  Education,  Scott  and  White 
Memorial  Hospital,  2401  S 31  st,  Temple,  TX  76508  (81 7)774-2350 

Thursdays,  8 am 

INTERNAL  MEDICINE  GRAND  ROUNDS.  Brackenridge  Hospital, 
Austin.  Category  1 , AMA  Physician’s  Recognition  Award;  1 hour. 
Contact  Marianne  Foley,  MS,  Central  Texas  Medical  Foundation, 
1500  E Ave,  Austin,  TX  78701  (512)476-6461  ext  5606 

Thursdays,  12  pm 

UROLOGY  CORE  CURRICULUM.  Scott  and  White  Memorial  Hospi- 
tal, Temple.  Category  1 , AMA  Physician’s  Recognition  Award;  1 hour 
weekly.  Contact  Lynn  Calvert,  Office  of  Continuing  Medical  Educa- 
tion, Scott  and  White  Memorial  Hospital,  2401  S 31st,  Temple,  TX 
76508  (817)774-2350 


Thursday-Friday 

POSTGRADUATE  WORKSHOP  IN  REAL-TIME  OBSTETRICAL 
ULTRASONOGRAPHY.  (Date  assigned  by  individual  request.) 
Jefferson  Davis  Hospital,  Houston.  Fee  $350.  Category  1 , AMA  Phy- 
sician's Recognition  Award;  16  hours.  Contact  Vicki  Sayre,  Office  of 
Continuing  Education,  Baylor  College  of  Medicine,  One  Baylor 
Plaza,  Houston,  TX  77030  (713)799-6020 

Fridays,  12  pm 

NEUROLOGY  GRAND  ROUNDS.  Sid  Richardson  Auditorium,  Scott 
and  White  Memorial  Hospital,  Temple.  Category  1 , AMA  Physician’s 
Recognition  Award;  1 hour  weekly.  Contact  Lynn  Calvert,  Office  of 
Continuing  Medical  Education,  Scott  and  White  Memorial  Hospital, 
2401  S 31  st,  Temple,  TX  76508  (81 7)774-2350 

Fridays,  12  pm  (2nd  and  4th) 

TEACHING  CASE  CONFERENCE  Park  Place  Hospital,  Port  Arthur. 
Category  1 , AMA  Physician's  Recognition  Award;  2 hours  monthly. 
Contact  Phil  Newman,  MD,  Box  1648,  Port  Arthur,  TX  77640 
(409)983-4951 

Date  assigned  by  individual  request 

POSTGRADUATE  WORKSHOP  IN  CLINICAL  NMR.  Biomedical 
NMR  Center,  Baylor  College  of  Medicine,  Houston.  Fee  $1 ,000.  Cat- 
egory 1 , AMA  Physician's  Recognition  Award;  40  hours.  Contact 
Vicki  Sayre,  Office  of  Continuing  Education,  Baylor  College  of  Medi- 
cine, One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 


TELECONFERENCE  NETWORK  OF  TEXAS 


Wednesdays 

PEDIATRICS  FOR  THE  PRACTITIONER.  UT  Health  Science  Center 
at  San  Antonio  and  teleconference  network  sites.  Fee  $80-series; 
$20-session.  Category  1 , AMA  Physician's  Recognition  Award.  Con- 
tact Phyllis  Wood,  Coordinator,  Teleconference  Network  of  Texas, 
7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (512)691-7291 

Every  other  Thursday,  12:30  pm 

CLINICAL  TOPICS  IN  MEDICINE.  UT  Health  Science  Center  at  San 
Antonio  and  teleconference  network  sites.  Fee  $35-program,  hospi- 
tal subscription  program.  Category  1 , AMA  Physician’s  Recognition 
Award  Contact  Phyllis  Wood,  Coordinator,  Teleconference  Network 
of  Texas,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (51 2)691  -7291 

CALENDAR  OF  MEETINGS  ^Denotes  Texas  Meetings 


APRIL 

■AMERICAN  ACADEMY  OF  NEUROLOGY,  Dallas,  April  28-May  4, 
1985.  Jan  W.  Kolehmainen,  2221  University  Ave,  SE,  Suite  335, 
Minneapolis,  MN  55414 

AMERICAN  ASSOCIATION  FOR  THORACIC  SURGERY,  New  Or- 
leans, April  29-May  1 , 1 985.  William  T.  Maloney,  1 3 Elm  St,  Box 
1565,  Manchester,  MA  01944 

AMERICAN  ASSOCIATION  OF  IMMUNOLOGISTS,  Anaheim,  Calif, 
April  21-26,  1985.  Blanche  Reines,  9650  Rockville  Pike,  Bethesda, 
MD  20814 

■AMERICAN  ASSOCIATION  OF  MEDICAL  ASSISTANTS,  STATE  OF 
TEXAS,  Dallas,  April  18-21,  1985.  Mary  Cantrell,  13006  Running 
DeerTr,  Manchaca,  TX  78652 

AMERICAN  ASSOCIATION  OF  NEUROLOGICAL  SURGEONS,  At- 
lanta, April  21-25,  1985.  Carl  H.  Hauber,  625  N Michigan,  Suite 
1519,  Chicago,  IL  60611 
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AMERICAN  ASSOCIATION  OF  PATHOLOGISTS,  Anaheim,  Calif, 
April  21-26,  1985,  Dana  M.  Raitt,  9650  Rockville  Pike,  Bethesda,  MD 
20814 

AMERICAN  ASSOCIATION  OF  PLASTIC  SURGEONS,  Coronado, 
Calif,  April  28-May  1 , 1985,  William  C,  Trier,  MD,  Univ  of  N Carolina 
Medical  School,  Wing  D,  Medical  School  208H,  Chapel  Hill,  NC 
27514 

AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS,  Chicago,  April  30- 
May  4,  1985,  Betty  Warner,  91 1 Busse  Hwy,  Park  Ridge,  IL  60068 

AMERICAN  COLLEGE  OF  EMERGENCY  PHYSICIANS,  Coronado, 
Calif,  April  22-25,  1 985,  Registrar  Butler,  Box  619911,  Dallas,  TX 
75261 

AMERICAN  OCCUPATIONAL  MEDICAL  ASSOCIATION,  Kansas 
City,  Mo,  April  14-19,  1985  Elizabeth  Cameron,  2340  S Arlington 
Heights  Rd,  Arlington  Heights,  IL  60005 

AMERICAN  SOCIETY  FOR  AESTHETIC  PLASTIC  SURGERY, 

Boston,  April  14-19,  1985.  Jerome  R Klingbeil,  MD,  3956  Atlantic 
Ave,  Long  Beach,  CA  90807 

AMERICAN  SOCIETY  FOR  DERMATOLOGIC  SURGERY,  Buena 
Vista,  Fla,  April  1 7-21 , 1 985,  Linda  Bishop,  1 567  Maple  Ave,  Evan- 
ston, I L 60201 

■AMERICAN  SOCIETY  OF  CYTOLOGY,  San  Antonio,  April  19-21, 
1985.  Warren  R.  Lang,  MD,  130  S 9th  St,  #810,  Philadelphia,  PA 
19107 

NATIONAL  CONFERENCE  ON  HIGH  BLOOD  PRESSURE  CON- 
TROL, Chicago,  April  28-30,  1985  1501  Wilson  Blvd,  Suite  600, 
Arlington,  VA  22209 

■TEXAS  CHAPTER,  AMERICAN  COLLEGE  OF  EMERGENCY  PHY- 
SICIANS, San  Antonio,  April  29-May  1 , 1985.  Ruth  H.  Dean,  Box 
610717,  Dallas,  TX  75261 

■TEXAS  SOCIETY  OF  CHILD  PSYCHIATRY,  Dallas,  April  18-21 , 

1985.  Robert  S.  Demski,  MD,  Box  512,  Helotes,  TX  78023 

■TEXAS  THORACIC  SOCIETY,  Austin,  April  1 985.  Linda  H.  Nichols, 
7701  N Lamar  Blvd,  Suite  104,  Austin,  TX  78752 

■TEXAS  UROLOGICAL  SOCIETY,  Horseshoe  Bay  Resort,  April 
18-20,  1985.  Jan  Ogletree,  MD,  613  Elizabeth  #608,  Corpus  Christi, 
TX  78404 

MAY 

■AEROSPACE  MEDICAL  ASSOCIATION,  San  Antonio,  May  12-16, 
1985.  R.  R.  Hessberg,  MD,  Washington  National  Airport, 
Washington,  DC  20001 

AMERICAN  ACADEMY  OF  OTOLARYNGIC  ALLERGY,  Miami,  May 
26,  1985.  Beth  Morin,  1 101  Vermont  Ave,  NW,  Suite  302,  Washing- 
ton, DC  20005 

■AMERICAN  ACADEMY  OF  PEDIATRICS,  TEXAS  CHAPTER,  San 
Antonio,  May  1 1 , 1985.  Mary  Greene,  1801  N Lamar  Blvd,  Austin, 

TX  78701 

AMERICAN  ASSOCIATION  FOR  THE  ADVANCEMENT  OF  SCI- 
ENCE, Los  Angeles,  May  23-28,  1985.  Catherine  Borras,  1776 
Massachusetts  Ave,  NW,  Washington,  DC  20036 

AMERICAN  ASSOCIATION  OF  ANATOMISTS,  Toronto,  May  5-9, 

1 985.  William  P.  Jollie,  MD,  Box  1 01 , MCV  Station,  Richmond,  VA 
23298 

AMERICAN  CLEFT  PALATE  ASSOCIATION,  Miami,  May  5-1 2,  1 985 
Jane  Angelone  Graminski,  University  of  Pittsburgh,  331  Salk  Hall, 
Pittsburgh,  PA  15261 

AMERICAN  COLLEGE  HEALTH  ASSOCIATION,  Washington,  DC, 
May  30-June  2,  1 985.  James  W.  Dilley,  1 52  Rollins  Ave,  Suite  208, 
Rockville,  MD  20852 


AMERICAN  COLLEGE  OF  LEGAL  MEDICINE,  New  Orleans,  May 
8-1 1 , 1985.  Betty  Hanna,  213  W Institute  PI,  Suite  412,  Chicago,  IL 
60610 

AMERICAN  COLLEGE  OF  OBSTETRICIANS  AND  GYNECOLO- 
GISTS, Washington,  DC,  May  13-16,  1985  W.  H.  McDannel,  600 
Maryland  Ave,  SW,  Washington,  DC  20024 

AMERICAN  GASTROENTEROLOGICAL  ASSOCIATION,  New  York, 
May  11-15,  1985.  Charles  B.  Slack,  6900  Grove  Rd,  Thorofare,  NJ 
08086 

AMERICAN  LARYNGOLOGICAL,  RHINOLOGICAL  AND 
OTOLOGICAL  SOCIETY,  Miami  Beach,  Fla,  May  24-25,  1985.  Ann 
Holm,  2954  Dorman  Rd,  Broomall,  PA  19008 

AMERICAN  LUNG  ASSOCIATION/AMERICAN  THORACIC  SO- 
CIETY, Anaheim,  Calif,  May  12-15,  1985.  Sandy  R.  lanotta,  1740 
Broadway,  New  York,  NY  10019 

AMERICAN  MEDICAL  WOMEN'S  ASSOCIATION,  San  Juan,  Puerto 
Rico,  May  30-June  2, 1 985.  Karen  Bader,  465  Grand  St,  New  York, 
NY  10002 

AMERICAN  PEDIATRIC  SOCIETY,  Washington,  DC,  May  7-10,  1985. 
Audrey  Brown,  MD,  450  Clarkson  Ave,  Brooklyn,  NY  1 1 203 

■AMERICAN  PSYCHIATRIC  ASSOCIATION,  Dallas,  May  18-24, 

1 985  Kathleen  D.  Bryan,  1 400  K St,  NW,  Washington,  DC  20005 

AMERICAN  SOCIETY  FOR  GASTROINTESTINAL  ENDOSCOPY, 
New  York,  May  1 1 -1 7, 1 985.  W T.  Maloney,  1 3 Elm  St,  Manchester, 
MA  01 944 

AMERICAN  SOCIETY  FOR  HEAD  & NECK  SURGERY,  Cerromar 
Beach,  Puerto  Rico,  May  5-8,  1 985.  W E Fee,  Jr,  MD,  Div  of  Oto/ 
Head  & Neck  Surgery,  Stanford  University  Med  Ctr,  Stanford,  CA 
94305 

AMERICAN  THORACIC  SOCIETY,  Anaheim,  Calif,  May  12-15,  1985 
Sandy  R lannotta,  1 740  Broadway,  New  York,  NY  10019 

AMERICAN  UROLOGICAL  ASSOCIATION,  Atlanta,  May  12-16, 

1 985.  Louisa  Shaw,  AUA  Office  of  Education,  Box  25147,  Houston, 
TX  77265 

ASSOCIATION  FOR  THE  ADVANCEMENT  OF  MEDICAL  INSTRU- 
MENTATION, Boston,  May  4-8,  1985.  Isabelle  L.  Howes,  1901  N Ft 
Meyer  Dr,  Suite  602,  Arlington,  VA  22209 

ASSOCIATION  OF  AMERICAN  PHYSICIANS,  Washington,  DC,  May 
3-6,  1985.  J.  D.  Wilson,  UT  Health  Science  Center,  5323  Harry  Hines 
Blvd,  Dallas,  TX  75235 

■FLYING  PHYSICIANS  ASSOCIATION,  TEXAS-SOUTHWEST  CHAP- 
TER, San  Antonio,  May  9,  1985.  TMA,  1801  N Lamar  Blvd,  Austin,  TX 
78701 

■TEXAS  ASSOCIATION  OF  OTOLARYNGOLOGY-HEAD  AND  NECK 
SURGERY,  San  Antonio,  May  10,  1985  TMA,  1801  N Lamar  Blvd, 
Austin,  TX  78701 

■TEXAS  ASSOCIATION  OF  NEUROLOGICAL  SURGEONS,  San  An- 
tonio, May  1 1 , 1985.  TMA,  1801  N Lamar  Blvd,  Austin,  TX  78701 

■TEXAS  ASSOCIATION  OF  PHYSICIANS  IN  NUCLEAR  MEDICINE, 
San  Antonio,  May  10,  1985.  TMA,  1801  N Lamar  Blvd,  Austin,  TX 
78701 
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■TEXAS  DENTAL  ASSOCIATION,  San  Antonio,  May  2-5,  1985. 
Michelle  Zavala,  1 946  S IH  35,  Austin,  TX  78704 

■TEXAS  DERMATOLOGICAL  ASSOCIATION,  San  Antonio,  May  1 1 , 
1985.  TMA,  1801  N Lamar  Blvd,  Austin,  TX  78701 

TEXAS  MEDICAL  ASSOCIATION,  San  Antonio,  May  8-12,  1985. 

C.  Lincoln  Williston,  CAE,  1801  N.  Lamar  Blvd,  Austin,  TX  78701 

■TEXAS  NEUROLOGICAL  SOCIETY,  San  Antonio,  May  10,  1985. 
Alan  G.  Nogen,  MD,  151 6 Cooper,  Fort  Worth,  TX  76104 

■TEXAS  OCCUPATIONAL  MEDICAL  ASSOCIATION,  San  Antonio, 
May  10,  1985.  Carter  V.  Beghtol,  MD,  Texaco,  Inc,  Box  52332, 
Houston,  TX  77052 

■TEXAS  OPHTHALMOLOGICAL  ASSOCIATION,  San  Antonio,  May 
10,  1985.  Iris  Wenzel,  1801  N Lamar  Blvd,  Austin,  TX  78701 

■TEXAS  ORTHOPAEDIC  ASSOCIATION,  San  Antonio,  May  1 1 , 

1985.  TMA,  1801  N Lamar  Blvd,  Austin,  TX  78701 

■TEXAS  RHEUMATISM  ASSOCIATION,  Houston,  May  1985.  Richard 
Pope,  MD,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 

■TEXAS  SOCIETY  OF  ANESTHESIOLOGISTS,  San  Antonio,  May  12, 
1985.  TMA,  1801  N Lamar  Blvd,  Austin,  TX  78701 

■TEXAS  SOCIETY  OF  COLON  AND  RECTAL  SURGEONS,  San  An- 
tonio, May  11,1 985.  TMA,  1 801  N Lamar  Blvd,  Austin,  TX  78701 

■TEXAS  SOCIETY  OF  PATHOLOGISTS,  San  Antonio,  May  12,  1985 
Iris  Wenzel,  1 801  N Lamar  Blvd,  Austin,  TX  78701 

■TEXAS  SOCIETY  OF  PLASTIC  AND  RECONSTRUCTIVE  SUR- 
GEONS, San  Antonio,  May  10,  1985.  Frank  J.  Gerow,  MD,  6560 
Fannin  #1034,  Houston,  TX  77030 

■TEXAS  SOCIETY  OF  SPORTS  MEDICINE,  San  Antonio,  May  10, 
1985.  Ted  L.  Edwards,  Jr,  MD,  4615  Bee  Caves  Rd,  Austin,  TX 
78746 

UNIVERSITY  ASSOCIATION  FOR  EMERGENCY  MEDICINE,  Kansas 
City,  Mo,  May  19-24,  1985  Judith  E.  Tintinalli,  MD,  900  W Ottawa, 
Lansing,  Ml  48915 

JUNE 

AMERICAN  ACADEMY  OF  FACIAL  & PLASTIC  RECONSTRUCTIVE 
SURGERY,  Miami  Beach,  Fla,  June  1 , 1985.  Mary  Kowanski,  1 101 
Vermont  Ave,  NW,  Suite  304,  Washington,  DC  20005 

AMERICAN  DIABETES  ASSOCIATION,  Baltimore,  June  16-18, 

1 985.  Carolyn  Sciortino,  2 Park  Ave,  New  York,  NY  1 001 6 

AMERICAN  MEDICAL  ASSOCIATION,  Chicago,  June  16-20,  1985. 
Felix  Niespodziewanski,  535  N Dearborn  St,  Chicago,  IL  60610 

AMERICAN  MEDICAL  ASSOCIATION  AUXILIARY,  Chicago,  June 
16-19,  1985.  Hazel  J.  Lewis,  535  N Dearborn  St,  Chicago,  IL  60610 

AMERICAN  PHYSICAL  THERAPY  ASSOCIATION,  New  Orleans, 
June  1 6-20,  1 985.  Bonnie  Polvinale,  1 1 1 1 N Fairfax  St,  Alexandria, 
VA  22314 

■TEXAS  HEARING  AID  ASSOCIATION,  Fort  Worth,  June  13-16, 

1 985.  Jim  Wilson,  801  W Magnolia,  Fort  Worth,  TX  761 04 

■TEXAS  HOSPITAL  ASSOCIATION,  Dallas,  June  3-5,  1 985.  Nancy  L. 
Ebert,  Box  15587,  Austin,  TX  78761 
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FINANCIAL  AND  TAX  PLANNING 
FOR  TODAY’S 
GOAL-ORIENTED 
MEDICAL  PRACTIONER 

Financial  Planning 
Portfolio  and  Investment  Analysis 
Tax-Advantaged  Investment  Analysis 
Tax  Preparation  and  Problem  Solving 
Retirement  and  Estate  Planning 
Professional  and  Personal  Services 

CLARKE  & SIMMONS,  INC. 

Serving  the  Medical  Profession  for  over  15  years 
10500  Richmond  Ave.,  Suite  148,  Houston,  Texas 
713/782-7670 

Complimentary  Initial  Consultation 


TEXAS  MEDICAL  LIABILITY  TRUST 

COMMITTED 
TO  QUALITY 
SERVICE 

The  Texas  Medical  Liability 
Trust  is  an  organization  offering 
professional  liability  insurance 
responsive  to  the  needs  of  Texas 
physicians. 

The  Texas  Medical  Liability 
Trust  . . . quality  insurance  ser- 
vices to  match  quality  medical 
practices. 

CALL  TOLL  FREE 

1-800-252-9179 

WET 

THE  HIGHEST  QUALITY  LIABILITY  INSURANCE  FOR  TEXAS  PHYSICIANS. 

P.O.  Box  14746,  Austin,  Texas  78761 


TEXAS  MEDICINE 


Apr85  TexasMedicine 


hat’s  new  in  acute  leukemia 
^hinoscleroma 

Preferred  provider  organizations 
Malpractice:  advice  and  experience 

■ San  Antonio  hosts  annual  session,  May  8-12 


Slorbett-iSutcbtttgs-^mttl]  JHemnrtal  ^Hospital 

a nb  ©orbett-^utcljmgs-JSmttlj  (ttltmc 


322  COLEMAN  STREET 
POST  OFFICE  BOX  60 


JHarltn,  tSexas  76661 


TELEPHONE: 
(817)  883-3561 


GENERAL  SURGERY 

Howard  L.  Smith,  M.D,  F.A.C.S. 
D.  R.  Swetland,  M.D,  F.A.C.S. 
INTERNAL  MEDICINE 
W.  F McKinley,  Jr.,  M.D. 

James  S.  Bussell,  M.D. 

C.  G.  Brown,  M.D. 

EYE,  EAR,  NOSE,  AND  THROAT 
S.  W Hughes,  M.D. 

ALLERGY 

S.  W Hughes,  M D 
TRAUMATIC  AND  ORTHOPEDIC 
SURGERY 

D.  R.  Swetland,  M.D.,  F.A.C.S. 
CARDIOLOGY 

W F.  McKinley,  Jr.,  M.D. 


FAMILY  PRACTICE 
OBSTETRICS  AND  PEDIATRICS 
William  Pickvance,  M.D. 

Barry  E.  Phillips,  M.D. 
GENERAL  DENTISTRY 
G.  Glenn  Rose,  D.D.S. 
^DENTISTRY  FOR  CHILDREN 
T.  Brad  Willis,  D.D.S. 
RADIOLOGY 

J.  M.  Brown,  M.D.,  F.A.C.R. 

* PATHOLOGY 

Ronald  E.  Henderson,  Jr.,  M.D. 
David  M.  McTaggart,  M.D. 

S.  M.  Bunn,  Jr,  M.D. 

E.  B.  Morrison,  M.D. 

UROLOGY 

Howard  L.  Smith,  M.D,  F.A.C.S. 


* NEUROPSYCHIATRY 

S.  B.  Morrison,  M.D. 

* NEUROSURGERY 

Harry  W Slade,  M.D,  F.A.C.S. 

* DERMATOLOGY 

Maurice  C.  Barnes,  M.D.,  D.A.B.D. 
ADMINISTRATOR 
J.  D.  Norris,  Jr 

ASSISTANT  ADMINISTRATOR 
W.  R.  Lux,  Jr 

DIRECTOR-COORDINATOR,  NURSING 
SERVICE 

Diane  Howton,  R.N. 

DIRECTOR  OF  PATIENT  CARE 
Marie  Kotch,  R.N. 


The  original  hospital  was  founded  by  Dr.  J.  W.  Torbett  in  1898,  and  Howard  O.  Smith,  M.D,  FACS,  past  president,  expired  May  17,  1977. 
* Consultants 


THE  DALLAS  MEDICAL  & SURGICAL 
CLINIC  AND  HOSPITAL 


4105  Live  Oak  Street 


DALLAS,  TEXAS  7521  1 


Telephone  823-4151 


INTERNAL  MEDICINE 
Morris  E.  Magers,  M.D.,  D.A.B.I.M. 

Charming  Woods,  M.D 

Richard  C.  Stone,  M.D  , Gastroenterology  & Endoscopy 
Landon  W.  Stewart,  M.D,  D A B I.M. 

Cloyce  L.  Stetson,  Jr,  M D,  D.A.B.I.M. 

David  S Sowell,  III,  M.D,  D.A.B.I.M,  Cardiology 
Don  E Cheatum,  M l)  , D.A.B  I.M  , and  DAB  Rhu, 
F.A.C.P,  F.C.C.P,  Rheumatology 
W.  Mark  Armstrong,  M.D,  D.A.B.I.M. 

Sam  W.  Waters,  M.D. 

Steven  P Bowers,  M.D,  D A B. I.M. 

Elizabeth  M.  Polanco,  M.D. 

Robert  C.  Dinwiddle,  M.D.,  D.A.B.I.M. 

Endocrinology  and  Diabetes 

OBSTETRICS  AND  GYNECOLOGY 
John  B.  Miller,  III,  M.D,  DA  BOG,  F.A.C.O.G. 
VernieD.  Bodden,  M.D,  DA. BOG,  F.A.C.O.G. 

PEDIATRICS 

Halcuit  Moore,  M D,  D A. B P,  F.A.A  P 
P.  E.  Luecke.  Jr,  M D , D A B P,  I A A P 
Peter  C.  Ray,  M.D 

GENERAL  SURGERY 

George  P Fosmire,  M D,  DABS.,  FA  C S. 

Charles  W.  Coleman,  M.D,  D A B S. 

UROLOGY 

Harry  M.  Spence,  M.D.,  D.A.B.U.,  F.A.C.S. 

William  H Hoffman,  M.D.,  D.A.B.U,  F.A.C.S. 

Richard  B Dulany,  M D,  D.A.B.U,  FA.C.S. 


RADIOLOGY 

Joe  B Caldwell,  M.D,  D A B R 
James  B Evans,  M.D,  D.A.B  R 

DERMATOLOGY 

William  N.  New,  M.D,  F.A.A.D , F.A.C  P 
Constance  Shadwick,  M.D  , D.A.B.D. 

OTOLARYNGOLOGY  AND  OTOLOGIC  SURGERY 
D W Shuster,  M.D,  D A B O 

OPHTHALMOLOGY 

lames  M Copps,  M.D,  DAB  O 
R Roy  Whitaker,  M.D,  D A B.O 

DENTISTRY  AND  DENTAL  SURGERY 
William  F Walton,  D.D.S. 

ADMINISTRATION 

Alan  G.  Kennon,  Administrator 

Russell  E.  McKee.  Associate  Administrator  for  Financial 
Affairs 

Mrs  Connie  S.  McNamire,  R.N  B.S.N,  Associate  Admin- 
istrator of  Hospital  Operations  and  Personnel 

INACTIVE  STATUS 

Adam  D Green,  M.D  , Surgery 
John  B Bourland.  M.D,  D.A.B.O.G. 

John  B Allen,  M.D,  D.A.B.I.M. 


COMPLETE 

LABORATORY 

DOCUMENTATION  . . . EXTENSIVE 

CLINICAL  PROOF 


FOR  THE  PREDICTABILITY 
CONFIRMED  BY  EXPERIENCE 

DALMANE® 

flurozepom  HCI/Poche 

THE  COMPLETE  HYPNOTIC 
PROVIDES  ALL  THESE  BENEFITS: 

• Rapid  sleep  onset1 6 

• More  total  sleep  time16 

• Undiminished  efficacy  for  at  least 
28  consecutive  nights2  4 

• Patients  usually  awake  rested  and  refreshed79 

• Avoids  causing  early  awakenings  or  rebound 
insomnia  after  discontinuation  of  therapy2  51012 


Caution  patients  about  driving,  operating  hazardous  machinery  or  drinking 
alcohol  during  therapy.  Limit  dose  to  15  mg  in  elderly  or  debilitated  patients. 
Contraindicated  during  pregnancy 


DALMANE® 

flurozepom  HCI/Poche 

References:  1.  Kales  J et  at  Clin  Pharmacol  Ther 
72:691-697,  Jul-Aug  1971.  2.  Kales  A et  al:  Clin  Phar- 
macol Ther  78:356-363,  Sep  1975.  3.  Kales  A et  al: 

Clin  Pharmacol  Ther  79:576-583,  May  1976  4.  Kales  A 
et  al:  Clin  Pharmacol  Ther  32:781  -788,  Dec  1982 
5.  Frost  JD  Jr,  DeLucchl  MR:  J Am  Gehatr  Soc 
27: 541-546,  Dec  1979  6.  Kales  A,  Kales  JD  J Clin 
Pharmacol  3:140-150,  Apr  1983  7.  Greenblatt  DJ, 

Allen  MD,  Shader  Rl:  Clin  Pharmacol  Ther  27:355-361, 
Mar  1977.  8.  Zimmerman  AM:  Curr  Ther  Res 
73:18-22,  Jan  1971  9.  Amrein  R et  al:  Drugs  Exp  Clin 
Res  9(1):85-99,  1983  10.  Monti  JM:  Methods  Find  Exp 
Clin  Pharmacol  3: 303-326.  May  1981  11.  Greenblatt  DJ 
etal:  Sleep  5(Suppl  1):S18-S27.  1982  12.  Kales  A 
et  al:  Pharmacology  26:121-137  1983 


DALMANE® <K 
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EDITORIAL 


The  statewide  cancer  registry  and  cancer  avoidance 

There  is  considerable  evidence  that  much,  perhaps  most, 
cancer  is  avoidable.  Doll  and  Peto  (1 ) estimate  that  in  the 
United  States  75%  to  80%  or  more  of  cancers  are  avoidable 
based  on  the  evidence  of  differences  in  cancer  incidence  in 
settled  communities,  differences  between  people  who  have 
migrated  and  those  who  remained  behind,  difference  by  time 
period  and,  most  important,  the  actual  identification  of  spe- 
cific causes  of  cancer  in  humans.  Cigarette  smoking  alone 
is  responsible  for  30%  of  the  cancer  deaths  in  the  United 
States  (2). 

It  is  clear,  of  course,  that  we  are  surrounded  by  thousands 
of  carcinogens,  natural  and  man-made,  and  that  we  cannot 
avoid  all  of  them.  Fortunately,  the  Creator  has  endowed  us 
with  defenses  against  carcinogens,  without  which  we  would 
all  have  been  dead  long  ago.  However,  there  are  situations 
and  agents  which  break  down  these  barriers.  We  have  identi- 
fied, epidemiologically,  many  of  these  causes  of  cancer 
which  include,  to  name  a few,  cigarettes,  asbestos,  nickel, 
benzene,  and  ionizing  radiation.  We  can  avoid  these  agents 
if  circumstances  or  ignorance  do  not  interfere.  But  there  are 
many  more  causes  of  cancer  which  must  be  identified  among 
a host  of  chemicals,  viruses  and  other  microorganisms,  nutri- 
tional abnormalities,  reproductive  activities,  and  other  factors 
related  to  environment  and  behavior.  Some  cancers  arise  as 
the  result  of  the  interaction  of  several  factors,  a further  com- 
plication of  the  problem. 

How  are  the  causes  of  cancer  in  humans  identified?  At 
present,  this  cannot  be  done  in  the  laboratory.  Animal  studies 
may  provide  direction,  but  not  answers.  The  exposures 
which  must  be  used  in  laboratory  animals  are  not  the  same 
as  occur  in  humans,  and  natural  defenses  against  cancer 
cannot  be  inserted  into  the  equation.  Virtually  all  cancer  epi- 
demiologists and  researchers  agree  that  animal  studies  can 
only  compare  the  carcinogenicity  of  substances  in  animals, 
not  the  risk  in  humans.  To  date,  all  of  the  discoveries  of 
causes  of  human  cancer  have  been  based  on  epidemiologic 
evidence.  This  evidence  may  result  from  a casual  observa- 
tion of  the  increase  or  high  incidence  of  a particular  cancer  in 
a specific  population  subgroup  or  it  may  follow  analysis  of 
cancer  incidence  data  which  points  to  a specific  subgroup, 
time,  or  place. 

The  problem  lies  in  the  collection  of  the  data.  If  sufficient 
data  could  be  collected  on  everyone  who  develops  cancer 
and  everyone  who  doesn’t,  comparisons  being  absolutely 
necessary,  computer  analysis  would  undoubtedly  point  out 
the  cause  in  almost  every  case.  That  is  a utopian  situation 
we  are  unlikely  to  achieve.  However,  we  can  come  much 
closer  by  collecting  and  analyzing  the  data  that  are  readily 
available,  although  scattered  in  thousands  of  medical  facili- 
ties. The  answer  to  the  problem  of  the  data  lies  in  a compre- 
hensive cancer  registry. 


The  statewide  Texas  Cancer  Registry  was  started  by  the 
Texas  Department  of  Health  in  1 975.  In  1 979,  the  Cancer 
Control  Act  provided  legislative  status  for  the  registry.  By  this 
act,  all  hospitals,  clinical  laboratories,  and  cancer  treatment 
centers  are  required  to  provide,  or  make  available  to  the  reg- 
istry, data  from  the  medical  records  of  cancer  patients.  At  this 
time,  about  65%  to  70%  of  the  cancer  cases  which  occur 
annually  in  Texas  are  being  entered  into  the  registry.  The  fail- 
ure to  achieve  complete  collection  of  data  can  be  attributed  to 
two  major  causes:  failure  of  some  facilities  to  comply  with  the 
requirements  of  the  law  and  insufficient  resources  for  on-site 
collection  of  data  by  the  Texas  Department  of  Health. 

It  may  seem  that  65%  to  70%  of  the  data  should  be  suffi- 
cient, but  one  must  remember  that  cancer  is  not  a single  dis- 
ease. It  is  a large  group  of  diseases,  the  development  of 
which  generally  takes  years.  Every  bit  of  data  that  is  available 
and  can  by  analyzed  epidemiologically  is  necessary  if  we  are 
to  determine  the  causes  of  cancer  or  potential  areas  for 
prospective  study. 

Sufficient  data  might  make  it  possible  to  demonstrate  to 
what  extent  substances  do  cause  human  cancer.  The  recent 
banning  of  ethylene  dibromide  (EDB)  was  based  on  animal 
studies  which  demonstrated  EDB  to  be  carcinogenic.  How- 
ever, no  information  exists  regarding  the  carcinogenicity  of 
EDB  in  humans.  Animal  studies  reported  in  a number  of  rep- 
utable journals  have  demonstrated  that  some  carcinogens  in 
small  amounts  may  protect  against  cancer,  possibly  by  mobi- 
lizing natural  defenses  much  as  a vaccine  does  (3).  While 
there  is  no  published  evidence  that  EDB  has  anticarcino- 
genic  properties,  it  is  a fact  that  despite  the  presence  of  EDB 
in  trace  amounts  in  the  diet  since  the  1 920s,  there  has  been 
a dramatic  and  unexplained  decrease  in  stomach  cancer  in 
the  United  States  since  the  1930s.  Sufficient  data,  including 
dietary  information,  might  help  explain  this  phenomenon. 

Cancer  epidemiology,  based  on  and  dependent  upon  com- 
plete reporting  of  cancer,  provides  our  best  hope  of  learning 
how  to  avoid  cancer  or  to  direct  further  studies  toward  that 
end.  The  Texas  Cancer  Registry,  as  part  of  a national  net- 
work, is  a powerful  mechanism  for  gathering  sufficient  data  of 
appropriate  completeness  to  permit  the  epidemiologic  study 
of  cancer  in  the  general  population.  The  costs  are  not  negli- 
gible and  satisfactory  results  may  take  years  to  acquire,  but 
they  should  be  worth  the  effort.  The  cost  is  far  less  in  lives 
and  money  than  our  current  spasmodic  efforts  to  detect  and 
test  hazardous  substances,  whose  numbers  preclude  our 
ever  completing  the  task.  We  may  not  realize  the  benefits 
ourselves,  but  our  children  and  grandchildren  may,  and  that 
would  be  a worthwhile  legacy  indeed. 

Jerome  H.  Greenberg,  MD 

Associate  Commissioner  for  Preventable  Diseases,  Texas  Department  of 

Health,  1 100  W 49th  St,  Austin,  TX  78756. 
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On  today’s  war 

As  a young  boy,  I often  listened  to  first-person  accounts  of 
the  trenches  of  World  War  I,  but  the  accounts  of  colossal 
privation  and  wanton  destruction  fell  on  inexperienced  and 
unappreciative  ears.  Stories  of  mass  troop  movements 
against  machine  guns  and  the  resultant  carnage  for  a few 
hundred  yards  of  worthless  ground  went  unappreciated.  It 
took  Hemingway,  Remarque,  and  others  to  explain  the  mean- 
ing of  these  tales  that  the  veterans  recited. 

Almost  on  the  heels  of  these  experiences  came  the  sec- 
ond war.  Being  young,  I couldn’t  appreciate  the  profound 
meaning  of  it  all;  I merely  went  to  war  in  the  classic  style  of 
the  European.  My  indoctrination  had  been  Dawn  Patrol  and 
all  the  other  Hollywood  versions  of  honor  and  high  adventure, 
but  somehow  it  is  different  when  you  are  terrified  for  your  life. 
The  economic,  political,  and  sociological  significance  of  the 
war  again  had  to  wait  for  the  historians  and  Norman  Mailer  to 
tell  us  what  we  had  done  and  why  it  had  happened. 

Then  came  Korea  and,  afterward,  my  beginning  in  medi- 
cine, which  totally  altered  my  perspective  of  life.  Somehow  I 
entered  civil  defense  and  disaster  medical  care  during  the 
time  when  it  was  proper  to  be  concerned  with  megatons,  fall- 
out shelters,  and  survival.  But  all  of  these  concerns  were 
eclipsed  by  the  Vietnam  debacle.  Previously,  generals  had 
fought  wars  using  certain  rules  and  tactics,  desperately 
trying  to  alter  their  applications  to  keep  up  with  the  latest 
geopolitical  and  technological  demands.  The  first  half  of  any 
war  would  be  a time  for  the  generals  to  update  their  experi- 
ences to  the  current  era,  much  to  the  dismay  of  those  being 
maimed  in  the  process.  Surprisingly,  the  Vietnam  War  by- 
passed the  generals  and  put  the  politicians  in  command  of 
troops. 

A few  years  ago  I returned  to  the  military  and  at  some  un- 
determined point  realized  that  the  ghosts,  fears,  and  concerns 
of  the  civil-defense  era,  long  since  forgotten  and/or  sup- 
pressed, had  been  festering  silently.  It  became  obvious  to  me 
that  the  matter-of-fact  approach  to  destruction  taken  by  mili- 
tary planners — a necessity  in  their  profession — assumes  a 
vastly  altered  connotation  when  viewed  from  the  physician’s 
standpoint. 

For  instance,  the  political-military  balance  of  power,  re- 
cently threatened,  is  the  only  factor  that  is  preventing  a major 
conflict  and  all  its  consequences.  The  Russians’  mind-bog- 
gling build-up  of  military  capability  and  their  exportation  of 
geopolitical  influence  have  drastically  eroded  the  US  position 
in  the  world.  It  is  said  that  our  invention  of  the  A-bomb  pre- 
vented the  natural  occurrence  of  a European  war  in  the  50s. 
Now,  since  we  have  obviously  reneged  on  parity  of  weapons, 
we  need  another  breakthrough  device  to  prevent  a war  in  the 
80s.  In  recent  decades,  the  weapons  haven’t  changed  too 
much,  but  the  delivery  system  and  the  total  number  of  weap- 
ons available  have  taken  quantum  jumps.  The  planners’ 


references  to  “surviving  an  initial  strike  with  an  acceptable  20 
million  dead”  worry  me  a great  deal. 

It  is  difficult  to  imagine  our  day-to-day  medical  practices 
overwhelmed  by  circumstances  that  seem  so  unreal  now. 

Yet,  war  contingencies  are  real  enough,  and  the  conse- 
quences quite  imaginable:  The  treatment  of  three  burns  in  a 
100-bed  community  hospital  provides  a profound  strain,  es- 
pecially if  the  burns  are  severe.  But  what  would  happen  if  two 
thirds  of  a hospital’s  inpatients  were  burn  victims? 

Six  or  seven  farm  workers  accidentally  sprayed  with  or- 
ganic phosphate  chemicals  can  give  the  emergency  room 
problems.  Imagine  5,000  cases.  Furthermore,  the  busy  prac- 
titioner may  not  have  heard  of  some  of  the  chemical  agents; 
for  some  of  the  chemical  agents  that  could  be  used,  there 
may  be  no  antidote. 

A motorcycle  accident  on  Saturday  night  ties  up  surgery 
and  the  operating  room  crew  for  hours.  Imagine  the  futility  of 
an  unending  line  of  battlefield  casualties  at  the  emergency 
room  door. 

Radiation  is  the  unknown  factor  in  any  war.  What  do  we 
know  about  battle  radiation  and  its  effects?  The  average  phy- 
sician’s experience  with  radiation  is  restricted  to  a few  cancer 
patients,  or  perhaps  his  film  badges. 

To  continue  this  nightmare,  imagine  that  most  of  the  casu- 
alties of  nuclear  war  will  have  more  than  one  type  of  injury, 
that  the  local  downtown  will  have  been  destroyed,  that  sup- 
plies will  be  interrupted,  and  that  multitudes  of  frightened 
people  will  be  displaced. 

The  military  tries  to  plan  on  one  hand  for  the  results  of  the 
war  waged  by  an  aggressive  enemy  who  is  trying  to  kill  them 
but  not  destroy  their  facilities  and  on  the  other  hand  to  then 
defend  against  an  enemy  who  would  “nuke”  some  of  their 
offensive  bases  as  a first  move.  They  worry  about  such 
mundane  things  as  what  they  would  do  with  the  million  de- 
pendents they  have  in  their  baggage,  living  in  the  battle  zone 
along  with  the  local  population.  Would  the  soldier  stay  at  his 
post  when  his  wife  and  three  kids  were  struggling  for  survival 
in  the  local  hamlet?  How  about  the  medical  personnel?  Also, 
other  than  in  Russia,  where  is  there  an  ongoing  civil  defense 
program? 

In  Japan  in  1945,  most  medical  facilities  were  “downtown” 
and  were  lost  with  the  first  flash  of  light.  Heart-rending  ac- 
counts by  physicians  trying  to  treat  the  flood  are  as  pertinent 
today  as  they  were  when  they  were  written  and  lost  in  our 
“serves-them-right”  attitude.  Our  wartime  thoughtlessness 
may  return  to  haunt  us  in  Houston,  Frankfurt,  or  Tokyo  where 
similar  scenarios  may  be  written.  Survivors  from  downtown 
would  be  few  and  far  between,  and  with  the  MIRV  warheads 
the  destruction  would  would  be  much  more  widespread,  a bit 
more  spotty,  and  infinitely  more  variable. 

What  I am  alluding  to  is  mega-dead,  mega-casualties,  and 
hundreds  of  millions  of  survivors  whose  lives  and  envi- 
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ronment  will  have  been  unrelentingly  altered.  A picture  of 
unprecedented  human  carnage! 

We  in  the  medical  profession  have  an  inkling  of  what 
threatens  the  world  today.  The  strategist  who  speaks  of 
mega-casualties  need  not  wait  for  a post-conflict  “Heming- 
way” to  describe  the  scene.  He  has  the  doctor  who  can 
picture  himself  standing  next  to  a stretcher,  dead  tired,  with 
his  supplies  exhausted,  his  facility  overwhelmed,  facing  an 
endless  queue  of  haggard  survivors — in  all  stages  of  near- 
death— crying  pitifully  for  help. 

Charles  R.  Queen,  MD 

100  Ebony  Lane,  Edinburg,  TX  78539. 


FINANCIAL  AND  TAX  PLANNING 
FOR  TODAY'S 
GOAL-ORIENTED 
MEDICAL  PRACTIONER 

Financial  Planning 
Portfolio  and  Investment  Analysis 
Tax-Advantaged  Investment  Analysis 
Tax  Preparation  and  Problem  Solving 
Retirement  and  Estate  Planning 
Professional  and  Personal  Services 

CLARKE  & SIMMONS,  INC. 

Serving  the  Medical  Profession  for  over  15  years 
10500  Richmond  Ave.,  Suite  148,  Houston,  Texas 
713/782-7670 

Complimentary  Initial  Consultation 


Our  new  full-service  luxury  hotel 
is  located  minutes  from  downtown 
Houston,  Hobby  Airport,  Astrodome, 
and  only  steps  from  healthcare  facili- 
ties and  Rice  University. 

This  hotel  is  designed  to  meet 
the  expectations  of  every  guest  and 
conference  group,  with . . . 398  guest 
rooms,  suites,  concierge  floors,  spe- 
cialty restaurants  and  lounges,  indoor 
pool  and  adjoining  fitness  center,  and 
9000  sq.  ft.  of  conference  space. 

See  how  accommodating  a Medical 
Center  hotel  can  be.  For  reservations 
and  information  call  your  travel  agent 
or  call  us  toll  free  (800)  228-9290. 


HOUSTON 


AXarrlott 

W ^ MEDICAL  CENTER 


6580  Fannin  Street,  Houston,  Texas  77030  (713)  796-0080 


Marriott  now  offers 
personalized  luxury  in  the 
Texas  Medical  Center. 
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Consider  the 
causative  organisms. . . 


cefaclor 


250-mg  Pulvules  t.i.d. 

offers  effectiveness  against 
the  major  causes  of  bacterial  bronchitis 

H.  influenzae,  H.  influenzae,  S.  pneumoniae,  S.  pyogenes 

(ampicillin-susceptible)  (ampicillin-resistant) 


Brief  Summary  Consult  the  package  literature  for  prescribing 
Information 

Indications  and  Usage:  Ceclor*  (cefaclor.  Lilly)  is  indicated  in  the 
treatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Lower  respiratory  infections,  including  pneumonia  caused  by 
Streptococcus  pneumoniae  (Diplococcus  pneumoniae),  Haemoph 
ilus  influenzae.  and  S pyogenes  (group  A beta-hemolytic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be 
performed  to  determine  susceptibility  of  the  causative  organism 
to  Ceclor 

Contraindication  Ceclor  is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings  IN  PENICILLIN  SENSITIVE  PATIENTS,  CEPHALO- 
SPORIN ANTIBIOTICS  SHOULO  BE  ADMINISTERED  CAUTIOUSLY 
THERE  IS  CLINICAL  ANO  LABORATORY  EVIDENCE  OF  PARTIAL 
CROSS-ALLERGENICITY  OF  THE  PENICILLINS  ANO  THE 
CEPHALOSPORINS,  AND  THERE  ARE  INSTANCES  IN  WHICH 
PATIENTS  HAVE  HAD  REACTIONS.  INCLUDING  ANAPHYLAXIS 
TO  BOTH  DRUG  CLASSES 

Antibiotics,  including  Ceclor.  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy 
particularly  to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  (including  macrolides.  semisynthetic 
penicillins,  and  cephalosporins),  therefore,  it  is  important  to 
consider  its  diagnosis  in  patients  who  develop  diarrhea  in 
association  with  the  use  of  antibiotics  Such  colitis  may  range  in 
severity  from  mild  to  life-threatening 
Treatment  with  broad-spectrum  antibiotics  alters  the  normal 
flora  ol  the  colon  and  may  permit  overgrowth  of  Clostridia  Studies 
indicate  that  a toxin  produced  by  Clostridium  difficile  is  one 
primary  cause  of  antibiotic-associated  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to 
drug  discontinuance  alone  In  moderate  to  severe  cases,  manage 


ment  should  include  sigmoidoscopy,  appropriate  bactenologic 
studies,  and  fluid  electrolyte  and  protein  supplementation 
When  the  colitis  does  not  improve  after  the  drug  has  been 
discontinued,  or  when  it  is  severe,  oral  vancomycin  is  the  drug 
of  choice  for  antibiotic  associated  pseudomembranous  colitis 
produced  by  C difficile  Other  causes  of  colitis  should  be 
ruled  out 

Precautions  General  Precautions  - If  an  allergic  reaction  to 
Ceclor’  (cefaclor,  Lilly)  occurs,  the  drug  should  be  discontinued 
and.  il  necessary,  the  patient  should  be  treated  with  appropriate 
agents,  e g pressor  amines,  antihistamines,  or  corticosteroids 
Prolonged  use  of  Ceclor  may  result  in  the  overgrowth  ol 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  If  superinfection  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs  tests  have  been  reported  during  treat 
ment  with  the  cephalosporin  antibiotics  In  hematologic  studies 
or  in  transfusion  cross-matching  procedures  when  antiglobulin 
tests  are  performed  on  the  minor  side  or  in  Coombs'  testing  of 
newborns  whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition,  it  should  be  recognized  that  a positive 
Coombs  test  may  be  due  to  the  drug 
Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  sate  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Ceclor.  a false-positive  reaction 
lor  glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict’s  and  Fehlmg  s solutions  and  also  with  Climtest’ 
tablets  but  not  with  Tes  Tape’  (Glucose  Enzymatic  Test  Strip. 
USP.  Lilly) 

Broad  spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  ol  gastrointestinal  disease,  particularly 
colitis 

Usage  in  Pregnancy  - Pregnancy  Category  B - Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  12 
times  the  human  dose  and  in  ferrets  given  three  times  the  maximum 


human  dose  and  have  revealed  no  evidence  of  impaired  fertility 
or  harm  to  the  fetus  due  to  Ceclor’  (cefaclor.  Lilly)  There  are 
however  no  adequate  and  well  controlled  studies  in  pregnant 
women  Because  animal  reproduction  studies  are  not  always 
predictive  of  human  response,  this  drug  should  be  used  during 
pregnancy  only  if  clearly  needed 
Nursing  Mothers  - Small  amounts  of  Ceclor  have  been  detected 
in  mother  s milk  following  administration  of  single  500-mg  doses 
Average  levels  were  0 18,  0 20.  0 21 . and  0 16  mcg/ml  at  two 
three,  four,  and  five  hours  respectively  Trace  amounts  were 
detected  at  one  hour  The  effect  on  nursing  infants  is  not  known 
Caution  should  be  exercised  when  Ceclor  is- administered  to  a 
nursing  woman 

Usage  in  Children  - Safety  and  effectiveness  ol  this  product  for 
use  in  infants  less  than  one  month  of  age  have  not  been  established 
Adverse  Reactions  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 
Gastrointestinal  symptoms  occur  in  about  2 5 percent  of 
patients  and  include  diarrhea  (1  in  70) 

Symptoms  of  pseudomembranous  colitis  may  appear  either 
during  or  after  antibiotic  treatment  Nausea  and  vomiting  have 
been  reported  rarely 

Hypersensitivity  reactions  have  been  reported  in  about  1 5 
ercent  of  patients  and  include  morbililorm  eruptions  (1  in  100) 
ruritus.  urticaria,  and  positive  Coombs  tests  each  occur  in  less 
than  1 in  200  patients  Cases  of  serum-sickness-like  reactions 
(erythema  multiforme  or  the  above  skin  manifestations  accompanied 
by  arthritis/arthralgia  and.  frequently,  lever)  have  been  reported 
Tnese  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor  Such  reactions  have  been  reported  more  frequently 
in  children  than  in  adults  Signs  and  symptoms  usually  occur  a few 
days  after  initiation  of  therapy  and  subside  within  a lew  days 
after  cessation  ol  therapy  No  serious  sequelae  have  been  reported 
Antihistamines  and  corticosteroids  appear  to  enhance  resolution 
of  the  syndrome 

Cases  of  anaphylaxis  have  been  reported,  hall  of  which  have 


occurred  in  patients  with  a history  of  penicillin  allergy 

Othei  effects  considered  related  to  therapy  included 
eosmophilia  (1  in  50  patients)  and  genital  pruritus  or  vaginitis 
(less  than  1 in  100  patients) 

Causal  Relationship  Uncertain  - Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported  Although  they 
were  of  uncertain  etiology,  they  are  listed  below  to  serve  as 
alerting  information  for  the  physician 

Hepatic  - Slight  elevations  in  SGOT,  SGPT.  or  alkaline 
phosphatase  values  (1  in  40) 

Hematopoietic  - Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  (1  in  40) 

Renal  - Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200) 
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Note  Ceclor* 1  (cefaclor,  Lilly)  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporins  and  should  be  given 
cautiously  to  penicillin  allergic  patients 
Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  ol  streptococcal  infections,  including  the  prophylaxis 

ol  rheumatic  lever  See  prescribing  information 
©1984.  ELI  LILLY  AND  COMPANY 


Additional  information  available  to 
the  profession  on  request  horn 
Eli  Lilly  and  Company. 

Indianapolis.  Indiana  46285 

Ell  Lilly  Industries,  Inc 

Carolina.  Puerto  Rico  00630 


There  is  a Name  f 
Quality  Psychiatric  Ca 

And  Here's  Where  Ti 


Litstanding  Leadership  in 
larter  Medical  Corporation. 


For  mam  patients,  the  most  effective 
treatment  can  be  best  delivered  by 
psychiatrists,  working  with  highly 
qualified  professionals,  in  a free- 
standing hospital  whose  entire  staff 
is  dedicated  to  quality  psychiatric  care. 

Commitment  to  this  philosophy 
is  exemplified  in  each  and  every 
Charter  Medical  Hospital.  All  across 
America.  Without  exception. 

You  can  depend  on  the  fact  that 
the  staff  will  work  with  you  to  design 
and  implement  an  individualized 
treatment  plan  for  your  patient. 
Involvement  of  the  patient’s  family 
in  the  treatment  process  will  be 
encouraged.  There  will  be  regular 
communication,  between  the  hospital 
and  the  referring  professional,  about 
the  patient’s  status.  All  psychiatrists 
on  staff  are  Board  Certified  or  Board 
Eligible.  There  is  a wide  variety  of 
therapies  available  to  enhance 
individualized  treatment.  And  every 
Charter  Medical  Hospital  has  been 
designed  to  provide  a modern  thera- 
peutic environment  to  promote  your 
patient’s  recovery. 

Here’s  where  you  can  expect  to 
find  this  outstanding  leadership 
in  Texas. 

Charter  Rio  Grande  Hospital 

6020  Springfield  Avenue 
Laredo,  Texas  78041 
(512)  722-0900 

Beds:  64 

Psychiatric  Staff:  4 
Programs:  Adult,  Young  Adult, 
Adolescent,  Child,  and  Geriatric 
Psychiatric;  Adult  and  Adolescent 
Addictive  Disease 

Other  Programs:  Pain  Control 
and  Stress  Reduction  Clinic; 
Smoker’s  Clinic;  I)WI  Education; 
Eating  Disorders 

For  further  information  about 
Charter  Rio  Grande  or  admission 
procedures,  contact: 

Medical  Director: 

Claudio  Cepeda,  M.D. 

Hospital  Administrator: 

Manuel  Ramos,  Jr. 


Chatfer  Plains  Hospital 
801  North  Quaker  Avenue 
Lubbock,  Texas  79499 
(806)  744-5505 

Beds:  80 

Psychiatric  Staff:  4 
Programs:  Adult,  Young  Adult, 
Adolescent,  and  Child  Psychiatric; 
Adult  and  Adolescent  Addictive 
Disease;  Eating  Disorders 

For  further  information  about 
Charter  Plains  or  admission 
procedures,  contact: 

Medical  Director: 

Joseph  L.  Black,  M.D. 

Hospital  Administrator: 

Don  C.  Morris 

Charter  Palms  Hospital 
1421  East  Jackson  Avenue 
McAllen,  Texas  78501 
(512)631-5421 

Beds:  80 

Psychiatric  Staff:  7 
Programs:  Adult,  Adolescent,  and 
Geriatric  Psychiatric;  Adult  and 
Adolescent  Addictive  Disease 

Other  Programs:  Day  Care 
Psychiatric  and  Addictive  Disease; 
and  Outpatient  Addictive  Disease 

For  further  information  about 
Charter  Palms  or  admission 
procedures,  contact: 

Medical  Directors: 

Humberto  Diaz,  M.D., 

(Adult  Psychiatry) 

Emilio  Dominguez,  M.D., 
(Adolescent  Psychiatry) 

Raul  Rodriguez,  M.D., 

(Addictive  Diseases) 

Ricardo  Schack,  M.D., 

(Geriatric  Psychiatry) 

Hospital  Administrator:  Drew  Leven 


CHARTER 

MEDICAL 

CORPORATION 
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TMA  IN  ACTION 

Executive  board  commends 
liaison  with  AARP 

Texas  Medical  Association’s  Executive 
Board  commended  the  chairman  of  the 
association’s  liaison  committee  with  the 
American  Association  of  Retired  Per- 
sons and  agreed  to  promote  statewide 
and  national  liaison  between  organized 
medicine  and  AARP. 

Ruth  Bain,  MD,  Austin,  chairman  of 
the  committee,  told  board  members 
that  the  committee’s  first  meeting  in 
January  produced  agreement  on  all  is- 
sues discussed.  These  issues  included 
AARP’s  proposal  to  establish  uniformity 
in  hospital  billing,  accounting,  and  re- 
porting; collection  and  analysis  of 
hospital  financial  information;  and  dis- 
semination of  information  on  hospital 
charges.  During  the  meeting,  TMA  rep- 
resentatives explained  medicine’s 
stand  on  mandatory  assignment  and 
the  Medicare  fee  freeze. 

The  board  approved  a recommen- 
dation that  TMA  encourage  county 
medical  societies  and  the  American 
Medical  Association  to  initiate  liaison 
activities  with  AARP. 

While  meeting  Feb  3, 1985,  in  Austin, 
the  board  also  considered  the  activities 
of  the  tort  reform  coalition,  funding  for 
continuing  medical  education,  state 
appointments  of  physicians,  and  rec- 
ommendations regarding  TMA  commit- 
tees reviewed  under  the  association’s 
sunset  procedure. 

The  tort  reform  coalition,  represent- 
ing approximately  50  interests,  has 
developed  priorities  in  two  areas:  judi- 
cial reform  and  legislative  initiatives. 

Judicial  reform  proposals  include 
merit  selection,  in  which  the  governor 
would  appoint  judges  from  nominees 
recommended  by  a screening  panel, 
and  in  which  an  incumbent  judge  would 
run  against  his  record  rather  than  an 
opponent;  nonpartisan  election,  in 
which  all  candidates  for  a particular 
bench  would  run  on  the  primary  ballots 


of  all  parties  without  indication  of  party 
affiliation;  and  prohibition  of  straight- 
ticket  voting,  which  would  move  judicial 
races  to  a separate  portion  of  the  gen- 
eral ballot. 

In  the  legislative  arena,  the  coalition 
will  work  toward  passage  of  bills  that 
would  allow  recovery  for  expenses  for 
frivolous  lawsuits,  repeal  the  doctrine  of 
joint  and  several  liability,  direct  exem- 
plary monetary  damages  to  a state 
fund  rather  than  the  plaintiff,  repeal  the 
collateral  source  rule,  authorize  the 
periodic  or  structured  payment  of  dam- 
ages, limit  mandatory  exemplary 
damages  under  the  Deceptive  Trade 
Practices  Act,  and  create  immunity 
from  liability  for  charitable  acts.  The 
coalition  also  has  discussed  limitation 
of  attorneys’  contingency  fees. 

As  medical  schools  face  the  possibil- 
ity of  losing  their  funds  for  continuing 
medical  education  administrative 
offices,  TMA’s  Council  on  Medical  Edu- 
cation recommended  statements  of 
support  for  CME.  The  Executive  Board 
approved  the  council’s  recommenda- 
tion that  the  association  embrace  and 
emphasize  the  philosophy  of  the  con- 
tinuum of  medical  education  and  the 
importance  of  the  role  of  continuing 
education  in  the  education  of 
physicians. 

In  other  business,  the  executive 
board  received  a report  from  the  Com- 
mittee on  State  Appointments  that 
physicians  recently  appointed  to  state 
positions  include  James  W.  Caldwell, 
MD;  Sidney  W.  Kowierschke,  MD;  Cer- 
vando  Martinez,  Jr,  MD;  Donald  E. 
Shultz,  MD;  and  Robert  W.  Wood,  Jr, 
MD,  appointed  to  the  Medical  Consulta- 
tion Committee  of  Texas  Rehabilitation 
Commission.  Physician  appointees  to 
the  Tuberculosis  Advisory  Committee 
of  the  Texas  Department  of  Health  in- 
clude Robert  J.  Carabasi,  MD,  and 
Waldemar  G.  Johanson,  Jr,  MD. 

State  appointments  also  include 
Emmett  J.  Conrad,  MD,  State  Board  of 
Education;  William  J.  McGanity,  MD, 
and  Buford  L.  Nichols,  Jr,  MD,  Nutrition 


and  Fitness  Advisory  Committee;  and 
George  Willeford,  Jr,  MD,  Interagency 
Council  on  Nutrition  and  Fitness. 

The  Board  of  Councilors  reported 
plans  to  nominate  Paul  R.  Meyer,  MD, 
for  the  Distinguished  Service  Award, 
and  to  present  it  to  him  at  the  May  ses- 
sion of  the  House  of  Delegates. 

The  Executive  Board  also  considered 
four  committees  under  TMA’s  sunset 
procedure.  The  members  will  recom- 
mend to  the  House  of  Delegates  that 
the  Committees  on  Computers  in  Medi- 
cine and  Medical  Staff  Management  be 
discontinued,  although  their  functions 
would  be  taken  up  by  other  groups.  The 
Committees  on  Long  Range  Planning 
and  Sexually  Transmitted  Diseases 
would  be  continued  for  an  additional 
two  years. 

The  board’s  agenda  also  included 
discussion  of  a recommendation  that 
the  association  annually  survey  its 
membership  and  the  public  to  better 
meet  the  needs  of  the  membership, 
plans  to  formulate  and  disseminate  an 
official  TMA  position  on  the  proposed 
continuation  of  the  fee  freeze  under 
Medicare,  and  highlights  of  the  1985 
legislative  session. 

The  members  referred  to  TMA  legal 
staff  and  the  Councils  on  Communi- 
cation and  Legislation  a report  on 
controlling  costs  from  the  Council  on 
Health  Facilities.  They  also  approved  a 
statement  supporting  the  "ethical  and 
humane  use  of  live  animals  in  bio- 
medical and  veterinary  research.” 

Registrants  brave  storm 
to  attend  winter  conference 

More  than  400  registrants  braved  a 
snowstorm  to  attend  the  Texas  Medical 
Association's  1985  Winter  Conference, 
“Thriving  or  Surviving:  1985  and 
Beyond.” 

The  foul  weather  forced  the  cancella- 
tion of  three  council  and  1 4 committee 
meetings,  while  many  others  met  with- 
out quorums. 

Those  who  were  present  at  the  Hyatt 
Regency  Austin  on  Saturday,  Feb  2, 
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heard  discussions  of  health  care  deliv- 
ery, challenges  ahead  for  the  profes- 
sion, professional  liability,  increasing 
competition,  and  legislative  issues. 

Louis  J.  Goodman,  PhD,  director  of 
the  AMA  Department  of  Health  Care 
Financing  and  Organization,  called 
attention  to  alternative  health  care  de- 
livery systems  . .that  have  grown  and 
that  will  continue  to  grow  and  pose  a 
major  competitive  challenge  to  the  so- 
called  traditional  practitioner.” 

He  noted  that  with  an  enrollment  of 
approximately  13.6  million,  HMOs  ex- 
perienced an  18%  growth  rate  in  1984. 

Ambulatory  settings  were  the  scene 
of  more  than  half  of  all  surgery  proce- 
dures performed  in  recent  years,  Dr 
Goodman  said.  He  added  that  75%  of 
all  surgeries  are  performed  by  general 
and  family  practitioners,  and  nearly  all 
of  those  performed  by  emergency 
physicians  are  performed  on  an  am- 
bulatory basis. 

Freestanding  emergency  care  cen- 
ters and  episodic  acute  care  centers 
are  experiencing  impressive  growth 
statistics,  he  added,  with  the  heaviest 
concentrations  in  the  sunbelt  states  of 
Florida,  Texas,  California,  and  Ten- 
nessee. There  were  approximately  50 
such  centers  in  the  country  in  1979.  In 
1984,  the  number  had  grown  to  1,100, 
and  Dr  Goodman  projected  that  it  will 
grow  to  2,500  in  1985. 

“The  impact  of  the  development  of 
these  centers  on  the  private  MD  has 
been  felt  differently  in  different  places,” 
he  said.  “In  some  areas,  freestanding 
emergency  care  centers  and  episodic 
acute  care  centers  have  been  per- 
ceived as  a direct  competitive  threat 
to  private  office-based  MDs.  Con- 
sequently, MDs  have  responded 
by  keeping  longer  office  hours  and 
eliminating  some  of  their  first  visit 
requirements.” 

Harrison  L.  Rogers,  Jr,  MD,  Atlanta, 
president-elect  of  the  American  Medi- 
cal Association,  advised  his  listeners  to 
“remain  your  patients’  advocate”  and  to 
defend  quality  care  in  the  face  of  cost- 


cutting measures.  His  presentation  was 
titled  “Challenges  Ahead  for  the  Pro- 
fession.” Dr  Rogers  commended  TMA 
for  its  liaison  efforts  with  the  American 
Association  of  Retired  Persons,  noting, 
"We  must  continue  to  represent  our 
constituents — our  physician  constitu- 
ents and  our  patient  constituents.” 

James  E.  Davis,  MD,  Durham,  NC, 
president  of  the  Medical  Mutual  Insur- 
ance Company  of  North  Carolina  and 
speaker  of  the  AMA  House  of  Dele- 
gates, apprised  the  audience  of  the 
recommendations  of  the  AMA’s  special 
task  force  on  professional  liability,  cre- 
ated in  June  1 984  and  chaired  by 
James  Sammons,  MD,  executive  vice- 
president  of  the  AMA.  The  task  force 
has  developed  recommendations  re- 
lated to  education  and  community 
action,  legislation,  defense  coordina- 
tion, and  risk  control  and  quality  review. 

Dr  Davis  pointed  out  that  since  June 
1984,  20  physician-owned  insurance 
companies  have  raised  their  premiums. 
Twelve  of  those  companies  raised  their 
rates  by  1 5%  to  42%  during  the  first 
month  of  1985. 

A panel  discussion  of  medical  issues 
before  the  Texas  Legislature  and  the 
Congress  featured  William  G.  Gamel, 


James  E.  Davis,  MD,  listens  to  a discussion  of  pro- 
fessional liability  during  a breakout  session  at  the 
TMA  Winter  Conference. 


MD,  Austin,  and  Byron  L.  Howard,  MD, 
Dallas,  members  of  TMA's  Council  on 
Legislation;  John  P.  Coughlin,  MD,  San 
Angelo,  chairman  of  the  council;  E.  Don 
Webb,  MD,  Houston,  consultant  to 
TMA’s  Committee  on  Professional  Lia- 
bility; and  Joseph  T.  Ainsworth,  MD, 
Houston,  member  and  immediate  past 
chairman  of  the  AMA’s  Council  on 
Legislation. 

Dr  Coughlin  noted  that  the  TMA 
Council  on  Legislation  has  developed 
priorities  for  preferred  provider  organi- 
zations (PPOs),  a major  issue  before 
this  session  of  the  Texas  Legislature. 
“First,”  he  said,  “in  order  to  assure 
fiscal  responsibility  of  this  organiza- 
tional structure  and  to  assure  adequate 
enrollee  protection,  all  PPOs  should  be 
chartered  under  the  Texas  State  Board 
of  Insurance.  Secondly,  there  should 
be  no  direct  nor  indirect  interference  in 
the  physicians'  medical  decision  pro- 
cesses, and  there  must  be  strict  delin- 
eation of  the  use  of  physician  profiles. 
Third,  physician  independence  should 
be  maintained  by  preventing  restrictive 
covenants  and  preventing  the  physician 
from  practicing  in  other  PPOs,  other 
hospitals,  and  with  private  pay 
patients.” 

He  continued,  “Furthermore,  there 
should  be  no  restriction  of  medical  staff 
privileges  based  upon  a contract  with  a 
PPO.  The  PPO  should  be  open  to  all 
physicians  licensed  to  practice  within 
the  community  who  agree  to  the  terms 
of  the  contract.  Fourth,  there  should  be 
nondiscrimination  for  the  enrollees  with 
open  enrollments  where  possible  in  or- 
der to  prevent  adverse  selecting  out  of 
high  risk  patients,  and  all  emergency 
care  should  be  rendered  with  guaran- 
teed, equitable  reimbursement.” 

“Fifth,  the  timeliness  of  payments 
and  reserves,  if  any  are  developed,  are 
to  be  clearly  defined,  and  penalties  and 
interest  rates  should  be  included  in  any 
delayed  payment  in  order  to  prevent  in- 
appropriate enrichment  of  the  PPO  by 
untimely  delays  and  inappropriate  deni- 
als or  services. 
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Texas  Medical  Association 
Iq  sponsorship  since  1955 — proven 
permanence  and  stability 


I Quality  insurance 

protection — at  the  lowest 
1 0 possible  cost 


Personalized  service  by  a 
salaried  staff 


Low  overhead — at  least  979  out  of 
each  premium  dollar  is  used  to 
Q provide  insurance  benefits 


Coverage  designed  for 
|q  physicians — by  physicians 


Emphasis  is  on  solid  insurance 
protection — costly  frills 
carefully  avoided 


In  the  event  of  a controversy, 
the  TMA  Insurance  Committee 
'Q  will  review  your  case. 


Generous  termination  dates 
IQ  due  to  age 


Carefully  supervised  by  the 
organizational  structure  of  your 
Association,  with  your  best 
interests  in  mind. 


underwritten  by 

PRUCO  LIFE  INSURANCE  COMPANY  OF  TEXAS 

A Subsidiary  of  The  PRUDENTIAL 

FOR  MORE  INFORMATION  CALL: 

TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  SERVICE  OFFICE 
1-800-252-9318 


“Finally,  we  would  hope  that  what- 
ever is  developed  would  mandate 
strictly  defined  service  areas  and  pre- 
vent false  or  misleading  marketing 
techniques,”  he  concluded. 

The  afternoon  program  featured 
panel  discussions  of  “The  New  Medical 
Alphabet  and  the  Delivery  of  Profes- 
sional Services — HMOs,  PPOs,  DRGs, 
and  PROs,”  “Professional  Liability: 

1985  and  Beyond,”  and  “Your  Medical 
Practice:  Thriving  or  Surviving?" 

Special  sessions  offered  an  “Update 
for  New  Officers  of  County  Medical  So- 
cieties,” “PULSE— A Legislative 
Awareness  Program,”  and  postgradu- 
ate courses. 

Cassette  tapes  of  the  conference  are 
available  for  purchase  from  the  TMA 
Communication  Department,  1801  N 
Lamar  Blvd,  Austin,  TX  78701 ; 
(512)477-6704,  ext  120. 

TMA  Today  to  televise 
annual  session  information 

TMA  Today , Texas  Medical  Associa- 
tion’s 60-minute  morning  television 
program,  begins  its  second  season 
Thursday,  May  9,  at  the  1 1 8th  Annual 
Session  in  San  Antonio. 

Produced  in  cooperation  with  MPA, 
Inc,  Austin,  the  closed-circuit  television 
program  brings  valuable  information  on 
meeting  activities  to  headquarters 
hotels.  It  airs  at  6 am,  7 am,  and  8 am, 
Thursday,  May  9,  through  Saturday, 
May  1 1 , and  can  be  seen  at  the  Hilton 
Palacio  del  Rio,  San  Antonio  Marriott, 
and  Hyatt  Regency  San  Antonio. 

TMA  Today  is  fashioned  after  a 
morning  talk  show  and  features  two  co- 
hosts. They  cover  upcoming  meeting 
activities  and  conduct  interviews  with 
TMA  officers,  guest  speakers,  and 
others.  Mini-cam  segments  provide  in- 
1 sights  to  what  the  host  city  has  to  offer 
visitors,  and  also  feature  activities  on 
the  exhibit  floor. 

This  year’s  show  is  sponsored  by 
Prudential  Insurance  Company,  under- 
writer of  the  TMA  insurance  program, 
and  Girling  Home  Health  Care,  a state- 


wide firm  serving  Texas  physicians  and 
their  patients. 

Benevolent  Fund  pays  $87,000 
to  assist  physicians,  families 

Texas  Medical  Association's  Physicians 
Benevolent  Fund  made  assistance  pay- 
ments in  the  amount  of  $87,000  during 
1 984,  an  increase  of  $5,000  over  the 
figure  for  1983. 

Administered  by  the  Joint  Committee 
on  Physicians  Benevolent  Fund  of  the 
Texas  Medical  Association  and  Texas 
Medical  Association  Auxiliary,  the  funds 
are  earmarked  to  help  physicians  and / 
or  their  families  who  require  financial 
aid.  In  order  to  qualify,  the  physician 
must  have  been  a member  in  good 
standing  of  the  association  at  the  time 
of  incapacity  or  death. 

The  funds  distributed  during  1 984 
were  paid  to  17  individuals. 

The  fund  received  $133,700  in  con- 
tributions during  the  year,  a $9,400 
increase  over  the  $1 24,300  that  was 
received  in  1983.  An  annual  Thanks- 
giving mailing  produced  donations  of 
$43,100. 

As  of  Dec  31 , 1 984,  the  Physicians 
Benevolent  Fund  had  assets  totaling 
$489,000.  That  figure  represents  an  in- 


crease of  $88,000  over  the  1 983  year- 
end  total  of  $399,000. 

Charles  A.  Rush,  Jr,  MD,  Fort  Worth, 
chairs  the  Joint  Committee  on  the  Phy- 
sicians Benevolent  Fund  of  the  TMA 
and  TMAA. 

Announcements  promote 
cost  containment 

Texas  Medical  Association  has  stepped 
up  its  efforts  to  educate  the  public 
about  cost  containment  by  producing 
and  distributing  a series  of  radio  and 
television  public  service  announce- 
ments on  the  subject. 

TMA’s  Communication  Department 
sent  three  30-second  announcements 
to  64  television  and  300  radio  sta- 
tions in  Texas  during  the  first  week  of 
January. 

The  announcements  advise  audi- 
ences to  make  proper  use  of  the 
emergency  room,  live  a healthy  life- 
style, use  medication  properly,  use 
health  insurance  appropriately,  and  use 
a self-help  book,  such  as  The  American 
Medical  Association's  Family  Medical 
Guide. 

The  announcements  augment  TMA’s 
other  cost  containment  efforts  aimed  at 
consumers.  These  include  a video  pro- 


A technician  edits  a portion  of  TMA  Today,  a 
closed-circuit  television  program  that  will  keep 
registrants  up-to-date  during  the  annual  session. 
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CARE  FOR  YOUR  COUNTRY 

As  an  Army  Reserve  physician,  you  can  serve 
your  country  and  community  with  just  a small  investment* 
of  your  time.  You  will  broaden  your  professional  expe- 
rience by  working  on  interesting  medical  projects  in  your 
community.  Army  Reserve  service  is  flexible,  so  it  won’t 
interfere  with  your  practice.  You’ll  work  and  consult  with  top 
physicians  during  monthly  Reserve  meetings.  You’ll  also 
attend  funded  continuing  medical  education  programs.  You 
will  all  share  the  bond  of  being  civic-minded  physicians  who 
are  also  commissioned  officers.  One  important  benefit  of  being  an  officer  is 
the  non-contributory  retirement  annuity  you  will  get  when  you  retire  from  the 
Army  Reserve.  To  find  out  more,  simply  call  the  number  below. 


ARMY  RESERVE.  BE  ALL  YOU  CAN  BE. 

Captain  Allen,  512  221-5829,  San  Antonio 
Major  Franklin,  713  229-2744,  Houston 
Captain  Murphy,  214  669-9285,  Dallas 


Alcoholism  could  be  fatal. 
We  can  help  you  help 
your  patients. 


The  complications  and  consequences  of 
alcohol  addiction  are  numerous  and  often 
tragic.  Schick  Shadel’s  proven  treatment  pro- 
gram can  help  you  help  your  patients  quit 
drinking  before  it’s  too  late.  Unlike  other  pro- 
grams that  rely  almost  entirely  on  psychiatric 
counseling,  ours  is  based  on  the  scientific 
concept  of  “Aversion  Therapy,”  and  effectively 
combines  medicine  and  psychology  in  just 
10  days  of  counter-conditioning  treatments. 
Also,  our  treatment  plans  are  covered  by  most 
insurance  plans,  including  Medicare. 

Since  1935  we’ve  helped  more  than  35,000 
people  quit  drinking  and  lead  happier  lives. 


We  can  help  you  help  your  patients,  too. 

For  more  information,  contact  Chief 
of  Medical  Staff,  Dr.  Eck  G.  Prud’homme, 

Jr.,  M.D. 

Where  craving  for  alcohol  ends  and  a new  life 
begins. 


Schick 

Shade! 

Hospital 


4101  Frawley  Drive 
Fort  Worth,  Texas  76118 
(800)  255-9312 
in  Texas  (800)  772-7516 
D/FW  Metro  589-0444 
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Before  prescribing,  see  complete  prescribing  information  in  SK&F  CO. 
literature  or  PDA.  The  following  is  a briet  summary.  

WARNING 

This  drug  is  not  indicated  for  initial  therapy  ot  edema  or  hypertension 
Edema  or  hypertension  requires  therapy  titrated  to  the  individual.  It  this 
combination  represents  the  dosage  so  determined,  its  use  may  be 
more  convenient  in  patient  management.  Treatment  of  hypertension 
and  edema  is  not  static,  but  must  be  reevaluated  as  conditions  in 
each  patient  warrant 


Contraindications:  Concomitant  use  with  other  potassium-sparing  agents 
such  as  spironolactone  or  amiloride.  Further  use  in  anuria,  progressive 
renal  or  hepatic  dysfunction,  hyperkalemia.  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  component  or  other  sulfonamide- 
derived  drugs. 

Warnings:  Do  not  use  potassium  supplements,  dietary  or  otherwise,  unless 
hypokalemia  develops  or  dietary  intake  ol  potassium  is  markedly  impaired. 

If  supplementary  potassium  is  needed,  potassium  tablets  should  not  be 
used.  Hyperkalemia  can  occur,  and  has  been  associated  with  cardiac  irregu- 
larities It  is  more  likely  in  the  severely  ill,  with  urine  volume  less  than 
one  liter/day,  the  elderly  and  diabetics  with  suspected  or  confirmed  renal 
insufficiency.  Periodically,  serum  K+  levels  should  be  determined.  If  hyper- 
kalemia develops,  substitute  a thiazide  alone,  restrict  K+  intake.  Asso- 
ciated widened  QRS  complex  or  arrhythmia  requires  prompt  additional 
therapy.  Thiazides  cross  the  placental  barrier  and  appear  in  cord  blood. 
Use  in  pregnancy  requires  weighing  anticipated  benefits  against  possible 
hazards,  including  fetal  or  neonatal  jaundice,  thrombocytopenia,  other 
adverse  reactions  seen  in  adults.  Thiazides  appear  and  triamterene  may 
appear  in  breast  milk.  If  their  use  is  essential,  the  patient  should  stop 
nursing.  Adequate  information  on  use  in  children  is  not  available  Sensitivity 
reactions  may  occur  in  patients  with  or  without  a history  of  allergy  or 
bronchial  asthma.  Possible  exacerbation  or  activation  of  systemic  lupus 
erythematosus  has  been  reported  with  thiazide  diuretics. 

Precautions:  The  bioavailability  of  the  hydrochlorothiazide  component  of 
Dyazide'  is  about  50%  of  tbe  bioavailability  of  tbe  single  entity  Theoreti- 
cally, a patient  transferred  from  the  single  entities  of  Dyrenium  (triamterene, 
SK&F  CO.)  and  hydrochlorothiazide  may  show  an  increase  in  blood  pressure 
or  fluid  retention  Similarly,  it  is  also  possible  that  the  lesser  hydro- 
chlorothiazide bioavailability  could  lead  to  increased  serum  potassium  levels. 
However,  extensive  clinical  experience  with  ’Dyazide1  suggests  that  these 
conditions  have  not  been  commonly  observed  in  clinical  practice.  Oo 
periodic  serum  electrolyte  determinations  (particularly  important  in  patients 
vomiting  excessively  or  receiving  parenteral  fluids,  and  during  concurrent 
use  with  amphotericin  B or  corticosteroids  or  corticotropin  [ACTH]), 
Periodic  BUN  and  serum  creatinine  determinations  should  be  made, 
especially  in  the  elderly,  diabetics  or  those  with  suspected  or  confirmed 
renal  insufficiency.  Cumulative  effects  of  the  drug  may  develop  in  patients 
with  impaired  renal  function.  Thiazides  should  be  used  with  caution  in 
patients  with  impaired  hepatic  function.  They  can  precipitate  coma  in 
patients  with  severe  liver  disease.  Observe  regularly  for  possible  blood 
dyscrasias,  liver  damage,  other  idiosyncratic  reactions.  Blood  dyscrasias 
have  been  reported  in  patients  receiving  triamterene,  and  leukopenia, 
thrombocytopenia,  agranulocytosis,  and  aplastic  and  hemolytic  anemia 
have  been  reported  with  thiazides.  Thiazides  may  cause  manifestation  of 
latent  diabetes  mellitus.  The  effects  of  oral  anticoagulants  may  be 
decreased  when  used  concurrently  with  hydrochlorothiazide;  dosage  adjust- 
ments may  be  necessary.  Clinically  insignificant  reductions  in  arterial 
responsiveness  to  norepinephrine  have  been  reported.  Thiazides  have  also 
been  shown  to  increase  the  paralyzing  effect  of  nondepolarizing  muscle 
relaxants  such  as  tubocurarine.  Triamterene  is  a weak  folic  acid  antagonist. 
Do  periodic  blood  studies  in  cirrhotics  with  splenomegaly  Antihypertensive 
effects  may  be  enhanced  in  post-sympathectomy  patients.  Use  cautiously 
in  surgical  patients.  Triamterene  has  been  found  in  renal  stones  in  asso- 
ciation with  the  other  usual  calculus  components.  Therefore,  Dyazide’ 
should  be  used  with  caution  in  patients  with  histories  of  stone  formation. 
A few  occurrences  of  acute  renal  failure  have  been  reported  in  patients  on 
‘Dyazide’  when  treated  with  indomethacin.  Therefore,  caution  is  advised  in 
administering  nonsteroidal  anti-inflammatory  agents  with  ’Dyazide’  The 
following  may  occur:  transient  elevated  BUN  or  creatinine  or  both,  hyper- 
glycemia and  glycosuria  (diabetic  insulin  requirements  may  be  altered), 
hyperuricemia  and  gout,  digitalis  intoxication  (in  hypokalemia),  decreasing 
alkali  reserve  with  possible  metabolic  acidosis.  'Dyazide1  interferes  with 
fluorescent  measurement  of  quinidine.  Hypokalemia  is  uncommon  with 
’Dyazide’,  but  should  it  develop,  corrective  measures  should  be  taken  such 
as  potassium  supplementation  or  increased  dietary  intake  of  potassium- 
rich  foods.  Dorrective  measures  should  be  instituted  cautiously  and  serum 
potassium  levels  determined.  Discontinue  corrective  measures  and 
‘Dyazide’  should  laboratory  values  reveal  elevated  serum  potassium. 
Chloride  deficit  may  occur  as  well  as  dilutional  hyponatremia.  Concurrent 
use  with  chlorpropamide  may  increase  the  risk  of  severe  hyponatremia. 
Serum  PBI  levels  may  decrease  without  signs  of  thyroid  disturbance.  Dal- 
cium  excretion  is  decreased  by  thiazides.  Dyazide’  should  be  withdrawn 
before  conducting  tests  for  parathyroid  function. 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive 
drugs. 

Diuretics  reduce  renal  clearance  of  lithium  and  increase  the  risk  of  lithium 
toxicity. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  headache,  dry 
mouth;  anaphylaxis,  rash,  urticaria,  photosensitivity,  purpura,  other  dermat- 
ological conditions;  nausea  and  vomiting,  diarrhea,  constipation,  other 
gastrointestinal  disturbances;  postural  hypotension  (may  be  aggravated  by 
alcohol,  barbiturates,  or  narcotics).  Necrotizing  vasculitis,  paresthesias, 
icterus,  pancreatitis,  xanthopsia  and  respiratory  distress  including  pneu- 
monitis and  pulmonary  edema,  transient  blurred  vision,  sialadenitis,  and 
vertigo  have  occurred  with  thiazides  alone.  Triamterene  has  been  found  in 
renal  stones  in  association  with  other  usual  calculus  components.  Rare 
incidents  of  acute  interstitial  nephritis  have  been  reported.  Impotence  has 
been  reported  in  a few  patients  on  ’Dyazide’,  although  a causal  relationship 
has  not  been  established. 

Supplied:  ‘Dyazide’  is  supplied  as  a red  and  white  capsule,  in  bottles  of 
1000  capsules;  Single  Unit  Packages  (unit-dose)  of  100  (intended  for 
institutional  use  only);  in  Patlent-Pak™  unit-of-use  bottles  of  100. 

BRS-DZ:L39 


In  Hypertension*... 
When  You  Need  to 
Conserve  K+ 

Remember  the  Unique 
Red  and  White  Capsule: 


Your  Assurance  of 


Potassium-  Sparing 

mAzmE* 

25  mg  Hydrochlorothiazide/50  mg  Triamterene/SKF 

Over  19  Years  of  Confidence 


The  unique 
red  and  white 
Dyazide®  capsule: 
\bur  assurance  of 
SK&F  quality. 


a product  of 

SK&F  CO. 

Carolina,  P R.  00630 


©SK&F  Co.,  1983 


On  nitrates, 
but  angina  still 

strikes... 


After  a nitrate, 

add  1S0PT1N 

(verapamil  HCl/Knoll) 


To  protect  your  patients,as  well  as  their  quality  of  life, 
add  Isoptin  instead  of  a beta  blocker. 


First,  Isoptin  not  only  reduces  myocardial  oxygen  demand 
by  reducing  peripheral  resistance,  but  also  increases  coro- 
nary perfusion  by  preventing  coronary  vasospasm  and 
dilating  coronary  arteries  — both  normal  and  stenotic. 
These  are  antianginal  actions  that  no  beta  blocker 
can  provide. 

Second,  Isoptin  spares  patients  the 
beta-blocker  side  effects  that  may 
compromise  the  quality  of  life. 

With  Isoptin,  fatigue,  bradycardia  and  mental 
depression  are  rare.  Unlike  beta  blockers, 

Isoptin  can  safely  be  given  to  patients  with 
asthma,  COPD,  diabetes  or  peripheral 
vascular  disease.  Serious  adverse 
reactions  with  Isoptin  are  rare 
at  recommended  doses;  the 
single  most  common  side 
effect  is  constipation  (6.3%). 

Cardiovascular  contra- 
indications to  the  use  of 
Isoptin  are  similar  to  those 
of  beta  blockers:  severe 
left  ventricular  dysfunction, 
hypotension  (systolic  pres- 
sure <90  mm  Hg)  or  cardio- 
genic shock,  sick  sinus  syndrome 
(if  no  artificial  pacemaker  is  present) 
and  second-  or  third-degree  AV  block. 

So,  the  next  time  a nitrate  is  not  enough,  add 
Isoptin ...  for  more  comprehensive  antianginal 
protection  without  side  effects  which  may 
cramp  an  active  life  style. 


ISOPTIN.  Added 
antianginal  protection 
without  beta-blocker 
side  effects. 


Please  see  brief  summary  on  following  page 


ISOPTIN  TABLETS 

(verapamil  HCl/Knoll) 

80  mg  and  120  mg 

Contraindications:  Severe  left  ventricular  dysfunction  (see  Warn- 
ings), hypotension  (systolic  pressure  <90  mm  Hg)  or  cardiogenic 
shock,  sick  sinus  syndrome  (if  no  pacemaker  is  present),  2nd-  or  3rd- 
degree  AV  block  Warnings:  ISOPTIN  should  be  avoided  in  patients 
with  severe  left  ventricular  dysfunction  (e  g.,  ejection  fraction  <30%) 
or  moderate  to  severe  symptoms  of  cardiac  failure.  Control  milder 
heart  failure  with  optimum  digitalization  and/or  diuretics  before 
ISOPTIN  is  used.  ISOPTIN  may  occasionally  produce  hypotension 
(usually  asymptomatic,  orthostatic,  mild,  and  controlled  by  decrease 
in  ISOPTIN  dose).  Occasional  elevations  of  liver  enzymes  have  been 
reported;  patients  receiving  ISOPTIN  should  have  liver  enzymes  moni- 
tored periodically.  Patients  with  atrial  flutter/fibrillation  and  an  acces- 
sory AV  pathway  (e.g.,  W-P-W  or  L-G-L  syndromes)  may  develop  a 
very  rapid  ventricular  response  after  receiving  ISOPTIN  (or  digitalis). 
Treatment  is  usually  D C. -cardioversion.  AV  block  may  occur  (3rd 
degree,  0.8%).  Development  of  marked  Ist-degree  block  or  progres- 
sion to  2nd-  or  3rd-degree  block  requires  reduction  in  dosage  or, 
rarely,  discontinuation  and  institution  of  appropriate  therapy.  Sinus 
bradycardia,  2nd-degree  AV  block,  sinus  arrest,  pulmonary  edema, 
and/or  severe  hypotension  were  seen  in  some  critically  ill  patients 
with  hypertrophic  cardiomyopathy  who  were  treated  with  ISOPTIN 
Precautions:  ISOPTIN  should  be  given  cautiously  to  patients  with 
impaired  hepatic  function  (in  severe  dysfunction  use  about  30%  of 
the  normal  dose)  or  impaired  renal  function,  and  patients  should  be 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other 
signs  of  overdosage.  Studies  in  a small  number  of  patients  suggest 
that  concomitant  use  of  ISOPTIN  and  beta  blockers  may  be  beneficial 
in  patients  with  chronic  stable  angina.  Combined  therapy  can  also 
have  adverse  effects  on  cardiac  function.  Therefore,  until  further 
studies  are  completed,  ISOPTIN  should  be  used  alone,  if  possible.  If 
combined  therapy  is  used,  patients  should  be  monitored  closely 
Combined  therapy  with  ISOPTIN  and  propranolol  should  usually  be 
avoided  in  patients  with  AV  conduction  abnormalities  and/or  de- 
pressed left  ventricular  function  or  in  patients  who  have  also  recently 
received  methyldopa.  Chronic  ISOPTIN  treatment  increases  serum 
digoxin  levels  by  50%  to  70%  during  the  first  week  of  therapy,  which 
can  result  in  digitalis  toxicity.  The  digoxin  dose  should  be  reduced 
when  ISOPTIN  is  given,  and  the  patient  carefully  monitored.  ISOPTIN 
may  have  an  additive  hypotensive  effect  in  patients  receiving  blood- 
pressure-lowering  agents.  Disopyramide  should  not  be  given  within 
48  hours  before  or  24  hours  after  ISOPTIN  administration.  Until  fur- 
ther data  are  obtained,  combined  ISOPTIN  and  quimdine  therapy  in 
patients  with  hypertrophic  cardiomyopathy  should  probably  be 
avoided,  since  significant  hypotension  may  result.  Adequate  animal 
carcinogenicity  studies  have  not  been  performed.  One  study  in  rats 
did  not  suggest  a tumorigemc  potential,  and  verapamil  was  not 
mutagenic  in  the  Ames  test.  Pregnancy  Category  C : There  are  no 
adequate  and  well-controlled  studies  in  pregnant  women.  This  drug 
should  be  used  during  pregnancy,  labor,  and  delivery  only  if  clearly 
needed.  It  is  not  known  whether  verapamil  is  excreted  in  breast  milk, 
therefore,  nursing  should  be  discontinued  during  ISOPTIN  use. 
Adverse  Reactions:  Hypotension  (2.9%),  peripheral  edema  (1 .7%), 
AV  block:  3rd  degree  (0.8%),  bradycardia  HR<50/min  (1.1%),  CHF 
or  pulmonary  edema  (0.9%),  dizziness  (3.6%),  headache  (1.8%), 
fatigue  (1.1%),  constipation  (6.3%),  nausea  (1.6%).  The  following 
reactions,  reported  in  less  than  0.5%,  occurred  under  circumstances 
where  a causal  relationship  is  not  certain  confusion,  paresthesia, 
insomnia,  somnolence,  equilibrium  disorders,  blurred  vision,  syncope, 
muscle  cramps,  shakiness,  claudication,  hair  loss,  maculae,  and  spotty 
menstruation.  Overall  continuation  rate  of  94.5%  in  1,166  patients. 
How  Supplied:  ISOPTIN  (verapamil  HCl)  is  supplied  in  80  mg  and 
120  mg  sugar-coated  tablets.  July  1982  2068 
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IGNORANCE 
IS  NO 
EXCUSE. 

America's  declining 
productivity  is  serious 
business. 

It's  about  time  we  all 
got  serious  about  it. 

8 America's  productivity 
growth  rate  has  been 
slipping  badly  tor  sev- 
eral years  now,  com- 
pared to  that  of  other 
nations.  And  it's  ad- 
versely affecting  each 
and  every  one  of  us. 
We've  all  seen 
plants  and  businesses  close  down. 
Tens  of  thousands  of  jobs  lost.  Prices 
rising,  quality  deteriorating.  A flood 
of  foreign-made  products  invading 
our  shores.  It's  all  part  of  our  declin- 
ing productivity  rate. 

We've  simply  got  to  work  it  out — 
and  we've  got  to  work  together  to  do 
it.  But  first,  we  need  to  know  more 
about  the  problem  and  the  possible 
solutions  so  we  can  act  intelligently 
and  effectively. 

That's  why  you  should  send  for 
this  informative  new  booklet.  It  hasn't 
got  all  the  answers — there  are  no 
quick  and  easy  ways  out — but  it's  a 
very  good  place  to  start  the  produc- 
tivity education  of  yourself,  your 
associates  and  your  workers.  It's  free 
for  the  asking  — and  in  quantity.  Mail 
the  coupon  right  away.  Ignorance  is 
no  excuse. 


A public  service  of  this  publication 
and  the  American  Productivity  Center 


America. 

Let's  work  together. 


IF  National  Productivity  Awareness  Campaign 
I P.O.  Box  480,  Lorton,  VA  22079 
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Yes,  I would  like  to  improve  my  company's 
productivity  Please  send  me  a free  copy  of 
"Productivity  the  crisis  that  crept  up  on  us." 
(Quantities  available  at  cost  from  above 
address  ) 


Name 


I Title 

! Company 

I City State Zip. 

| Please  allow  4-6  weeks  for  delivery. 
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State  of  the  art.  Such  a bold  statement  is  usually 
descriptive  of  medical  technology,  not  malpractice 
insurance.  But  the  level  of  achievement  Insurance 
Corporation  of  America  has  maintained  since  its 
founding  nine  years  ago  can  be  depicted  in  no  other 
way.  Just  as  the  qualities  embraced  by  this  assertion 
strength,  expertise,  responsibility— are  necessary, 
elements  of  your  daily  practice,  they  are  essential  to 
our  corporate  philosophy. 

Our  highly  selective  approach,  to  underwriting, 
conservative  investment  philosophy  and  prudent 
operating  policies  provide  a strong  financial  base, 
which  solidifies  our  ability  to  protect  your  practice. 


Further,  as  a single-line  carrier,  our  commitment  to 
you  is  to  provide  a quality  product  and  service  for 
your  special  needs. 

Insurance  industry  submission  to  non-meritorious 
claims  is  a major  reason  why  malpractice  litigation  is 
a booming  business  and  why  physicians  are  paying 
the  price.  1CA  counters  in  this  volatile  market  by  ' 
acting  rather  than  reacting  with  an  aggressive 
defense  posture.  And  our  strong,  professional  claims 
defense  team  is  the  cornerstone  of  our  responsibility 
to  you. 

State  of  the  art  protection— a bold  step  forward  in 
professional  liability  insurance. 


The  Specialist  in 


Professional  Liability. 

I ■ ' , . ' 1 : ’.'I 

INSURANCE 
CORPORATION 


j:Ui 


OF  AMERICA 


m 
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Houston,  Texas 
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gram,  “Taking  Charge,”  and  a brochure 
in  the  TMA  HealthWise  series  called 
“Good  Health — Does  it  Have  to  Cost 
a Lot?” 

To  order  copies  of  the  brochure, 
contact  the  TMA  Communication  De- 
partment, 1801  N Lamar  Blvd,  Austin, 
TX  78701 , phone  (512)  477-6704. 

201  doctors  seek  opportunities 
through  TMA  placement  service 

At  press  time,  201  physicians  were 
seeking  practice  opportunities  through 
Texas  Medical  Association’s  Physicians 
Placement  Service. 

The  most  popular  areas  of  interest 
were  internal  medicine,  with  57  appli- 
cants; family  practice,  46;  surgery,  25; 
and  anesthesiology,  15. 

The  service  listed  232  opportunities 
available,  with  93  of  those  in  family 
practice,  and  35  in  internal  medicine. 
The  third  largest  number  of  opportuni- 
ties (23)  were  for  obstetricians/gyne- 
cologists, a specialty  that  attracted  only 
10  applicants. 

A total  of  1 5 physicians  expressed  in- 
terest in  anesthesiology  positions,  but 
the  service  had  no  opportunities  listed. 

TMA  offers  the  placement  service  at 
no  charge  to  members.  Since  Jan  1 , 
1984,  the  association  has  charged  a 
subscription  fee  of  $25  for  nonmem- 
bers, which  produced  $5,925  during 
the  year. 

More  than  3,000  attend 
TMA  workshops,  seminars 

A record  3, 1 30  physicians,  their  office 
staff  members,  and  spouses  attended 
Texas  Medical  Association’s  60  prac- 
tice management  workshops  and 
seminars  during  1984. 

With  1,515  registrants,  “Improving 
Third-Party  Reimbursement  for  You 
and  Your  Patients"  was  the  most  popu- 
lar presentation.  The  program  was 
repeated  1 9 times  in  1 2 Texas  cities. 

A practice  management  series  at- 
tracted 866  registrants  in  Dallas,  San 
Antonio,  Houston,  El  Paso,  and  Austin. 
This  program  was  presented  26  times. 


Other  seminars  during  1984  included 
“Establishing  Yourself  in  Medical  Prac- 
tice,” presented  eight  times  for  an 
audience  of  314;  “Increasing  your  Net 
Worth"  three  times  for  201 ; "Gearing 
Up  for  Retirement,”  two  times  for  1 28; 
and  "Personal  Income  and  Estate  Plan- 
ning,” two  times  for  1 06. 

TMA  physicians  and  their  office  staffs 
represented  86%  of  the  registrants, 
and  spouses  comprised  a substantial 
number  of  the  remaining  participants. 

The  programs  generated  $224,960  in 
revenues,  while  expenditures  totaled 
$189,035.  Registration  fees  ranged 
from  $60  to  $1 60  for  members,  with 
nonmembers  paying  higher  fees. 

For  information  on  workshops  sched- 
uled for  1985,  contact  Texas  Medical 
Association,  1801  N Lamar  Blvd,  Aus- 
tin, TX  78701 , or  call  (51 2)477-6704, 
ext  262. 

Trustees  award  $75,900 
in  student  loans 

Texas  Medical  Association’s  trustees 
awarded  $18,000  in  loans  to  medical 
students  during  the  fourth  quarter  of 
1 984,  bringing  the  total  amount  awarded 
during  the  year  to  $75,900. 

The  1 984  total  is  significantly  lower 
than  the  $439,000  loaned  in  1983, 
when  there  were  more  available  funds 
in  the  form  of  earnings  on  the  principals 
of  TMA’s  various  loan  programs. 

During  1984,  nine  students  received 
loans  totaling  $9,000  from  the  TMA 
Auxiliary  loan  fund.  Eight  students 
benefitted  from  the  May  Owen  Trust,  re- 
ceiving loans  totaling  $8,000.  The 
Valley  Family  Physicians  Fund  awarded 
a total  of  $3,000  to  two  students.  And, 
57  students  received  a total  of  $55,900 
from  the  S.E.  Thompson  Fund. 

TMA’s  Medical  Education  and  Re- 
search Foundation  received  $82,850  in 
contributions,  which  will  be  added  to 
the  principal  amounts  of  the  loan  funds. 
Harris  County  Medical  Society  Auxiliary 
Student  Loan  Fund  gave  $40,000, 
the  largest  contribution.  The  Truman 
Blocker,  MD,  Memorial  Scholarship 


Fund  rece'ved  $29,500;  the  new  Medi- 
cal Student  Loan  Fund,  $10,350;  and 
the  Durham  Memorial  Foundation, 
$3,000. 

On  a related  topic,  the  TMA  Medical 
Student  Section  officially  has  prompted 
repayment  of  student  loans  by  support- 
ing collection  efforts. 

Delinquent  loans  accounted  for  only 
1 .6%  of  the  outstanding  loans  in  1 984. 

At  the  end  of  the  year,  1 ,070  medical 
students  had  1,551  loans  outstanding 
in  the  amount  of  $1 ,41 7,295.  During  the 
first  nine  months  of  the  year,  TMA 
collected  $1 51 ,300  in  principal  and 
interest  payments  from  students  who 
had  received  loans  from  the  Dr  S.E. 
Thompson  Fund,  representing  a 32% 
increase  over  the  same  period  a year 
earlier.  With  a 68%  increase  over  1983, 
collections  on  the  Dr  May  Owen  Trust 
amounted  to  $18,887. 

Most  of  TMA's  student  loans  carry  an 
interest  rate  of  4.5%.  Students  who 
take  out  the  loans  are  asked  to  initiate 
payments  on  the  principal  four  years 
after  graduation  from  medical  school, 
and  he  or  she  then  has  an  additional 
four  years  to  complete  payment  of  the 
loans. 

Advertising  revenue  up  1 2% 
for  Texas  Medicine 

Texas  Medicine  posted  a healthy  in- 
crease in  advertising  revenue  as  the 
staff  closed  the  books  on  1 984. 

The  advertising  income  of 
$367,487 — a record  high — repre- 
sented a 1 2%  increase  over  the  pre- 
vious year,  and  was  well  above  the 
budgeted  income  of  $325,000. 

Paid  advertising  accounted  for  662 
pages  in  1984,  averaging  55.2  pages 
per  issue. 

TMA  staff  secured  67%  of  the  adver- 
tising placed  in  Texas  Medicine  in 
1984,  while  the  State  Medical  Journal 
Advertising  Bureau,  Inc,  (SMJAB)  gen- 
erated the  remaining  portion  of  the 
business  from  national  advertisers. 

Advertising  rates  for  1985  have  in- 
creased an  average  of  22%,  bringing 
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the  cost  of  a full-page  black  and  white 
advertisement  to  $640.  A one-page, 
full-color  advertisement  costs  $1 ,530. 

Texas  Medicine’s  circulation  has 
increased  at  the  same  time,  and  the 
journal  remains  a leader  among  monthly 
state  medical  journals  in  total  advertis- 
ing pages. 

HEALTH  LINE 

Houston  clinic  studies 
post-poliomyelitis  problems 

A post-poliomyelitis  clinic  at  The  insti- 
tute for  Rehabilitation  and  Research, 
Houston,  is  studying  the  health  prob- 
lems experienced  by  some  25%  of 
the  nation’s  300,000  poliomyelitis 
survivors. 

Lauro  Halstead,  MD,  program  direc- 
tor at  the  clinic,  notes  that  symptoms 
appear  30  to  40  years  after  contracting 
the  disease.  Sufferers  experience 
weakness  in  previously  affected  and 
unaffected  muscles,  and  muscle  pain 
and  joint  pain.  The  most  common  diffi- 
culties are  with  walking,  climbing  stairs, 
bathing,  transfers,  and  bladder  func- 
tion. In  addition,  a fairly  large  number  of 
persons  have  to  resume  full-  or  part- 
time  use  of  wheelchairs  or  ventilators 
that  they  had  not  used  for  many  years. 

Research  at  the  post-poliomyelitis 
clinic  has  revealed  four  factors  strongly 
associated  with  the  development  of 
problems:  (1)  hospitalization  at  onset, 

(2)  being  over  1 0 years  old  at  onset, 

(3)  use  of  a ventilator,  and  (4)  paralytic 
involvement  of  four  limbs  at  onset. 

Although  the  cause,  or  causes,  of 
these  health  problems  are  not  known, 
aging  undoubtedly  plays  a role.  How- 
ever, many  poliomyelitis  survivors  who 
are  affected  are  in  their  30s,  40s,  or 
even  late  20s,  which  is  considerably 
early  for  age-related  changes  in  the 
central  nervous  system. 

The  clinic  was  established  in  July 
1984,  and  accepts  patients  by  self  re- 
ferral or  physician  referral. 

“Thus  far,  the  majority  of  the  patients 


seen  in  the  clinic  have  had  one  or  more 
health  problems,  but  a number  of  the 
patients  are  not  having  any  particular 
problems  and  just  want  information  and 
advice  for  the  future,"  Dr  Halstead  said. 

“We  are  also  seeing  patients  who  are 
not  sure  if  they  had  poliomyelitis,  and 
are  coming  to  verify  the  diagnosis  and 
see  if  we  might  help  explain  puzzling 
new  health  symptoms.  We  hope  to  fol- 
low as  many  of  these  patients  as 
possible  from  all  three  groups  to  clarify 
differences,  similarities,  and  long-term 
course.” 

Aspirin  packages  to  warn 
of  Reye  s syndrome  risk 

Aspirin  manufacturers  have  agreed  to 
develop  new  labels  to  warn  of  a pos- 
sible link  between  aspirin  and  Reye’s 
syndrome. 

Their  action  was  based  on  data  from 
a Centers  for  Disease  Control  study 
which  revealed  that  97%  of  children 
with  Reye’s  syndrome  were  reported  to 
have  used  aspirin  during  respiratory  or 
chickenpox  illnesses  before  the  onset 
of  the  disease. 

In  response  to  HHS  Secretary  Mar- 
garet Heckler’s  request,  aspirin 
manufacturers  voluntarily  agreed  to 
(a)  place  a warning  on  aspirin  pack- 
ages; (b)  discontinue  any  promotion  for 
use  of  their  product  in  cases  of  influ- 
enza or  chickenpox;  and  (c)  warn  that 
physicians  be  notified  before  use  of 
aspirin  in  cases  of  influenza  or 
chickenpox. 

The  reduced  incidence  of  the  dis- 
ease during  the  past  several  years — 
from  454  cases  in  1 975  to  1 90  cases  in 
1984 — has  been  attributed  to  the  de- 
cline in  the  use  of  aspirin  among  young 
children. 

Smokeless  tobacco  use 
rises,  presents  health  risks 
The  Federal  Trade  Commission  has 
asked  the  surgeon  general  to  begin  a 
comprehensive  investigation  of  the 
possible  health  dangers  of  smokeless 
tobacco — snuff  and  chewing  tobacco — 


that  could  lead  to  warnings  similar  to 
those  on  cigarette  packages. 

According  to  a report  in  Texas  Pre- 
ventable Disease  News  (Feb  2,  1985), 
there  are  approximately  22  million 
users  of  smokeless  tobacco  in  the 
United  States.  The  Texas  Department 
of  Health  publication  cites  a report  of 
the  Department  of  Health  of  the  State 
of  Ohio  which  says  that  the  average 
consumer  of  smokeless  tobacco  is  age 
18  to  30.  Increasing  use  of  smokeless 
tobacco  is  evident  in  the  results  of  a 
1 982  study  conducted  by  Ohio  Univer- 
sity, which  showed  that  22%  of  7th  and 
8th  grade  students  in  Zanesville,  Ohio, 
were  current  users  of  snuff  and  that 
they  started  using  it  at  approximately 
10  years  of  age.  Nine  percent  were  cur- 
rent users  of  chewing  tobacco  and 
began  chewing  at  approximately  9V2 
years  of  age. 

The  report  stressed  the  importance 
of  student  education  on  the  health  im- 
plications of  smokeless  tobacco. 

A bibliography  of  information  on 
smokeless  tobacco  is  available  through 
the  Bureau  of  Epidemiology,  Texas 
Department  of  Health,  1 1 00  West  49th 
St,  Austin,  TX  78756;  telephone 
(512)458-7207. 

Adult  immunization  needs 
addressed  in  ACP  guide 

The  American  College  of  Physicians 
(ACP)  has  published  a handbook  to 
help  physicians  meet  the  vaccination 
needs  of  adult  patients.  The  Guide  for 
Adult  Immunization  discusses  clinical 
issues  related  to  specific  vaccines  and 
gives  recommendations  for  immunizing 
adults  based  on  age,  health,  and  spe- 
cial considerations  such  as  lifestyle, 
occupation,  and  environment. 

“The  routine  immunization  of  chil- 
dren has  virtually  eliminated  many 
vaccine-preventable  diseases  in  the 
United  States,"  said  ACP  Executive 
Vice  President  Robert  H.  Moser,  MD. 
“Immunization  isn't  just  kid  stuff.  There 
are  safe,  effective  vaccines  against  a 
number  of  diseases  that  we  see  in  adult 
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Lease  a Place  in 

Clear  Lake’s  Medical  Future. 


Physicians  and  related  healthcare  professionals  can 
now  assure  themselves  a place  in  dynamic  Clear  Lake’s 
future.  Completely  refurbished  Clear  Lake  Medical  Profes- 
sional Building  now  has  space  available.  Located  adjacent 
to  Humana  Hospital  Clear  Lake,  offices  in  this  modern 
facility  will  position  your  practice  in  the  middle  of  fast- 
developing  Clear  Lake  Medical  Center. 

Consider  these  advantages  to  being  located  in  the  re- 
gional medical  center  of  the  future:  Covered  walkway  to 
Clear  Lake  Medical  Tower  • walking  distance  to  five  more 
existing,  projected  or  developing  healthcare  facilities 
• 24-hour  security  and  management  assistance  • beauti- 
fully landscaped  courtyard  • abundant  parking  • nearby 
shopping  and  convenience  services  to  attract  and  hold 
quality  staff  personnel. 
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Medical  Professional 
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400  Medical  Center  Blvd.  • Webster,  Texas  77598 
Fred  Goeke  & Associates,  Inc.,  Property  Manager 
Call  Bill  Goeke  (713)  847-2100 
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patients.  We  want  every  physician  to 
get  in  the  habit  of  routinely  considering 
what  vaccines  would  protect  patients 
against  these  diseases.” 

The  ACP  guide  includes  a reference 
table  summarizing  the  college’s  recom- 
mendations and  an  appendix  of  cur- 
rently licensed  vaccines  listed  with  their 
manufacturers  and  license  numbers, 
date  of  license,  and  prices  as  of 
mid-1984.  Several  tables,  such  as  a 
summary  outline  of  vaccines  to  be 
considered  for  specific  groups,  are 
available  for  quick  reference.  To  keep 
up  with  the  advances  in  vaccine 
practices,  the  ACP  plans  to  issue  an 
updated  version  as  needed  or  every 
two  to  three  years. 

The  handbook  has  been  mailed  to 
members  of  the  American  College  of 
Physicians.  Nonmembers  may  order 
copies  of  the  Guide  for  Adult  Immu- 
nization at  $1 0 each  for  1 -5  copies, 

$8  for  6-20  copies,  and  $6.50  for  21  or 
more  copies  by  writing  to  the  American 
Collge  of  Physicians,  PO  Box  7777- 
R0325,  Philadelphia,  PA  19175. 

Roster  aids  research 
on  Huntington’s  disease 

A research  roster  for  Huntington’s  dis- 
ease (HD)  patients  and  families  has 
been  established  at  Indiana  University 
School  of  Medicine  in  response  to  a 
recommendation  of  the  Commission  for 
the  Control  of  Huntington’s  Disease 
and  its  Consequences. 

The  primary  purpose  of  the  roster  is 
to  facilitate  research,  which  usually 
requires  participation  of  HD  family 
members  or  the  use  of  their  tissues. 
Ready  access  to  patients  and  families 
is  difficult  since  families  are  often  scat- 
tered throughout  the  country.  The 
roster  can  assist  investigators  who 
need  statistical  information  or  wish  to 
contact  the  families. 

Potential  roster  members  should 
know  that  (1 ) membership  is  totally  vol- 
untary; (2)  a member  can  ask  to  be 
taken  off  at  any  time;  (3)  no  information 
will  be  given  to  anyone  without  written 


consent;  (4)  no  one,  including  family 
members,  can  find  out  who  is  listed  in 
the  roster;  and  (5)  roster  members  will 
never  be  pressured  to  participate  in 
research. 

Two  types  of  requests  from  scientists 
are  expected:  (1 ) questions  requiring 
data  from  the  roster  which  do  not  in- 
volve names,  such  as  those  of  a sta- 
tistical or  epidemiological  nature  (in  this 
case  the  information  is  extracted  from 
the  roster  and  given  to  the  investigator); 
and  (2)  requests  to  be  put  in  contact 
with  specific  families  or  individuals, 
usually  in  order  to  obtain  tissue 
samples  (if  the  individual  agrees  in 
writing  to  be  contacted,  the  roster 
member’s  name  will  be  given  to  the 
investigator). 

All  requests  for  assistance  from  the 
roster  should  be  approved  by  a scien- 
tific peer  review  group,  either  of  the 
National  Institutes  of  Health,  a state 
government  body,  or  a voluntary  health 
agency.  The  Scientific  Advisory  Com- 
mittee of  the  roster  reviews  all  requests. 

For  further  information  on  the  Hunt- 
ington’s disease  research  roster,  call  or 
write  HD  Roster,  Department  of  Medi- 
cal Genetics,  Indiana  University  School 
of  Medicine,  1 100  W Michigan  St, 
Indianapolis,  IN  46223;  telephone 
(317)264-2241. 

NIH  publishes  report  on 
fresh  frozen  plasma 

“Fresh  Frozen  Plasma:  Indications  and 
Risks”  is  the  subject  of  a report  issued 
by  the  National  Institutes  of  Health 
(NIH).  After  hearing  presentations  on 
the  subject  by  scientific  experts,  an  NIH 
consensus  panel  addressed  the  follow- 
ing questions  in  the  report:  What  are 
the  currently  recommended  clinical 
indications  for  fresh  frozen  plasma 
(FFP)?  What  are  the  risks  of  FFP? 

What  alternative  therapies  exist?  What 
is  the  current  scientific  knowledge  re- 
garding the  effectiveness  of  FFP?  What 
directions  for  future  research  are 
indicated? 

At  the  National  Institutes  of  Health, 


consensus  conferences  bring  together 
researchers,  practicing  physicians,  rep- 
resentatives of  public  interest  groups, 
consumers,  and  others  to  carry  out  sci- 
entific assessments  of  drugs,  devices, 
and  procedures  in  an  effort  to  evaluate 
their  safety  and  effectiveness. 

Free,  single  copies  of  the  consensus 
statement  on  fresh  frozen  plasma  are 
available  from:  Michael  J.  Bernstein, 
Office  of  Medical  Applications  of  Re- 
search, Building  1,  Room  216,  National 
Institutes  of  Health,  Bethesda,  MD 
20205. 

SOCIOECONOMICS 

HCFA  directory  lists 
20.2%  of  Texas  MDs,  DOs 

With  20.2%,  or  6,026,  of  its  MDs  and 
DOs  classified  as  “participating,”  Texas 
ranked  38th  among  the  states  and  the 
District  of  Columbia,  according  to  sta- 
tistics from  the  Health  Care  Financing 
Administration.  However,  Texas  Medi- 
cal Association  has  learned  that  some 
Texas  physicians  are  listed  erroneously. 

Some  of  the  incorrect  listings  are  at- 
tributed to  the  fact  that  the  physicians 
practice  part-time  in  institutions  where 
assignment  is  accepted,  but  they  do 
not  accept  assignment  in  their  private 
practices. 

Participating  physicians  are  those 
who  choose  to  accept  Medicare  assign- 
ment for  all  their  patients  who  are  cov- 
ered by  the  plan. 


“Well,  if  it's  hereditary  then  send  the  bill  to 
my  old  man." 
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Alabama  had  the  largest  percentage 
of  participating  physicians,  53.9%, 
while  South  Dakota  had  the  smallest, 
5.6%. 

HCFA  reported  that  it  received 
119,525  participating  agreements,  and 
noted  that  138,179  individuals  partici- 
pate in  at  least  one  practice  setting. 

Texas  physicians  who  are  listed  in- 
correctly in  the  directory  are  asked  to 
contact  the  Socioeconomics  Division, 

1 905  N Lamar  Blvd,  Austin,  TX  78701 , 
or  phone  (512)477-6704. 

HCFA  announces  changes 
in  rules  regarding  equipment 

The  Health  Care  Financing  Administra- 
tion has  announced  changes  in  the 
Medicare  rules  regarding  rental  and 
purchase  of  durable  medical  equipment 
(DME),  which  includes  wheelchairs, 
hospital  beds,  and  other  equipment 
prescribed  by  a physician. 

In  most  cases,  Medicare  Part  B no 
longer  will  pay  indefinitely  for  equip- 
ment rental  and  will  limit  rental  re- 
imbursement to  the  amount  of  the 
purchase  price  for  DME  costing  less 
than  $120. 

Slightly  different  rules  apply  to  equip- 
ment costing  more  than  $120.  If  the  pa- 
tient rents  equipment  that  is  less  costly 
to  buy,  Medicare  also  will  limit  reim- 

E.  Don  Webb,  MD,  Houston  (left),  joins  Robert 
Bernstein,  MD,  Austin,  at  a Capitol  news  confer- 
ence Feb  26.  Dr  Webb  expressed  Texas  Medical 
Association's  support  for  legislation  requiring  the 
use  of  seatbelts. 


bursement  to  the  purchase  price.  How- 
ever, the  limit  will  not  be  applied 
beginning  with  the  first  rental  month. 
Rather,  patients  will  be  notified  when 
the  limit  will  begin  to  apply.  If  equipment 
is  purchased  when  rental  would  have 
been  more  economical,  payment  will  be 
made  on  the  basis  of  the  reasonable 
rental  allowance  until  the  purchase 
price  is  reached  or  until  the  equipment 
is  no  longer  needed,  whichever  comes 
first. 

If  buying  equipment  would  cause  the 
patient  a financial  hardship,  Medicare 
will  continue  to  reimburse  for  rental 
charges  even  though  purchase  would 
be  more  economical.  According  to 
HCFA,  a financial  hardship  exists  when: 

(1 ) the  patient  is  unable  to  pay  the  20% 
coinsurance  and  does  not  have  insur- 
ance that  could  help  pay  this  amount, 

(2)  he  cannot  arrange  with  the  supplier 
to  pay  these  amounts  in  installments, 
and  (3)  he  is  unable  to  obtain  the  equip- 
ment with  the  aid  of  a local  or  state  pro- 
gram, such  as  Mediciad.  If  the  patient  is 
unable  to  resolve  the  hardship  after 
three  months,  the  Medicare  carrier  will 
continue  to  make  rental  payments. 

A patient  may  rent  expensive  equip- 
ment, ie,  equipment  costing  several 
thousand  dollars,  even  when  purchase 
would  be  more  economical,  if  purchase 
is  not  considered  practical.  The  pur- 
chase is  not  practical  if  a patient  does 
not  have  access  to  a supplier  or  catalog 
house  that  will  accept  assignment  or 
that  can  furnish  the  item  at  Medicare's 
approved  charge  or  let  him  pay  monthly 
installments. 

Under  certain  conditions,  a patient 
can  avoid  paying  the  20%  coinsurance 
by  purchasing  used  equipment.  If  the 
used  equipment  costs  no  more  than 
75%  of  the  reasonable  purchase  price 
of  new  equipment,  and  the  patient  has 
met  the  $75  deductible,  Medicare  will 
pay  the  entire  cost  of  the  equipment. 

Used  medical  equipment  is  accept- 
able if  the  supplier  gives  the  same  war- 
ranty that  is  offered  with  new  equip- 
ment, and  certifies  that  the  item  is  in 


good  order  and  that  reasonable  service 
and  repair  expenses  for  the  used 
equipment  will  not  exceed  those  for 
comparable  new  equipment. 

Medicine  has  strong  voice 
in  1984  general  elections 

Texas  medicine  effectively  voiced  its 
opinion  in  the  November  1984  general 
elections  through  the  Texas  Medical 
Political  Action  Committee  (TEXPAC), 
American  Medical  Political  Action  Com- 
mittee (AMPAC),  and  increased  voter 
participation. 

TEXPAC  contributed  a record 
$552,468  to  183  candidates  seeking 
election  in  1984.  AMPAC  contributed 
$1 81 ,81 7 to  Texas  candidates  for  the 
US  Senate  and  US  House  of  Represen- 
tatives. TEXPAC  and  AMPAC  were  in- 
volved in  236  Texas  primary,  run-off, 
and  general  campaigns,  and  their  sup- 
ported candidates  were  successful  in 
80%  of  these  campaigns. 

TEXPAC’s  success  in  campaigns 
parallelled  its  growth  in  membership, 
which  climbed  1 6%  over  1 983  to  a total 
of  7,043.  That  figure  included  a 39% 
increase  in  TMA  Auxiliary  (TMAA) 
membership,  from  682  in  1983  to  946 
in  1984. 

Under  the  leadership  of  board  of  di- 
rectors chairman  Hugh  Lamensdorf, 
MD,  Fort  Worth,  TMA  and  TMAA  mem- 
bers contributed  a record  $589,682  dur- 
ing 1 984,  an  increase  of  1 1 .5%  over  the 
amount  raised  in  1983. 

Also  contributing  to  medicine’s  in- 
volvement, Project  MEDVOTE,  a na- 
tionwide medical  voter  registration 
drive,  added  1 ,557  members  of  Texas 
medical  families  to  the  voters'  ranks. 

TMAA  members  in  70  counties  par- 
ticipated in  the  drive,  which  was  spon- 
sored by  the  AMA,  AMPAC,  TMA,  and 
TEXPAC.  TMAA’s  efforts  provided 
names,  home  addresses,  and  tele- 
phone numbers  of  physicians  in  four 
Texas  congressional  districts  for  phone 
bank  operations  in  connection  with  the 
general  elections. 

Through  Project  MEDVOTE,  volun- 
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teers  identified  unregistered  members, 
spouses,  and  family  members,  regis- 
tered them  to  vote,  and  encouraged 
their  active  participation  in  the  general 
election  Nov  6,  1984.  Lynn  (Mrs  J. 
Franklin)  Howell,  Amarillo,  served  as 
Texas  MEDVOTE  chairman. 


CAPITAL  COMMENTS 


Bill  outlaws  buying  and  selling 
of  human  organs 

The  Texas  Senate  has  passed  legisla- 
tion that  makes  the  buying  and  selling 
of  human  organs  illegal.  The  bill  ex- 
empts fees  paid  to  a physician  or  other 
medical  personnel  for  services  ren- 
dered in  the  usual  course  of  medical 
practice  or  as  reimbursement  for  legal 
expenses  incurred  for  the  benefit  of  the 
ultimate  receiver  of  the  organ.  At  press 
time,  SB  33,  by  Sen  Ray  Farabee  (D- 
Wichita  Falls)  and  Rep  Bill  Messer 
(D-Belton)  was  under  consideration  by 
the  House  of  Representatives. 

Texas  Medical  Association  represen- 
tatives testified  in  favor  of  this  legisla- 
tion, stating  that  selling  human  organs 
in  a market  system  like  other  commodi- 
ties may  (1)  drive  up  the  cost  of  organ 
transplants,  and  (2)  create  a two-tiered 
system  in  which  only  the  rich  can  afford 
a transplant  procedure. 

Reports  indicate  that  individuals  in 
Texas,  Florida,  and  Michigan  have  pro- 
moted donor  organs  for  profit. 

The  report  of  Gov  Mark  White’s  Coor- 
dinating Committee  to  Facilitate  Organ 
Transplants  states  that  approximately 
20,000  people  in  the  United  States  die 
under  circumstances  that  would  make 
organ  donations  possible,  but  only  10% 
to  15%  of  potential  donors  actually  do- 
nate their  organs.  As  a result,  the  de- 
mand for  transplantable  organs  far 
exceeds  supply.  The  report  also  states 
that  the  low  procurement  rate  for  organs 
reflects  inadequate  public  education 
and  failure  of  the  public  to  embrace 
organ  transplantation  donation  as  a so- 
cially acceptable  facet  of  American  so- 


cial mores. 

Professional  associations  including 
TMA,  Texas  Hospital  Association,  and 
Texas  Nurses  Association,  are  develop- 
ing guidelines  for  appropriate  protocol 
for  the  recognition  and  identification  of 
organ  donors  in  Texas  hospitals. 

Texas  Senate  bill  proposes 
drinking  age  of  21 

Senator  Bill  Sarpalius  (D-Amarillo)  has 
introduced  SB  21 , which  would  raise 
the  legal  drinking  age  to  21 . At  press 
time,  the  bill  had  passed  out  of  the  Sen- 
ate and  been  sent  to  the  House  of  Rep- 
resentatives. If  enacted,  it  would  take 
effect  on  Sept  1 , 1986. 

The  state’s  bill  comes  partly  in  re- 
sponse to  a law  passed  during  the  last 
congressional  session.  That  law  would 
restrict  federal  highway  funds  in  1 987 
for  those  states  that  do  not  have  a 21  - 
year-old  drinking  age.  However,  the 
constitutionality  of  the  federal  law  is 
being  questioned  on  the  basis  of  the 
21st  amendment  of  the  US  Constitu- 
tion, which  repealed  prohibition  and 
gave  individual  states  the  authority  for 


liquor  regulation  within  their  own  bor- 
ders. This  is  one  of  a few  instances 
where  state  law  supersedes  federal  law. 

Senator  Chet  Edwards  (D-Duncan- 
ville)  added  an  amendment  to  SB  21 
through  which  the  drinking  age  would 
revert  to  1 9 if  the  courts  find  the  federal 
mandate  unconstitutional. 

Joining  the  Texas  Medical  Associa- 
tion in  support  of  the  21  -year-old  drink- 
ing age  are  Mothers  Against  Drunk 
Driving  (MADD),  the  Texas  Department 
of  Public  Safety,  and  the  Texas  Parent- 
Teacher  Association. 


NEWSMAKERS 

JOHN  M.  SMITH,  JR,  MD,  San  Antonio, 
was  presented  a plaque  commending 
him  for  ten  years  of  service  on  the  AM- 
PAC  Board  of  Directors.  Dr  Smith,  a 
past  president  of  the  Texas  Medical 
Association,  is  one  of  eight  physicians 
since  the  inception  of  AMPAC  to  serve 
the  maximum  time  allowed  on  the 
board.  LARRY  MONTGOMERY,  MD, 


House  Majority  Leader  Jim  Wright  (D-Fort  Worth) 
(left),  visits  with  John  P.  Coughlin,  MD,  San 
Angelo,  in  the  congressman's  Washington,  DC, 
office.  Dr  Coughlin,  who  is  chairman  of  TMA's 


Council  on  Legislation,  was  one  of  13  physi- 
cians who  traveled  to  the  Capitol  in  February  to 
attend  a TMA-sponsored  breakfast  for  Texas 
congressmen. 
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Lubbock,  succeeds  Dr  Smith  on  the 
AMPAC  board. 

NEIL  A.  KURTZMAN,  MD,  is  the  new 
chairman  of  the  department  of  internal 
medicine  at  Texas  Tech  University 
Health  Sciences  Center  School  of 
Medicine.  Selected  for  his  strengths  in 
research,  education,  and  patient  care, 
Dr  Kurtzman  formerly  was  professor  of 
medicine  and  physiology  and  chief  of 
nephrology  at  the  University  of  llinois 
College  of  Medicine  in  Chicago.  He  is 
past  chairman  of  the  Medical  Advisory 
Board  of  the  National  Kidney  Founda- 
tion of  Illinois  and  currently  sits  on  the 
executive  committee  of  the  National 
Kidney  Foundation's  Scientific  Advisory 
Board. 

BEVERLY  L.  KOOPS,  MD,  is  the  new 
chairman  of  the  department  of  pedi- 
atrics at  Scott  and  White  Memorial 
Hospital  in  Temple.  Before  joining  Scott 
and  White  in  1 983,  Dr  Koops  was  as- 
sistant director  of  pediatric  clinical 
research  and  director  of  newborn  ser- 
vices at  the  University  of  Colorado 
Health  Sciences  Center. 

I.  CELINE  GUERRA,  MD,  Houston,  is 
the  recipient  of  the  1 985  first-place 
Clemens  von  Pirquet  Award  from  the 
American  College  of  Allergists.  The 
award  of  a $1 ,500  unrestricted  grant 
and  certificate  is  given  for  the  best  sci- 
entific abstract  of  allergy,  immunology, 
or  related  fields,  presented  by  a physi- 
cian taking  postgraduate  training  in 
those  specialties.  Dr  Guerra  is  a fellow- 
in-training  in  the  department  of  allergy 
at  Texas  Children’s  Hospital.  The 
award-winning  report  dealt  with  the 
use  of  interleukin  in  the  treatment  of 
immunodeficiences. 

MARION  R.  ZETZMAN,  DrPH,  Dallas, 
has  been  appointed  by  Gov  Mark  White 
to  serve  as  chairman  of  the  Statewide 
Health  Coordinating  Council  (SHCC). 

Dr  Zetzman  is  professor  of  community 
medicine  and  special  assistant  to  the 
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president  of  The  University  of  Texas 
Health  Science  Center  at  Dallas.  The 
governor  also  appointed  EDWARD 
A.R.  LORD,  JR,  MD,  Houston,  to  serve 
on  the  SHCC. 

K.D.  CHARALAMPOUS,  MD,  Houston, 
has  been  appointed  to  a three-year 
term  on  the  Medical  Advisory  Commit- 
tee of  the  Texas  Department  of  Mental 
Health  and  Mental  Retardation. 

FLOYD  VERHEYDEN,  MD,  recently  re- 
tired Jacksonville  physician,  was 
honored  by  the  Cherokee  County  Medi- 
cal Society  as  recipient  of  the  society’s 
Gold  Headed  Cane  Award.  During  the 
presentation  of  the  award,  it  was  noted 
that  Dr  Verheyden  practiced  for  more 
than  30  years,  held  every  office  in  the 
Cherokee  County  Medical  Society,  and 
served  at  the  district  and  state  medical 
association  levels.  He  is  a past  chair- 
man of  the  TMA  Committee  on  Medi- 
cine and  Religion. 

JAMES  S.  TODD,  MD,  Ridgewood,  NJ, 
has  been  named  Senior  Deputy  Execu- 
tive Vice  President  of  the  American 
Medical  Association.  A general  sur- 
geon, Dr  Todd  served  as  a member  of 
the  AMA  Board  of  Trustees  Executive 
Committee  from  1983  until  the  time  of 
his  most  recent  appointment.  He  also 
was  an  AMA  commissioner  to  the  Joint 
Commission  on  the  Accreditation  of 


George  Wharton,  MD 


Hospitals.  Before  becoming  a member 
of  the  AMA  Board,  Dr  Todd  was  chair- 
man of  the  New  Jersey  AMA  delegation 
and  during  1979-1980  was  chairman 
of  the  ad  hoc  committee  to  review  the 
AMA's  Principles  of  Medical  Ethics. 

GEORGE  WHARTON,  MD,  an 
orthopedic  surgeon  and  medical  direc- 
tor/chief of  the  spinal  cord  injury  service 
at  Dallas  Rehabilitation  Institute,  re- 
ceived the  Vernon  Nickel-Rancho  Los 
Amigos  Alumni  Award.  The  annual 
award  recognizes  a physician  who  has 
completed  a fellowship  at  Rancho  Los 
Amigos  in  Downey,  Calif,  and  who  has 
made  outstanding  contributions  in  the 
field  of  orthopedic  surgery.  Dr  Wharton 
was  cited  for  his  contributions  to  the 
treatment  and  care  of  patients  with 
spinal  cord  injuries  and  for  his  role  in 
planning  the  construction  of  a new  facil- 
ity for  Dallas  Rehabilitation  Institute. 

P.R.  GILMER,  MD,  was  presented  the 
George  T.  Caldwell  Award  during  the 
annual  meeting  of  the  Texas  Society  of 
Pathologists,  Inc,  in  January.  Dr  Gilmer 
is  professor  and  acting  chairman  of  the 
department  of  pathology  and  director  of 
the  clinical  laboratories  at  the  Univer- 
sity Hospital  of  The  University  of  Texas 
Medical  Branch  at  Galveston.  The  TSP 
presents  the  award  annually  to  a distin- 
guished medical  scientist  of  Texas 
whose  long  and  distinguished  service 
to  pathology  in  the  state  warrants 
commendation. 

THOMAS  H.  MCCONNELL,  MD, 

Dallas,  has  assumed  the  presidency  of 
the  Texas  Society  of  Pathologists,  Inc. 
Other  new  officers  of  the  society 
include  J.S.  WILKENFELD,  MD, 
Houston,  president-elect;  P.R. 

GILMER,  MD,  Galveston,  vice  presi- 
dent; and  MARGIE  B.  PESCHEL,  MD, 
Fort  Worth,  secretary-treasurer. 
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)u  know  it's  not  your  every-  If  you  are  a specialist  in 

iy  patient  problem.  Alco-  addiction  treatment,  you're 
plism  is  far  different  from  equipped  to  deal  with  these 

Host  other  diseases.  Patients  problems.  If  not,  consider 
y to  hide  it  from  you . They  Brook  wood  Recovery  Center 

sist  treatment.  They  deny  as  your  specialist  ana  partner 

ley  have  the  disease  at  all.  in  the  treatment  of  alcohol- 

Such  a complex  physical  ism  and  drug  abuse . We're  a 
id  emotional  problem  usually  specialized  facility  staffed  to 
quires  extensive  evaluation,  serve  both  your  patient  and 
nd  intervention  counseling  patient's  family.  Our  nation- 

frequently  needed.  ally  recognized  treatment 


programs  have  given  us  one  (214/988-0106,  metro),  Ft. 

of  tne  best  recovery  rates  in  Worth  (817/654-4153,  metro), 
the  country.  And  once  recov-  Houston  (713/439-1202), 
ered,  your  patients  and  their  San  Antonio  (512/494-4477), 
families  return  to  being  the  Port  Arthur  (409/983-2064) 

kind  of  patients  that  let  you  or  Westgate  in  Denton 

help  them  once  again.  w (214/434-3549,  metro) 

For  further  informat  ion  on  ^ V any  t ime,  day  or  night . 
how  a Brookwood  Recovery  ^ 

Seatrtu^rc“y  BROOKWOQD 
treatment  center  in  Dallas  . RECOVERS  CENTERS 

A health  care  service  of 
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Convention 

Headquarters 

The  San  Antonio  Convention  Center  is 
headquarters  for  the  1985  Annual  Ses- 
sion. The  majority  of  scientific  programs 
and  House  of  Delegates  meetings  will  be 
scheduled  there.  The  Marriott  Hotel  will 
be  delegates’  headquarters  and  will  ser- 
vice meetings  of  boards,  councils  and 
committees.  Four  Seasons  Plaza  Na- 
cional,  Hilton  Palacio  del  Rio,  and  Hyatt 
Regency  also  serve  as  headquarters  fa- 
cilities and  will  accommodate  program 
participants,  general  housing,  additional 
meetings  and  social  events.  All  hotels  are 
near  the  Convention  Center  and  San  An- 
tonio’s famous  Riverwalk. 

House  of  Delegates  meetings  will  be  held 
in  the  Mission  Room,  Convention  Center, 
Thursday,  May  9,  at  8 am,  and  Friday, 

May  10,  at  9 am.  Reference  Committee 
meetings  will  be  held  in  the  Marriott  Hotel 
Thursday,  May  9,  beginning  at  9:30  am. 


Registration 

There  is  no  registration  fee  for  members 
of  the  Texas  Medical  Association,  for  par- 
ticipants in  the  annual  session  program, 
and  for  in-state  interns,  residents,  or  indi- 
viduals in  allied  health  disciplines,  such 
as  medical  students,  medical  assistants, 
nurses,  technicians.  A registration  fee  of 
$50  is  charged  for  all  other  nonmembers. 
It  is  not  necessary  to  register  in  ad- 
vance of  the  session. 

Registration  will  be  held  at  the  following 
times  and  places: 

San  Antonio  Convention  Center 

(Registration  and  Ticket  Sales) 

North  Exhibit  Hall  (east  end): 

Wednesday,  May  8 9:00  am-5:00  pm 
Thursday,  May  9 7:30  am-5:30  pm 

Friday,  May  10  7:30  am-5:30  pm 

Saturday,  May  1 1 7:30  am-3:00  pm 

Marriott  Hotel 

(Registration  Only) 

Ballroom  Foyer 

Wednesday,  May  8,  10:00  am- 10:00  pm 


Welcome  to 
San 

Antonio 


Physician 
and  Patient 

Today’s 
Health  Care 
Team 

Texas  Medical  Association 
118th  Annual  Session 
San  Antonio  Convention  Center 
May  8-12,  1985 

Featuring 

24  Section  Programs  Allergy  • Colon 
and  Rectal  Surgery  • Digestive  Diseases  • 
Diseases  of  the  Chest  • Endocrinology  • 
Family  Practice  • Internal  Medicine  • Neu- 
rological Surgery  • Neurology  • Nuclear 
Medicine  • Obstetrics  and  Gynecology  • 
Occupational  Medicine  • Onco'  gy  • Oph- 
thalmology • Otolaryngology  • Pathology  • 
Pediatrics  • Physical  Medicine  and  Re- 
habilitation • Plastic,  Reconstructive,  and 
Maxillofacial  Surgery  • Psychiatry  • Public 
Health  • Radiology  • Surgery  • Urology 

Sunrise  Sessions  Sunrise  Sessions 
are  informal  programs  given  primarily  for 
those  in  general  practice  and  all  spe- 
cialties and  feature  a short  lecture  fol- 
lowed by  open  discussion. 

Join  the  Friday  and  Saturday  morning 
speakers  from  8:15-9:15  for  such  topics 
as  How  to  Prepare  Athletes  for  Competi- 
tion; Dance  Injuries — Understanding  and 


Management;  Principles  of  Magnetic  F 
onance:  Nuts  and  Bolts — Basic  Con- 
cepts; Computed  Tomography  of  the 
Cervical  Spine,  and  Diagnostic  Imagin 
the  Eighties. 

Sports/Alumni  Events  Golf,  tennis, 
Fun  Run,  alumni  and  fraternity  parties 
class  reunions. 

General  Meeting 
Luncheons 

General  Meeting  Luncheons  will  be  he) 
on  Friday,  May  10,  and  Saturday,  May  , 
at  12:15  pm  in  the  North  Banquet  Hall, 
Convention  Center. 

At  Friday’s  luncheon,  awards  will  be  pr< 
sented  for  outstanding  scientific  exhibit 
and  for  excellence  in  health  informatior 
communication.  Scientific  exhibits  are 
judged  on  the  basis  of  clarity,  effec- 
tiveness, originality,  contribution  to  basi 
knowledge,  and  practical  values.  Three 
awards  are  given  in  each  of  four  profes 
sional  categories.  Additionally,  the 
Aesculapius  Award,  sponsored  by  Mis- 
sion Pharmacal  Co.,  San  Antonio,  is 
awarded  for  an  outstanding  exhibit  by  a 
Texas  physician  or  group  of  physicians. 

Also  presented  at  Friday’s  luncheon  are 
the  Anson  Jones  Awards,  inspired  by  tl 
example  of  Dr.  Anson  Jones.  Dr.  Jones 
was  the  last  president  of  the  Republic  o 
Texas,  a pioneer  Texas  physician,  a prc 
lific  writer,  and  the  man  responsible  for 
establishing  the  first  regulations  concer 
ing  medical  practice  in  Texas.  The  awar 
named  after  him  are  presented  in  news 
paper,  magazine/newsletter,  radio  and 
television  categories.  Entries  are  judgec 
on  the  basis  of  accuracy,  significance, 
quality,  public  interest,  and  impact.  After 
the  awards  presentations,  attendees  wi 
hear  from  a prominent  speaker  who  will( 
be  named  soon. 

Saturday’s  luncheon,  co-sponsored  witf 
the  Texas  Medical  Association  Auxiliary 
will  feature  musical  entertainment  by  Till 
Chordsmen,  a fifty-man  chorus  which  hi 
won  international  chorus  competitions 
for  its  fine  barbershop  harmony.  The 
Chordsmen  will  present  nostalgia,  com- 
edy and  drama,  old,  modern,  blue  and 
silly  songs  in  a most  appealing  way.  Th( 
repertoire  includes  such  classics  as  Zip- 
pity  Doo  Dah,  Mr.  Sandman,  Sunny  Sid< 
of  the  Street,  Edelweiss,  and  Alexander 
Ragtime  Band.  Join  us  Saturday  for  a 
rousing  good  time  and  some  extraor- 
dinary music! 
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settlers  contributed  both  to  the 
taming  of  this  great  state  and  to 
the  cultural  variety  which  makes  it 
such  a fascinating  place  to  live. 

The  "Texas  Heritage  Celebra- 
tion,” Friday  evening,  May  10,  will 
provide  a wonderful  opportunity 
to  discover  the  diverse  traditions 
and  customs  of  the  state,  while 
viewing  exhibits  and  visiting  with 
friends.  The  exhibits  chronicle  the 
challenges  and  hardships  met  by 
Texas  settlers  from  twenty-five 
nations.  You'll  be  introduced  to 
"curanderas"'  (folk-healers  from 
Mexico),  see  handcrafts  from 


Scandanavia,  and  stand  face  to 
face  with  a buffalo,  once  ruler  of 
the  Texas  plains. 

Video  tapes  located  in  various  ex- 
hibit areas  will  describe  lives  and 
times  of  specific  people,  and  their 
historic  accomplishments.  Inter- 
preters will  be  on  hand  to  explain 
details  of  certain  exhibits,  allow- 
ing you  to  delve  into  the  exciting 
background  of  neighbors  you 
may  not  have  known  you  had! 

A musical  mosaic,  “Faces  and 
Places  of  Texas,”  will  illuminate 
36  screens  of  the  Dome  Theatre, 


Bernard  L.  Kaye,  MD,  DMD 

Jacksonville,  Fla. 
plastic  surgery 

John  A.  Lombardo,  MD 

Cleveland,  Ohio 
sports  medicine 

Karl  M.  Morgenstein,  MD 

Miami,  Fla. 
otolaryngology 

Robert  M.  Morse,  MD 

Rochester,  Minn 
psychiatry,  neurology 

Robert  G.  Ojemann,  MD 

Boston,  Mass 
neurosurgery 

Roy  Patterson,  MD 

Chicago,  III. 
allergy,  immunology 

Edward  E.  Pennington,  MD 

Atlanta,  Ga. 
surgery 

Daniel  H.  Present,  MD 

New  York,  NY 
internal  medicine 

David  T.  Purtilo,  MD 

Omaha,  Neb. 
pathology 

John  E.  Ray,  MD 

New  Orleans,  La 
colon  and  rectal  surgery 


highlighting  both  the  cultural  di- 
versity and  scenic  beauty  of  our 
home  state.  Several  booths 
serving  Italian,  Swiss,  German, 
Western,  Mexican,  and  Chinese 
food  will  be  set  up  throughout  the 
exhibit  hall,  and  the  Mike  De 
Leon  Band  will  entertain  you  with 
a variety  of  musical  styles. 

Don't  miss  sharing  this  relaxed 
evening  of  discovery  with  your  old 
friends.  And  what  better  way  to 
meet  new  ones  than  in  exploring 
your  mutual  heritage!  Tickets  are 
$25  each,  and  the  event  runs 
from  7-10  pm,  Friday,  May  10. 


Lee  F.  Rogers,  MD 

Chicago,  III. 
radiology 

Thomas  H.  Rossing,  MD 

Boston,  Mass 
internal  medicine 

Robert  M.  Satovick,  MD 

Salt  Lake  City,  Utah 
neurology 

Martin  H.  Smith,  MD 

Gainesville,  Ga. 
pediatrics 

John  A.  Talbott,  MD 

New  York,  NY 
psychiatry 

James  H.  Thrall,  MD 

Detroit,  Mich. 

nuclear  medicine,  radiology 

David  J.  Volsky,  MD 

Omaha,  Neb. 
pathology 

Marion  L.  Walker,  MD 

Salt  Lake  City.  Utah 
pediatric  neurosurgery 

Richard  B.  Welch,  MD 

San  Francisco,  Calif 
orthopaedic  surgery 

James  V.  Zelch,  MD 

Cleveland,  Ohio 
radiology 


John  M.  Goin,  MD 

Los  Angeles,  Calif, 
plastic  surgery 

Gerald  S.  Golden,  MD 

Memphis,  Tenn. 
pediatrics,  neurology 

Richard  L.  Goode,  MD 

Stanford,  Calif, 
otolaryngology 

Colum  A.  Gorman,  MD 

Rochester,  Minn 
endocrinology 

Frederick  M.  Grazer,  MD 

La  Jolla,  Calif, 
plastic  surgery 

Robert  Gruber,  MD 

Rockville,  Md 
psychiatry 

Grant  Gwinup,  MD 

Irvine,  Calif. 

endocrinology  and  metabolism 

Steven  E.  Harms,  MD 

Dallas,  Tex 
diagnostic  radiology 

Eugene  Helveston,  MD 

Indianapolis,  Ind. 
ophthalmology 

David  Heppel,  MD 

Rockville,  Md. 
pediatrics 


vance  Ticket  Order  Form 

he  advance  ticket  order  form,  attach  check,  and  mail  to:  Texas  Medical  Association, 
Horth  Lamar  Blvd.,  Austin,  Texas  78701,  and  your  tickets  will  be  waiting  for  you  at  the 
^Ticket  Sales  Desk  in  San  Antonio. 


Final  Program  Order  Form 

The  Program  and  Abstracts  of  the  1 18th  Texas  Medical 
Association  Annual  Session  will  be  available  in  early  April. 

If  you  wish  to  order  your  copy  in  advance,  please  return  this 
coupon  with  a check  for  $4.75  to  Texas  Medical  Association, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701 . 


s city  state  zip 

ickets  ‘Function  and  price  including  tax  and  gratuity  Amount 


General  Meeting  Luncheon — Friday,  May  10,  12:15  pm 

(Speaker  pending) 

$16.00  per  person  $ 

General  Meeting  Luncheon — Saturday,  May  11,  12:15  pm 

(The  Chordsmen) 

$16.00  per  person  $ 

Texas  Heritage  Celebration 

Friday,  May  10,  7:00  pm 

$25.00  per  person  $ 

Total  Amount  Enclosed  $ 

irstand  tickets  will  be  available  for  pickup  at  the  San  Antonio  Convention  Center. 

)t  prices  are  based  on  the  Association’s  actual  cost  of  food,  gratuity  and  expenses  for 
ers.  Please  complete  and  return  to  TMA  before  April  24, 1985.  No  refunds  after  May  4 


Please  send  a copy  of  the  Program  and  Abstracts  for  the 
118th  Annual  Session  to: 


name 

address 

city  state 

My  check  for  $4.75  is  enclosed. 

zip 
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Texas  Medical  Association 

118th  Annual  Session 

San  Antonio  May  8—12, 1985 

Make  Your  Reservations  Now 

• Hotel  rooms  will  be  assigned  on  a first-come,  first-served 
basis  by  the  San  Antonio  Convention  and  Visitors  Bureau. 

• Complete  in  full  the  Official  Housing  Request  Form  and 
return  it  immediately  to: 

Housing  Bureau 

San  Antonio  Convention  and  Visitors  Bureau 

P.O.  Box  2277 

San  Antonio,  Texas  78298 

• List  six  hotels  in  order  of  preference. 

• Only  reservations  received  on  the  Official  Housing 
Request  Form  will  be  accepted.  Hotels  will  not  accept  res- 
ervations directly,  and  telephone  requests  cannot  be 
accepted. 

• Do  not  send  housing  form  to  Texas  Medical  Association. 
This  will  only  delay  your  request. 

• Deadline  for  reservations  is  April  24,  1985,  unless 
otherwise  noted. 

Confirmations 

• Your  room  confirmation  will  be  sent  to  you  directly  from 
the  hotel  within  three  weeks  of  receipt  of  your  request  by 
the  Housing  Bureau.  Please  check  it  carefully  to  be  sure  all 
information  is  correct. 

Room  Deposits 

• Your  room  will  be  held  until  6:00  pm  on  your  date  of  arrival 
unless  you  send  one  night's  room  deposit.  Due  to  the  pos- 
sibility of  unforeseen  delays  in  your  arrival  time,  it  is  always 
a good  idea  to  send  a deposit  no  matter  what  time  you  plan 
to  arrive. 

• To  make  a deposit  on  your  room,  after  you  have  received 
confirmation  from  the  hotel,  you  can  send  one  night’s 
room  deposit  directly  to  the  hotel,  or  simply  call  the  hotel 
with  your  credit  card  number.  (American  Express,  VISA, 
MasterCard,  Diners  Club  and  Carte  Blanche  are  accepted.) 

Changes  and  Cancellations 

• If  you  must  change  your  hotel  reservation,  simply  write  or 
call  the  hotel  indicating  the  change  desired. 

• If  you  must  cancel  your  reservation,  please  write  the 
Housing  Bureau  in  San  Antonio  immediately  so  that  others 
can  be  accommodated.  Your  notice  of  cancellation  must  be 
received  within  48  hours  of  your  scheduled  arrival  or  your 
deposit  cannot  be  refunded.  Remember . . . Don’t  be  a 
no  show! 


Participating  hotels  and  codes: 


1 . The  Crockett  CRO 

(Deadline  for  Reservations— April  19) 
320  Bonham 
(General  Housing) 

Singles  $70 
Doubles  $80 

2.  Four  Seasons  San  Antonio  FSE 

555  South  Alamo 
(General  Housing) 

Singles  $90 
Doubles  $100 

3.  Hilton  Palacio  del  Rio  HPR 

(Deadline  for  Reservations— April  22) 
200  South  Alamo 
(Program  Participants/ 

General  Housing) 

Singles  $80 
Doubles  $89 

4.  Hyatt  Regency  San  Antonio  HYR 

1 23  Losoya 

(Auxiliary  Headquarters/ 

General  Housing) 

Singles  $78 
Doubles  $89 


5.  La  Mansion  del  Rio  LMR 

112  College 
(General  Housing) 

Singles  $84 
Doubles  $94 

6.  La  Quinta-Convention  Center 

1001  East  Commerce 
(Exhibitors/General  Housing) 
Singles  $44 
Doubles  $52 

7.  San  Antonio  Marriott  SAM 

(Deadline  for  Reservations— Api 
711  East  Riverwalk 
(House  of  Delegates,  Boards, 
Councils,  Committees) 

Singles  $78 
Doubles  $89 

8.  St.  Anthony  Inter-Continental 

300  East  Travis 
(General  Housing) 

Singles  $78 
Doubles  $90 


OUSING  BUREAU  USE  ONLY 


Texas  Medical  Association 
1 18th  Annual  Session 
May  8-12,  1985 
San  Antonio 


OFFICIAL  HOUSING  REQUEST  FORM 

PLEASE  READ  CAREFULLY 


MAIL  TO: 


HOUSING 

SAN  ANTONIO  CONVENTION 
& VISITORS  BUREAU 
P O.  BOX  2277 

SAN  ANTONIO,  TEXAS  78298 


SE  PRINT  OR  TYPE  ALL  ITEMS  TO  ASSURE  ACCURACY. 

JLETE  EACH  PART  BELOW  IN  DETAIL  FOR  CORRECT  AND  RAPID  COMPUTER  PROCESSING. 

JLD  MORE  THAN  THREE  (3)  ROOMS  BE  NEEDED,  SUPPLEMENTAL  ROOM  LIST  MUST  BE  ATTACHED  USING  SAME  FORMAT  AS  IN  PART  III. 
ACKNOWLEDGEMENTS  WILL  BE  SENT  TO  INDIVIDUAL  INDICATED  IN  PART  I.  ACTUAL  CONFIRMATION  WILL  FOLLOW  FROM  HOTEL. 


PARTI 

TRUCTIONS:  Complete  requested  data  using  abbreviations  as  necessary. 
ME  OF  PERSON  REQUESTING  ROOMS) 


(LAST  NAME) 


(FIRST) 


(NAME  OF  COMPANY  OR  FIRM) 

(STREET  ADDRESS  OR  P O BOX  NUMBER) 


(CITY) 

(STATE 

(ZIP  - USA) 


(COUNTRY) 


(AREA  CODE) 


(PHONE  NUMBER) 


PART  II 


AUCTIONS:  Select  SIX  Hotel/Motels  of  your  choice.  No  request  will  be  processed  without  SIX  choices. 

THIRD  CHOICE 


Choice  non 

(HOTEL  CODE) 


SECOND  CHOICE  □ □ □ 

(HOTEL  CODE) 


□ □ □ 

(HOTEL  CODE) 


H CHOICE  U 1 II 1 FIFTH  CHOICE  1 II II 1 SIXTH  CHOICE  1 II II 

(HOTEL  CODE)  (HOTEL  CODE)  (HOTEL  CODE) 

PART  III 

TRUCTIONS:  1.  PRINT  OR  TYPE  NAMES  OF  ALL  PERSONS  OCCUPYING  EACH  ROOM. 

2.  SELECT  TYPE  ROOM  DESIRED  WITH  ARRIVAL  AND  DEPARTURE  DATES. 

3.  SUPPLEMENTAL  LIST  FOR  ADDITIONAL  ROOM  MUST  USE  SAME  FORMAT 

4.  PRINT  OR  TYPE  LAST  NAME  FIRST. 

GUEST  NAME/S  (PRINT  LAST  NAME  FIRST)  P + 1 — Parlor  & one  bedroom  P + 2 — Parlor  & two  bedrooms 

)OM 

0.  1 

1. 

CHECK  ONE 
—Single  Triple 

Double Quad 

Twin  P + 1 

_Dbl/Dbl  _P  * 2 

ARR.  DATE  DEP.  DATE 

2 

ARR  TIMF  n AM  n PM  (Check  onel 

NOTE:  Reservation  will  be  held  only  until  6 p.m. 
unless  special  arrangements  are  made  directly 
with  hotel.  The  hotel  may  request  a deposit. 

3. 

4 

DOM 

0.  2 

1. 

CHECK  ONE 
-Single  Triple 

.Double  Quad 

Twin  P + 1 

Dbl/Dbl  P * 2 

ARR  DATF  DFP  DATE 

2. 

ARR  TIMF  n AM  n PM  (Check  onel 

NOTE:  Reservation  will  be  held  only  until  6 p.m. 
unless  special  arrangements  are  made  directly 
with  hotel.  The  hotel  may  request  a deposit. 

3 

4 

DOM 

0.  3 

1 

1. 

CHECK  ONE 
Single  —Triple 
—Double  _ Quad 
—Twin  _P  + 1 
—Dbl/Dbl  _ P + 2 

ARR  DATF  DFP  DATF 

2 

ARR  TIMF  n AM  n PM  (Check  onel 

NOTE:  Reservation  will  be  held  only  until  6 p.m. 
unless  special  arrangements  are  made  directly 
with  hotel.  The  hotel  may  request  a deposit. 

3. 

4 

NOTE:  PLEASE  RECHECK  ALL  ITEMS  FOR  CORRECT  INFORMATION 


DIAGNOSIS: 


Acute 

Doctor 

Confusion. 


TREATMENT: 

American 
Physicians 
Service  Group. 

Where  can  a doctor  in  solo  or  group  prac- 
tice, clinic  or  medical  school  find  an  experi- 
enced single  source  for:  Systems — PRO- 
LINK  or  Turn-key — Medical  Business 
Forms — Practice  Management  Consulting 
or  Contractual — Estate  Planning — Tax 
Shelters  and  Investments — Income  Replace- 
ment— Office  Overhead — Professional 
Liability — Universal  or  ART  Life.  American 
Physicians  Service  Group! 

Created  and  designed  specifically  for  the 
health-care  field,  this  publicly  held  company 
delivers  Automated  Office  Systems,  Total 
Practice  Management  and  Complete  Financial 
Services.  What  else  would  you  expect  from 
APS? 

If  you’re  suffering  from  Acute  Doctor 
Confusion,  call  for  the  APS  Treatment. 

U.S.  800/626-2450,  Texas  800/252-3447, 
Austin  512/328-0888. 

aps 

jj  American  Physicians 
■ Service  Group,  Inc. 

1301  Capital  of  Texas  Hwy.,  S. , B220 
Austin,  Texas  78746 


You  can  help  us 
raise  the  colorectal 
cancer  cure  rate. 


"If  everyone  over  50  had 
checkups  for  colorectal 
cancer,  the  cure  rate  could  be 
as  high  as  7 5 % ,”  says  Dr. 
LaSalle  D.  Leffall,  Jr.,  past 
president,  American  Cancer 
Society.  "You  can’t  cure  it  if 
you  don’t  know  you  have  it.” 
But  if  it’s  detected  early,  the 
cure  rate  for  colorectal  cancer 
is  very  high.  Your  doctor  can 
perform  the  digital  and 
proctoscopic  exams,  and  you 
take  care  of  the  simple  stool 
blood  test  at  home. 

Since  men  and  women  are 
equally  affected  by  this  disease, 
we  urge  everyone  over  50  to 
get  regular  checkups. 

The  warning  signs  for 
colorectal  cancer  are  a change 
in  bowel  habits  and  blood  in 
the  stool. 

People  with  a family  history 
of  colon  or  rectal  cancer  or 
ulcerative  colitis  are  at  higher 
risk  and  are  urged  to  be 
doubly  cautious. 


Checkup  Guidelines  for 
men  and  women  over  50 
without  symptoms: 

• digital  exam  annually 
•stool  blood  test  annually 

• procto  exam  every  3 to  5 
years  after  2 negative  tests 
1 year  apart. 

No  one  faces 

cancer  alone. 

AMERICAN  CANCER  SOCIETY® 
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Turn  of  the  century 
trephineforcranial  surgery 
and  tonsillotome  for 
removing  tonsils. 


We’ve  been  defending 
doctors  since 
these  were  the 
state  of  the  art. 


These  instruments  were  the  best  available  at 
the  turn  of  the  century.  So  was  our  professional 
liability  coverage  for  doctors.  In  fact,  we 
pioneered  the  concept  of  professional 
protection  in  1899  and  have  been  providing 
this  important  service  exclusively  to  doctors 
ever  since. 


You  can  be  sure  we’ll  always  offer  the  most 
complete  professional  liability  coverage  you 
can  carry.  Plus  the  personal  attention  and 
claims  prevention  assistance  you  deserve. 

For  more  information  about  Medical 
Protective  coverage,  contact  your  Medical 
Protective  Company  general  agent. 


'Xus 


Bruce  Crim,  Charles  F.  Curtice,  Keith  H.  Prince,  Daniel  S.  Marley 
Allied  Lakewood  Bank  Center,  6301  Gaston  Avenue,  Suite  570,  Dallas,  Texas  75214,  214/821-4640 
Mark  Lee  Gunter,  Wayne  L.  Kirk,  Suite  155,  7887  Katy  Freeway,  Katy  Hollow  Office  Park,  Houston,  Texas  77024,  713/682-8024 
Michael  Rollans,  Suite  408,  GPM  Building  South  Tower,  800  N.  W.  Loop  410,  San  Antonio,  Texas  78216,  512/344-5901 


NOW  HE  HAS 
TO  RELEARN  TO  LIVE. 


mr  M 

l 

JjM 

l \,  id 

s his  physician,  you  know  that  re- 
ality is  not  always  a pleasant  thing 
to  live  with.  He  could  be  paralyzed 
from  an  accident.  Or,  he  could 
have  suffered  a stroke,  even  been  a 
victim  of  a crippling  disease.  Yet, 
you  know  there  is  hope,  even  with 
a different  body. 

Now  it’s  time  to  relearn, 
rather  than  being  shuffled  off  for 
custodial  care. 

Part-time  therapy  isn’t  the 
answer.  Full-time  rehabilitation 
services  are. 

At  Warm  Springs,  compre- 
hensive rehabilitation  encompasses 
all  the  therapies — physical,  occu- 
pational, respiratory,  communica- 
tion and  recreational — that  treat 


the  physical  disability.  But  we  also 
treat  the  adjustment  to  disability. 
That  requires  psychology  and  social 
services;  orthotics  for  braces,  wheel- 
chairs, and  adaptive  equipment; 
orthopedic  surgery  facilities;  the 
drivers  education  program  that  uses 
classroom  instruction,  a simulator, 
and  a specially  modified  car  and 
van  for  actual  on-the-road  training. 
There  are  complete,  24-hour 
nursing  services.  And  there’s  one 
strong  intangible:  our  peaceful 
location  adjacent  to  Palmetto  State 
Park,  in  the  heart  of  some  of  Texas’ 
most  beautiful  countryside. 

And  most  importantly,  there’s 
the  experience  and  knowledge  of 
Warm  Springs  Rehabilitation 


Hospital.  We’re  pioneers  in  the 
field,  with  over  40  years  of  compre- 
hensive rehabilitation  experience. 

As  his  physician,  you’ve 
done  your  job.  He’s  alive.  Now,  it’s 
time  for  us  to  do  our  job  and  help 
your  patient  leam  the  skills  to 
return  to  an  independent  lifestyle. 

For  more  information  about 
the  comprehensive  services  of 
Warm  Springs  Rehabilitation 
Hospital,  call  toll-free, 
1-800-292-1440. 


WARM  SPRINGS  REHABILITATION  HOSPITAL 

PO.  Box  58  • Gonzales,  Texas  78629 


CANCER  UPDATE 


Advances  in  the  treatment  of  acute  leukemia 

Gary  B.  Weiss,  MD,  PhD 

The  outlook  for  patients  with  acute  leukemia  is  improving  be- 
cause of  advances  in  treatment,  supportive  care,  and  basic 
research.  Statistics  published  by  the  American  Cancer  So- 
ciety (ACS)  in  1 984  (1 ) indicate  that  the  relative  five-year 
survival  rates  for  patients  found  to  have  leukemia  between 
1 973  and  1 980  were  32%  (for  leukemia  of  all  types)  and  43% 
for  those  with  acute  lymphoblastic  leukemia  (ALL).  In  con- 
trast, the  survival  rates  were  22%  and  28%,  respectively,  for 
patients  whose  disease  was  diagnosed  in  1 970-1 973,  and 
1 4%  and  4%,  respectively,  for  those  found  from  1 960  through 
1 963  to  have  the  disease.  In  spite  of  these  encouraging  find- 
ings, ALL  remains  the  leading  cause  of  death  from  cancer  in 
children  and  the  ACS  estimates  that  24,000  new  cases  of 
leukemia  will  be  discovered  this  year  and  that  1 7,000  deaths 
will  occur  (1 ,000  in  Texas). 

The  enrollment  of  previously  untreated  patients  with  leuke- 
mia into  research  protocols  probably  ensures  not  only  the 
best  care  for  those  patients,  but  also  the  greatest  chance  for 
improvements  in  treatment  for  all  patients.  All  of  the  Texas 
academic  medical  centers  are  engaged  actively  in  such 
clinical  research  and  are  thus  appropriate  for  such  referral, 
preferably  before  treatment  has  been  initiated. 

Two  major  forms  of  acute  leukemia  exist:  ANLL  (acute 
nonlymphoblastic  leukemia),  which  usually  occurs  in  adults, 
and  ALL,  usually  seen  in  children.  For  adults  with  ANLL, 
complete  remission  rates  of  about  60%  can  be  expected  with 
a number  of  chemotherapy  regimens  (2),  although  some 
single-institution  studies  have  reported  higher  remission 
rates  and  young  patients  do  have  higher  remission  rates 
(90%  for  patients  under  30  years  old).  The  rates  are  gen- 
erally lower  in  the  large  cooperative  group  studies,  and 
comparison  of  complete  remission  rates  between  studies  or 
institutions  is  not  warranted. 

No  controlled  trial  has  proven  the  superiority  of  a particular 
regimen.  Three  popular  and  successful  induction  regimens 
are  AdOAP  (doxorubicin,  vincristine,  cytosine  arabinoside  for 
7 days,  and  prednisone)  as  used  in  a recently  completed 
Southwest  Oncology  Group  (SWOG)  protocol  (3);  the  five- 
drug  Seattle  regimen  (daunomycin,  vincristine,  cytosine 
arabinoside,  6-thioguanine,  and  prednisone),  which  is  cur- 
rently being  used  by  SWOG  (4);  and  the  10  + 3 regimen 
(doxorubicin,  30  mg/m2  daily  for  3 days;  and  cytosine  ara- 
binoside, 100  mg/m2  daily,  for  10  days)  (5). 

Current  research  is  focusing  upon  identifying  patients  with 
drug-resistant  leukemic  cells  (6)  so  that  they  can  be  treated 
more  aggressively  and  upon  some  new  drugs  (such  as 
amsacrine)  that  appear  very  promising.  Since  most  treat- 

Gary  B.  Weiss,  MD,  PhD,  Associate  Professor  of  Medicine  (Hematology- 
Oncology),  The  University  of  Texas  Medical  Branch,  Galveston,  TX  77550. 
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ment  failures  involve  death  from  infection  (7),  less  toxic 
regimens  are  being  sought,  especially  for  use  with  elderly 
patients.  Investigations  of  better  supportive  care  are  also 
being  conducted,  although  new  developments  are  slow.  The 
benefits  of  laminar  airflow  rooms  and  granulocyte  transfu- 
sions remain  questionable  (7).  It  is  not  known  whether 
prophylactic  platelet  transfusions  (given  whenever  the 
platelet  count  falls  below  20,000/mm3)  are  better  than  platelet 
transfusions  on  demand  (given  whenever  signs  of  bleeding 
occur).  The  use  of  e-aminocaproic  acid  (Amicar)  in  prevent- 
ing bleeding  is  still  under  investigation  (8). 

New  antibiotics  have  helped  in  the  treatment  of  infections  in 
patients  with  leukemia.  The  choice  of  antibiotics  varies  with 
the  institution.  Prophylactic  antibiotics  (oral  trimethoprim- 
sulfamethoxazole)  have  been  recommended  for  children  (9); 
their  use  in  adults  is  controversial  (7,10).  Careful  hand- 
washing by  hospital  personnel  remains  the  most  important 
preventive  measure. 

Most  researchers  agree  that,  after  a remission  has  been 
induced,  the  patient  needs  some  form  of  consolidation,  main- 
tenance, or  late  intensification  therapy.  Tremendous  contro- 
versy exists,  however,  over  the  type  and  length  of  such  treat- 
ment (1 1 ).  The  ultimate  consolidation  therapy  is  bone 
marrow  transplantation  (12,13).  The  use  of  this  treatment  in 
first  remission  may  result  in  a 60%  cure  rate  and  it  is  consid- 
ered by  many  to  be  the  treatment  of  choice  (13)  for  patients 
who  are  less  than  30  years  old,  who  have  an  HLA-identical 
sibling  (only  about  40%  of  patients)  and  who  can  afford  it  (the 
procedure  can  cost  as  much  as  $1 00,000  and  not  all  ex- 
penses are  covered  by  insurance).  In  Texas,  bone  marrow 
transplantation  is  done  in  Houston  and  Dallas.  To  help  pa- 
tients without  sibling  donors,  research  is  being  done  on  the 
use  of  unrelated,  HLA-matched  donors  and  on  the  use  of 
autologous  bone  marrow  from  which  leukemic  cells  have 
been  removed  in  vitro. 

The  rationale  for  further  treatment  after  remission  is  simple; 
since  a complete  remission  is  defined  as  a normal  peripheral 
count  and  a finding  of  less  than  5%  “blasts”  in  the  bone 
marrow,  some  leukemic  cells  remain.  Most  post-remission 
treatment  regimens  use  the  same  drugs  that  were  used  for 
the  induction  therapy  but  at  slightly  lower  doses  to  avoid  se- 
rious toxicity.  For  example,  the  completed  SWOG  protocol 
included  three  courses  of  consolidation  therapy  (doxorubicin, 
vincristine,  cytosine  arabinoside  for  5 days,  and  prednisone); 
maintenance  therapy  (vincristine,  cytosine  arabinoside  for  5 
days,  and  prednisone)  for  up  to  one  year;  and,  depending  on 
assignment  by  randomization,  three  courses  of  late  inten- 
sification therapy  with  a noncrossreacting  drug  regimen. 
Many  investigators  who  have  used  aggressive  therapy  have 
reported  a plateau  in  survival  curves  of  patients  and  a 20% 
“cure”  rate  among  patients  who  had  achieved  remission.  De- 
bate exists  over  the  existence  of  this  plateau  and  the  “cure,” 
but  most  researchers  agree  that  some  patients  do  become 
long-term  survivors,  although  the  number  of  such  survivors  is 
controversial.  The  median  duration  of  remission,  however, 
is  only  one  year  (2). 

The  results  in  children  with  ALL  are  more  encouraging 
(14).  Current  therapy  has  produced  a complete  remission 
rate  of  95%  and  more  than  half  the  patients  are  “cured.”  The 
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treatment  is  prolonged  and  complex  and  is  therefore  best 
managed  by  specialists  familiar  with  such  treatment.  The  Pe- 
diatric Oncology  Group  (POG)  is  currently  using  a research 
protocol  that  can  be  considered  standard  therapy.  In  addition 
to  induction,  consolidation,  and  maintenance  chemotherapy, 
children  must  receive  radiation  therapy,  intrathecal  chemo- 
therapy, or  both,  as  prophylaxis  for  CNS  leukemia.  Such 
treatment  is  not  used  for  most  adults  because  this  complica- 
tion does  not  occur  as  often  in  adults.  Bone-marrow  trans- 
plantation is  not  used  in  children  with  ALL  until  after  relapse. 

Interesting  research  currently  being  conducted  by  POG 
and  others  on  childhood  ALL  includes  assessments  of  the 
long-term  sequelae  of  being  cured  of  cancer  and  the  use  of 
cell  surface  markers  (15)  in  clinical  evaluations  of  patients. 
The  subtyping  of  cells  from  patients  with  ALL  has  been  used 
to  identify  children  who  have  a poorer  prognosis  (such  as 
those  who  have  T-cell  ALL)  as  compared  to  those  who  have 
the  usual,  null  type  of  ALL.  This  early  identification  of  poor 
risk  patients  will  allow  them  to  receive  more  aggressive  treat- 
ment. The  evaluation  of  surface  markers  in  adults  with  leu- 
kemia is  still  only  a research  tool,  but  it  has  shown  various 
immunologic  differences  between  adult  ALL  and  childhood 
ALL.  Although  adults  with  ALL  have  a poorer  prognosis  than 
children  and  few  are  cured,  aggressive,  complicated  regi- 
mens (such  as  the  Sloan-Kettering  L10  protocol  (16)),  can 
produce  results  that  are  better  than  those  seen  in  ANLL. 

Some  basic  research  discoveries  are  just  beginning  to  be 
applied  clinically.  Since  leukemic  cells  now  can  be  grown  in 
culture,  their  sensitivity  to  various  chemotherapeutic  drugs 
can  be  determined  in  vitro  (1 7).  This  technique  may  aid 
greatly  in  the  selection  of  drugs  for  patients  who  have  suf- 
fered relapses  or  who  are  not  responding  to  conventional 
therapy.  One  established  leukemia  cell  line  (HL  60),  derived 
from  a patient  with  acute  promyelocytic  leukemia  has  been 
made  to  differentiate  into  mature  polymorphonuclear  leuko- 
cytes (18).  The  success  of  this  procedure  raises  the  possi- 
bility that  leukemia  may  be  treated  by  inducing  cell  differ- 
entiation, and  it  has  led  to  attempts  to  treat  patients  with  very 
low  doses  of  cytosine  arabinoside  (19). 

Identification  of  the  karyotype  of  leukemic  cells  was  once 
useful  for  determining  prognosis  (patients  with  abnormal 
karyotypes  had  the  poorer  prognoses).  Improved  techniques 
(prometaphase  banding)  for  studying  chromosomes  have 
now  allowed  chromosomal  abnormalities  to  be  detected  in  all 
patients  with  leukemia  (20).  Although  this  may  increase  our 
understanding  of  the  disease,  it  renders  routine  karyotyping 
less  helpful.  Yet,  the  finding  of  specific  abnormalities  still  has 
important  prognostic  implications  (21).  For  example,  identi- 
fication of  a Philadelphia  chromosome  suggests  that  the 
patient  has  blastic  transformation  of  chronic  myelogenous 
leukemia  rather  than  ANLL;  the  prognosis  for  such  patients 
remains  discouraging.  The  finding  of  a specific  translocation, 
t(1 5 : 1 7),  suggests  the  diagnosis  of  acute  promyelocytic 
leukemia;  these  patients  often  develop  disseminated  in- 
travascular coagulation.  The  finding  of  abnormalities  of 
chromosome  5 or  7 has  been  associated  with  secondary  leu- 
kemias. In  these  cases,  patients  exposed  to  toxins  or  treated 
with  alkylating  agents  for  other  cancers  have  developed  leu- 
kemia. Morphologic  findings  in  this  form  of  leukemia  are 


indistinguishable  from  those  in  acute  leukemias,  but  the 
prognosis  is  less  favorable.  Therapy  with  high  doses  of 
cytosine  arabinoside,  however,  has  produced  encouraging 
preliminary  results  (22). 

The  etiology  of  leukemia  remains  unknown,  but  its  descrip- 
tion is  the  aim  of  much  research.  One  exciting  recent  devel- 
opment was  the  discovery  of  a retrovirus,  the  human  T-cell 
leukemia  virus  (HTLV),  which  causes  some  types  of  leuke- 
mia and  lymphoma  (23).  Although  this  leukemia  occurs 
infrequently  in  the  United  States,  it  is  not  uncommon  in 
southern  Japan  or  the  Caribbean.  The  finding  of  one  human 
leukemia  virus,  along  with  the  identification  of  numerous 
retroviruses  responsible  for  leukemia  in  animals,  indicates 
that  other  human  leukemias  may  also  be  caused  by  viruses. 

If  such  causative  agents  are  present,  leukemia  vaccines 
could  be  developed. 

Even  if  viruses  are  found  to  cause  leukemia,  additional  in- 
vestigations of  leukemogenesis  will  be  required.  Findings 
from  research  on  oncogenes  (24)  may  be  useful  in  those 
studies.  A number  of  oncogenes  that  have  been  identified  in 
normal  cells  have  structures  that  resemble  the  RNA  of  some 
retroviruses.  Thus,  these  oncogenes  may  be  involved  in  cell 
growth  and  replication  and  the  proteins  produced  by  these 
genes  (for  example,  protein  kinases  and  growth  factors;  v-sis 
produces  a protein  similar  to  PDGF,  the  platelet  derived 
growth  factor).  Cellular  oncogenes  may  induce  cancer  by 
mutation,  amplification,  or  chromosomal  translocation,  and 
retroviruses  can  insert  these  genes  into  chromosomes. 

Many  of  the  translocations  observed  in  patients  with  leu- 
kemia occur  close  to  such  oncogenes;  for  example,  the 
t(1 5 : 1 7)  seen  in  patients  with  acute  promyelocytic  leukemia 
occurs  near  c-fes  on  chromosome  15.  Such  translocations 
may  produce  leukemia  by  altering  the  regulation  of  these 
genes. 

This  review  has  only  highlighted  some  areas  of  current  re- 
search on  acute  leukemia.  Important  areas  not  discussed 
include  the  treatment  of  relapses  (25),  basic  immunology 
(26),  morphology  (27),  experimental  drugs,  prognostic  fac- 
tors (28),  cost  (29),  ethical  issues  (30),  and  developments  in 
diagnosis  (31 ).  Yet  work  in  these  and  other  fields  may  soon 
lead  to  improvements  in  the  treatment  and  perhaps  even  the 
prevention  of  the  disease. 
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Rhinoscleroma 

Rhinoscleroma  is  a chronic  granulomatous  disease  of 
the  upper  respiratory  tract.  Current  evidence  indicates 
that  the  gram-negative  diplobacillus,  Klebsiella  rhi- 
noscleromatis  is  the  etiologic  pathogen.  Though  the 
disease  is  endemic  in  nearby  Mexico  and  Central  Amer- 
ica, it  is  relatively  rare  in  the  United  States.  However,  due 
to  immigration  and  travel,  rhinoscleroma  may  be  seen 
here,  especially  in  southwestern  border  states  such  as 
Texas.  It  therefore  behooves  physicians  to  know  the 
clinical  manifestations  of  the  disease,  as  well  as  how 
to  diagnose  and  treat  it.  We  describe  a case  that  ex- 
emplifies many  of  the  features  of  rhinoscleroma.  Clinical 
presentation,  histopathology,  microbiology,  and  treat- 
ment are  discussed.  Differential  diagnosis  includes 
many  other  granulomatous  and  neoplastic  diseases. 
Since  the  disease  is  known  to  relapse  even  after  appar- 
ent clinical  cure,  we  emphasize  prolonged  follow-up. 


Rhinoscleroma  is  a rare  chronic  granulomatous  disease 
thought  to  be  caused  by  the  gram-negative  diplobacillus, 
Klebsiella  rhinoscleromatis.  Though  it  predominately  affects 
the  nasal  cavities,  the  disease  can  involve  other  areas  of  the 
upper  respiratory  tract  and  mimic  neoplasms  or  other  gran- 
ulomatous diseases.  Rhinoscleroma  affects  men  and  women 
equally,  with  the  age  group  of  1 5 to  35  years  having  the  high- 
est incidence.  Similar  to  Hansen's  disease,  it  appears  to  be 
transmitted  only  after  prolonged  exposure,  as  among  family 
members  living  together  in  close  quarters.  The  disease  is 
endemic  in  Eastern  Europe,  North  and  Central  Africa,  South- 
ern Asia,  and  the  Middle  East,  as  well  as  parts  of  South  and 
Central  America.  Travel  to  and  from  these  areas  and  increas- 
ing immigration  from  Mexico  and  Central  America  will  proba- 
bly result  in  United  States  physicians  seeing  rhinoscleroma 
more  often,  especially  in  southwestern  border  states.  We  de- 
scribe a patient  with  nasal  and  laryngeal  involvement.  The 
case  exemplifies  many  of  the  features  of  this  disease. 

Case  report 

A 26-year-old  Latin  American  male,  a native  of  Mexico,  first 
presented  in  October  1 982  with  the  chief  complaints  of 
hoarseness  and  periodic  epistaxis  of  six  months  duration.  He 
did  not  smoke  or  drink  and  was  otherwise  in  good  health. 


There  was  no  history  of  tuberculosis,  and  his  only  other 
symptoms  were  constant  nasal  congestion,  rhinorrhea,  a 
nonproductive  cough,  and  a 1 0 lb  weight  loss.  He  denied 
having  night  sweats,  chills,  or  fever. 

Physical  examination  of  the  nose  revealed  extensive  crust- 
ing bilaterally  and  inflamed  granular-appearing  mucosa.  Both 
nostrils  were  completely  blocked.  There  was  a 1 O-by-1 .5  cm 
red  granulomatous  lesion  on  the  posterior  edge  of  the  right 
soft  palate  (Fig  1 ).  Both  true  vocal  cords  appeared  red  and 
polypoid  but  moved  normally.  There  was  a granulomatous 
lesion  on  the  right  arytenoid.  The  remainder  of  the  head  and 
neck  examination  and  general  physical  examination  was 
normal. 

The  patient's  chest  roentgenogram  was  normal  and  tu- 
berculosis skin  test  was  negative.  Sinus  roentgenograms 
showed  changes  consistent  with  chronic  sinusitis,  and  there 
was  no  bony  erosion.  Cultures  from  sputum  and  nasal  secre- 
tions grew  out  normal  bacterial  flora  and  no  fungi.  On  Oct  28, 


7 . View  of  the  oropharynx  showing  a granulomatous  mass  on  the  right  side  ot 
the  posterior  edge  of  the  soft  palate,  adjacent  to  the  uvula. 
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1 982,  with  the  patient  under  general  anesthesia,  we  per- 
formed biopsies  of  the  pharynx  and  larynx  for  histopatho- 
logical  examination  and  cultures  (Fig  2).  Tissue  culture 
specimens  from  both  the  oropharynx  and  larynx  were  posi- 
tive for  Klebsiella  rhinoscleromatis.  Antibiotic  sensitivity 
testing  demonstrated  that  the  organism  was  sensitive  to  am- 
picillin,  cephalosporin,  chloramphenicol,  tobramycin,  and 
kanamycin,  and  moderately  sensitive  to  tetracycline.  His- 
tologic examination  of  the  biopsy  specimens  disclosed  a 
subepithelial  infiltrate  of  plasma  cells,  large  vacuolated  his- 
tiocytes (Mikulicz's  cells),  lymphocytes,  and  polymorpho- 
nuclear leukocytes  (Fig  3).  The  patient  was  discharged  on 
ampicillin,  500  mg,  four  times  per  day.  Lesions  in  the  phar- 
ynx, larynx,  and  nasal  cavities  responded  completely  to  this 
treatment  within  two  months,  and  subsequently  the  antibiotic 
was  discontinued.  Unfortunately,  recurrence  on  the  nasal 
septum  was  diagnosed  in  July  1983.  Though  antibiotics  were 
restarted,  the  patient  has  been  lost  to  follow-up. 

Discussion 

Rhinoscleroma  patients  present  with  a variety  of  symptoms. 
Nasal  obstruction  is  the  most  common,  but  the  list  includes 
epistaxis,  nasal  deformity,  sore  throat,  and  hoarseness.  Epi- 
phora or  sinusitis  occurs  if  the  disease  encroaches  upon  the 
lacrimal  apparatus  or  paranasal  sinus  ostia.  Exophthalmos 
has  also  been  reported  (1).  Progressive  airway  obstruction 
may  occur  in  patients  with  laryngeal  or  tracheal  involvement. 


Miller  et  al  reported  that  the  incidence  of  laryngeal  involve- 
ment by  rhinoscleroma  is  about  14%,  while  it  is  18%  and  95% 
for  the  pharynx  and  nose,  respectively  (2).  Goldberg  and 
Canalis  reported  two  cases  with  laryngeal  involvement; 
one  case  required  tracheostomy  because  the  disease  had 
obstructed  the  patient’s  subglottic  airway  and  caused  vocal 
cord  paralysis.  They  state  that  approximately  50%  of  patients 
may  have  laryngeal  involvement,  and  about  12%  require 
tracheostomy  (3).  Holinger  et  al  reported  on  1 1 rhinoscler- 
oma patients  with  laryngeal  involvement;  nine  of  the  patients 
required  tracheostomy  (4). 

The  disease  has  three  clinical  stages.  The  catarrhal  or 
exudative  stage  is  characterized  by  mucopurulent  rhinorrhea 
and  inflamed  mucous  membranes  and  is  first  to  appear.  The 
second  is  the  proliferative  or  granulomatous  stage.  In  this 
stage  the  mucosa  develops  small  nodules  which  coalesce 
into  granulomatous  lesions  obstructing  airway  passages. 

The  granulomas  may  occur  anywhere  in  the  upper  respira- 
tory tract,  including  the  larynx  as  in  the  case  presented. 

Facial  tomograms  may  show  bony  destruction  of  the  nasal 
apertures,  nasal  walls,  septum,  or  hard  palate  (5).  The  final 
clinical  stage  is  the  fibrotic  or  cicatricial  stage.  Long-term 
sequelae  as  a result  of  the  scarring  can  cause  stenosis  of  the 
airway  passages  or  cosmetic  deformity  of  the  nose  and  up- 
per lip.  Culture  and  biopsy  specimens  are  most  apt  to  be 
positive  if  taken  from  lesions  in  the  granulomatous  stage. 
Often  a patient  may  have  several  sites  involved  by  rhino- 


2.  View  of  the  larynx  as  seen  through  the 
laryngoscope  at  the  time  of  direct  laryngoscopy 
and  biopsies.  Both  cords  appear  to  be  involved  by 
granulomas. 
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scleroma  and  each  area  can  exhibit  a different  stage  of  the 
disease. 

Rhinoscleroma  can  mimic  several  other  diseases  that  af- 
fect the  upper  respiratory  tract.  Tuberculosis,  actinomycoses, 
and  syphilis  produce  lesions  that  may  be  confused  with  the 
disease.  Fungal  infections  such  as  histoplasmosis,  blastomy- 
cosis, and  paracoccidioidomycosis  are  also  part  of  the  differ- 
ential diagnosis.  The  mucocutaneous  form  of  leishmaniasis 
is  caused  by  a protozoan  ( L brasiliensis)  and  can  produce 
destructive  granulomatous  lesions  of  the  nose  and  mouth.  It 
is  widespread  in  Central  and  South  America.  Idiopathic  and 
autoimmune  diseases  such  as  Wegener’s  granulomatosis, 
midline  lethal  granulomatosis,  and  sarcoidosis  are  also  in- 
cluded in  the  differential  diagnosis.  Rhinoscleromatous 
lesions  have  often  been  mistaken  for  squamous  cell  carci- 
noma, and  other  neoplasms  such  as  lymphomas  may  appear 
very  similar. 

The  classic  histologic  picture  of  a rhinoscleromatous  lesion 
shows  a variety  of  cell  types.  Plasma  cells,  Mikulicz's  cells, 
polymorphonuclear  leukocytes,  and  lymphocytes  may  be  dis- 
persed equally  throughout  a histological  section,  or  sheets  of 
a single  cell  type  may  be  seen  in  different  areas  of  the  section. 
Mikulicz’s  cells  are  the  classic  large  vacuolated  histiocytes 
with  eccentric  nuclei  seen  on  histologic  sections.  They  mea- 
sure 100  to  200  |xm  and  commonly  contain  the  Klebsiella 
organisms  within  their  cytoplasm.  The  overlying  mucosa  of 
these  subepithelial  infiltrations  can  vary  from  typical  respira- 


tory epithelium  to  hyperplastic  squamous  epithelium  that 
may  be  ulcerated  and  suggest  squamous  cell  carcinoma. 
Also,  Russell  bodies,  which  are  degenerating  plasma  cells, 
may  be  seen.  They  appear  as  large  round  eosinophilic  and 
homogeneous  bodies,  seen  well  with  the  PAS  stain.  Russell 
bodies  are  a common  finding  on  histologic  slides  of  this  dis- 
ease, but  they  are  nonspecific  and  not  pathognomonic.  They 
occur  in  a number  of  diseases  that  exhibit  plasma  cell  infil- 
trates, including  plasmacytomas. 

The  organism,  Klebsiella  rhinoscleroma,  is  a gram- 
negative diplobacillus  of  the  bacterial  family  Enterobac- 
teriaceae.  It  is  encapsulated,  immotile,  and  approximately 
2.5  (j.m  in  length.  It  may  be  seen  alone,  in  pairs,  or  in  short 
chains.  A slime  mucopolysaccharide  coat  covers  the  orga- 
nism’s capsule,  which  some  authors  believe  is  of  importance 
in  pathogenesis  of  the  disease  (6).  Also,  the  rhinoscleroma 
organism  has  been  shown  to  be  antigenically  distinct,  having 
a smooth  somatic  antigen,  the  “O”  antigen,  and  a capsular  or 
“K”  antigen.  Thus  it  has  a unique  antigenic  formula,  02K3. 
Based  on  this,  immunochemical  techniques  may  be  em- 
ployed in  diagnosis  of  the  disease.  Shum  et  al  reported  on 
the  use  of  an  immunoperoxidase  technique  in  which  an  anti- 
body for  the  capsular  antigen  couples  with  a carrier  protein 
which  binds  a peroxidase-antiperoxidase  complex.  This  is 
then  visible  by  light  microscopy  (6).  Myer  et  al  showed  this 
technique  to  be  very  specific  (positive  in  1 7 of  1 8 specimens) 
and  stated  that  it  is  especially  beneficial  for  cases  in  which 

3.  High-power  light  microscopy  view  of  a biopsy 
specimen  from  one  of  the  granulomatous  lesions. 
Plasma  cells,  lymphocytes,  and  histiocytes 
(Mikulicz's  cells)  can  be  seen.  The  Mikulicz's  cells, 
which  are  characteristic  of  rhinoscleroma  lesions, 
are  large  pale  vacuolated  cells.  They  often  contain 
the  Klebsiella  organisms. 
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the  diagnosis  is  uncertain  (7). 

Von  Hebra,  a Viennese  dermatologist,  is  credited  with  first 
describing  a case  of  rhinoscleroma  in  1870,  and  since  that 
time  a variety  of  treatments  have  been  tried  (8).  Surgery  as 
the  primary  treatment  was  advocated  by  Shaw  and  Martin, 
who  likened  the  disease  to  cancer  and  suggested  early  sur- 
gical excision  (9).  Radiotherapy  for  treatment  was  suggested 
by  Reyes  in  1 946  and  Hollender  in  1 954,  but  this  modality 
has  been  of  little  value  (1 0,1 1 ).  Since  the  introduction  of 
streptomycin  and  its  successful  usage  in  1948,  antibiotics 
have  been  the  mainstay  of  treatment. 

Unfortunately,  the  choice  of  an  antibiotic  and  its  admin- 
istration is  not  always  simple.  Ideally,  the  organism  should  be 
successfully  identified  in  culture  and  antibiotic  sensitivity 
testing  performed.  Klebsiella  rhinoscleromatis  is  usually  re- 
sistant to  penicillin  and  sulfanilamides,  but  sensitive  to  all 
other  antibiotics  which  are  effective  against  gram-negative 
organisms.  Tetracycline  is  the  most  commonly  used  drug  to 
initiate  treatment  because  of  its  low  toxicity  and  ease  of  ad- 
ministration. Goldberg  and  Canalis  advocate  empirically 
treating  patients  with  tetracycline  for  12  months  at  a dosage 
of  2 g per  day  (3).  Compliance  with  this  long-term  drug  regi- 
men is  this  treatment’s  major  limitation.  Streptomycin  has 
also  been  used  to  begin  treatment,  but  has  the  disadvantage 
of  renal  and  vestibular  toxicity.  Various  other  drugs  have 
been  reported  as  successful,  including  kanamycin  sulfate 
(12),  ampicillin  (5),  and  cephalexin  (2). 

Rhinoscleroma  can  recur  months  or  years  later  in  patients 
who  apparently  had  been  cured.  Relapses  may  be  due  to 
poor  patient  compliance  or  perhaps  to  poor  penetration  by 
the  antibiotic.  For  example,  scar  tissue  in  the  third  clinical 
stage  may  wall  off  viable  organisms  from  circulating  drugs. 
Also,  it  is  known  that  the  Mikulicz’s  cell  cannot  destroy  the 
intracellular  organisms  and  may  actually  protect  them  (2,6). 
This  immunologic  deficit  may  be  a major  contributing  factor 
to  the  difficulty  encountered  in  curing  rhinoscleroma  patients. 
Undoubtedly,  these  patients  need  to  be  observed  for  many 
years,  and  biopsy  of  any  suspicious  areas  in  the  upper  respi- 
ratory tract  is  mandatory. 

In  conclusion,  there  are  several  important  points  about 
rhinoscleroma  which  should  be  emphasized.  First,  United 
States  physicians  are  likely  to  see  this  disease,  especially 
among  immigrants  from  Mexico,  El  Salvador,  and  Guatemala. 
Second,  the  differential  diagnosis  includes  a long  list  of 
granuloma-forming  diseases  as  well  as  neoplasms.  Third, 
a number  of  diagnostic  tests  are  available,  but  probably 
the  most  definitive  is  successful  culture  of  the  organism, 
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Klebsiella  rhinoscleromatis.  Fourth,  for  treatment,  a pro- 
longed course  of  antibiotics,  dictated  by  sensitivity  testing, 
should  be  administered.  Finally,  long-term  follow-up  is  essen- 
tial since  the  disease  is  known  to  recur. 
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FOR  THOSE  WHO  DREAM 


Sonterra.  In  Portugal,  it  means  "land  of 
dreams."  In  San  Antonio,  it  represents  a 
master-planned  country  club  community 
of  715  oak-studded  acres,  dedicated  to 
those  who  value  security,  seclusion,  and 
distinctive  living.  Who  dare  to  dream  . , . 


Discover  the  dream  that  is  embodied  in 
Sonterra.  An  ideal  north-central  location 
with  easy  access  to  major  employment, 
shopping  and  cultural  centers.  An  exten- 
sive security  system  with  controlled  access 
and  24-hour  surveillance.  Gracious  home- 
sites  in  the  rustic  beauty  of  the  Texas  Hill 
Country,  surrounding  a 36-hole  champion- 
ship golf  course  and  country  club.  Members 
enjoy  tennis  courts,  pools,  saunas,  and 
more,  in  a relaxed,  yet  elegant,  atmos- 
phere which  exemplifies  Sonterra. 


All  the  elements  necessary  to  create  the 
perfect  living  environment.  An  opportunity 
most  only  dream  about,  is  waiting  to  be 
discovered  at  Sonterra.  Contact  the 
Sonterra  information  office  at  901 
Sonterra,  San  Antonio,  Texas  78258, 
(512)496-1560. 
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Cancer  in  Texas — 

epidemiologic 

considerations 

Cancer  mortality  rates  in  Texas  are  approximately  the 
same  as  those  of  the  United  States.  Among  major  cancer 
sites,  male  mortality  rates  routinely  exceed  those  of  the 
female.  The  number  of  deaths  due  to  all  types  of  cancer 
in  Texas  have  increased  34%  in  the  past  ten  years.  Lung 
cancer  stands  out  with  a 61.2%  increase  in  deaths,  and 
in  1982 — for  the  first  time  in  history — lung  cancer  killed 
as  many  women  in  Texas  as  did  breast  cancer. 


Comparing  the  cancer  mortality  rates  of  Texas  with  those  of 
the  United  States  as  a whole,  we  can  see  that  the  rates  for 
the  major  cancer  sites  are  approximately  the  same  (Figs  1 ,2) 
(1 ).  The  lung  cancer  death  rate  among  Texas  males  is  defi- 
nitely greater  than  the  US  rate  for  males,  but  the  lung  cancer 
death  rate  for  women  in  Texas  is  only  slightly  above  the  na- 


1.  Mortality  rates  due  to  cancer  in  Texas  and  the  United  States,  white 
males,  1970-1979. 


Type  or  Location 

Deaths  per  100,000  Population 

of  Cancer 

Texas 

United  States 

Lung 

68  0 

64.0 

Prostate 

19  8 

20.3 

Colon 

16.2 

20.2 

Pancreas 

11.5 

10.9 

Stomach 

7.7 

9.0 

Bladder 

5.5 

7.3 

Rectum 

3.5 

5.8 

Melanoma 

3.1 

2.4 

2.  Mortality  rates  due  to  cancer  In  Texas  and  the  United  States,  white  fe- 
males, 1970-1979. 

Type  or  Location 

Deaths  per  100,000  Population 

of  Cancer 

Texas 

United  States 

Breast 

22  5 

27.0 

Lung 

15.7 

15.3 

Colon 

13.5 

17.1 

Pancreas 

6.8 

6.7 

Cervix 

4.5 

4.2 

Stomach 

4.1 

4.3 

Rectum 

2.2 

3.4 

Melanoma 

2.0 

1.5 

Bladder 

1.6 

2.1 

tional  figure.  Colon  cancer  mortality  rates  for  both  men  and 
women  are  less  than  the  US  rates.  The  breast  cancer  death 
rate  in  women  is  lower  than  the  US  rate  as  well.  The  mela- 
noma death  rate  in  Texas  is  greater  than  the  US  rate  for  both 
men  and  women. 

Male:female  ratios 

Within  Texas,  there  is  considerable  difference  between  the 
male  and  female  mortality  rates  for  specific  cancer  sites. 
Over  the  1 970  to  1 979  time  period,  the  male  lung  cancer 
mortality  rate  has  been  four  times  that  of  the  rate  for  females. 
The  same  is  true  of  bladder  cancer  mortality.  Among  the 
other  representative  cancer  sites,  male  mortality  rates  rou- 
tinely have  exceeded  those  of  the  female. 

Time  trend 

The  number  of  deaths  due  to  all  types  of  cancer  in  Texas  has 
increased  34%  in  the  past  ten  years  (Fig  3)  (2).  Much  of  this 
increase  can  be  attributed  to  population  growth.  When  age 
and  sex  adjusted  rates  are  calculated,  the  percent  change  is 
5.4%  overall.  Among  the  leading  causes  of  cancer  deaths, 
lung  cancer  stands  out  with  a 61 .2%  increase  in  deaths, 
which  still  represents  a 26.9%  increase  when  an  age-sex  ad- 
justed rate  is  calculated. 

Lung  vs  breast 

Looking  more  closely  at  the  problem  of  lung  cancer  mortality 
in  Texas,  we  see  that  from  1 970  to  1 980  the  number  of  deaths 
among  males  increased  47%  (Fig  4)  (3,4);  the  number  of 
deaths  among  females,  however,  rose  from  669  to  1 ,482,  an 
increase  of  1 21  %.  Furthermore,  each  year  of  the  1 970- 
to-1 980  decade  contributed  to  the  increase  (5).  As  men- 
tioned earlier  in  this  report,  1 982  was  the  first  year  in  which 
lung  cancer  and  breast  cancer  killed  approximately  equal 
numbers  of  women  in  Texas.  In  that  year  the  age  adjusted 
mortality  rate  for  both  breast  and  lung  cancer  among  females 
in  Texas  was  22.6  per  1 00,000  population  (6).  This  trend  in 
Texas  is  being  seen  in  other  states  and  in  Canada. 

Larynx  cancer  mortality 

Another  cancer  that  has  been  linked  to  cigarette  smoking  has 
been  more  difficult  to  track.  One  would  expect  that  cancer  of 
the  larynx  would  also  be  increasing  steadily  in  men  and 
sharply  in  women,  increases  parallel  to  those  of  lung  cancer. 
However,  for  the  time  period  1 972-1 982  deaths  attributed  to 
larynx  cancer  in  Texas  have  fluctuated  around  1 70  per  year 
with  no  noticeable  upward  trend. 
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One  explanation  of  this  may  be  that  since  survival  is  so 
much  better  for  laryngeal  cancer,  death  rates  do  not  reflect 
incidence  as  accurately  as  they  do  with  lung  cancer.  The  five- 
year  survival  rate  for  all  stages  of  larynx  cancer  is  approx- 
imately 63%  in  contrast  to  9%  for  lung  cancer  (based  on  the 
white  population  1964-1973)  (7).  In  this  situation,  incidence 
data  from  a registry  are  more  sensitive. 

Some  data  on  laryngeal  cancer  incidence  rates  are  avail- 
able from  the  third  national  cancer  survey  (1969-1971)  (7) 
and  the  SEER  program  (Surveillance  Epidemiology  and  End 
Results)  (1973-1977)  (8).  Two  regions,  San  Francisco- 
Oakland  and  Detroit,  were  surveyed  in  both  time  periods.  In 
each  area  there  was  an  increase  in  laryngeal  cancer  inci- 
dence rates  among  white  females.  Rates  for  males  were 
stable.  At  present  we  do  not  have  sufficient  incidence  data  in 
Texas  to  study  this  in  more  detail. 


3.  Percent  variation  in  the  number  of  deaths  due  to  cancer  and  in  the 
adjusted  rates,  1970  and  1980. 


Number  of  Deaths  Age-Sex  Adjusted  Rates 

Sites  of  % % 


Cancer 

1970 

1980 

Change 

1970 

1980 

Change 

Total  Cancer 

15,794 

21,164 

34.0 

141.0 

148,74 

5.4 

Lung 

3,506 

5,652 

61.2 

31.31 

39  72 

26.9 

Colon 

1,497 

1,996 

33.3 

13.37 

14.03 

4.9 

Breast 

1,279 

1,640 

28.2 

22.37 

22.68 

1.4 

Prostate 

846 

1,139 

34.6 

15.44 

16.27 

5.4 

Pancreas 

967 

1,137 

17.6 

8.64 

7.99 

7.5 

4.  Deaths  due  to  lung  cancer  in  Texas. 


1970 

1980 

% Increase 

Males 

2,837 

4,170 

47 

Females 

669 

1,482 

121 

Total 

3,506 

5,652 

61 

Geographic  pattern 

If  we  look  at  the  geographic  pattern  of  mortality  due  to  cancer 
of  the  lung,  colon,  and  female  breast,  only  two  public  health 
regions,  the  Dallas  area  (PHR  5)  and  the  Houston  area  (PHR 
11),  have  rates  higher  than  the  state  for  all  three  cancers. 
Urban-rural  differences  in  the  mortality  of  these  three  cancer 
sites  have  been  observed  in  most  regions  of  the  United 
States.  Explanations  for  the  increased  cancer  mortality  in  ur- 
ban areas  have  ranged  from  differences  in  urban  lifestyle  and 
industrial  exposures  to  more  accurate  case  ascertainment 
due  to  better  diagnostic  facilities. 
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Malpractice  avoidance 
techniques 

Precautions  can  reduce  the  odds  that  a physician  will  be 
sued  for  malpractice.  These  include  taking  time  to  talk  to 
the  patient  and  to  demonstrate  care,  honesty,  openness, 
and  empathy;  understanding  which  physician  is  pri- 
marily responsible  for  a patient’s  care;  informing  pa- 
tients when  and  why  the  physician  will  be  away  from  his 
or  her  practice;  keeping  clear,  concise,  and  unaltered 
records;  being  cautious  in  billing  of  disgruntled  patients; 
following  formal  procedures  for  ending  the  doctor- 
patient  relationship;  and  avoiding  an  adversary’s  at- 
torney until  one’s  own  attorney  has  been  consulted. 


Under  our  judicial  system  there  is  no  absolute  way  to  prevent 
the  filing  of  a lawsuit.  Almost  any  person  at  any  given  time 
can  institute  civil  proceedings  against  another  individual  or 
entity.  Over  the  years  it  has  become  evident  that  certain 
recurring  practices  and  omissions  by  physicians  seem  to 
attract  suits  by  disgruntled  patients.  Avoidance  of  these 
negative  factors  may  minimize  the  filing  of  a claim. 

Doctor/patient  communication 

Far  too  many  times  the  patient  and  his  or  her  family  are  left 
in  the  dark  as  to  what  is  occurring  or  what  has  occurred. 
Whether  this  is  deliberate  or  accidental,  it  breaches  the  faith 
of  the  patient  and  family,  causing  a riff  or  void  in  the  doctor- 
patient  relationship  that  may  not  be  successfully  repaired 
when  a bad  result  is  obtained.  Communication  means  taking 
time  to  talk  with  people  so  that  one  is  certain  that  he  is  being 
understood.  The  truth  does  more  than  make  one  free;  it  can 
be  the  one  element  that  lets  the  patient  and  family  know  that 
in  spite  of  an  unfortunate  result,  the  physician  has  tried  to  do 
his  best. 

Lack  of  compassion 

Those  of  us  who  may  be  specialists  in  a given  field  are  used 
to  dealing  with  other  specialists  in  arenas  that  are  oftentimes 
impersonal,  cold,  and  sterile  (in  more  ways  than  one).  It  is 
difficult  for  a modern  physician  to  recapture  the  nostalgic  im- 
age of  the  “suffering  servant"  who  made  house  calls  in  bad 
weather  for  little  or  no  pay  and  kept  all-night  vigils  with  the 
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sick.  However,  one  can  exercise  the  simple  art  of  showing 
care,  empathy,  and  concern  by  merely  spending  time  with 
the  patient  and  his  family. 

Faultfinding 

A physician  should  never  tell  the  patient  or  family  that  any- 
one, including  himself,  is  “at  fault”  or  “to  blame"  for  a bad 
result  or  occurrence.  This  is  not  to  suggest  that  the  physician 
should  conceal  any  facts  from  the  patient,  nor  does  it  mean 
that  the  doctor  should  try  to  cover  his  sins  or  those  of  a col- 
league. In  a true  case  of  a “botched  job,”  the  facts  alone 
usually  speak  for  themselves.  It  is  not  the  job  of  the  physician 
to  postulate  opinions  or  conclusions  of  law.  Leave  that  to  the 
jury  and  save  your  opinions  and  conclusions  when  requested 
for  a formal  hearing  or  deposition  after  being  acquainted  with 
all  the  facts.  An  ill-formed,  casual  remark  about  a fellow  phy- 
sician’s judgment  call  may  cause  a suit  not  only  for  him,  but  it 
sometimes  has  a way  of  rebounding  on  the  former  treater, 
who  may  be  the  subject  of  faultfinding  himself. 

On  the  other  hand,  the  physician  owes  to  his  patient  the 
clear  duty  to  inform  him  fully  of  all  the  relevant  and  material 
facts  concerning  his  case,  even  to  the  point  of  disclosing  the 
existence  of  an  actual  mistake  or  error  of  judgment  in  treat- 
ment or  diagnosis.  A patient  can  be  surprisingly  prone  to 
forgive  if  he  is  confronted  with  the  truth. 

Admittedly,  it  can  be  difficult  in  some  situations  to  discern 
and  distinguish  between  fact  and  opinion.  In  weighing  the 
two  options,  all  things  being  equal,  it  is  best  to  lean  toward 
maximum  disclosure  to  the  patient. 

Consultation 

When  there  is  any  doubt  as  to  proper  care  and  treatment, 
seek  expertise.  In  this  fast-paced,  technological  era  a patient 
(as  well  as  his  physician)  can  get  in  trouble  fast.  There  may 
be  some  hesitancy  on  the  part  of  the  primary  physician  to  call 
in  help  for  any  number  of  reasons,  ranging  all  the  way  from 
fear  of  additional  medical  cost  to  the  ego  of  the  treater.  In  the 
long  run,  however,  a consultation,  be  it  formal  or  informal,  can 
often  save  a patient  as  well  as  the  primary  physician’s  hide. 

Patient  responsibility:  multiple  physicians 

A physician  must  make  absolutely  sure  that  there  is  a clear 
understanding  as  to  patient  responsibility  when  two  or  more 
physicians  are  involved  in  care,  treatment,  and/or  supervi- 
sion of  the  patient.  This  is  admittedly  easier  said  than  done. 

All  too  often  when  more  than  one  physician  becomes  in- 
volved in  patient  care,  professional  courtesy  becomes  the 
enemy  of  the  patient  in  that  each  physician  is  hesitant  to 
check  what  another  may  be  doing  by  way  of  medication, 
tests,  etc,  to  the  extent  that  the  medical  regimen  for  the  pa- 
tient becomes  confused  and  out  of  kilter.  One  of  the  physi- 
cians must  take  the  lead  in  directing  the  total  care  for  the 
patient,  even  at  the  risk  of  bruising  a fellow  doctor’s  ego. 

The  absent  physician  dilemma 

A physician  must  have  his  own  time  for  recreation  and 
personal  well-being;  however,  if  he  does  need  to  leave  on 
vacation  for  any  length  of  time — particularly  the  weekend — 
he  must  take  time  to  tell  his  hospital  patients  that  he  is  going, 
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the  reason  he  is  going,  and  who  will  be  taking  care  of  them 
while  he  is  gone. 

A patient’s  cry  of  "abandonment,”  whether  real  or  imag- 
ined, should  send  chills  up  the  spine  of  the  treating  physician. 
It  can  be  avoided  easily  by  taking  the  time  to  inform  the  pa- 
tient. If  possible  (and  I realize  this  may  be  wishful  thinking),  it 
can  be  beneficial  to  introduce  your  patient  to  your  temporary 
replacement.  Besides  assuaging  the  fears  of  the  patient,  it 
can  even  help  the  replacement  avoid  suit  in  the  event  of  a 
bad  occurrence  in  the  absence  of  the  regular  physician. 

Integrity  of  the  record 

The  primary  goal  of  plaintiffs’  attorneys  in  medical  malprac- 
tice cases  is  to  destroy  the  integrity  of  the  record.  Any  breach 
that  can  be  made  in  the  probity  of  the  records  is  a focal  point 
for  a claim  that  error  pervades  the  whole  content.  Thus,  rec- 
ords must  of  necessity  be  clear,  concise,  and,  by  all  means, 
precise.  A poor  choice  of  words  often  misleads  a potential 
plaintiff’s  attorney  into  filing  an  unnecessary  lawsuit.  The 
medical  record  of  a patient  is  not  the  place  to  practice  in- 
creasing one’s  vocabulary  with  esoteric  words  and  phrases. 
The  physician  should  report  just  enough  to  explain  suffi- 
ciently what  he  has  done  and  why  he  has  done  it.  He  should 
be  particularly  descriptive  in  enumerating  those  objective 
and  subjective  symptoms  which  should  warrant  his  diagnosis 
and  treatment. 

It  should  be  obvious  that  one  must  never  change  the 
record.  The  record  may  be  timely  supplemented  within  a rea- 
sonable period  following  the  original  entry,  but  never  altered. 
If  a patient’s  attorney  ever  thinks  the  record  is  falsified,  he  or 
she  will  "smell  blood,”  and  a suit  is  virtually  guaranteed.  It  is 
also  a telltale  sign  when  the  doctor  fails  to  dictate  an  oper- 
ative report  or  discharge  summary  until  well  after  the  pros- 
pect of  a claim  or  suit  is  suspected. 

Use  of  common  sense 

Some  doctors  have  a great  deal  of  "horse  savvy”  in  every 
area  of  practice  except  in  billing  and  rebilling  patients.  An 
aggressive  billing  office  can  often  precipitate  a suit,  particu- 
larly when  a bad  result  has  been  obtained.  A little  “PR"  goes 
a long  way  to  prevent  a claim  from  being  filed.  Under  certain 
circumstances,  cutting  the  bill,  or  even  cancelling  it,  may  be 
warranted;  however,  legal  counsel  should  be  consulted  in 
such  an  instance. 

Overextension  of  practice 

A busy  practice  may  reach  a level  where  efficiency  may  be 
lost  and  mistakes  can  begin  to  occur  at  an  alarming  rate.  It  is 
simply  a matter  of  seeking  to  give  qualitative  rather  than 
quantitative  care. 

People  don’t  like  to  be  treated  like  cattle.  Yours  may  be  a 
highly  productive  operation,  but  the  longer  you  keep  a patient 
waiting  in  an  anteroom  while  you  spin  through  a maze  of  oth- 
ers, the  more  the  patient  feels  like  a faceless,  numbered  part 
in  a mechanized  assembly  line.  Again,  take  time  to  be  with 
each  patient  and  make  allowances  for  the  sometimes  subtle 
differences  in  each. 


Termination  of  the  relationship 

For  any  number  of  appropriate  reasons,  a physician  may 
seek  to  limit,  cease  altogether,  or  forego  only  a portion  of  his 
practice,  including  perhaps  one  or  more  troublesome  pa- 
tients whom  the  doctor  is  no  longer  comfortable  in  treating. 
The  doctor/patient  relationship  may  be  effectively  terminated 
with  due  notice  to  patient.  Although  there  is  no  particularized 
form  of  notice  required,  the  following  elements  should  be  in- 
cluded in  writing  and  sent  whenever  possible  by  certified 
mail,  return  receipt  requested:  the  fact  that  the  relationship  is 
to  be  terminated;  the  reason  (when  applicable)  for  the  termi- 
nation; the  date  and  time  of  the  termination;  and  the  fact  that 
the  physician  is  either  available  during  the  intervening  time  to 
care  for  the  patient  or  that  arrangements  have  been  made  for 
another  physician  to  care  for  the  patient.  Under  most  circum- 
stances two  weeks  should  be  sufficient  for  fair  notice  to  be 
effected. 

Attorney  contact 

If  notified  by  an  attorney  of  possible  claim  or  suit,  notify  your 
professional  liability  carrier  immediately.  Do  not  agree  to 
confer  with  the  patient’s  attorney  without  the  legal  advice 
and  attendance  of  your  own  counsel.  There  are  some  rare 
occasions  when  a conference  with  the  opposition  and  your 
attorney  may  lead  to  forbearance  of  claim;  however,  un- 
protected contact  with  the  opposition  never  helps  the  phy- 
sician and  often  promotes  suit. 

Conclusion 

The  purpose  of  this  article  is  simply  to  urge  remembrance  of 
the  dignity  and  worth  of  the  individual  patient;  foster  care  and 
skill  in  record  keeping;  emphasize  the  use  of  common  sense 
in  dealing  with  patients;  and  warn  of  the  dangers  of  one-on- 
one  communication  with  the  patient’s  attorney. 

These  admonitions  should  at  least  lessen  the  prospect  of  a 
malpractice  claim,  provided,  of  course,  that  the  physician  is 
practicing  well  within  the  confines  of  the  medical  standard  of 
care  prevailing  among  those  of  the  same  specialty  in  that 
geographical  area. 
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Demographic 
characteristics  of 
entering  medical 
students  at  The 
University  of  Texas 
Health  Science  Center 
at  San  Antonio 

To  identify  demographic  patterns  among  applicants  ac- 
cepted by  The  University  of  Texas  Health  Science  Center 
at  San  Antonio,  we  analyzed  medical  school  records  for 
the  seven  entering  classes  from  1975  through  1981. 


Analysis  of  admissions  data  showed  several  emerging 
trends:  narrowing  of  the  gender  gap;  admission  of  fewer 
black  and  Hispanic  applicants;  and  acceptance  of  more 
applicants  with  advanced  degrees.  These  trends  and 
others  await  additional  analysis  and  replication  prior  to 
nationwide  generalization. 


In  order  to  identify  demographic  patterns  and  trends  among 
entering  medical  students  at  The  University  of  Texas  Health 
Science  Center  at  San  Antonio,  we  conducted  a longitudinal 
study  of  the  seven  entering  class  cohorts  between  1 975  and 
1981.  Data  were  derived  from  annual  summaries  compiled 
by  the  medical  school  Fig  1 reveals  several  new  and  fas- 
cinating trends. 

The  findings  from  the  study  show  that  while  annual  appli- 
cations for  medical  school  at  The  University  of  Texas  at  San 
Antonio  declined  about  9%  between  1975  and  1981 , the 


7.  Demographic  traits  of  medical  students,  1975-1981:  The  University  of  Texas  Health  Science  Center  at  San  Antonio. 


Entering  Class 

1975 

1976 

1977 

1978 

1979 

1980 

1981 

Total  applicants 

2,300 

2,302 

2,088 

1,977 

2,077 

2,087 

2,097 

Class  size 

128 

135 

137 

203 

202 

202 

202 

Texas  residents 

97  % 

97% 

96  % 

98  % 

96  % 

97  % 

96% 

Average  age  (years) 

23.7 

24.0 

23.5 

23.5 

24.2 

24.0 

24.8 

Sex  ratio  (no.  males  per 

100  females) 

313 

221 

270 

341 

254 

226 

211 

Racial  composition: 

White 

81  % 

75  % 

80  % 

79  % 

87  % 

87  % 

85  % 

Hispanic 

12  % 

19  % 

9 % 

14  % 

7 % 

7 % 

5 % 

Oriental 

3 % 

1 % 

4 % 

3 % 

4 % 

3 % 

6 % 

Black 

2 % 

4% 

4 % 

2 % 

2 % 

2 % 

2% 

American  Indian 

0 % 

0% 

0 % 

.5  % 

0 % 

0 % 

.5% 

Highest  academic  degree 
of  class  members: 

Non-degree 

16  % 

15% 

14  % 

12  % 

11  % 

11  % 

8 % 

BS/BA 

73  % 

67  % 

73  % 

75  % 

72  % 

76  % 

73  % 

MS/MA 

11  % 

14% 

10  % 

9 % 

11  % 

8 % 

11  % 

PhD 

0 % 

4% 

3 % 

3 % 

6 % 

5 % 

7 % 

Undergraduate  major: 

Biology-premed 

40  % 

15  % 

36  % 

54  % 

47  % 

50  % 

48% 

Chemistry 

10  % 

39  % 

22  % 

12  % 

13  % 

14  % 

15% 

Physics/math 

11  % 

13  % 

12  % 

10  % 

8 % 

7 % 

5 % 

Engineering 

5 % 

1 % 

3 % 

3 % 

5 % 

4 % 

5 % 

Social  science 

18  % 

18  % 

16  % 

14  % 

16  % 

4 % 

5% 

Undergraduate  grade 

point  average 

3.50 

3.50 

3.50 

3.47 

3.59 

3.58 

3.56 

New  MCAT-average  score 

— 

— 

— 

53.3 

55.5 

54.0 

53.6 
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1981  class  was  59%  larger  than  the  1975  class.  Class  size  is 
now  state  mandated  at  202  new  medical  students  each  year. 
Admission  preference  is  obviously  given  to  state  residents 
(similar  to  admission  policies  of  medical  schools  supported 
by  other  states)  with  Texans  consistently  comprising  96%  to 
98%  of  each  incoming  class.  Incoming  medical  students — on 
the  average — were  a year  older  in  1 981  (24.8  years)  than 
they  were  in  1 975  (23.7  years). 

Our  analysis  also  showed  that  in  1 975  there  was  a 3. 1 3/1 
male-to-female  admission  ratio.  By  1981 , the  male-to-female 
ratio  for  the  new  class  of  medical  students  was  2.11/1. 

The  participation  of  racial  minorities  in  medical  school  edu- 
cation is  also  depicted  in  Fig  1 . While  Orientals  increased 
from  3%  in  the  entering  class  of  1 975  to  6%  in  the  class  of 
1981,  the  two  largest  racial  minority  groups  in  Texas  experi- 
enced a precipitous  drop  in  admissions  to  the  San  Antonio 
medical  school.  The  number  of  Hispanic  students  declined 
from  1 9%  of  the  entering  class  in  1 976  to  5%  of  the  entering 
class  in  1 981 . Similarly,  the  number  of  black  students  dropped 
from  4%  of  the  1 976  class  to  2%  of  the  1 981  class. 

The  demographic  data  summarized  in  Fig  1 also  disclose 
significant  changes  in  the  academic  preparation  and  back- 
grounds of  new  medical  students  at  the  health  science 
center.  In  years  past,  many  students  would  complete  the  basic 
science  requirements  in  college  and  move  on  to  medical 
school  without  achieving  an  undergraduate  baccalaureate  de- 
gree. However,  between  1 975  and  1 981 , fewer  students 
were  taking  the  abbreviated  undergraduate  option  and  more 
were  graduating  from  college.  Of  equal  significance  is  the 
steadily  increasing  incidence  of  medical  students  holding 
doctor  of  philosophy  degrees — up  from  zero  in  1 975  to  7%  in 
the  class  of  1 981 . About  half  of  the  medical  students  in  this 
study  had  a college  major  in  biology  or  a biology-based  cur- 
riculum especially  designed  for  premedical  students.  Also  of 
interest  is  the  marked  decline  in  the  number  of  medical  stu- 
dents who  had  majored  in  physics,  mathematics,  and  the 
social  sciences. 

The  last  items  in  Fig  1 deal  with  undergraduate  grade  point 
averages  and  scores  on  the  new  MCAT  (Medical  College  Ad- 
missions Test).  The  undergraduate  grade  point  average  of 
new  medical  students  entering  The  University  of  Texas 
Health  Science  Center  at  San  Antonio  has  been  remarkably 
consistent  over  the  years.  On  the  average,  their  college 
grades  were  about  midway  between  "As”  and  "Bs”  (3.5  on  a 
4.0  scale).  Regarding  the  new  MCAT,  which  was  instituted  in 
1978,  these  same  students  have  an  average  score  of  about 
54.  An  average  score  of  54  would  rank  at  the  66th  percentile 
of  all  medical  school  applicants  taking  the  examination  na- 
tionwide during  the  same  year. 

In  conclusion,  this  longitudinal  study  of  medical  student  ad- 
missions to  The  University  of  Texas  Health  Science  Center  at 
San  Antonio  between  1 975  and  1 981  reveals  that,  while  the 
gender  gap  has  narrowed,  men  still  outnumber  women  two  to 
one;  admissions  from  racial  minorities  have  generally  de- 
clined; and  the  average  age  of  new  medical  students  has 
increased,  as  has  the  number  with  extensive  graduate  work 
prior  to  their  entrance  into  this  major  medical  school.  Whether 
these  findings  are  indicative  of  national  patterns  and  trends 
must  await  additional  investigation. 


f If  Solve  a simple  mathematical 

problem.  Assume  that  X in  the  above 
equation  equals  the  total  number  of  staff  members  in 
your  professional  practice  or  corporation.  Subtract 
from  that  number  all  but  one  staff  member  — yourself. 

What  do  you  get?  Freedom.  Freedom  from  the 
expense  and  bother  of  personnel- related 
administrative  chores. 

Freedom  to  design  a benefits  and  retirement 
package  which  best  fits  your  own  needs,  without 
the  financial  and  administrative  burden  of  supplying 
like  coverage  for  every  member  of  your  staff. 

Freedom  to  offer  your  staff  "large  corporation” 
benefits,  even  if  your  professional  practice  or  company 
is  modest  in  size. 


The  equation  can  work  for  you,  through  the  services 
of  Staff  Leasing,  Inc.  The  concept  is  simple.  Our 
company  hires  your  employees  and  leases  them  back 
to  you.  Your  office  routine  remains  unchanged,  except 
that  Staff  Leasing,  Inc.  handles  all  facets  of  personnel 
administration.  We  assume  responsibility  for  payroll 
and  related  accounting,  make  all  employer  contributions 
to  taxes  and  insurance  on  behalf  of  employees,  and 
manage  the  withholding  and  dep  sit  of  all  employee 
payroll  deductions. 

Because  a large  number  of  men  and  women  are 
employed  by  Staff  Leasing,  Inc.,  our  company  can 
provide  a package  of  employee  benefits  second  to 
none.  Your  staff  will  enjoy  group  medical  insurance, 
including  maternity  benefits;  group  dental  insurance; 
group  life  insurance;  a sound  retirement  plan; 
professional  liability  insurance;  worker’s  compensation 
insurance;  and  more. 

Staff  leasing  is  also  a recognized  and  approved 
solution  to  the  affiliated  service  group 
problem  presented  by  Internal  Revenue  Code 
Section  4l4(m). 

Staff  Leasing,  Inc.  is  not  an  employment  agency. 

We  simply  make  it  easier  for  you  to  operate  your 
professional  practice  or  corporation  with  existing 
staff.  Or  we  staff  your  office  with  new  employees, 
subject  to  your  approval. 

Freedom.  It’s  writing  one  check  a month  and  letting 
Staff  Leasing,  Inc.  do  the  rest. 

Let  us  work  out  a staff  leasing  plan  for  you.  It 
adds  up  to  a better  way  of  doing  business. 


Texas  office: 

Staff  Leasing,  Inc. 
7557  Rambler  Road, 
Suite  610 

Dallas,  Texas  75231 
(214)  696-0808 


Oklahoma  office: 

Staff  Leasing,  Inc. 

P.O.  Box  12373 

Oklahoma  City,  Oklahoma  73 1 57 
(405)  943-3310 
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NO  MAHER  WHICH  FLAG  THEY  SERVED  UNDER. 

If  you  ever  served  as  an  officer  in  any  branch  of  the  U.S.  Armed  Forces  or  in  the  Merchant 
Marine,  call  us  toll-free  for  a no-obligation  rate  quotation  for  insurance  on  your  car,  your  home  or 
personal  property.  Or  write:  USAA,  USAA  Building,  San  Antonio,  TX  78288.  You’ll  be  amazed  at  just 
how  low  your  rates  can  be.  Call  toll-free:  1-800-292-8332  (Members  Call:  1-800-531-8111) 
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Low  incidence  of  side  effects 

CARDIZEM®  (diltiazem  HC1) 
produces  an  incidence  of  adverse 
reactions  not  greater  than  that 
reported  with  placebo  therapy, 
thus  contributing  to  the  patient’s 
sense  of  well-being. 

‘Cardizem  is  indicated  in  the  treatment  of  angina  pectoris  due  to 
coronary  artery  spasm  and  in  the  management  of  chronic  stable 
angina  (classic  effort- associated  angina)  in  patients  who  cannot 
tolerate  therapy  with  beta-blockers  and/or  nitrates  or  who  remain 
symptomatic  despite  adequate  doses  of  these  agents. 
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Reduces  angina  attack  frequency 

42%  to  46%  decrease  reported  in 
multicenter  study.1 

Increases  exercise  tolerance* 

In  Bruce  exercise  test,2  control 
patients  averaged  8.0  minutes  to 
onset  of  pain;  Cardizem  patients 
averaged  9.8  minutes  (PC.005). 
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PROFESSIONAL  USE  INFORMATION 

cardizem* 

(dilhazem  HCI) 

30  mg  and  60  mg  tablets 

DESCRIPTION 

CARDIZEM1  (dlltiazem  hydrochloride)  is  a calcium  ion  influx 
inhibitor  (slow  channel  blocker  or  calcium  antagonist).  Chemically, 
diltiazem  hydrochloride  is  1,5-Benzothiazepin-4(5H)one,3-(acetyloxy) 
•5-[2-(dimethylamino)ethyl]-2,3-dihydro-2-(4-methoxyphenyl)-, 
monohydrochloride,(+)  -cis-  The  chemical  structure  is: 


Dlltiazem  hydrochloride  is  a white  to  off-white  crystalline  powder 
with  a bitter  taste  It  Is  soluble  in  water,  methanol,  and  chloroform 
It  has  a molecular  weight  of  450  98  Each  tablet  of  CARDIZEM 
contains  either  30  mg  or  60  mg  diltiazem  hydrochloride  for  oral 
administration, 

CLINICAL  PHARMACOLOGY 

The  therapeutic  benefits  achieved  with  CARDIZEM  are  believed 
to  be  related  to  Its  ability  to  Inhibit  the  influx  of  calcium  Ions 
during  membrane  depolarization  of  cardiac  and  vascular  smooth 
muscle. 

Mechanisms  of  Action.  Although  precise  mechanisms  of  its 
antiangmal  actions  are  still  being  delineated,  CARDIZEM  is  believed 
to  act  in  tbe  following  ways 

1.  Angina  Due  to  Coronary  Artery  Spasm:  CARDIZEM  has  been 
shown  to  be  a potent  dilator  of  coronary  arteries  both  epicardlal 
and  subendocardial.  Spontaneous  and  ergonovlne-lnduced  cor- 
onary artery  spasm  are  inhibited  by  CARDIZEM 

2.  Exertional  Angina  CARDIZEM  has  been  shown  to  produce 
increases  in  exercise  tolerance,  probably  due  to  its  ability  to 
reduce  myocardial  oxygen  demand  This  Is  accomplished  via 
reductions  in  heart  rate  and  systemic  blood  pressure  at  submaxlmal 
and  maximal  exercise  work  loads. 

In  animal  models,  dlltiazem  interferes  with  the  slow  inward 
(depolarizing)  current  in  excitable  tissue  It  causes  excitation-contraction 
uncoupling  in  various  myocardial  tissues  without  changes  in  the 
configuration  of  the  action  potential  Dlltiazem  produces  relaxation 
of  coronary  vascular  smooth  muscle  and  dilation  of  both  large  and 
small  coronary  arteries  at  drug  levels  which  cause  little  or  no 
negative  inotropic  effect.  The  resultant  Increases  In  coronary  blood 
flow  (epicardial  and  subendocardial)  occur  in  Ischemic  and  nonischemic 
models  and  are  accompanied  by  dose-dependent  decreases  In  sys- 
temic blood  pressure  and  decreases  in  peripheral  resistance 

Hemodynamic  and  Electrophysiologic  Effects.  Like  other 
calcium  antagonists,  diltiazem  decreases  sinoatrial  and  atrioventricu- 
lar conduction  in  isolated  tissues  and  has  a negative  Inotropic  effect 
in  isolated  preparations  In  the  intact  animal,  prolongation  of  the  AH 
interval  can  be  seen  at  higher  doses. 

In  man,  diltiazem  prevents  spontaneous  and  ergonovine-provoked 
coronary  artery  spasm.  It  causes  a decrease  in  peripheral  vascular 
resistance  and  a modest  fall  in  blood  pressure  and,  in  exercise 
tolerance  studies  in  patients  with  ischemic  heart  disease,  reduces 
the  heart  rate-blood  pressure  product  for  any  given  work  load. 
Studies  to  date,  primarily  In  patients  with  good  ventricular  function, 
have  not  revealed  evidence  of  a negative  Inotropic  effect;  cardiac 
output,  election  fraction,  and  left  ventricular  end  diastolic  pressure 
have  not  been  affected  There  are  as  yet  few  data  on  the  Interaction 
of  diltiazem  and  beta-blockers  Resting  heart  rate  is  usually  unchanged 
or  slightly  reduced  by  diltiazem. 

Intravenous  dlltiazem  in  doses  of  20  mg  prolongs  AH  conduction 
time  and  AV  node  functional  and  effective  refractory  periods  approxi- 
mately 20%  In  a study  involving  single  oral  doses  of  300  mg  of 
CARDIZEM  in  six  normal  volunteers,  the  average  maximum  PR 
prolongation  was  14%  with  no  instances  of  greater  than  first-degree 
AV  block.  Diltiazem-associated  prolongation  of  the  AH  interval  is  not 
more  pronounced  in  patients  with  first-degree  heart  block.  In  patients 
with  sick  sinus  syndrome,  dlltiazem  significantly  prolongs  sinus 
cycle  length  (up  to  50%  In  some  cases). 

Chronic  oral  administration  of  CARDIZEM  in  doses  of  up  to  240 
mg/day  has  resulted  in  small  increases  in  PR  interval,  but  bas  not 
usually  produced  abnormal  prolongation.  There  were,  however,  three 
Instances  of  second-degree  AV  block  and  one  instance  of  third- 
degree  AV  block  in  a group  of  959  chronically  treated  patients. 

Pharmacokinetics  and  Metabolism.  Diltiazem  is  absorbed 
from  the  tablet  formulation  to  about  80%  of  a reference  capsule  and 
Is  subject  to  an  extensive  first-pass  effect,  giving  an  absolute 
bioavailability  (compared  to  intravenous  dosing)  of  about  40%.  CARDIZEM 
undergoes  extensive  hepatic  metabolism  in  which  2%  to  4%  of  the 
unchanged  drug  appears  in  the  urine  In  vitro  binding  studies  show 
CARDIZEM  is  70%  to  80%  bound  to  plasma  proteins.  Competitive 
ligand  binding  studies  have  also  shown  CARDIZEM  binding  is  not 
altered  by  therapeutic  concentrations  of  digoxm,  hydrochlorothiazide, 
phenylbutazone,  propranolol,  salicylic  acid,  or  warfarin.  Single  oral 
doses  of  30  to  120  mg  of  CARDIZEM  result  in  detectable  plasma 
levels  within  30  to  60  minutes  and  peak  plasma  levels  two  to  three 
hours  after  drug  administration  The  plasma  elimination  half-life 
following  single  or  multiple  drug  administration  is  approximately  3.5 
hours  Desacetyl  dlltiazem  is  also  present  in  the  plasma  at  levels  of 
10%  to  20%  of  the  parent  drug  and  is  25%  to  50%  as  potent  a 
coronary  vasodilator  as  diltiazem  Therapeutic  blood  levels  of 
CARDIZEM  appear  to  be  in  the  range  of  50  to  200  ng/ml  There  Is  a 
departure  from  dose-linearity  when  single  doses  above  60  mg  are 
given;  a 120-mg  dose  gave  blood  levels  three  times  that  of  the  60-mg 
dose  There  is  no  information  about  the  effect  of  renal  or  hepatic 
impairment  on  excretion  or  metabolism  of  diltiazem. 

INDICATIONS  AND  USAGE 

1 Angina  Pectoris  Due  to  Coronary  Artery  Spasm.  CARDIZEM 


is  indicated  in  the  treatment  of  angina  pectoris  due  to  coronary 
artery  spasm  CARDIZEM  has  been  shown  effective  in  the 
treatment  of  spontaneous  coronary  artery  spasm  presenting  as 
Prinzmetal's  variant  angina  (resting  angina  with  ST-segment 
elevation  occurring  during  attacks) 

2 Chronic  Stable  Angina  (Classic  Effort-Associated  Angina). 
CARDIZEM  is  indicated  in  the  management  of  chronic  stable 
angina.  CARDIZEM  has  been  effective  in  controlled  trials  in 
reducing  angina  frequency  and  increasing  exercise  tolerance 

There  are  no  controlled  studies  of  the  effectiveness  of  the  concomi- 
tant use  of  diltiazem  and  beta-blockers  or  of  tbe  safety  of  this 
combination  in  patients  with  impaired  ventricular  function  or  conduc- 
tion abnormalities. 

CONTRAINDICATIONS 

CARDIZEM  is  contraindicated  In  (1)  patients  with  sick  sinus 
syndrome  except  in  the  presence  of  a functioning  ventricular  pacemaker, 
(2)  patients  with  second-  or  third-degree  AV  block  except  in  the 
presence  of  a functioning  ventricular  pacemaker,  and  (3)  patients 
with  hypotension  (less  than  90  mm  Hg  systolic). 

WARNINGS 

1 Cardiac  Conduction.  CARDIZEM  prolongs  AV  node  refrac- 
tory periods  without  significantly  prolonging  sinus  node  recov- 
ery time,  except  In  patients  with  sick  sinus  syndrome  This 
effect  may  rarely  result  in  abnormally  slow  heart  rates  (particularly 
in  patients  with  sick  sinus  syndrome)  or  second-  or  third-degree 
AV  block  (six  of  1243  patients  for  0.48%).  Concomitant  use  of 
diltiazem  with  beta-blockers  or  digitalis  may  result  In  additive 
effects  on  cardiac  conduction  A patient  with  Prinzmetal's 
angina  developed  periods  of  asystole  (2  to  5 seconds)  after  a 
single  dose  of  60  mg  of  diltiazem. 

2.  Congestive  Heart  Failure.  Although  diltiazem  has  a negative 
inotropic  effect  in  isolated  animal  tissue  preparations,  hemodynamic 
studies  in  humans  with  normal  ventricular  function  have  not 
shown  a reduction  in  cardiac  Index  nor  consistent  negative 
effects  on  contractility  (dp/dt).  Experience  with  the  use  of 
CARDIZEM  alone  or  in  combination  with  beta-blockers  in  patients 
with  impaired  ventricular  function  Is  very  limited.  Caution  should 
be  exercised  when  using  the  drug  in  such  patients 

3.  Hypotension.  Decreases  in  blood  pressure  associated  with 
CARDIZEM  therapy  may  occasionally  result  in  symptomatic 
hypotension. 

4 Acute  Hepatic  Injury.  In  rare  instances,  patients  receiving 
CARDIZEM  have  exhibited  reversible  acute  hepatic  injury  as 
evidenced  by  moderate  to  extreme  elevations  of  liver  enzymes. 
(See  PRECAUTIONS  and  ADVERSE  REACTIONS.) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is  extensively  metab- 
olized by  the  liver  and  excreted  by  tbe  kidneys  and  in  bile.  As  with  any 
new  drug  given  over  prolonged  periods,  laboratory  parameters  should 
be  monitored  at  regular  intervals.  The  drug  should  be  used  with 
caution  in  patients  with  impaired  renal  or  hepatic  function.  In  sub- 
acute and  chronic  dog  and  rat  studies  designed  to  produce  toxicity, 
high  doses  of  diltiazem  were  associated  with  hepatic  damage  In 
special  subacute  hepatic  studies,  oral  doses  of  125  mg/kg  and 
higher  in  rats  were  associated  with  histological  changes  In  the  liver 
which  were  reversible  when  the  drug  was  discontinued.  In  dogs, 
doses  of  20  mg/kg  were  also  associated  with  hepatic  changes; 
however,  these  changes  were  reversible  with  continued  dosing 

Drug  Interaction.  Pharmacologic  studies  indicate  that  there 
may  be  additive  effects  In  prolonging  AV  conduction  when  using 
beta-blockers  or  digitalis  concomitantly  with  CARDIZEM  (See 
WARNINGS). 

Controlled  and  uncontrolled  domestic  studies  suggest  that  con- 
comitant use  of  CARDIZEM  and  beta-blockers  or  digitalis  is  usually 
well  tolerated  Available  data  are  not  sufficient,  however,  to  predict 
the  effects  of  concomitant  treatment,  particularly  in  patients  with  left 
ventricular  dysfunction  or  cardiac  conduction  abnormalities.  In  healthy 
volunteers,  diltiazem  has  been  shown  to  Increase  serum  digoxln 
levels  up  to  20%. 

Carcinogenesis,  Mutagenesis,  Impairment  ol  Fertility.  A 

24-month  study  in  rats  and  a 21-month  study  in  mice  showed  no 
evidence  of  carcinogenicity.  There  was  also  no  mutagenic  response 
In  in  vitro  bacterial  tests  No  intrinsic  effect  on  fertility  was  observed 
In  rats. 

Pregnancy.  Category  C Reproduction  studies  have  been  con- 
ducted in  mice,  rats,  and  rabbits.  Administration  of  doses  ranging 
from  five  to  ten  times  greater  (on  a mg/kg  basis)  than  the  daily 
recommended  therapeutic  dose  has  resulted  In  embryo  and  fetal 
lethality  These  doses,  In  some  studies,  have  been  reported  to  cause 
skeletal  abnormalities.  In  the  perinatal/postnatal  studies,  there  was 
some  reduction  in  early  individual  pup  weights  and  survival  rates 
There  was  an  increased  incidence  of  stillbirths  at  doses  of  20  times 
the  human  dose  or  greater. 

There  are  no  well-controlled  studies  In  pregnant  women;  therefore, 
use  CARDIZEM  in  pregnant  women  only  if  the  potential  benefit 
justifies  the  potential  risk  to  the  fetus. 

Nursing  Mathers.  It  is  not  known  whether  this  drug  is  excreted 
in  human  milk.  Because  many  drugs  are  excreted  in  human  milk, 
exercise  caution  when  CARDIZEM  is  administered  to  a nursing 
woman  if  the  drug’s  benefits  are  thought  to  outweigh  its  potential 
risks  in  this  situation 

Pediatric  Use.  Safety  and  effectiveness  In  children  have  not 
been  established 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies  carried  out  to 
date,  but  it  should  be  recognized  that  patients  with  impaired  ventricu- 
lar function  and  cardiac  conduction  abnormalities  have  usually  been 
excluded 

In  domestic  placebo-controlled  trials,  the  incidence  of  adverse 
reactions  reported  during  CARDIZEM  therapy  was  not  greater  than 
that  reported  during  placebo  therapy. 

The  following  represent  occurrences  observed  in  clinical  studies 
which  can  be  at  least  reasonably  associated  with  the  pharmacology 
of  calcium  influx  inhibition.  In  many  cases,  the  relationship  to 
CARDIZEM  has  not  been  established  The  most  common  occurrences, 
as  well  as  their  frequency  of  presentation,  are.  edema  (2.4%), 


headache  (2.1%),  nausea  (1.9%),  dizziness  (1.5%),  rash  (1 
asthenia  (1.2%),  AV  block  (1.1%).  In  addition,  the  following  e 
were  reported  infrequently  (less  than  1%)  with  the  order  of  pre: 
tion  corresponding  to  the  relative  frequency  of  occurrence. 


Cardiovascular: 


Nervous  System 
Gastrointestinal 


Dermatologic 

Other 


Flushing,  arrhythmia,  hypotension,  brai 
dia,  palpitations,  congestive  heart  fa 
syncope 

Paresthesia,  nervousness,  somnoL 
tremor,  insomnia,  hallucinations,  and  am 
Constipation,  dyspepsia,  diarrhea,  von 
mild  elevations  of  alkaline  phosphatase 
SGPT,  and  LDH 

Pruritus,  petechiae,  urticaria,  photosens 
Polyuria,  nocturia. 


The  following  additional  experiences  have  been  noted: 

A patient  with  Prinzmetal's  angina  experiencing  episod 
vasospastic  angina  developed  periods  of  transient  asympto 
asystole  approximately  five  hours  after  receiving  a single  t 
dose  of  CARDIZEM 

The  following  postmarketing  events  have  been  reported 
quently  in  patients  receiving  CARDIZEM  erythema  multiformr 
kopenia,  and  extreme  elevations  of  alkaline  phosphatase, : 
SGPT,  LDH,  and  CPK  However,  a definitive  cause  and  effect  be 
these  events  and  CARDIZEM  therapy  is  yet  to  be  established 


OVERDOSAGE  OR  EXAGGERATED  RESPONSE 

Overdosage  experience  with  oral  diltiazem  has  been  Hi 
Single  oral  doses  of  300  mg  of  CARDIZEM  have  been  well  toll 
by  healthy  volunteers.  In  the  event  of  overdosage  or  exaggt 
response,  appropriate  supportive  measures  should  be  emploi 
addition  to  gastric  lavage  The  following  measures  may  be  consii 


Bradycardia 

High-Degree  AV 
Block 

Cardiac  Failure 
Hypotension 


Administer  atropine  (0.60  to  1.0  mg).  If 
is  no  response  to  vagal  blockade,  admi 
isoproterenol  cautiously. 

Treat  as  for  bradycardia  above  Fixed 
degree  AV  block  should  be  treated  witi 
diac  pacing. 

Administer  inotropic  agents  (isoprote 
dopamine,  or  dobutamine)  and  diuretics 
Vasopressors  (eg,  dopamine  or  levartr 
bitartrate). 


Actual  treatment  and  dosage  should  depend  on  the  severity 
clinical  situation  and  the  judgment  and  experience  of  the  tri 
physician 

The  oral/LD50's  in  mice  and  rats  range  from  415  to  740  n 
and  from  560  to  810  mg/kg,  respectively.  The  intravenous  LO 
these  species  were  60  and  38  mg/kg,  respectively.  The  oral  L 
dogs  is  considered  to  be  In  excess  of  50  mg/kg,  while  lethalit 
seen  in  monkeys  at  360  mg/kg.  The  toxic  dose  in  man  is  not  k 
but  blood  levels  in  excess  of  800  ng/ml  have  not  been  assoi 
with  toxicity. 


DOSAGE  AND  ADMINISTRATION 

Exertional  Angina  Pectoris  Due  to  Atherosclerotic 
nary  Artery  Disease  or  Angina  Pectoris  at  Rest  Due  to 
nary  Artery  Spasm.  Dosage  must  be  adjusted  to  each  pal 
needs  Starting  with  30  mg  four  times  daily,  before  meals  i 
bedtime,  dosage  should  be  increased  gradually  (given  in  d 
doses  three  or  four  times  daily)  at  one-  to  two-day  Interval: 
optimum  response  is  obtained  Although  individual  patient: 
respond  to  any  dosage  level,  the  average  optimum  dosage 
appears  to  be  1 80  to  240  mg/day.  There  are  no  available  data  co 
Ing  dosage  requirements  in  patients  with  impaired  renal  or  hi 
function.  If  the  drug  must  be  used  in  such  patients,  titration  sho 
carried  out  with  particular  caution. 

Concomitant  Use  With  Othor  Antlanglnal  Agents: 

1 Sublingual  NTG  may  be  taken  as  required  to  abort 
anginal  attacks  during  CARDIZEM  therapy. 

2 Prophylactic  Nitrate  Therapy -CARDIZEM  may  be 
coadministered  with  short-  and  long-acting  nitrates,  but 
have  been  no  controlled  studies  to  evaluate  the  antia 
effectiveness  of  this  combination. 

3.  Beta-blockers.  (See  WARNINGS  and  PRECAUTIONS.) 


HOW  SUPPLIED 

Cardizem  30-mg  tablets  are  supplied  in  bottles  of  100 
0088-1771-47)  and  in  Unit  Dose  Identification  Paks  of  100 
0088-1771-49)  Each  green  tablet  is  engraved  with  MARION  ( 
side  and  1771  engraved  on  the  other.  CARDIZEM  60-mg  : 
tablets  are  supplied  In  bottles  of  100  (NDC  0088-1772-47)  and 
Dose  Identification  Paks  of  100  (NDC  0088-1772-49).  Each 
tablet  is  engraved  with  MARION  on  one  side  and  1772  on  the 
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Preferred  provider 
organizations — an 
emerging  health  care 
delivery  system 

A new  financing  mechanism  on  the  health  care  scene, 
the  preferred  provider  organization  (PPO)  is  likely  to  be 
viewed  by  many  as  an  effective  competitive  alternative 
to  the  health  maintenance  organization.  Despite  experi- 
ence in  other  states  and  a few  isolated  experiences  in 
Texas,  the  PPO  remains  largely  unproven  as  a mecha- 
nism for  cost  containment,  although  it  does  put  in  place 
a number  of  control  mechanisms  that  have  at  least  the 
possibility  of  working.  PPOs  are  not  clearly  legal  or  il- 
legal in  the  state  of  Texas,  a status  that  will  probably 
change  during  the  current  legislative  session.  Physi- 
cians must  consider  the  potential  impact  of  the  PPO  on 
their  practice  and  their  profession  and  make  an  effective 
input  into  its  regulatory  design. 


Physicians  in  Texas  are  taking  a closer  look  at  a new  acro- 
nym on  the  health  care  scene — the  PPO  (Preferred  Provider 
Organization).  Having  initially  opposed  and  now  largely  ac- 
quiesced to  the  existence  of  the  HMO  (Health  Maintenance 
Organization),  physicians  must  now  assess  this  not-so-new 
approach  to  payment  for  health  care  services.  This  article 
neither  endorses  nor  condones  this  new  shift  away  from 
business  as  usual,  but  rather  is  intended  to  describe  the 
basic  character  of  the  PPO,  its  role  as  a response  to  cost 
pressures  and  increased  competition,  and  its  potential  value 
as  an  alternative  delivery  system. 

Major  changes  are  taking  place  in  the  financing  of  health 
care  services.  Determined  to  reduce  the  increasing  cost  of 
health  care,  third  party  payers  have  begun  to  exercise  their 
purchasing  powers  over  the  industry  by  imposing  controls 
over  how  their  health  care  dollars  are  spent.  In  October  1984, 
the  federal  government  began  implementation  of  the  most 
drastic  change  in  health  care  financing  since  1 965,  Medi- 
care’s prospective  payment  system  for  inpatient  services.  At 
the  same  time,  significant  changes  in  health  financing  are 
being  implemented  by  and  on  behalf  of  employers.  Busi- 
nesses are  beginning  to  exercise  their  power  collectively  in 


the  form  of  coalitions  and  are  actively  engaging  in  the  review 
and  development  of  alternative  delivery  systems.  Prominent 
among  the  alternatives  is  the  PPO. 

In  states  such  as  California,  Colorado,  and  Ohio,  employ- 
ers are  already  contracting  with  PPOs  sponsored  by 
hospitals,  physicians,  and  entrepreneurs.  Some  companies 
and  groups  of  companies  are  even  organizing  their  own 
PPOs.  For  example,  city  employees  in  Austin,  Tex,  have  ob- 
tained health  care  services  through  a preferred  provider 
arrangement  for  more  than  three  years.  Nationwide,  Blue 
Cross  is  moving  strongly  into  the  PPO  market.  Despite  the 
interest  and  mushrooming  development  of  PPOs,  there  is  no 
objective  record  of  the  ability  of  any  PPO  to  deliver  on  the 
promises  of  cost  containment  and  maintenance  of  patient  re- 
lationships. Until  PPOs  garner  a significant  market  share, 
those  promises  will  not  be  tested,  yet  those  who  wait  for  oth- 
ers to  test  the  waters  may  find  that  offerings  by  both  for-profit 
chains  (eg,  HCA’s  PriMed)  and  not-for-profit  systems  (eg, 
Houston’s  Memorial  System’s  HEALTHNET)  have  usurped 
the  lion’s  share  of  the  Texas  market. 

What  is  a PPO? 

The  PPO  is  not  so  much  an  “organization”  as  it  is  a tech- 
nique for  packaging  or  integrating  health  care  services  to  be 
sold  to  bulk  purchasers,  typically  self-funded  employers.  The 
PPO  concept  is  based  on  the  organization  of  any  array  of 
providers  (eg,  physicians  and  hospitals)  which,  in  the  aggre- 
gate, payers  would  “prefer”  as  vendors  to  their  respective 
beneficiaries  because  such  providers  promise  to  produce  a 
lower  aggregate  expenditure  for  the  bulk  purchaser.  Such 
“preferred”  physicians  and  hospitals  are  referred  to  as  the 
“provider  panel.”  Hospitals  and  physicians  who  participate  in 
a PPO  agree  to  deliver  a specific  set  of  health  care  services, 
typically  at  negotiated  prices  and  with  certain  utilization  con- 
trols similar  to  the  Independent  Practice  Association  HMO 
model.  The  key  difference  between  an  HMO  and  a PPO  is 
that  the  former  assumes  the  actuarial  risk  of  paying  for  care 
while  the  latter  leaves  the  risk  with  the  employer  or  insurer. 

The  key  to  the  PPO  concept  is  flexibility.  PPOs  reflect 
different  combinations  of  providers  and  various  types  of 
agreements  between  providers  and  purchasers,  and  most 
offer  unique  benefit  packages.  There  are,  however,  charac- 
teristics that  are  common  to  most  PPOs. 

NEGOTIATED  FEE  SCHEDULES 

“Set  fees”  are  abhorrent  to  many  physicians.  However,  the 

competitive  future  will  almost  certainly  remove  most  physi- 
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cians  from  the  unusual  economic  environment  of  the  past 
where  a seller  of  services  is  permitted  to  charge  and  receive 
any  fee  he  wishes  to  impose.  On  the  other  hand,  discounts 
from  usual  and  customary  fee  schedules  are  important  only 
in  the  initial  marketing  effort.  Fees  are  prices  for  individual 
units  of  service.  The  PPO  uses  tight  utilization  discipline  (like 
that  of  the  HMO)  in  the  context  of  fee-for-service  payment 
(unlike  the  prepaid  capitation  of  the  HMO)  to  reduce  the  ag- 
gregate cost  of  all  services  provided  (like  the  HMO). 

FREEDOM  OF  CHOICE  FOR  THE  BENEFICIARY 
The  patient  using  a PPO  has  the  option  to  seek  health 
services  outside  the  provider  panel  and  still  receive  some 
coverage.  This  is  the  predominant  marketing  advantage  of 
the  PPO.  Because  health  services  are  covered,  though  at  a 
lower  rate,  the  PPO  probably  meets  the  freedom  of  choice 
requirements  of  the  Texas  Insurance  Code.  This  feature 
should  make  the  PPO  a better  neighbor  than  the  HMO  to 
those  physicians  who  do  not  wish  to  participate  in  either. 

FEE-FOR-SERVICE  PAYMENT  FOR  THE  PHYSICIAN 
PROVIDER 

Payment  is  based  on  individually  identified  (and  coded)  units 
of  service  provided  to  a patient  rather  than  prepaid  capita- 
tion, per  diem,  or  DRG  mechanisms. 

UTILIZATION  AND  QUALITY  CONTROL  PROGRAMS 
Utilization  and  quality  control  programs  are  absolutely  vital  to 
the  success  of  a PPO.  Without  them  a PPO  would  be  unable 
to  reduce  aggregate  costs  to  purchasers  and  unable  to  mar- 
ket its  package  of  services  successfully.  Quality  control  is 
also  essential  to  provide  assurance  that  utilization  restraints 
are  not  excessive  and  to  insure  that  physicians  meet  their 
primary  responsibility  to  the  patients. 

QUICK  PAYMENT  OF  PROVIDER  CLAIMS 
After  years  of  abuse  from  insurers  who  have  delayed  pay- 
ments to  and  beyond  the  legal  limits,  most  PPO  organizers 
have  recognized  that  rapid  turnaround  on  claims  can  fund 
substantial  discounts  to  the  purchasers. 

The  organization  of  PPOs 

PPOs  can  be  developed  by  a hospital  or  a network  of  hospi- 
tals, a group  of  physicians,  third-party  payers,  employee 
benefit  consultants,  entrepreneurs,  or  any  combination 
thereof.  There  are  somewhat  different  concerns  and  prob- 
lems for  the  PPO,  depending  on  its  primary  sponsor. 
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To  be  successful,  the  hospital  PPO  sponsor  must  obtain 
the  support  of  its  medical  staff,  hopefully  from  the  earliest 
planning  phase,  to  ensure  the  selection  of  physicians  whose 
practices  are  cost  effective  and  to  avoid  adversarial  encoun- 
ters with  its  staff  physicians.  The  primary  pool  for  the  panel  is 
composed  of  those  physicians  already  on  the  hospital’s 
medical  staff,  but  the  panel  can  include  other  non-staff  physi- 
cians for  outpatient  services  to  broaden  the  geographic 
accessibility  to  physicians  for  PPO  subscribers.  Insurance 
brokers  may  serve  as  “facilitators”  to  bring  hospitals  and  em- 
ployers together  and  assist  in  negotiating  fee  schedules.  In 
addition,  a hospital  may  seek  the  participation  of  other  hospi- 
tals in  the  locality;  such  a hospital  network  could  be  extended 
to  include  other  types  of  health  care  providers  (eg,  home 
health  agencies  or  skilled  nursing  facilities)  to  create  a more 
comprehensive  health  care  delivery  system  for  PPO 
subscribers. 

As  an  alternative,  physicians  have  organized  themselves 
into  PPOs  to  offer  cost-effective  care  to  purchasers  of  ser- 
vices. The  sponsoring  physicians  may  invite  one  or  more 
hospitals  to  participate  in  the  PPO,  in  which  case  discounts 
or  fee  schedules  may  be  negotiated  either  by  the  purchaser 
directly  with  each  hospital  or  by  the  PPO  with  the  hospital. 
Like  a hospital-sponsored  PPO,  the  physician-sponsored 
PPO  may  be  extended  into  a geographic  network  or  may  be 
franchised  in  other  areas.  For  legal  and  professional  reasons, 
physician  sponsors  sometimes  create  a service  corporation 
to  handle  nonmedical  components  of  the  PPO  (claims  pro- 
cessing, data  collection  and  management,  benefit  package 
design,  marketing),  a corporation  that  might  be  expanded  to 
serve  all  franchisees  of  the  original  PPO. 

Corporations,  employee  or  union  trust  funds,  and  govern- 
ment employers  also  initiate  the  formation  of  PPOs  and  seek 
the  participation  of  hospitals  and  physicians.  Entrepreneurial 
sponsors  may  be  nonprofit  insurers  or  for-profit  businesses 
established  specifically  for  the  purpose  of  organizing  PPOs. 
The  range  of  players  on  the  organization  side  is  limited  only 
by  the  ingenuity  of  those  who  seek  to  participate  in  this  alter- 
native for  delivery  of  services. 

Advantages  and  disadvantages  of  PPOs 

The  most  advantageous  features  of  PPOs  for  hospitals  and 
physicians  are  that  they  help  to  maintain  or  expand  the 
providers’  patient  base;  increase  the  proportion  of  charge- 
paying patients;  improve  cash  flow  because  of  the  quick  turn- 
around of  claims;  reduce  bad  debt;  and  simplify  paper  work. 
PPOs  also  offer  sponsors  several  potential  advantages  over 
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other  types  of  alternative  delivery  systems.  For  example, 
compared  to  HMOs,  PPOs  generally  require  that  the  sponsor 
make  only  a modest  capital  investment;  since  the  risk  re- 
mains with  the  purchaser,  sizable  reserves  should  not  be 
necessary.  Also,  physicians  are  more  comfortable  with  PPOs 
than  HMOs  because  the  former  more  clearly  preserves  phy- 
sicians’ fee-for-service  practices.  PPOs  can  also  be  a vehicle 
to  encourage  a closer  relationship  between  a hospital  and  its 
physician  staff. 

PPO  development  carries  certain  risks  for  the  sponsor. 

A sizable  capital  investment  for  sponsorship  is  generally  not 
legally  required  as  it  is  for  an  HMO;  but,  to  establish  a suc- 
cessful PPO,  significant  start-up  capital  is  usually  required. 
(Several  consulting  groups  have  independently  suggested  a 
minimum  cost  for  start-up  of  a PPO  at  $250,000.  However, 
this  estimate  is  so  approximate  that  its  only  value  is  to  dis- 
courage those  who  would  casually  consider  the  endeavor.)  If 
a PPO  is  not  well-planned  or  well-capitalized  and  fails,  the 
provider  sponsors  will  lose  credibility  with  employers  or  other 
bulk  purchasers  of  health  care.  Physicians  who  are  not  in- 
vited to  join  the  panel  or  who  are  removed  for  failure  to  meet 
cost-effectiveness  standards  may  become  a disruptive  in- 
fluence in  the  hospital  or  among  the  medical  community. 

A PPO,  if  not  developed  carefully  by  a hospital  sponsor,  can 
become  a wedge  between  the  staff  and  the  hospital. 

PPOs  may  offer  substantial  benefits  to  both  employers  and 
their  employees.  Employers  who  seek  to  encourage  their 
employees  to  accept  more  economical  health  care  benefit 
plans  can  offer  PPOs  as  an  alternative  to  indemnity  insur- 
ance and/or  HMOs.  Incentives  for  using  “preferred”  pro- 
viders can  take  the  form  of  improved  benefits  or  a waiver  or 
reduction  of  copayments  or  deductibles.  The  ability  of  bene- 
ficiaries to  choose  at  any  time  between  “preferred’’  and  “non- 
preferred” providers  may  make  PPOs  more  acceptable  to 
employees  than  HMOs.  For  employers,  cost  savings  may  oc- 
cur in  part  because  of  discounted  fees,  but  they  are  more 
likely  to  result  from  a reduction  in  unnecessary  services  pur- 
chased. Additionally,  if  claims  processing  procedures  and 
utilization  controls  are  properly  designed,  PPOs  can  improve 
the  cost  information  available  to  employers  to  facilitate 
greater  control  over  these  costs. 

Purchaser  and  patient  satisfaction  with  PPOs  depend  on 
whether  the  organization  can  deliver,  as  promised,  high 
quality  medical  care  at  a lower  price  than  other  alternatives. 
Effective  utilization  review  programs  are  crucial  to  meeting 
that  promise,  and  whether  physicians  can  be  tough  enough 
on  fellow  professionals — in  terms  of  resources  utilized  and 


costs  incurred — to  achieve  necessary  savings  must  be 
proved  anew  with  every  PPO. 

Legal  concerns 

In  Texas,  the  regulatory  status  of  PPOs  is  uncertain  at  best. 
As  can  be  said  for  most  states,  the  PPO  is  neither  legal  nor 
illegal.  However,  this  silence  in  the  law  has  not  inhibited  the 
enthusiastic  development  of  PPOs  in  Texas  and  other  states. 
Although  an  insurance  company  PPO  sold  as  an  insured 
product  probably  is  not  legal  under  the  current  Insurance 
Code,  the  PPO  adapted  to  the  self-funded  employer  market 
probably  is  exempt  from  state  regulation  under  the  federal 
ERISA  statute. 

Operationally,  the  PPO  resembles  the  IPA  (Independent 
Practice  Association)  model  HMO  very  closely.  A crucial  dif- 
ference between  the  two,  and  one  which  has  significant 
implications  for  those  considering  whether  regulations  on 
PPOs  are  appropriate,  is  that  the  PPO  itself  does  not  assume 
any  actuarial  risks.  In  return  for  a fixed  monthly  premium,  the 
IPA  HMO  promises  to  pay  the  charges  for  all  of  the  hospital 
and  physician  services  provided  to  the  insured  beneficiaries. 
The  PPO,  by  contrast,  merely  contracts  with  a self-insured 
employer  who  has  promised  its  employees  that  it,  the  em- 
ployer, will  pay  all  of  the  hospital  and  physician  charges  of  the 
beneficiaries.  The  PPO  provides  a panel  of  physicians  and 
hospitals  who  offer  an  effective  utilization  control  program 
which  promises  to  reduce  the  employer's  actuarial  risk.  Both 
the  HMO  and  the  self-insured  employer  usually  cover  the  risk 
of  catastrophic  illnesses  by  buying  excess  coverage  (eg, 

$1 5,000  to  $30,000  deductible)  on  each  beneficiary. 

Although  the  PPO  assumes  no  actuarial  risk  and  thus 
needs  no  cash  reserves,  some  policymakers  believe  that 
PPOs  should  receive  some  regulatory  scrutiny  similar  to  but 
perhaps  less  vigorous  than  that  of  the  HMO.  As  a protector  of 
insured  beneficiaries  in  the  state,  the  Texas  State  Board  of 
Insurance  (SBI)  has  a strong  and  legitimate  interest  in  assur- 
ing that  beneficiaries  are  not  burdened  with  medical  bills  that 
were  supposed  to  be  paid  by  the  self-insured  employer.  As 
an  intermediary  between  the  employer/purchaser  and  the 
provider,  however,  the  PPO  is  not  well-placed  to  enforce  the 
benefit  contract  between  the  employer  and  its  employee. 
Perhaps,  like  HMO  contracts,  PPO  contracts  could  require 
that  providers  promise  not  to  bill  patients  for  covered  ser- 
vices even  if  unable  to  obtain  payment  from  the  ultimate 
purchaser  of  services,  presumably  the  employer  through  a 
third-party  administrator  (1 ). 

Although  a broad  reading  of  the  Texas  HMO  Act  (1 ) sug- 
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gests  possible  jurisdiction  for  the  SBI  for  the  present,  the  SBI 
has  taken  a cautious  wait-and-see  approach.  The  SBI  and  its 
staff  have  followed  PPO  developments  closely  although  no 
attorney  general  opinions  have  been  requested  to  date  and 
none  is  anticipated  at  present.  During  the  current  legislative 
session,  the  SBI  is  closely  following  the  various  PPO  bills 
that  have  been  submitted.  Interested  parties,  providers  and 
insurance  companies  in  particular,  are  actively  seeking  new 
statutory  authority  that  will  make  insured  PPO  products  avail- 
able and  clearly  make  the  self-funded  variety  of  PPO  legal. 

The  antitrust  ramifications  of  PPOs  are  a major  legal  con- 
cern. The  Supreme  Court  of  the  United  States,  in  its  major 
decision  on  health  professionals,  Arizona  v Maricopa  County 
Medical  Society  (2),  established  that  the  health  care  industry 
must  follow  the  same  competitive  rules  as  other  businesses. 
In  Maricopa,  the  court  struck  down  a schedule  of  maximum 
fees  for  physician  members  of  a Foundation  for  Medical  Care 
(a  county  medical  society  PPO)  as  illegal  price  fixing.  Al- 
though the  state  of  Arizona  brought  that  suit,  the  most  likely 
parties  to  present  antitrust  challenges  to  PPOs  are  angry 
competitors  and  excluded  providers.  These  parties  may 
claim  that  the  PPO  participants  are  fixing  the  price  of  health 
care  services  or  attempting  to  monopolize  the  provision  of 
health  services  in  the  community.  Thus,  potentially  competi- 
tive providers  involved  in  PPOs  must  take  care  to  avoid 
certain  types  of  conduct  such  as  concerted  activity  regarding 
prices  and  the  exchange  of  price  and  cost  information  with 
each  other.  However,  the  antitrust  laws  do  not  prohibit  pro- 
viders from  negotiating  prices  individually  with  third  parties 
such  as  employers  and  insurance  companies.  Such  negotia- 
tions, rather  than  price  agreements  among  providers,  are  a 
primary  feature  of  PPOs. 

Conclusion 

The  six  key  requirements  for  the  creation  of  a successful 
PPO  are  a good  marketing  strategy;  competitive  rates;  quality 
services;  effective  review  utilization  and  quality  assurance 
programs;  a broad  geographic  distribution  of  “preferred”  pro- 
viders; and  a broad  spectrum  of  services,  providers,  and 
facilities.  If  these  requirements  are  met,  a PPO  should  be 
attractive  to  many  interested  employers  and  third-party 
payers  who  seek  a cost-effective  health  care  plan  for  their 
beneficiaries.  The  “preferred”  hospitals  and  physicians  will 
enjoy  the  competitive  advantages  that  a PPO  offers.  More 
importantly,  the  patient/consumer  will  be  assured  of  quality 
health  care. 

For  many,  PPOs  are  seen  as  the  alternative  health  care 
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delivery  systems  of  today — as  HMOs  once  were.  The  mas- 
sive market  share  once  predicted  for  HMOs  has  been  slow  to 
materialize,  although  recent  escalations  in  health  insurance 
premiums  have  created  a new  stimulus  to  the  HMO  move- 
ment. PPOs  offer  exciting  possibilities  for  protecting  patient 
sources,  but  only  careful  planning  will  avoid  the  numerous 
pitfalls  that  await  the  unwary. 

Physicians  in  Texas,  perhaps  in  concert  with  the  hospital 
industry,  may  wish  to  protect  their  ability  to  organize  PPOs  by 
formulating  a clear  policy  and  translating  that  policy  into  leg- 
islative actions.  Absent  such  concerted  activity,  it  is  highly 
possible  that  the  insurance  industry  will  convince  the  legis- 
lature that  PPOs  are  really  a part  of  the  business  of  insur- 
ance and  should  be  activity  exclusively  reserved  for  licensed 
insurance  companies.  PPOs,  as  developed  in  the  free 
market,  are  not  insurance  policies  but  rather  are  competi- 
tive arrangements  for  aggregating  cooperative  and  cost- 
conscious  providers  together  to  compete  for  business  oppor- 
tunities from  self-insured  employers.  If  the  development 
of  these  creative  alternatives  is  left  to  insurers  by  default, 
the  providers  and  patients  alike  may  have  missed  a great 
opportunity. 
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CORZIDE®  40/5 
CORZIDE®  80/5 

Nadolol-Bendrotlumethiazide  Tablets 

DESCRIPTION:  CORZIDE  (Nadolol-Bendrotlumethiazide  Tablets)  tor  oral  administration 
combines  two  antihypertensive  agents:  CORGARD®  (nadolol),  a nonselective  beta-adrener- 
gic  blocking  agent,  and  NATURETIN®  (bendroflumethiazide),  a thiazide  diuretic-antihyper- 
tensive.  Formulations  40  mg  and  80  mg  nadolol  per  tablet  combined  with  5 mg  bendroflu- 
methiazide 

CONTRAINDICATIONS:  Nadolol  — Bronchial  asthma,  sinus  bradycardia  and  greater  than 
first  degree  conduction  block,  cardiogenic  shock,  and  overt  cardiac  failure  (see  WARNINGS), 
Bendrollumethlazide  — Anuria,  and  in  those  with  previous  hypersensitivity  to  bendroflu- 
methiazide or  other  sulfonamide-derived  drugs 

WARNINGS:  Nadolol  — Cardiac  Failure  — Sympathetic  stimulation  may  be  a vital  com- 
ponent supporting  circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibi- 
tion by  beta-blockaae  may  precipitate  more  severe  failure  Although  beta-blockers  should  be 
avoided  in  overt  congestive  heart  failure,  if  necessary,  they  can  be  used  with  caution  in 
patients  with  a history  of  failure  who  are  well  compensated,  usually  with  digitalis  and  diuretics. 
Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart 
muscle.  IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta- 
blockers  can,  in  some  cases,  lead  to  cardiac  failure.  Therefore,  at  the  first  sign  or  symptom  of 
heart  failure,  digitalize  and/or  give  diuretics,  and  closely  observe  response,  or  discontinue 
nadolol  (gradually,  if  possible). 


Exacerbation  of  Ischemic  Heart  Disease  Following  Abrupt  Withdrawal  — 

Hypersensitivity  to  catecholamines  has  been  observed  in  patients  withdrawn  from 
beta-blocker  therapy,  exacerbation  of  angina  and,  in  some  cases,  myocardial  infarc- 
tion have  occurred  after  abrupt  discontinuation  of  such  therapy.  When  discontinuing 
chronic  use  of  nadolol,  particularly  in  patients  with  ischemic  heart  disease,  gradually 
reduce  dosage  over  a 1-  to  2-week  period  and  carefully  monitor  the  patient. 
Reinstitute  nadolol  promptly  (at  least  temporarily)  and  take  other  measures  appro- 
priate for  management  of  unstable  angina  if  angina  markedly  worsens  or  acute 
coronary  insufficiency  develops.  Warn  patients  not  to  interrupt  or  discontinue 
therapy  without  physician's  advice  Because  coronary  artery  disease  is  common 
and  may  be  unrecognized,  it  may  be  prudent  not  to  discontinue  nadolol  therapy 
abruptly  even  in  patients  treated  only  for  hypertension 


Nonallerglc  Bronchospasm  (a.g.,  chronic  bronchitis,  emphysema)  — PATIENTS  WITH 
BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA-BLOCKERS. 
Administer  nadolol  with  caution  since  it  may  block  btonchodilation  produced  by  endogenous 
or  exogenous  catecholamine  stimulation  ot  beta2  receptors  Major  Surgery  — Because  beta 
blockade  impairs  the  ability  ot  the  heart  to  respond  to  reflex  stimuli  and  may  increase  the  risks 
of  general  anesthesia  and  surgical  procedures,  resulting  in  protracted  hypotension  or  low 
cardiac  output,  it  has  generally  been  suggested  that  such  therapy  should  be  withdrawn 
several  days  prior  to  surgery  Recognition  of  the  increased  sensitivity  to  catecholamines  of 
patients  recently  withdrawn  from  beta-blocker  therapy,  however,  has  made  this  recommenda- 
tion controversial.  If  possible,  withdraw  beta-blockers  well  before  surgery  takes  place.  In 
emergency  surgery,  inform  the  anesthesiologist  that  the  patient  is  on  beta-blocker  therapy 
Use  of  beta-receptor  agonists  such  as  isoproterenol,  dopamine,  dobutamme,  or  levarterenol 
can  reverse  the  effects  of  nadolol.  Difficulty  In  restarting  and  maintaining  the  heart  beat  has 
also  been  reported  with  beta-adrenergic  receptor  blocking  agents  Diabetes  and  Hypogly- 
cemia — Beta-adrenergic  blockade  may  prevent  the  appearance  of  premonitory  signs  and 
symptoms  (e  g . tachycardia  and  blood  pressure  changes)  of  acute  hypoglycemia.  This  is 
especially  important  with  labile  diabetics  Beta-blockade  also  reduces  release  of  insulin  in  re- 
sponse to  hyperglycemia,  therefore,  it  may  be  necessary  to  adjust  dose  of  antidiabetic  drugs 
Thyrotoxicosis  — Beta-adrenergic  blockade  may  mask  certain  clinical  signs  (e  g , tachy- 
cardia) of  hyperthyroidism  To  avoid  abrupt  withdrawal  of  beta-adrenergic  blockade  which 
might  precipitate  a thyroid  storm,  carefully  manage  patients  suspected  of  developing 
thyrotoxicosis. 

Bendroflumethiazide  — Use  with  caution  in  severe  renal  disease.  In  patients  with  renal 
disease,  azotemia  may  be  precipitated  With  impaired  renal  function,  effects  of  the  drug  may 
be  cumulative.  Use  with  caution  in  impaired  hepatic  function  or  progressive  liver  disease, 
since  minor  alterations  of  fluid  and  electrolyte  balance  may  precipitate  hepatic  coma.  Sensi- 
tivity reactions  may  occur  in  patients  with  a history  of  allergy  or  bronchial  asthma  Possibility 
of  exacerbation  or  activation  of  systemic  lupus  erythematosus  has  been  reported. 
PRECAUTIONS:  General  — Nadolol  — Use  with  caution  in  patients  with  impaired  hepatic 
or  renal  function  (see  DOSAGE  AND  ADMINISTRATION). 

Bendroflumethiazide  — At  appropriate  intervals,  perform  serum  electrolytes  determination 
to  detect  possible  electrolyte  imbalance  warning  signs  of  which  are  dryness  of  mouth,  thirst, 
weakness,  lethargy,  drowsiness,  restlessness,  muscle  pains  or  cramps,  muscular  fatigue, 
hypotension,  oliguria,  tachycardia,  and  G.l  disturbances  such  as  nausea  and  vomiting 
Observe  patients  for  clinical  signs  of  fluid  or  electrolyte  imbalance,  namely,  hyponatremia, 
hypochloremic  alkalosis,  hypokalemia.  Serum  and  urine  electrolyte  determinations  are  partic- 
ularly important  when  the  patient  is  vomiting  excessively  or  receiving  parenteral  fluids  Drugs 
such  as  digitalis  may  influence  serum  electrolytes  Hypokalemia  may  develop,  especially  with 
brisk  diuresis,  in  presence  of  severe  cirrhosis.  Interference  with  adequate  oral  electrolyte 
intake  will  also  contribute  to  hypokalemia.  Response  of  the  heart  to  toxic  effects  of  digitalis 
can  be  exaggerated  with  hypokalemia.  Use  potassium  supplements  such  as  high  potassium 
foods  to  avoid  or  treat  hypokalemia.  Any  chloride  deficit  is  generally  mild  and  usually  does  not 
require  specific  therapy  except  under  extraordinary  circumstances  (as  in  liver  or  renal 
disease)  Dilutional  hyponatremia  may  occur  in  edematous  patients  in  hot  weather,  appro- 
priate therapy  is  water  restriction  rather  than  salt  administration  except  in  rare  instances 
when  the  hyponatremia  is  life  threatening.  In  actual  salt  depletion,  appropriate  replacement  is 
the  therapy  of  choice. 

Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain  thiazide-treated 
patients.  Latent  diabetes  mellitus  may  become  manifest  during  thiazide  therapy.  Antihyper- 
tensive effects  of  bendroflumethiazide  may  be  enhanced  in  the  postsympathectomy  patient. 

Careful  reappraisal  of  therapy  and  consideration  given  to  withholding  or  stopping  diuretic 
therapy  is  necessary  if  rising  nonprotein  nitrogen  or  BUN  (indicative  of  progressive  renal  im- 
pairment) occurs  Thiazides  may  decrease  serum  PBI  levels  without  signs  of  thyroid  distur- 
bance. Thiazides  decrease  calcium  excretion.  Pathologic  changes  in  parathyroid  gland  with 
hypercalcemia  and  hypophosphatemia  have  been  occasionally  observed  with  prolonged 
therapy  Common  complications  of  hyperparathyroidism  have  not  been  seen. 


Information  for  Patients  — Warn  patients,  especially  those  with  evidence  of  coronary  arte 
insufficiency,  against  interruption  or  discontinuation  of  nadolol  without  physician's  advic 
Although  cardiac  failure  rarely  occurs  in  properly  selected  patients,  advise  patients  bei 
treated  with  beta-adrenergic  blocking  agents  to  consult  physician  at  the  first  sign  or  symptc 
of  impending  failure  Advise  patients  of  proper  course  if  dose  inadvertently  missed. 
Laboratory  Tests  — Regularly  monitor  serum  and  urine  electrolyte  levels  (see  WARNING 
Bendroflumethiazide,  and  PRECAUTIONS,  General,  Bendroflumethiazide). 

Drug  Interactions  — Nadolol  — When  administered  concurrently  the  following  drugs  m 
interact  with  beta-adrenergic  blocking  agents:  Anesthetics,  general  — exaggeration 
anesthetic-induced  hypotension  (see  WARNINGS,  Nadolol,  Major  Surgery).  Antidiabe' 
drugs  (oral  agents  and  insulin)  — hypoglycemia  or  hyperglycemia,  adjust  antidiabetic  d 
dosage  accordingly  (see  WARNINGS,  Nadolol.  Diabetes  and  Hypoglycemia).  Catech 
amine-depleting  drugs  (e.g.,  reserpine)  — additive  effect,  monitor  closely  for  evidencr 
hypotension  and/or  excessive  bradycardia. 

Bendroflumethiazide  — When  administered  concurrently  the  following  drugs  may  inter 
with  thiazide  diuretics  Alcohol,  barbiturates,  or  narcotics  — may  potentiate  orthoste 
hypotension  Antidiabetic  drugs  (oral  agents  and  Insulin)  — thiazide-induced  hypei; 
cemia  may  require  adjustment  of  antidiabetic  drug  dosage.  Other  antlhyperteml 
drugs  — additive  or  potentiated  effect  Corticosteroids,  ACTH  — intensified  electrolyte 
pletion,  particularly  hypokalemia  Ganglionic  or  peripheral  adrenergic  blocking  drugs 
potentiated  effect.  Preanesthetic  and  anesthetic  agents  — effects  may  be  potential, 
adjust  dosage  accordingly.  Pressor  amines  (e.g.,  norepinephrine)  — possible  decrea 
response  but  not  sufficient  to  preclude  their  use  Skeletal  muscle  relaxants,  nondepol 
izlng  (e.g.,  tubocurarlne)  — possible  increased  response 

Drug/Laboratory  Test  Interactions  — Discontinue  thiazides  before  tests  for  parathyn 
function  (see  PRECAUTIONS.  General.  Bendroflumethiazide). 

Carcinogenesis,  Mutagenesis,  Impairment  ot  Fertility  — Nadolol  — In  1 to  2 years  o 

toxicologic  studies  in  mice,  rats,  and  dogs,  nadolol  did  not  produce  significant  toxic  effects 
2-year  oral  carcinogenic  studies  in  rats  and  mice,  nadolol  did  not  produce  neoplastic,  preni 
plastic,  or  nonneoplastic  pathologic  lesions  Bendroflumethiazide  — Long-term  studies 
animals  have  not  been  performed. 

Pregnancy  — Teratogenic  Effects  — Nadolol  — Category  C In  animal  reproduce 
studies  with  nadolol,  evidence  of  embryo-  and  fetotoxicity  was  found  in  rabbits,  but  not  in  n 
or  hamsters,  at  doses  5 to  10  times  greater  (on  a mg/kg  basis)  than  the  maximum  indicat 
human  gose,  no  teratogenic  potential  was  seen  in  any  of  these  species.  There  are  no  well-ci 
trolled  studies  in  pregnant  women;  therefore,  use  nadolol  in  pregnant  women  only  if  poten 
benefit  justifies  potential  risk  to  the  fetus  Bendroflumethiazide  — Category  C.  Anin 
reproduction  studies  have  not  been  conducted.  This  drug's  effect  on  the  fetus  when  admir 
tered  to  a pregnant  woman  or  its  effect  on  reproductive  capacity  is  not  known.  Bendroi 
methiazide  should  be  given  to  a pregnant  woman  only  if  clearly  needed  Nonteratogii 
Effects  — Since  thiazides  cross  the  placental  barrier  and  appear  in  cord  blood,  weigh  ant 
pated  benefit  of  the  drug  in  pregnant  women  against  possible  hazards  to  the  fetus;  the 
hazards  include  fetal  or  neonatal  jaundice,  thrombocytopenia,  and  possibly  other  reactic 
which  have  occurred  in  adults. 

Nursing  Mothers  — Both  nadolol  and  bendroflumethiazide  are  excreted  in  human  m 
Because  of  the  potential  for  serious  adverse  reactions  in  nursing  infants  either  discontin 
nursing  or  discontinue  therapy,  taking  into  account  the  importance  of  CORZIDE  (Nado1 
Bendroflumethiazide  Tablets)  to  the  mother. 

Pediatric  Use  — Safety  and  effectiveness  in  children  have  not  been  established. 
ADVERSE  REACTIONS:  Nadolol  — Most  adverse  effects  have  been  mild  and  transients 
have  rarely  required  nadolol  withdrawal.  Cardiovascular  — Bradycardia  with  heart  rates 
less  than  60  beats  per  minute  occurs  commonly,  and  heart  rates  below  40  beats  per  mini 
and/or  symptomatic  bradycardia  were  seen  in  about  2 of  100  patients.  Symptoms 
peripheral  vascular  insufficiency,  usually  ot  the  Raynaud  type,  have  occurred  in  apprc 
mately  2 of  100  patients.  Cardiac  failure,  hypotension,  and  rhythm/conduction  disturbanc 
have  each  occurred  in  about  1 of  100  patients.  Single  instances  of  first  degree  and  th 
degree  heart  block  have  been  reported,  intensification  of  AV  block  is  a known  effect  of  be 
blockers  (see  also  CONTRAINDICATIONS.  WARNINGS,  and  PRECAUTIONS).  Central  N 
vous  System  — Dizziness  or  fatigue  reported  in  approximately  2 of  100  patients;  pai 
thesias,  sedation,  and  change  in  behavior  reported  in  approximately  6 of  1000  patien 
Respiratory  — Bronchospasm  reported  in  approximately  1 of  1000  patients  (s 
CONTRAINDICATIONS  and  WARNINGS)  Gastrointestinal  — Nausea,  diarrhea,  abdomii 
discomfort,  constipation,  vomiting,  indigestion,  anorexia,  bloating,  and  flatulence  ea 
reported  in  1 to  5 of  1000  patients  Miscellaneous  — Each  of  the  following  reported  in  1 1 
of  1000  patients  rash,  pruritus,  headache,  dry  mouth,  eyes,  or  skin,  impotence  or  decreas 
libido,  facial  swelling,  weight  gain,  slurred  speech;  cough,  nasal  stuffiness,  sweating;  tinnili 
blurred  vision  Although  relationship  to  drug  usage  is  not  clear,  sleep  disturbances  have  be 
reported  The  oculomucocutaneous  syndrome  associated  with  practolol  has  not  be 
reported  with  nadolol.  The  following  adverse  reactions  may  also  occur.  Central  Nemo 
System  — reversible  mental  depression  progressing  to  catatonia;  visual  disturbano 
hallucinations,  an  acute  reversible  syndrome  characterized  by  disorientation  for  time  a 
place,  short-term  memory  loss,  emotional  lability  with  slightly  clouded  sensorium,  decreas 
performance  on  neuropsychometrics.  Gastrointestinal  — mesenteric  arterial  thrombos 
ischemic  colitis  Hematologic  — agranulocytosis;  thrombocytopenic  or  nonthrombocy 
penic  purpura  Allergic  — fever  combined  with  aching  and  sore  throat,  laryngospas: 
respiratory  distress.  Miscellaneous  — reversible  alopecia,  Peyronie's  diseai 
erythematous  rash,  arterial  insufficiency 

Bendroflumethiazide  — Gastrointestinal  System  — anorexia,  gastric  irritation,  nausi 
vomiting,  cramping,  diarrhea,  constipation,  jaundice  (intrahepatic  cholestatic  jaundice),  p: 
creatitis.  Central  Nervous  System  — dizziness,  vertigo,  paresthesia,  headache,  xanthi 
sia  Hematologic  — leukopenia,  agranulocytosis,  thrombocytopenia,  aplastic  anerr 
Dermatologic-Hypersensitivity  — purpura,  photosensitivity,  rash,  urticaria,  necrotizi 
angiitis  (vasculitis,  cutaneous  vasculitis)  Cardiovascular — orthostatic  hypotension  m 
occur  Other — hyperglycemia,  glycosuria,  occasional  metabolic  acidosis  in  diabetn 
hyperuricemia,  allergic  glomerulonephritis,  muscle  spasm,  weakness,  restlessness.  Whi 
ever  adverse  reactions  are  moderate  or  severe,  thiazide  dosage  should  be  reduced  or  thera 
withdrawn 

OVERDOSAGE:  Nadolol  may  cause  excessive  bradycardia,  cardiac  failure,  hypotension, 
bronchospasm  if  overdosed.  Overdosage  of  thiazides  may  cause  lethargy,  which  mayp 
gress  to  coma  within  a few  hours,  with  minimal  depression  of  respiration  and  cardiovascu 
function  and  without  evidence  of  serum  electrolyte  changes  or  dehydration.  Gastrointestn 
irritation  and  hypermotility  may  occur.  Transitory  increase  in  BUN  and  serum  electroli 
changes  may  occur,  especially  in  patients  with  renal  impairment. 

Treatment  — Nadolol  can  be  removed  from  the  general  circulation  by  hemodialysis.  In  del 
mining  duration  of  corrective  therapy,  take  note  of  the  long  duration  of  the  effect  of  nadolol 
addition  to  gastric  lavage,  employ  the  following  measures,  as  appropriate.  Exci 
slve  Bradycardia  — Administer  atropine  (0.25  to  1 0 mg).  If  there  is  no  response  to  va< 
blockade,  administer  isoproterenol  cautiously.  Cardiac  Failure  — Administer  a digit/ 
glycoside  and  diuretic.  It  has  been  reported  that  glucagon  may  also  be  useful  in  this  situatu 
Hypotension  — Administer  vasopressors,  e g.,  epinephrine  or  levarterenol.  (There  is  e 
dence  that  epinephrine  may  be  the  drug  of  choice  ) Bronchospasm  — Administer  a bel 
stimulating  agent  and/or  a theophylline  derivative  Stupor  or  Coma  — Supportive  therapy 
warranted  Gastrointestinal  Effects  — Symptomatic  treatment  as  needed  BUN  and 
Serum  Electrolyte  Abnormalities  — Institute  supportive  measures  as  required  to  maintij 
hydration,  electrolyte  balance,  respiration,  and  cardiovascular  and  renal  function. 
DOSAGE  AND  ADMINISTRATION:  DOSAGE  MUST  BE  INDIVIDUALIZED.  Patients  w 
renal  failure  require  adjustment  in  dosing  interval,  see  package  insert  for  dosage  in  the 
patients. 

Consult  package  Insert  before  prescribing  CORZIDE  (Nadotol-Bendroflumethlazl 
Tablets). 

HOW  SUPPLIED:  Available  as  scored  tablets  containing  40  mg  nadolol  combined  with  5 mg  to 
droflumethiazide  and  80  mg  nadolol  combined  with  5 mg  bendroflumethiazide  in  bottles  of  II 
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CLINICAL  ABSTRACTS 


Clinical  abstracts  are  selected  from  current  reviews  in  1 00 
internationally  recognized  journals  received  by  the  TMA  Me- 
morial Library  each  month. 


Diffuse  pulmonary  hemorrhage:  a review  and  classifica- 
tion. Steven  M.  Albelda,  MD,  Warren  B.  Getter,  MD,  David  M. 
Epstein,  MD,  and  Wallace  T.  Miller,  MD.  The  Radiologi- 
cal Society  of  North  America,  Radiology,  vol  154, 1985, 
pp  289-297. 

Diffuse  pulmonary  hemorrhage  is  an  uncommon  condition 
that  is  difficult  to  differentiate  radiographically  from  diffuse 
pneumonia  or  pulmonary  edema.  The  diagnosis  should  be 
suspected  when  a patient  has  even  mild  hemoptysis  or  has 
one  of  the  diseases  known  to  be  associated  with  diffuse  pul- 
monary hemorrhage.  This  paper  reviews  the  clinical  and 
radiographic  features  of  diffuse  pulmonary  hemorrhage  and 
presents  a classification  scheme  depicted  as  a Venn  diagram 
formed  by  four  overlapping  circles  representing  pulmonary 
hemorrhage,  renal  disease,  immune  complex  disease,  and 
antiglomerular  basement  membrane  (anti-GBM)  disease. 
This  scheme  results  in  six  categories  of  pulmonary  hemor- 
rhage: associated  with  glomerulonephritis  and  anti-GMB 
antibody;  associated  with  renal  disease  without  demonstrable 
immunologic  abnormalities;  associated  with  glomerulo- 
nephritis and  immune  complex  disease;  associated  with 
immune  complex  disease  without  renal  disease;  associated 
with  anti-GBM  antibodies  without  renal  disease;  without  as- 
sociated immunologic  or  renal  abnormality.  Examples  of 
these  disorders  are  illustrated.  Improved  clinical-radiographic 
correlation  may  lead  to  earlier  diagnosis  and  treatment  of 
diffuse  pulmonary  hemorrhage  and  its  causes. 

Cancer  and  malnutrition — a critical  interaction:  a review. 

Lodovico  Balducci  and  Cheryl  Hardy.  Alan  R.  Liss,  Inc, 
American  Journal  of  Hematology,  vol  1 8,  1 985,  pp  91  - 1 03. 

Cachexia,  a severe  form  of  protein  calorie  deprivation,  is 
common  in  advanced  malignancies.  Since  it  has  been 
demonstrated  that  cachexia  implies  a poor  prognosis,  it  is 
reasonable  to  expect  nutritional  repletion  to  improve  the  out- 
come of  malnourished  cancer  patients.  However,  the  role  of 
hyperalimentation  in  prolonging  the  survival  in  cancer  is  still 
controversial.  Specifically,  it  has  not  been  determined 
whether  nutritional  therapy  can  prevent  or  reverse  cachexia. 
Hyperalimentation  may  even  produce  a negative  effect  by 
accelerating  the  tumor  growth  rate.  Also,  malnutrition  is  as- 
sociated with  depression  of  hemopoiesis,  and  malnourished 
patients  may  be  at  increased  risk  for  chemotherapy-induced 
myelotoxicity.  However,  it  has  not  been  established  whether 
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nutritional  support  prevents  or  lessens  myelotoxicity  and 
whether  improved  tolerance  of  cytotoxic  chemotherapy  pro- 
longs patient  survival. 

This  review  intends  to  define  the  interactions  of  nutrition, 
cancer  growth,  and  hemopoiesis.  The  authors  first  review  the 
multifactorial  pathogenesis  of  cachexia  and  the  therapeutic 
interventions  that  may  mitigate  it.  They  then  examine  the 
effects  of  malnutrition  on  hemopoiesis  and  metabolism  of  the 
tumor  host  and  on  growth  of  the  tumor.  Finally,  the  authors 
review  certain  clinical  trials  in  which  hyperalimentation  was 
administered  to  cancer  patients. 


Pathology  of  hepatic  transplantation.  A.  Jake  Demetris, 
MD,  Steven  Lasky,  MD,  David  H.  Van  Thiel,  MD,  et  al. 
American  Association  of  Pathologists,  American  Journal  of 
Pathology,  vol  118,  1985,  pp  151  -161 . 

The  pathologic  specimens  (n  = 118)  and  hospital  course 
pertinent  to  each  of  62  adult  liver  allograft  recipients  were 
reviewed.  Biopsies  and  retransplanted  organs  were  obtained 
at  the  discretion  of  the  surgical  team  on  the  basis  of  the 
postoperative  clinical  course  (<1  day  to  >1 2 years  after 
transplantation),  and  final  interpretation  of  the  pathologic  ma- 
terial was  based  on  a correlation  of  all  available  data.  Most  of 
the  specimens  (n  = 85)  were  obtained  within  the  first  two 
months,  and  diagnoses  in  this  time  period  included  rejection, 
biliary  obstruction/cholangitis,  vascular  injury,  herpesvirus 
and  cytomegalovirus  hepatitis,  graft  necrosis,  and  functional 
cholestasis.  Thereafter,  rejection  and  recurrent  or  primary 
viral  hepatitis  were  the  major  causes  of  graft  dysfunction. 
Histologically,  hepatic  rejection  is  manifested  by  a cellular 
mediated  injury  of  hepatocytes  and  bile  ductules  and  a spec- 
trum of  vascular  lesions  in  medium-sized  hilar  arteries. 
Morphologic  changes  of  biliary  duct  obstruction  and  viral  liver 
disease  were  at  times  difficult  to  differentiate  from  rejection. 
Two  pretransplant  disorders,  type  B viral  hepatitis  and  the 
Budd-Chiari  syndrome,  recurred  in  grafted  organs.  Although 
interpretation  of  pathologic  material  may  be  difficult  at  times, 
it  frequently  is  helpful  in  planning  an  approach  to  manage- 
ment of  liver  allograft  recipients. 
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San  Antonio  hosts  annual  session,  May  8-1 2 


San  Antonio,  firmly  planted  in  the  heart  of  Texas,  is  the 
scene  of  Texas  Medical  Association’s  118th  Annual  Session, 
May  8- 1 2.  This  city  of  contrasts  has  something  for  every- 
one—relaxation,  and  the  excitement  of  a growing,  bustling 
city;  artistic  landmarks;  and  technical  prowess.  While  the 
host  city  offers  abundant  opportunities  for  fine  dining,  shop- 
ping, and  sight-seeing,  TMA’s  scientific  program  and  the 
TMA  Auxiliary  convention  will  offer  professional  stimulation 
and  challenge. 

Here's  a glimpse  of  what’s  in  store  in  San  Antonio. 


San  Antonio,  the  site  of  Texas  Medical  Association's  1 1 8th 
Annual  Session,  is  the  state’s  living  link  with  its  Spanish  heri- 
tage. The  bustling  commercial  and  financial  center  began  as 
a fortress,  founded  in  1718  by  the  viceroy  of  Spain.  The 
colony  grew  and  several  missions  were  established  during 
the  remainder  of  the  1 8th  century. 

A second  wave  of  settlers,  Anglo-Americans,  came  with 
Stephen  F.  Austin’s  colonization  program  during  1821-1 836. 
During  that  time  Texas  was  part  of  Mexico. 

Texans  worth  their  salt  recall  that  San  Antonio  was  the  site 
of  the  battle  of  the  Alamo  in  1 836.  A band  of  1 87  men  led  by 
Col  William  B.  Travis  defended  the  mission,  already  more 
than  a century  old,  during  a 1 3-day  battle  with  Mexican  presi- 
dent and  dictator  Antonio  Lopez  de  Santa  Anna  and  troops 
that  vastly  outnumbered  the  Texans. 

After  the  Civil  War,  San  Antonio  prospered  from  trade  re- 
lated to  the  cattle  industry.  Cattle  trails  to  Kansas  passed 


The  Alamo,  "Shrine  of  Texas  Liberty,"  was  the  scene  of  a heroic  battle  be- 
tween a small  band  of  Texas  soldiers  and  overpowering  Mexican  troops. 


through  the  city,  bringing  brisk  trade  in  hides,  wool,  and  sup- 
plies. Industry  came  along  with  the  railroads.  Between  1870 
and  1 920,  the  city’s  population  grew  from  1 2,000  to  1 61 ,000, 
making  the  former  fortress  Texas’  largest  city. 

Today,  with  a population  of  approximately  800,000  (ac- 
cording to  the  1 980  census),  San  Antonio  is  the  eleventh 
largest  city  in  the  nation,  and  the  third  largest  in  the  state. 

The  city  has  a diversified  and  healthy  economy.  Seven  col- 
leges and  universities  and  The  University  of  Texas  Health 
Science  Center  make  San  Antonio  a major  educational  cen- 
ter for  the  state.  Agriculture  adds  about  $47  million  to  the 
area’s  economy  each  year.  Fort  Sam  Houston  and  Randolph, 
Lackland,  Kelly,  and  Brooks  Air  Force  Bases  bring  in  federal 
payrolls  that  exceed  $3  billion. 

Another  major  economic  interest,  one  that  is  expected  to 
help  lure  6,500  registrants  to  TMA's  annual  session,  revolves 
around  tourist  and  recreational  attractions. 

A number  of  these  attractions  are  within  walking  distance 
of  the  session  headquarters  hotels — the  Hilton  Palacio  del 
Rio,  San  Antonio  Marriott,  Hyatt  Regency,  and  Four  Seasons 
Plaza  Nacional.  Between  meetings,  guests  will  enjoy  visiting: 

La  Villita.  This  unusual  shopping  center  is  home  to  26 
arts  and  crafts  shops  and  three  restaurants.  The  area  was 
founded  in  the  1 8th  century  as  a home  to  tradesmen,  camp 
followers,  and  adventurers.  Today,  it  is  an  authentic  recre- 
ation of  the  original  settlement,  with  seven  of  the  original 
adobe  buildings  still  standing.  Some  of  the  wares  for  sale 
include  painted  porcelain,  unique  works  of  art  by  local  artists, 
valuable  antiques,  handmade  ceramics,  wood  cabinets,  un- 
usual fashions,  exotic  spices,  and  delicious  food.  A 1 939  city 
ordinance  made  La  Villita  a place  for  artists  and  craftsmen 
with  the  intention  of  furthering  the  arts  in  San  Antonio. 

Paseo  del  Rio.  Whether  floating  or  traveling  on  foot,  every- 
one enjoys  seeing  the  city’s  Paseo  del  Rio,  lined  with  lush 
green  subtropical  foliage.  Sidewalk  cafes,  gift  shops,  restau- 
rants, night  clubs,  and  hotels  also  are  found  along  the  1 Vz- 
mile  respite,  one  level  below  busy  streets.  During  April 
through  October,  tour  boats  leave  at  ten-minute  intervals 
from  9 am  until  10  pm. 

Tower  of  the  Americas.  A ride  in  a glass  elevator  takes 
visitors  500  feet  above  the  city  for  a breath-taking  view  from 
the  observation  deck  of  the  Tower  of  the  Americas  in  Hemis- 
Fair  Plaza.  In  addition  to  the  view,  the  tower  offers  a revolving 
restaurant  and  bar. 

The  Alamo.  No  trip  to  San  Antonio  is  complete  without  a 
visit  to  the  site  of  the  heroic  battle  between  the  small,  brave 
group  of  Texans  and  General  Santa  Anna's  Mexican  army. 
Located  on  the  grounds  with  the  chapel  are  a museum  and 
library. 

San  Antonio  also  offers  a number  of  other  museums. 

These  include  the  Spanish  Governors  Palace,  Hertzberg  Cir- 
cus Collection,  Lone  Star  Buckhorn  Hall  of  Horns,  San  An- 
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tonio  Museum  of  Art,  the  Witte  Memorial  Museum,  and  the 
McNay  Art  Institute. 

The  King  William  Historic  Area,  a 25-block  area  near 
downtown,  allows  glimpses  of  stately  mansions  of  prominent 
German  merchants  who  originally  settled  in  the  area.  The 
Steves  Homestead  is  open  to  the  public  daily. 

To  delve  further  into  the  history  of  the  area,  many  visitors 
take  to  the  mission  trail.  The  San  Antonio  Missions  National 
Historic  Park,  established  in  1978, Includes  Mission  Concep- 
cion; Mission  San  Jose,  home  of  the  famous  "Rosa's  Win- 
dow"; Mission  San  Francisco  de  la  Espada;  and  Mission  San 
Juan  Capistrano. 

For  a lighter  afternoon,  Brackenridge  Park,  home  of  the 
Witte  Memorial  Museum  offers  the  Sunken  Gardens,  skyride, 
and  the  Zoological  Gardens  and  Aquarium,  better  known  by 
young  fans  as  "the  zoo.” 

Scientific  program 

Following  the  theme,  “Physician  and  Patient — Today’s 
Health  Care  Team,”  annual  session  scientific  programming 
will  emphasize  the  patient  and  physician  as  partners  in 
health,  each  having  responsibility  for  good  health  care.  The 
program  offers  approximately  300  hours  of  programming  in 
24  scientific  sections,  7 sunrise  sessions,  and  1 7 special  fea- 
tures and  symposia.  Most  of  the  programming  qualifies  for 
credit  under  Category  1 toward  the  American  Medical  Asso- 
ciation’s Physician's  Recognition  Award. 

Among  the  topics  are  neurological  laser  surgery,  obstetrics 
and  gynecology,  aging,  cardiovascular  diseases,  physicians' 
health,  medicine  and  the  law,  digestive  diseases,  and 
endocrinology. 

Other  programs  will  focus  on  internal  medicine,  neuro- 
logical surgery,  occupational  medicine,  ophthalmology, 
otolaryngology,  physical  medicine  and  rehabilitation,  public 
health,  and  urology. 

Socioeconomic  programs  will  present  information  about 
medicine  and  the  law  and  physician  manpower. 


The  Paseo  del  Rio  is  a favorite  with  visitors  to  San  Antonio. 


A special  session  Saturday,  May  1 1 , will  allow  prospective 
medical  students  to  quiz  a medical  school  dean  during  a dis- 
cussion of  “The  Current  Medical  School  Admissions  Scene.” 

Enhancing  the  scientific  and  socioeconomic  programs  will 
be  approximately  200  technical  and  scientific  exhibits  on  dis- 
play in  the  Exhibit  Hall  of  the  San  Antonio  Convention  Center. 

In  addition  to  educational  opportunities  in  the  form  of  pro- 
grams and  exhibits,  the  annual  session  includes  two  general 
meeting  luncheons  Friday  and  Saturday.  San  Antonio  Mayor 
Henry  Cisneros  will  address  the  guests  at  the  Friday  lun- 
cheon. The  Saturday  event  features  musical  entertainment 
by  The  Chordsmen,  a group  of  singers  nationally  recognized 
for  their  fine  barbershop  harmony. 

The  Institute  of  Texan  Cultures  is  the  scene  of  a “Texas 
Heritage  Celebration"  Friday,  May  10.  While  viewing  exhibits 
depicting  the  cultural  variety  of  Texas,  guests  will  enjoy  Ital- 
ian, Swiss,  German,  Western,  Mexican,  and  Chinese  food. 
The  Mike  De  Leon  Band  will  fill  the  air  with  music. 

Other  entertainment  events  include  several  medical  school 
reunions.  And,  TMA’s  new  Fifty  Year  Club  will  meet  for  the 
first  time  during  the  session.  The  club  recognizes  Texas 
physicians  who  graduated  from  medical  school  50  years  or 
more  ago. 

In  an  effort  to  provide  something  for  everyone,  annual  ses- 
sion also  includes  golf  and  tennis  tournaments  and  a five- 
kilometer  Fun  Run. 

The  annual  session  also  is  the  scene  of  TMA's  business 
meeting,  where  the  House  of  Delegates  will  consider  items 
related  to  a number  of  issues.  The  delegates  will  convene  at 
the  Convention  Center.  Committees,  councils,  and  boards 
also  will  meet  during  the  annual  session. 

TMA  Auxiliary 

Meeting  in  conjunction  with  the  annual  session,  TMA’s  Auxil- 
iary will  follow  the  lively  theme,  "Si!  San  Antonio!” 

Members  will  gather  at  the  luxurious  Hyatt  Regency  San 
Antonio  for  business  meetings,  recognition  of  county  presi- 
dents, a luncheon  featuring  “Maturing  with  Your  Parents,” 
and  a reception  honoring  state  and  county  presidents. 

A seminar  called  “Images  by  Suzie"  will  offer  tips  on  ward- 
robe planning,  and  luncheon  speaker  Dr  Baruch  Brody  will 
discuss  medicine’s  ethical  challenges.  Other  auxiliary  activi- 
ties include  a computer  seminar,  a designer  showhouse  tour, 
and  a shopping  trip  to  Laredo. 

A special  new  feature  of  the  1985  convention  will  be  a bou- 
tique at  the  Hyatt  Regency  showcasing  items  sold  by  auxil- 
iary members  who  own  their  own  businesses. 

TMA  and  TMAA’s  programs  offer  as  much  variety  as  the 
city  of  San  Antonio  itself.  Come  enjoy  the  city  and  the  oppor- 
tunities to  update  professional  skills  and  relax  with  your 
peers. 

See  you  there! 
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herpes  labialis 

“HERPECIN-L  is  my  treatment  of  choice  for 

perioral  herpes.”  GP,  NY 

“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DDS,  MN 

“HERPECIN-L*.  . . a conservative  approach 
with  low  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-L  . .proven  far  superior.”  DDS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories, 
Inc.,  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


In  Texas  HERPECIN-L  is  available  at  all  Revco 
Drug  Stores  and  other  select  pharmacies. 


When  good  practice 

management  is  not  enough  . . . 

A marketing  plan  can  help  build  your  practice  through 
greater  patient  satisfaction,  higher  patient  volume, 
increased  physician  referral,  and  greater  awareness  of 
your  services  in  your  community. 

We  can  provide  market  research,  practice  analysis,  devel- 
opment of  patient  education  programs  and  literature,  and 
creation  of  comprehensive  marketing  plans. 

We  deal  exclusively  with  physicians  and  design  our  pro- 
grams within  professional  society  guidelines.  Call  us 
today  for  a more  successful  and  satisfying  tomorrow. 

Chimney  Hill  Business  Park  301  Arguello,  Suite  102  College  Station,  TX  77840  (409)  846-3573 
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Make  plans  to  attend 

Ninth  Annual 


life  Fight 


Emergency  Care  Symposium 


August  26-28,  1985 

August  25-Registration 
The  Westin  Galleria 
Houston,  Texas 

The  three-day  symposium  offers  classes  in  a broad 
range  of  subjects  dealing  with  prehospital  emergency 
care  and  emergency  center  care. 

The  innovative  education  programs  have  now  been 
designed  to  include  physicians.  The  symposium  will 
continue  to  provide  learning  opportunities  for  nurses, 
paramedics,  EMTs,  safety  directors,  and 
occupational  nurses. 


The  symposium  programs  will  be  taught  by  staff  and 
faculty  from  Hermann  Hospital,  The  University  of 
Texas  Medical  School  at  Houston,  and  other 
emergency  medicine  specialists. 

Hermann  Hospital,  one  of  the  Southwest’s  most 
renowned  shock/trauma  centers,  has  the  largest 
hospital-based  emergency  air  transport  program  in 
the  country. 


For  registration  materials  contact  Sarah 
Sharpless,  Life  Flight  Symposium, 
Hermann  Hospital,  1203  Ross  Sterling 
Avenue,  Houston,  Texas  77030, 
or  call  (713)  797-4014. 


Physician 
and  Patient 

Today’s 
Health  Care 
Team 


IMA 


Texas  Medical  Association 
1985  Annual  Session 
May  8—12, 1985 

San  Antonio  Convention  Center 
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Information  for  authors 

Texas  Medicine  has  two  purposes:  As  a continuing  education  vehi- 
cle for  physicians,  it  publishes  clinically  useful  scientific  articles  and 
other  technical  information.  As  the  official  publication  of  the  Texas 
Medical  Association,  it  informs  members — through  editorials,  news 
pages,  and  regular  departments — about  medical  events,  legislative 
and  governmental  news,  meetings,  continuing  education  courses, 
and  programs  and  policies  of  the  Association. 

Material  for  Texas  Medicine  may  be  sent  to  the  Managing  Editor, 

1 801  North  Lamar  Blvd,  Austin  78701 . It  must  be  offered  solely  to 
this  journal.  Each  article  is  reviewed  by  a consultant  specialist  and 
an  editorial  board,  and  is  accepted  or  rejected  on  the  basis  of  its 
individual  merit  and  the  availability  of  other  material  Reviews  usually 
take  six  to  eight  weeks. 

Copyright  assignment 

In  view  of  The  Copyright  Revision  Act  of  1 976,  effective  Jan  1 , 1 978, 
all  transmittal  letters  to  the  editor  must  contain  the  following  lan- 
guage: “In  consideration  of  the  Texas  Medical  Association  taking 
action  in  reviewing  and  editing  my  submission,  the  author(s)  under- 
signed hereby  transfers,  assigns,  or  otherwise  conveys  all  copyright 
ownership  to  the  Texas  Medical  Association  in  the  event  that  such 
work  is  published  by  the  TMA." 

We  regret  that  transmittal  letters  not  containing  the  foregoing  lan- 
guage signed  by  all  authors  of  the  manuscript  will  necessitate  return 
of  the  manuscript. 

Scientific  articles 

Manuscripts  should  be  typed  double-spaced  with  ample  margins. 
Three  copies,  including  illustrations,  should  be  submitted  and  the 
author  should  keep  a copy. 

Please  indicate  six  key  words  for  indexing. 

Titles  should  include  the  words  most  suitable  for  indexing  the  arti- 
cle in  “Index  Medicus,”  should  stress  the  main  point,  and  should  be 
brief.  Subtitles  should  not  be  connected  grammatically  with  the  main 
title. 

Include  a mailing  address  and  telephone  number  for  each  author. 

An  introductory  summary  of  1 00- 1 50  words  is  required. 

Text  should  be  narrative  with  complete  sentences,  few  abbrevia- 
tions, and  logical  subheadings.  For  spelling  and  usage  the  editors 
follow  “Dorland’s  Illustrated  Medical  Dictionary,"  26th  edition,  and 
"Webster’s  Third  New  International  Dictionary,  Unabridged." 

The  text  of  observational  and  experimental  articles  is  usually — but 
not  necessarily — divided  into  sections  with  the  headings:  Introduc- 
tion, Methods,  Results,  and  Discussion.  Subheadings  may  be 
needed  to  clarify  content.  Other  types  of  articles  may  need  different 
formats. 

For  more  extensive  information  about  preparing  medical  articles 
for  publication,  the  editors  suggest  the  following  sources: 

International  Committee  of  Medical  Journal  Editors:  Uniform  re- 
quirements for  manuscripts  submitted  to  biomedical  journals.  The 
complete  document  is  available  in  the  June  1982  issue  of  the  Annals 
of  Internal  Medicine. 

Barclay  WR,  Southgate  MT,  Mayo  RW:  Manual  for  authors  and 
editors:  editorial  style  and  manuscript  preparation.  Los  Altos,  Calif, 
Lange  Medical  Publications,  1981.  Compiled  for  the  American  Medi- 
cal Association. 

CBE  Style  Manual  Committee:  Council  of  Biology  Editors  style 
manual:  a guide  for  authors,  editors,  and  publishers  in  the  biological 
sciences.  4th  ed.  Council  of  Biology  Editors,  Inc,  1978.  Distributed  by 
the  American  Institute  of  Biological  Sciences,  Arlington,  Va. 

In  addition,  many  excellent  books  and  manuals  are  devoted  to 
principles  and  techniques  of  clear,  concise  writing,  and  are  applica- 
ble to  scientific  as  well  as  general  topics. 

References 

References  to  scientific  publications  should  be  listed  in  numerical 
order  at  the  end  of  the  article,  with  reference  numbers  placed  in 
parentheses  at  appropriate  points  in  text. 

Minimum  acceptable  data: 


Journals:  Author,  article  title,  journal,  volume,  inclusive  pages, 
year. 

Books:  Author,  title,  place  of  publication,  publisher,  year. 

Other  sources:  Enough  information  must  be  included  so  that  the 
information  can  be  identified  and  retrieved. 

Letters,  personal  communications,  and  sources  not  readily  avail- 
able should  be  excluded  from  the  reference  list,  but  may  be 
mentioned  parenthetically  or  in  footnotes. 

Illustrations 

Illustrations  should  be  black  and  white  drawings  or  positive  photo- 
graphs, with  neat,  uniform,  fairly  large  lettering.  A label  pasted  to  the 
back  of  each  illustration  should  indicate  its  number,  topic,  author’s 
name,  and  title  of  article  in  brief. 

Legends  should  be  in  complete  sentences,  numbered,  and  typed 
on  a separate  sheet. 

Tables  should  be  typed  on  separate  sheets.  Column  headings 
should  show  points  of  similarity;  side  headings,  points  of  difference. 

Previously  published  material 

Written  permission  should  be  obtained  from  the  publishers  and  the 
authors  for  use  of  any  previously  published  material  (extensive  tex- 
tual matter,  illustrations,  tables)  used.  Short  verbatim  quotations  in 
the  text  may  be  used  without  permission,  but  should  be  quoted  ex- 
actly with  the  source  credited.  Copies  of  permission  letters  should  be 
submitted  with  the  manuscript. 

Editorials 

Editorials  should  be  written  in  clear,  concise  language.  Length 
should  be  about  two  or  three  pages  typed  with  double  spacing. 

Letters 

Letters  will  be  published  at  the  discretion  of  the  managing  editor, 
consultants,  and  Board  of  Publication. 

News 

News  items  should  be  sent  to  the  Editorial  Offices,  1801  North 
Lamar  Blvd,  Austin  78701 . 

Obituaries 

Brief  obituaries  of  deceased  TMA  members  are  published  if  ade- 
quate information  is  received  within  four  months  of  date  of  death. 
With  notification,  please  include  the  name  and  address  of  next  of  kin. 

Policy  on  columns 

Few  contributors  recognize  beforehand  the  demands  of  producing  a 
monthly  column  that  will  consistently  be  of  interest  and  value  to  the 
reader.  Although  a few  regular  columns  appear,  it  has  not  been  the 
policy  to  grant  monthly  pages  to  specific  committees,  councils,  or 
groups. 

The  Editorial  Committee  and  the  editors  do,  however,  encourage 
committees,  councils,  and  individuals  to  submit  original  material 
which  they  consider  valuable  to  readers.  Should  regular  publication 
in  column  form  be  deemed  appropriate,  the  committee  and  the  edi- 
tors will  consider  development  of  a column. 

Editing 

All  material  is  subject  to  editing,  but  authors  receive  typescripts  to 
check  before  publication.  After  the  article  is  sent  to  the  printer,  only 
minimal  revision  may  be  made. 

Reprints 

Reprints  are  available  directly  from  the  printer  at  an  established 
schedule  of  costs.  Authors  automatically  receive  order  blanks  when 
their  articles  are  published. 

Copyright 

Texas  Medicine  is  copyrighted  by  the  Texas  Medical  Association. 
Written  permission  from  the  managing  editor  must  be  obtained  be- 
fore reproducing,  in  part  or  in  whole,  any  material  published  in  Texas 
Medicine. 

Point  of  View 

Publication  of  any  article  or  statement  is  not  to  be  deemed  an  en- 
dorsement of  the  views  expressed  therein,  nor  shall  publication  of 
any  advertisement  be  considered  an  endorsement  of  or  approval  of 
the  product  or  service  involved. 
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When  does 
two  equal  four? 


When  you  prescribe 

VELOSEFcapsules 

(Cephradine  Capsules  USP) 

Two  capsules  of  Velosef  500  mg  BID 
can  be  as  effective  as  250  mg 
QID  — four  capsules  — of  the 
leading  oral  cephalosporin... 
decide  for  yourself! 

Velosef  provides  BID  effectiveness  in  upper 
and  lower  respiratory  tract  infections ...  in  uri- 
nary tract  infections,  including  cystitis  and  pros- 
tatitis. . . in  skin/skin  structure  infections  when  due 
to  susceptible  organisms. 

Please  see  prescribing  information  that  follows. 


...at  the  same  time  become  eligible  for  our 
“Computers  in  Health  Care  Drauuing." 

Have  your  name  entered  for  a chance  to  win 
your  own  Office  Computer  Diagnosis  Center 
or  other  valuable  “user-friendly”  prizes. 

□ Five  (5)  Grand  Prizes. . . OFFICE  COMPUTER  DIAGNOSIS  CENTER. . .an 
IBM-PC  computer  with  software  that  encompasses  hundreds  of  diseases, 
thousands  of  symptoms!  A $5,600.00  value! 

□ Five  (5)  First  Prizes ...  a briefcase-size  Hewlett-Packard  Portable 
Computer  valued  at  $3,900.00. 

□ 500  Second  Prizes ...  a copy  of  Computerizing  Your  Medical  Office: 

A Guide  for  Physicians  and  Their  Staffs  valued  at  $1 7. 50 

Just  complete  and  return  the  attached  reply  card! 


OFFICIAL  RULES:  “Computers  in  Health  Care  Drawing” 

NO  PURCHASE  NECESSARY 

(1-)  On  an  official  entry  form  handprint  your  name,  address  and  zip  code. 
You  may  also  enter  by  handprinting  your  name,  address  and  zip  code  and 
the  words  “Velosef-Computers  in  Health  Care”  on  a 3"  x 5"  piece  ot  paper. 
Entry  forms  may  not  be  mechanically  reproduced.  (2.)  Enter  as  often  as 
you  wish,  but  each  entry  must  be  mailed  separately  to:  “COMPUTERS  IN 
HEALTH  CARE  DRAWING,"  PO.  Box  3036,  Syosset,  NY  11775.  All  entries 
must  be  received  by  September  9, 1985.  (3.)  Winners  will  be  selected 
in  random  drawings  from  among  all  entries  received  by  the 
National  Judging  Institute,  Inc.,  an  independent  judging  organi- 
zation whose  decisions  are  final  on  all  matters  relating  to  this 
sweepstakes.  All  prizes  will  be  awarded  and  winners  notified  by 


mail.  Only  one  prize  to  an  individual  or  household.  Prizes  are 
nontransferable  and  no  substitutions  or  cash  equivalents  are 
allowed.  Taxes,  if  any,  are  the  responsibility  of  the  individual 
winners.  No  responsibility  is  assumed  for  lost,  misdirected  or 
late  mail.  Winners  may  be  asked  to  execute  an  affidavit  of  eligi- 
bility and  release.  (4.)  Sweepstakes  open  only  to  physicians  residing  in 
the  U S A.,  except  employees  and  their  families  of  E.R.  SQUIBB  & SONS, 
INC.,  its  affiliates,  subsidiaries,  advertising  agencies,  and  Don  Jagoda 
Associates,  Inc  This  offer  is  void  wherever  prohibited,  and  subject  to  all 
federal,  state  and  local  laws  (5.)  For  a list  of  major  prize  winners, 
send  a stamped,  self-addressed  envelope  to:  “COMPUTERS  IN 
HEALTH  CARE”  WINNERS  LIST,  P.O.  Box  3154,  Syosset,  NY 
11775. 


VELOSEF®  CAPSULES 
Cephradine  Capsules  USP 

VELOSEF®  FOR  ORAL  SUSPENSION 
Cephradine  for  Oral  Suspension  USP 

DESCRIPTION:  Velosef  '250'  Capsules  and  Velosel  '500'  Capsules 
(Cephradine  Capsules  USP)  provide  250  mg  and  500  mg  cephradine, 
respectively,  per  capsule,  Velosef  ‘125'  for  Oral  Suspension  and  Velosef  '250' 
for  Oral  Suspension  (Cephradine  for  Oral  Suspension  USP)  after  constitution 
provide  125  and  250  mg  cephradine,  respectively,  per  5 ml  teaspoonful 

INDICATIONS  AND  USAGE:  These  preparations  are  indicated  for  the 
treatment  of  infections  caused  by  susceptible  strains  of  designated 
microorganisms  as  follows:  Respiratory  Tract  Infections  (e.g.,  tonsillitis, 
pharyngitis,  and  lobar  pneumonia)  due  to  S.  pneumoniae  (formerly  D.  pneu- 
moniae) and  group  A beta-hemolytic  streptococci  [penicillin  is  the  usual  drug 
of  choice  in  the  treatment  and  prevention  of  streptococcal  infections,  includ- 
ing the  prophylaxis  of  rheumatic  fever;  Velosef  (Cephradine,  Squibb)  is 
generally  effective  in  the  eradication  of  streptococci  from  the  nasopharynx; 
substantial  data  establishing  the  efficacy  of  Velosef  in  the  subsequent  preven- 
tion of  rheumatic  fever  are  not  available  at  present];  Otitis  Media  due  to  group 
A beta-hemolytic  streptococci,  H.  influenzae,  staphylococci,  and  S.  pneu- 
moniae;;  Skin  and  Skin  Structures  Infections  due  to  staphylococci  and  beta- 
hemolytic  streptococci;  Urinary  Tract  Infections,  including  prostatitis,  due  to 
£ coli,  P.  mirabilis,  Klebsiella  species,  and  enterococci  (S.  faecalis). 

Note:  Culture  and  susceptibility  tests  should  be  initiated  prior  to  and  dur- 
ing therapy. 

CONTRAINDICATIONS:  In  patients  with  known  hypersensitivity  to  the 
cephalosporin  group  of  antibiotics, 

WARNINGS:  Use  cephalosporin  derivatives  with  great  caution  in  penicillin- 
sensitive  patients  since  there  is  clinical  gnd  laboratory  evidence  of  partial 
cross-allergenicity  of  the  two  groups  of  antibiotics;  there  are  instances  of 
reactions  to  both  drug  classes  (including  anaphylaxis  after  parenteral  use). 

In  persons  who  have  demonstrated  some  form  of  allergy  particularly  to 
drugs,  use  antibiotics,  including  cephradine,  cautiously  and  only  when  abso- 
lutely necessary. 

Pseudomembranous  colitis  has  been  reported  with  the  use  of 
cephalosporins  (and  other  broad  spectrum  antibiotics);  therefore, 
it  is  important  to  consider  its  diagnosis  in  patients  who  develop 
diarrhea  in  association  with  antibiotic  use.  Treatment  with  broad  spec- 


trum antibiotics  alters  normal  flora  of  the  colon  and  may  permit  overgrowth  of 
Clostridia.  Studies  indicate  a toxin  produced  by  Clostridium  difficile  is  one 
primary  cause  of  antibiotic-associated  colitis.  Cholestyramine  and  colestipol 
resins  have  been  shown  to  bind  the  toxin  in  vitro.  Mild  cases  of  colitis  may 
respond  to  drug  discontinuance  alone.  Manage  moderate  to  severe  cases 
with  fluid,  electrolyte  and  protein  supplementation  as  indicated.  Oral  vanco- 
mycin is  the  treatment  of  choice  for  antibiotic-associated  pseudomembra- 
nous colitis  produced  by  C.  difficile  when  the  colitis  is  severe  or  is  not 
relieved  by  drug  discontinuance;  consider  other  causes  of  colitis. 

PRECAUTIONS:  General:  Follow  patients  carefully  to  detect  any  side 
effects  or  unusual  manifestations  of  drug  idiosyncrasy.  If  a hypersensitivity 
reaction  occurs,  discontinue  the  drug  and  treat  the  patient  with  the  usual 
agents,  e g.,  pressor  amines,  antihistamines,  or  corticosteroids.  Administer 
cephradine  with  caution  in  the  presence  of  markedly  impaired  renal  function. 
In  patients  with  known  or  suspected  renal  impairment,  make  careful  clinical 
observation  and  appropriate  laboratory  studies  prior  to  and  during  therapy  as 
cephradine  accumulates  in  the  serum  and  tissues.  See  package  insert  for 
information  on  treatment  of  patients  with  impaired  renal  function.  Prescribe 
cephradine  with  caution  in  individuals  with  a history  of  gastrointestinal  dis- 
ease, particularly  colitis.  Prolonged  use  of  antibiotics  may  promote  the  over- 
growth of  nonsusceptible  organisms.  Take  appropriate  measures  should 
superinfection  occur  during  therapy.  Indicated  surgical  procedures  should  be 
performed  in  conjunction  with  antibiotic  therapy. 

Information  for  Patients:  Caution  diabetic  patients  that  false  results 
may  occur  with  urine  glucose  tests  (see  PRECAUTIONS,  Drug/Laboratory 
Test  Interactions).  Advise  the  patient  to  comply  with  the  full  course  of  therapy 
even  if  he  begins  to  feel  better  and  to  take  a missed  dose  as  soon  as  possible 
Tell  the  patient  he  may  take  this  medication  with  food  or  milk  since  G.l.  upset 
may  be  a factor  in  compliance  with  the  dosage  regimen.  The  patient  should 
report  current  use  of  any  medicines  and  should  be  cautioned  not  to  take  other 
medications  unless  the  physician  knows  and  approves  of  their  use  (see 
PRECAUTIONS,  Drug  Interactions). 

Laboratory  Tests:  In  patients  with  known  or  suspected  renal  impair- 
ment, it  is  advisable  to  monitor  renal  function. 

Drug  Interactions:  When  administered  concurrently,  the  following  drugs 
may  interact  with  cephalosporins: 

Other  antibacterial  agents  — Bacteriostats  may  interfere  with  the  bacterici- 
dal action  of  cephalosporins  in  acute  infection;  other  agents,  e g , amino- 
glycosides, colistin,  polymyxins,  vancomycin,  may  increase  the  possibility  of 
nephrotoxicity. 
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Diuretics  (potent  "loop  diuretics,"  e.g.,  furosemide  and  ethacrynic  acid) 

— Enhanced  possibility  for  renal  toxicity. 

Probenecid — Increased  and  prolonged  blood  levels  of  cephalosporins, 
resulting  in  increased  risk  of  nephrotoxicity. 

Drug/Laboratory  Test  Interactions:  After  treatment  with  cephradine,  a 
false-positive  reaction  for  glucose  in  the  urine  may  occur  with  Benedict’s 
solution,  Fehling's  solution,  or  with  Clinitest®  tablets,  but  not  with  enzyme- 
based  tests  such  as  Clinistix®  and  Tes-Tape®.  False-positive  Coombs  test 
results  may  occur  in  newborns  whose  mothers  received  a cephalosporin  prior 
to  delivery.  Cephalosporins  have  been  reported  to  cause  false-positive  reac- 
tions in  tests  for  urinary  proteins  which  use  sulfosalicylic  acid,  false 
elevations  of  urinary  17-ketosteroid  values,  and  prolonged  prothrombin 
times. 

Carcinogenesis,  Mutagenesis:  Long-term  studies  in  animals  have  not 
been  performed  to  evaluate  carcinogenic  potential  or  mutagenesis. 

Pregnancy  Category  B:  Reproduction  studies  have  been  performed  in 
mice  and  rats  at  doses  up  to  4 times  the  maximum  indicated  human  dose  and 
have  revealed  no  evidence  of  impaired  fertility  or  harm  to  the  fetus  due  to 
cephradine.  There  are,  however,  no  adequate  and  well-controlled  studies  in 
pregnant  women.  Because  animal  reproduction  studies  are  not  always  predic- 
tive of  human  response,  use  this  drug  during  pregnancy  only  if  clearly 
needed. 

Nursing  Mothers:  Since  cephradine  is  excreted  in  breast  milk  during 
lactation,  exercise  caution  when  administering  cephradine  to  a nursing 
woman. 

Pediatric  Use:  Adequate  information  is  unavailable  on  the  efficacy  of 
b.i.d.  regimens  in  children  under  nine  months  of  age. 

ADVERSE  REACTIONS:  Untoward  reactions  are  limited  essentially  to  G.l. 
disturbances  and,  on  occasion,  to  hypersensitivity  phenomena.  The  latter  are 
more  likely  to  occur  in  persons  who  have  previously  demonstrated  hypersen- 
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sitivity  and  those  with  a history  of  allergy,  asthma,  hay  fever,  or  urticaria. 

The  following  adverse  reactions  have  been  reported  following  use  of 
cephradine:  G.l.  — Symptoms  of  pseudomembranous  colitis  can  appear  dur- 
ing antibiotic  therapy;  nausea  and  vomiting  have  been  reported  rarely.  Skin 
and  Hypersensitivity  Reactions  — mild  urticaria  or  skin  rash,  pruritus,  joint 
pains.  Hematologic  — mild  transient  eosinophilia,  leukopenia  and  neutrope- 
nia. Liver  — transient  mild  rise  of  SGOT,  SGPT,  and  total  bilirubin  with  no 
evidence  of  hepatocellular  damage.  Renal  — transitory  rises  in  BUN  have 
been  observed  in  some  patients  treated  with  cephalosporins;  their  frequency 
increases  in  patients  over  50  years  old.  In  adults  for  whom  serum  creatinine 
determinations  were  performed,  the  rise  in  BUN  was  not  accompanied  by  a 
rise  in  serum  creatinine.  Others  — dizziness,  tightness  in  the  chest,  and 
candidal  vaginitis. 

DOSAGE:  Adults  — For  respiratory  tract  infections  (other  than  lobar 
pneumonia)  and  skin  and  skin  structure  infections:  250  mg  q.  6 h or  500  mg 
q.  12  h.  For  lobar  pneumonia:  500  mg  q.  6 h or  1 g q.  12  h.  For  uncompli- 
cated urinary  tract  infections:  500  mg  q.  12  h;  for  more  serious  UTI,  including 
prostatitis,  500  mg  q.  6 h or  1 g q.  12  h.  Severe  or  chronic  infections  may 
require  larger  doses  (up  to  1 g q.  6 h).  For  dosage  recommendations  in 
patients  with  impaired  renal  function,  consult  package  insert. 

Children  over  9 months  of  age  — 25  to  50  mg/kg/day  in  equally  divided 
doses  q.  6 or  12  h.  For  otitis  media  due  to  H.  influenzae-.  75  to  100  mg/kg/day 
in  equally  divided  doses  q.  6 or  12  h but  not  to  exceed  4 g/day.  Dosage  for 
children  should  not  exceed  dosage  recommended  for  adults.  There  are  no 
adequate  data  available  on  efficacy  of  b i d.  regimens  in  children  under  9 
months  of  age. 

For  full  prescribing  information,  consult  package  insert. 

HOW  SUPPLIED:  250  mg  and  500  mg  capsules  in  bottles  of  24  and  100 
and  Unimatic®  unit-dose  packs  of  100. 125  mg  and  250  mg  for  oral  suspen- 
sion in  bottles  of  100  ml  and  200  ml. 
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From  statistics  to  history: 

personal  accounts  of  professional  liability  suits 


In  1983,  eight  of  every  100  physicians  in  the  United  States 
were  the  objects  of  medical  professional  liability  suits,  ac- 
cording to  the  AM  A.  While  that  statistic  relieves  92  of  every 
100  physicians,  the  remainder  face  a grim  prospect. 

Among  those  who  fall  in  the  latter  group  are  Martin 
Scheid,  MD,  a Houston  surgeon;  Melvin  Bottorff,  MD,  a 
Beaumont  obstetrician/gynecologist;  Arthur  M.  Faris,  Jr, 

MD,  a Houston  gynecologist;  and  David  F.  Lee,  MD,  a Fort 
Worth  family  physician.  When  they  were  sued  for  malprac- 
tice, these  physicians  experienced  first-hand  the  transition 
from  statistics  to  personal  history. 

Each  one  gives  life  to  the  statistics.  All  are  staggering 
under  the  weight  of  higher  insurance  rates.  All  are  com- 
pelled to  practice  medicine  in  a manner  that  makes  sure 
each  medical  case  is  a defensible  legal  case. 

Their  experiences  reveal  that  the  price  of  a professional 
liability  suit  is  not  only  economic,  but  also  emotional.  The 
physician-patient  relationship,  which  before  was  based  in 
trust,  now  is  strained  and  sometimes  tinged  with  suspicion. 

During  a recent  interview,  they  discussed  their  legal  en- 
counters and  what  it’s  like  to  be  a physician  after  being  part 
of  the  courtroom  drama. 


As  the  number  and  severity  of  medical  professional  liability 
lawsuits  increase,  both  physicians  and  patients  are  paying 
the  price.  In  economic  terms,  the  price  is  estimated  to  be  as 
much  as  $1 5.1  billion  annually.  That  is  the  amount  that  the 
American  Medical  Association  estimates  is  spent  on  "defen- 
sive medicine.’’  Anticipating  that  they  may  have  to  defend 
their  medical  decisions  in  court,  many  physicians  augment 
their  record-keeping,  refer  more  patients,  prescribe  addi- 
tional diagnostic  tests,  and  provide  additional  treatment  pro- 
cedures. And,  those  extras  cost. 

The  litigious  climate  also  has  driven  up  the  cost  of  profes- 
sional liability  insurance,  and  physicians  are  forced  to  pass 
the  price  along  to  their  patients  as  overhead  soars.  James  S. 
Todd,  MD,  president  of  the  Physician  Insurors  Association  of 
America,  drove  that  point  home  when  he  told  members  of  the 
Texas  Medical  Association,  “In  1984,  American  physicians 
will  pay  $1 .5  billion  in  malpractice  insurance  premiums.  . . .” 
He  offered  little  hope  for  the  future,  adding  that  the  increasing 
frequency  of  claims  has  caused  rates  to  escalate  20%  to  40%. 

In  addition  to  paying  high  insurance  premiums,  the  in- 
creasing number  of  physicians  who  face  lawsuits  also  lose 
practice  time.  This  factor  appears  to  be  the  major  component 
of  physicians’  legal  defense  costs,  exclusive  of  insurance 
premiums,  according  to  a report  of  the  AM  A Center  for  Health 
Policy  Research.  The  report  says  that  since  1 978,  each  claim 
has  caused  physicians,  on  average,  to  lose  2.7  days  from 
their  medical  practices.  In  monetary  terms,  this  means  that 


each  claim  costs  the  physician  about  $1 ,065  in  forgone 
income. 

Claims  also  have  an  emotional  cost.  Four  Texas  Medical 
Association  members  recently  discussed  their  experiences 
with  professional  liability  litigation. 

Meet  the  jury  system 

Martin  Scheid,  MD,  a general  surgeon,  grew  up  in  Houston 
and  in  1 957  returned  there  from  The  University  of  Texas 
Medical  Branch  at  Galveston  to  practice. 

“I’m  one  of  those  people  who  works  hard  at  medicine,”  he 
said. 

“I  work  seven  days  a week,  and  I try  hard  to  do  a good  job. 
I’m  real  proud  of  what  I do." 

He  was  devastated  when  he  received  notification  of  a law- 
suit for  damages  in  excess  of  $1  million — not  once,  but  twice! 
In  the  first  action,  he  was  called  as  a plaintiff's  witness 
against  a physician  with  whom  Dr  Scheid  had  consulted.  Dr 
Scheid  had  performed  gynecological  surgery  on  the  patient 
after  she  experienced  complications  following  treatment  from 
her  original  physician.  She  later  died.  The  plaintiff’s  attorney, 
displeased  with  Dr  Scheid's  testimony,  threatened  to  sue  if 
that  testimony  did  not  assist  the  plaintiff. 

“Apparently,  I didn’t  answer  the  questions  the  way  he 
wanted  me  to,  and  a week  later  he  filed  a wrongful  death  suit 
against  me  on  behalf  of  the  deceased  woman’s  children.  It 
was  a blackmail  deal.” 

The  trial  lasted  more  than  a week,  and  Dr  Scheid  won  the 
case. 


“When  the  guy  walks  in  and 
hands  you  this  piece  of  paper, 
you  think  that  it  must  be  a 
mistake.” 


The  second  case  involved  a gallbladder  procedure  in 
which  the  patient  developed  an  incisional  hernia.  The  patient 
sued  to  recover  financial  losses  due  to  disability. 

Dr  Scheid  described  his  experience:  “It  was  stressful.  I 
don’t  know  how  to  express  it  to  you  in  words.  When  the  guy 
walks  in  and  hands  you  this  piece  of  paper,  you  think  that  it 
must  be  a mistake.  And,  your  initial  response  is  to  just  pick  up 
the  phone  and  call  the  patient  and  see  what’s  wrong.  Of 
course,  the  attorneys  won't  let  you  do  that. 

“And,  then  you  start  looking  over  the  case  to  see  if  you  did 
anything  wrong.  When  you  realize  that  you  didn't,  you  get 
scared  because  the  lawyer  can’t  guarantee  that  you’ll  go  to 
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court  and  win.  You  never  can  tell  what  will  happen  in  the 
courtroom. 

“The  trial  gets  scary  because  there  are  a lot  of  half-truths 
being  expressed.  People  lie  and  tell  the  jury  what  a sorry 
person  you  are.  The  plaintiff's  lawyer  says  all  these  shocking 
things  to  the  jury,  and  you  just  sit  there. 

“You’re  angry  and  you’re  depressed.  All  the  things  that 
you’ve  saved  for  and  worked  for  all  your  life  are  on  the  line, 
and  you  can’t  do  anything  about  it.  You  have  to  have  a lot  of 
faith  in  the  defense  attorney  because  he  carries  the  ball. 

“It  was  stressful  for  my  family,  stressful  to  me.” 

He  recalled  the  effects  of  the  trials  on  his  family,  pointing 
out  that,  “Conversation  at  dinner  was  about  the  fact  that  I 
was  not  going  to  work,  I was  going  to  court.  The  children 
would  ask,  ‘Why?’” 

At  Dr  Scheid’s  suggestion,  his  wife  did  not  witness  the 
courtroom  drama. 

The  experience  shattered  Dr  Scheid’s  faith  in  the  judicial 
system,  which  he  previously  had  held  in  high  regard. 

“When  I saw  what  judges  allow  to  go  on,  it  was  very  dis- 
tressing,” he  said. 

"Everything  I thought  when  I was  a kid  about  right  and 
wrong,  and  good  and  bad,  just  doesn’t  have  anything  to  do 
with  our  court  system.  It's  intrigue  and  deception  and  half- 
truths  and  innuendoes.” 

He  recounted  that  one  plaintiff’s  attorney  kneeled  before 
the  jury  and  raised  his  hands,  as  in  prayer,  as  he  dramatized 
his  closing  statement.  “Another  attorney  displayed  the 
mentally  defective  child  of  the  deceased  female  patient,” 
he  added. 

“You  just  wouldn’t  believe  the  things  that  go  on  in  the 
courtroom.  But  in  spite  of  this,  the  jury  usually  comes  up  with 
the  right  answer,”  Dr  Scheid  said. 

He  continued,  “The  second  time  around,  I seriously  con- 
sidered giving  up  the  practice  of  medicine.  The  fact  that  I 
might  have  to  go  through  this  again.  . . . I just  didn’t  want  to 
do  it.” 

Despite  that  time  of  doubt,  Dr  Scheid  continues  to  practice. 

He  doesn’t  harbor  any  bitter  feelings  for  his  former  pa- 
tients. “I  didn't  particularly  have  any  misunderstandings  with 
these  people,  and  I practiced  good  medical  care.  They  hap- 


“Everything  I thought  when  I 
was  a kid  about  right  and  wrong 
. . . just  doesn’t  have  anything  to 
do  with  our  court  system.” 


pened  to  be  very  weak  financially  and  had  a bad  result  from 
treatment.  And,  they  happened  to  run  across  an  attorney. 

I don’t  think  either  one  of  them  had  any  malice  against  me. 

“They  wanted  something  for  nothing,  and  they  figured  I 
wouldn’t  have  to  pay  for  it.  They  figured  I had  insurance,  and 
it  wouldn’t  be  any  skin  off  my  back  if  they  got  the  money.” 

(In  reality,  Dr  Scheid’s  insurance  would  have  paid  only 
$1 00,000  of  any  judgment,  and  he  would  have  been  person- 
ally responsible  for  the  remainder.) 

Dr  Scheid  pinpoints  unrealistic  expectations  as  one  cause 
of  increasing  numbers  of  professional  liability  suits. 

“Over  the  years,  our  media  have  described  the  excellence 
of  American  medicine  and  the  wonderful  cures.  Neverthe- 
less, no  matter  how  hard  you  try,  or  how  good  a doctor  you 
are,  you  sometimes  get  bad  results  because  people  have 
diseases,  and  they  don’t  get  well.  Modern  medicine  can’t 
guarantee  perfect  results.  But,  patients  feel  that  if  they  don’t 
get  a perfect  result,  somebody  must  have  done  something 
wrong.” 

Although  Dr  Scheid  remains  convinced,  “There’s  nothing 
I’d  rather  do  than  practice  medicine,”  he  also  is  more  cau- 
tious, more  conscious  of  the  need  to  defend  every  medical 
decision. 

“I  do  x-rays  and  tests  that  maybe  aren’t  necessary.  I keep 
records  that  I can  produce  in  court  because  I know  that  they 
may  be  read  there  someday.  They’re  not  medically  neces- 
sary, but  they’re  necessary  to  defend  myself,”  he  said. 

Going  to  the  top 

When  Brian  Bottorff  learned  that  his  father,  Melvin  Bottorff, 
MD,  was  being  sued  for  malpractice,  the  determined  young 
man  of  1 2 wrote  directly  to  the  President,  who  at  that  time 
was  Jimmy  Carter. 

In  a four-page  letter,  the  boy  told  the  chief  executive  that 
the  suit  was  unfair  and  that  something  should  be  done  to  help 
physicians. 

Unfortunately,  the  malpractice  climate  has  not  improved 
since  then,  and  Dr  Bottorff,  a Beaumont  obstetrician/ 
gynecologist  who  delivers  about  20  babies  each  month,  is 
living  proof.  Since  he  began  practicing  in  1970,  he  has  been 
the  object  of  three  lawsuits  and  “innumerable  claims.” 

One  case  reshaped  his  feelings  for  his  profession  and  his 
patients.  It  was  the  result  of  an  incident  that  occurred  in  1983 
when  Dr  Bottorff  was  on  “charity  call”  in  a private  hospital. 

He  assisted  a colleague  in  performing  an  emergency  hys- 
terectomy to  stop  bleeding  in  a patient  who  was  hyperten- 
sive, obese,  and  had  fibroids  in  her  uterus. 

“Apparently,  she  did  fine  postoperatively,  but  three  or  four 
weeks  later  she  began  having  pain  caused  by  a blocked 
ureter.  We  got  a suture  in  it  during  surgery,  which  is  easy  to 
do  in  that  type  of  surgery  with  a patient  that  size.  So,  we  had 
a urologist  see  her,  and  he  fixed  the  problem.” 
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. . We  try  to  avoid  anybody 
who  might  want  to  sue.  And,  we 
don’t  feel  that  we  can  take  care 
of  high  risk  patients.” 


Ultimately,  Dr  Bottorff  was  dropped  from  the  suit,  but  he 
remains  bitter. 

“Here  I was  being  a Good  Samaritan  and  helping  this  poor 
lady  who  was  about  to  die.  And,  then  to  turn  around  and  get  a 
letter  of  a lawsuit.  It  really  just  kind  of  chapped  me.” 

Since  his  legal  legacy  began,  Dr  Bottorff  is  more  cautious 
about  whom  he  accepts  as  a patient. 

“We’re  highly  suspicious  of  patients,  and  we  try  to  avoid 
anybody  who  might  want  to  sue.  And,  we  don’t  feel  that  we 
can  take  care  of  high  risk  patients.” 

“We  were  really  trained  to  care  for  the  high  risk  patients, 
but,  unfortunately,  they  are  the  ones  who  have  the  highest 
possibility  of  a lawsuit.” 

“I  don’t  know  where  these  patients  eventually  go.  Before 
long,  there  won’t  be  anybody  left  to  deliver  babies.” 

Dr  Bottorff  observed  that  several  obstetricians  have  dis- 
continued their  practices  in  Beaumont,  a city  that  he  says 
has  an  unusually  high  number  of  lawsuits  and  sympathetic 
jurors.  Due  to  the  city’s  reputation  and  the  increasing  cost  of 
professional  liability  insurance,  he  predicted  that  the  number 
of  obstetricians  in  the  city  will  decline  during  the  next  two  to 
three  years. 

Additionally,  those  obstetricians  who  remain  will  be  charg- 
ing higher  fees.  While  his  insurance  rates  have  been  approx- 
imately $1 3,000  annually,  Dr  Bottorff  expects  that  figure  to 
double  in  the  near  future. 

“We  cannot  absorb  that  kind  of  increase  in  the  rates,”  he 
said.  “I  know  we’ve  got  a mandate  not  to  increase  fees,  but 
we'll  have  to.” 

Dr  Bottorff’s  insurance  problems  go  beyond  expense  to  in- 
clude availability.  He  has  been  dropped  from  coverage  by  two 
insurance  companies,  including  the  Texas  Medical  Liability 
Trust,  and  is  among  those  insured  by  the  Texas  Medical  Lia- 
bility Insurance  Underwriting  Association.  The  association, 
better  known  as  the  Joint  Underwriting  Association  (JUA), 
provides  primary  and  excess  insurance  to  physicians  and 
other  health  care  providers  who  are  unable  to  procure  medi- 
cal liability  insurance  from  other  sources. 

Dr  Bottorff  regrets  the  deteriorating  relationship  between 
obstetricians  and  their  patients. 

“It’s  a terrible  situation  because  obstetricians  have  always 


had  the  best  rapport  with  patients,”  he  said. 

However,  looking  at  the  reality  of  the  medical  professional 
liability  situation,  he  added,  “If  I’d  known  20  years  ago  what  I 
know  today,  I’d  have  become  a dermatologist.  No  doubt 
about  it.” 

A hollow  victory 

Arthur  M.  Faris,  Jr,  MD,  in  partnership  with  his  father,  had  a 
busy  obstetrics  and  gynecology  practice  in  Houston’s  Texas 
Medical  Center  in  1 973.  He  was  handling  about  1 50  office 
visits  each  week. 

A Houston  native,  Dr  Faris  had  joined  his  father  in  practice 
in  1 972.  The  elder  Dr  Faris  has  since  retired,  and  his  son  is  in 
the  solo  practice  of  gynecology. 

The  younger  Dr  Faris  was  graduated  from  Williams  Col- 
lege in  Williamstown,  Mass,  in  1 963  with  a bachelor  of  arts 
degree,  and  from  The  University  of  Texas  Medical  Branch  at 
Galveston,  in  1966.  He  returned  to  Houston  for  residency 
training  at  Hermann  Hospital  and  Baylor  College  of  Medicine. 
The  father  of  three,  he  also  served  in  the  US  Army  as  a cap- 
tain at  Fort  Sam  Houston,  Tex,  and  in  Viet  Nam. 

Since  entering  private  practice,  Dr  Faris  has  been  involved 
in  two  lawsuits. 

“The  first  was  a case  where  I was  walking  by  a delivery 
room,"  he  recalled. 

“Another  doctor  was  having  difficulty  with  a delivery.  It  was 
a large  baby,  and  he  couldn’t  get  its  shoulders  out.  I delivered 
the  baby,  then  resuscitated  the  baby  in  the  incubator  next  to 
the  delivery  table.  Then,  the  pediatrician  arrived  and  took  the 


“In  spite  of  the  risks  that  are 
there,  I still  think  that  the 
practice  of  medicine  is  very 
rewarding. . . 


baby  to  the  nursery.  The  ultimate  outcome  was  brachial 
nerve  damage  to  the  infant,  and  they  sued  me,  along  with  the 
other  doctor  and  the  hospital,  for  the  nerve  damage.  The  re- 
sult for  me  was  that  I was  dropped  from  the  suit  on  the  basis 
of  the  Good  Samaritan  clause.  I do  not  know  what  happened 
subsequently  to  the  other  doctors  or  the  hospital.” 

The  second  suit  was  not  so  easily  resolved  for  Dr  Faris. 

“The  second  suit  went  to  trial,"  he  said.  “It  involved  a 
young  lady  in  her  early  20s,  whom  I saw  with  an  acute  ab- 
domen from  a pelvic  infection.  She  had  an  abscess  sur- 
rounding the  right  tube  and  ovary  that  did  not  respond  to 
antibiotics,  so  I took  her  to  surgery,  and  because  of  her  age,  I 
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did  as  conservative  a procedure  as  possible.  The  right  tube 
and  ovary  were  surgically  removed  along  with  the  abscess  in 
an  area  that's  very  difficult  to  operate  in.  What  appears  to 
have  happened  is  that  in  the  process  of  the  dissection,  a very 
small  fragment  of  the  right  ovarian  tissue  was  left  in  the  ab- 
domen. . .not  an  unusual  finding,  given  the  nature  of  this  kind 
of  surgery.  It's  better  to  leave  a little  tissue  in  than  to  take  too 
much,”  he  added. 

"Subsequently,  she  had  a history  of  multiple  hospital  visits 
to  various  clinics  and  charity  wards,  and  other  physicians. 

She  underwent  a hysterectomy  at  a charity  hospital,  she  un- 


“The  second  time  around,  I 
seriously  considered  giving  up 
the  practice  of  medicine.” 


derwent  diagnostic  laparoscopy  by  other  physicians.  . .and 
finally  went  to  surgery,  where  they  removed  a small  cyst, 
which  the  pathology  report  showed  was  in  a fragment  of 
ovarian  tissue.  The  legal  action  contended  that  I should  have 
cleaned  out  the  tissue  initially.” 

Despite  the  plaintiff’s  repeated  settlement  offers,  which  in- 
cluded lower  and  lower  damage  amounts,  Dr  Faris  stood  his 
ground  and  fought  the  case  in  a four-day  jury  trial.  It  was  the 
culmination  of  more  than  two  years  of  worry  and  preparation. 

“It  was  something  that  was  hanging  over  us  for  a number 
of  years.  And,  during  the  course  of  it — particularly  the  in- 
tense course  of  preparation  for  the  trial,  and  during  the  trial, 
it  was  definitely  a stressful  time.  No  question  about  it,”  he 
recalled. 

Dr  Faris  was  successful  in  his  defense,  and  the  lawsuit  did 
not  affect  the  size  of  his  practice. 

"It  was  not  that  unusual  in  Houston,  and  the  case  didn’t 
receive  attention  from  the  news  media,”  he  explained. 

He  has  since  dropped  his  obstetrics  practice  due  to  an  in- 
creased load  of  gynecology  patients  following  his  father's 
retirement. 

Dr  Faris  feels  that  “In  spite  of  the  risks  that  are  there,  I still 
think  that  the  practice  of  medicine  is  very  rewarding,  a pro- 
fession that  I would  choose  again.”  However,  his  legal  en- 
tanglements have  affected  the  way  he  practices  medicine. 
“I’m  probably  more  aware  of  the  potential  for  liability  cases. 
Even  though  I don’t  think  I could  have  done  anything  differ- 
ently to  prevent  it  from  happening,  I'm  more  alert  to  the  possi- 
bility of  legal  liabilities.  Possibly,  I document  my  charts  a little 
more  thoroughly.  I make  every  effort  to  make  a patient  under- 
stand what  we’re  treating  and  what  the  outcome  may  be.” 


Dr  Faris  was  pleased  with  his  insurance  company  and  its 
legal  support. 

"My  insurance  company  was  very  helpful  and  informative, 
and  my  attorneys  also  were  very  capable  and  helpful,”  he 
said.  “I  never  needed  independent  counsel.  I just  spent  a 
lot  of  time  with  the  attorneys  teaching  them  the  facts  of 
the  case.  And,  I feel  that’s  a very  important  aspect,”  he 
emphasized. 

"The  key  words  as  far  as  I’m  concerned  are  to  prepare, 
participate,  and  teach.  Prepare  yourself  as  thoroughly  as 
possible,  participate  in  all  the  legal  discussions,  and  teach 
your  attorneys  exactly  what  you  did,  what  the  problem  was, 
and  what  the  alternatives  were.  These  principles  also  apply 
in  the  courtroom,  where  you  must  teach  the  jury  the  facts  of 
the  case.” 

Even  though  he  was  working  with  attorneys  who  special- 
ized in  defending  medical  malpractice  cases,  Dr  Faris  re- 
minded, “These  attorneys  know  the  law,  but  they  don’t  have 
a strong  working  knowledge  of  medicine.  . . . You  need  to 
give  them  insight  into  the  way  you  came  to  a decision.” 

He  recalled  the  irony  of  the  legal  system:  “All  along  I knew 
that  I was  medically  correct,  and  yet  it  is  possible  to  get  jurors 
who  are  sympathetic  to  the  patient.  Or  it’s  possible  for  a deci- 
sion to  be  rendered  outside  of  what  I consider  to  be  the  medi- 
cal facts.  The  plaintiff’s  attorney  misrepresented  the  facts, 
and  some  of  the  drawings  he  attempted  to  make  on  the 
blackboard  were  inaccurate.  We  voiced  objections,  but 
there’s  always  the  concern  that  the  plaintiff’s  attorney  would 
prevail.” 

"So,”  he  concluded,  "it  was  a very  hollow  victory.” 

Settle  or  give  away  the  fruit  of  20  years’  work 

David  F.  Lee,  MD,  is  another  statistic.  In  1 979,  he  had  been 
practicing  family  medicine  in  Fort  Worth  for  19  years.  He  was 
49  and  the  father  of  two  sons.  He  was  a graduate  of  Texas 
Christian  University  and  The  University  of  Texas  Southwest- 
ern Medical  School.  He  was  a former  US  Air  Force  officer. 

"I  don’t  do  OB  anymore,  but  I delivered  1 ,800  babies  be- 
fore I stopped,”  he  says  proudly. 

After  one  of  Dr  Lee’s  partners  died,  he  assumed  the  care  of 
some  of  the  deceased  physician’s  patients.  One  such  patient 
was  a 35-year-old  male  who  visited  Dr  Lee  complaining  of  an 
aching  transcapular  pain  of  six  days  duration  with  insidious 
onset.  The  pain  was  not  severe. 

"In  fact,  the  patient  worked  the  entire  week  because  he 
didn’t  want  to  miss  work,  and  I saw  him  on  a Saturday,”  Dr 
Lee  recalled. 

A physical  examination  was  not  remarkable.  Dr  Lee  specu- 
lated that  the  pain  was  of  musculoskeletal  origin. 

"We  were  in  the  midst  of  a flu  epidemic  at  that  time, 
and.  . .1  thought  it  might  have  been  some  form  of  flu.  Anyway, 

I gave  a mild  analgesic  for  it,  and  recommended  an  anti- 
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inflammatory  agent,  and  also  recommended  that  if  he  wasn't 
any  better  on  Monday  that  we  reexamine  him,”  he  said. 

The  patient  died  the  next  day,  and  an  autopsy  revealed 
that  the  cause  of  death  was  a relatively  massive  myocardial 
infarction.  Two  years  later,  the  day  before  the  statute  of  limi- 
tations would  have  prevented  legal  action,  the  patient’s 
family  filed  a lawsuit  against  Dr  Lee.  It  was  two  more  years 
before  the  case  concluded. 

Insurance  attorneys  urged  Dr  Lee  to  settle  the  case  out 
of  court,  while  his  own  lawyer  was  “blatantly  against”  the 
prospect. 

“I  took  three  days  debating  the  decision,”  Dr  Lee  recalled. 

As  he  debated  the  options,  financial  considerations  came 
to  the  fore. 

“My  attorney  said  I probably  had  a 90%  chance  of  winning 
the  case — it  was  a most  unusual  presentation  of  a heart  at- 
tack. But,  they  said  that  juries  sometimes  are  unusual  and 
unpredictable.  And.  . .the  insurance  company,  in  telling  me 
that  they  could  settle  it  and  desired  to,  mentioned  that  if  the 
amount  that  the  jury  awarded,  in  case  the  plaintiffs  won,  was 
in  excess  of  what  they  could  settle  the  case  for,  that  they 
would  not  be  responsible  for  the  difference.” 

He  also  considered  the  plaintiff’s  expert  witnesses  as  he 
struggled  with  the  decision. 

“Their  witnesses  seemed  to  be  fairly  strong  witnesses. 
They  were  going  to  get  some  gentleman  from  the  medical 
school  over  in  Dallas  who  was  going  to  testify  that  yes,  you 
can  have  back  pain  as  presentation  of  a heart  attack." 

Even  though  Dr  Lee  was  “extremely  confident”  that  he 
could  win  the  case,  the  financial  possibilities  won  out,  and  he 
settled. 

“I  don’t  even  know  the  exact  amount  they  settled  for,  ex- 
cept that  it  was  less  than  $20,000,”  he  said. 

“There  were  several  stipulations  on  our  part,”  he  added. 
“Number  one,  I was  not  to  have  been  adjudged  guilty  of 
any  form  of  malpractice.  Number  two,  no  publicity  was  to 
come  from  anything.  And,  under  those  circumstances,  well,  I 
settled.” 

“The  main  thing  I was  concerned  about,  when  we  could 
settle  for  less  than  $20,000,  was  that  the  jury  might  award 
$1  million.  . . .Another  thing  they  did  say  was  that  juries  are 
very  compassionate  toward  widows.” 

“My  own  feeling  was  that  it  was  strictly  a financial  thing, 
and  I didn’t  care  to  take  a chance  on  giving  away  what  I had 


“Before  long,  there  won’t  be 
anybody  left  to  deliver  babies.” 


worked  20  years  to  accumulate.” 

Still,  he  was  left  with  "mixed  feelings"  about  the  insurance 
company’s  pressure  for  him  to  settle. 

“You  have  to  realize,  basically,  any  sort  of  malpractice 
case  is  not  an  attack  on  the  physician  himself.  This  is  pure 
business.  And,  you  have  to  look  at  an  insurance  company's 
side,  too.  They’ve  got  a chance  of  losing  a million  dollars  or 
settling  for  $5,000.  And,  from  a business  standpoint,  they 
spend  more  than  that  just  trying  the  case." 

“I  really  think  that  if  it  had  been  one  of  my  long-time  pa- 
tients, I wouldn't  have  been  sued,”  Dr  Lee  said,  emphasizing 
the  importance  of  a good  relationship  with  patients.  “That 
was  my  first  and  only  lawsuit,"  he  added. 

The  plaintiffs’  agreement  not  to  generate  press  coverage 
spared  Dr  Lee’s  practice  any  ill  effects. 

But,  Dr  Lee  has  altered  his  practice  style. 

“lam  1 00%  a practitioner  of  defensive  medicine,”  he  said. 
“It’s  costing  the  patients  a lot  more  money,  but  I don’t  care  to 
ever  go  to  trial  again,  I’ll  tell  you.” 

Additionally,  Dr  Lee  says  his  record-keeping  is  “much 
more  thorough  than  it  was.” 

Like  Dr  Faris,  Dr  Lee  emphasized  the  importance  of  proper 
preparation  for  a successful  outcome. 

“I  was  gearing  up  when  I thought  we  were  going  to  trial, 
and  I became  doggone  near  an  expert  in  the  legal  field.  Not 
everybody  does,  but  I made  a thorough  perusal  of  the  exist- 
ing literature,”  he  said. 

Although  studies  show  that  time  lost  from  practice  appears 
to  be  the  major  component  of  physicians'  legal  defense 
costs,  exclusive  of  professional  liability  insurance  premiums, 
Dr  Lee  did  not  fall  victim  to  that  statistic. 

“The  deposition  that  I had  to  give  was  given  on  my  day  off. 
And,  the  preparation  for  what  I thought  would  be  a trial  was 
entirely  done  on  either  weekends  or  at  night,”  he  said. 

Dr  Lee  offered  advice  to  his  fellow  physicians,  in  light  of  his 
experience.  "I  think  first  of  all,  like  it  or  not,  we’ve  got  to  prac- 
tice defensive  medicine.  Keep  as  good  a record  as  possible. 
And,  understand  your  limitations.  Be  quick  to  refer  to  a sub- 
specialist if  you  feel  you’re  getting  to  the  edge  of  your  own 
training.” 

“I  think  you  should  buy  as  much  malpractice  insurance  as 
you  can  get — a minimum  of  $1  million,”  he  added. 

Finally,  he  advised,  “Don’t  take  it  so  much  as  a personal 
affront.  Look  at  it  more  as  a business  confrontation.  Don’t 
let  the  emotions  of  the  physician's  family  be  completely 
destroyed.” 

Donna  Jones 

News  Editor,  Texas  Medicine 
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Physician 
and  Patient 

Today’s 
Health  Care 
Team 

TMA 

Texas  Medical  Association 
1985  Annual  Session 
May  8—12,  1985 

San  Antonio  Convention  Center 


This  year's  theme  emphasizes  the  health  care 
partnership  of  doctors  and  patients.  Programs 
will,  where  possible,  stress  the  patient’s  role  in 
achieving  and  maintaining  good  health  through 
use  of  immunizations,  accident  prevention,  and 


proper  utilization  of  health  facilities,  as  well  as 
the  physician’s  role  in  guiding  health  planning 
through  sensitive,  responsive  approaches  to  the 
needs  and  concerns  of  the  patient. 


Headquarters  Facilities 

Hilton  Palacio  del  Rio  Four  Seasons  Plaza  Nacional 

San  Antonio  Marriott  Hyatt  Regency  San  Antonio 
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The  Texas  Medical  Association 
approves  the  same  collection 
program  recommended  by 
medical  associations  in 
43  other  states. 

I.C.  System 

Why  these  votes  of  confidence? 


I.C.  System  is  endorsed  as  a responsible  alternative  for  physicians  who  need 
help  keeping  their  receivables  under  control.  All  collection  practices  are  legal, 
ethical  and  professional.  The  objective  is  to  collect  without  harming  the 
doctor  patient  relationship.  That’s  important. 

In  these  economic  times  you  need  a collection  program  you  can  turn  to  in 
confidence.  Consider  I.C.  System.  Write  or  phone  for  information.  The 
system  is  endorsed  by  your  association.  The  System  Works! 


The  System 
Works* 


I.C.  SYSTEM,  INC. 

6301  Heron  Drive 
Austin,  Texas  78759 
Phone  512  250-9720 
WATS  800  328-9595 
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THE  RIGHT  OF  PRIVACY  AND  THE  PHYSICIAN-PATIENT 
RELATIONSHIP 

The  Supreme  Court  has  recognized  the  constitutionally  pro- 
tected right  of  personal  privacy,  or  a guarantee  of  areas  or 
zones  of  privacy.  Does  this  right  include  the  right  to  seek 
medical  treatment  free  from  government  control  over  the 
amount  the  patient  can  pay  and  the  physician  can  receive? 
In  its  Medicare  amendments  lawsuit,  the  American  Medical 
Association  asserts  that  the  patient's  right  to  contract  for 
and  select  a physician  is  within  the  constitutionally  pro- 
tected zone  of  privacy,  and,  therefore,  the  government’s  limit 
on  the  amount  the  patient  can  pay  from  private  funds  is  pro- 
hibited. An  analysis  of  the  AM  A right  of  privacy  argument, 
one  of  several  arguments  now  before  the  court,  follows. 


In  a sworn  statement  (affidavit)  filed  with  the  AMA  briefs  in 
AM  A et  al  v Heckler,  Leona  Ebert,  age  74,  a patient  of  Dallas 
E.  Coate,  MD,  asserted  that  she  had  "absolute  faith"  in  Dr 
Coate  and  wished  to  continue  being  treated  by  him  because 
“he  was  doing  the  right  thing"  for  her  (1 ).  She  also  stated, 

I always  thought  that  Dr  Coate's  fees  were  real  cheap  for 
the  kind  of  job  that  he  was  doing  for  me.  I didn't  give  it  any 
thought  when  he  announced  that  he  planned  to  raise  his 
fees  for  an  office  visit  by  $2.  His  fees  were  the  only  thing  I'd 
paid  for  in  the  last  few  years  that  had  not  gone  up  (1 ). 

Ms  Ebert  was  willing  to  pay  the  $2  difference  out  of  her  own 
pocket  if  it  would  help  Dr  Coate  stay  in  practice  in  the  com- 
munity. But, 

Dr  Coate  told  me  that  the  government  won’t  allow  me  to 
pay  the  difference.  ...  I can  t understand  why  the  govern- 
ment would  stop  me  from  paying  a couple  of  dollars  more 
in  order  to  be  able  to  have  a doctor  I can  rely  on  and 
trust.  ...  If  I were  young  and  earned  or  could  earn  more 
money,  I could  give  up  government  aid  and  make  sure  I 
keep  Dr  Coate  s valuable  services.  But,  because  I am 
older  and  not  well  off,  the  government  has  just  told  me  to 
make  do  with  someone  else  who  is  less  acceptable  to 
me.  . . . When  I decided  to  enter  the  Medicare  program,  I 
understood  that  the  government  would  allow  me  to  choose 
a doctor  without  interfering.  The  government  has  now  bro- 
ken that  promise  to  me  (1 , pp  2-4). 

Other  patients  swore  to  similar  stories  as  the  AMA,  joined 
by  patients,  physicians,  and  the  Indiana  State  Medical  Asso- 
ciation, challenged  the  right  of  the  federal  government  to  in- 
terfere with  the  Medicare  patient’s  right  to  contract  with  his  or 
her  physician  of  choice. 

Section  2306 — A fundamental  change 

The  AMA  argues  that  the  challenged  statute,  section  2306  of 
the  Deficit  Reduction  Act  of  1 984,  changes  the  government’s 
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role  in  delivering  medical  care  to  the  elderly  (2).  Previously, 
the  government’s  role  was  confined  strictly  to  paying  a por- 
tion of  the  cost  of  care  for  Medicare  beneficiaries.  The  pur- 
pose was  to  limit  the  amount  of  federal  monies  paid  and  limit 
what  the  federal  funds  were  to  pay  for. 

No  attempt  was  made  to  tell  patients  how  or  when  to  spend 
their  private  funds.  Physicians  were  not  told  how  much  to 
charge  their  patients.  The  nature  of  the  physician’s  relation- 
ship was  not  controlled.  In  fact,  the  very  first  section  of  the 
Medicare  law  provided  that  no  federal  officer  or  employee 
could  "exercise  any  supervision  or  control  over  the  practice 
of  medicine  or  the  manner  in  which  medical  services  are 
provided.  . . .’’(3). 

Section  2306  profoundly  alters  and  dramatically  enlarges 
the  government's  role  in  the  provision  of  medical  care  in 
America.  For  the  first  time,  the  government  has  prevented 
Medicare  patients  from  spending  their  own  private  funds  for 
medical  care.  For  the  first  time,  it  has  limited  what  physicians 
may  charge — not  just  what  Medicare  will  pay.  For  the  first 
time,  it  has  restricted  physicians’  freedom  to  structure  their 
relationships  with  Medicare  patients  on  an  individual  basis. 

Private  patients  are  free  to  purchase  whatever  medical 
care  they  desire.  Medicare  patients  now  can  purchase  only 
what  is  available  at  or  below  the  price  limit  decreed  by 
government. 

The  physician-patient  relationship 

An  understanding  of  the  nature  and  importance  of  the 
physician-patient  relationship  is  critical  to  an  understanding 
of  the  fundamental  importance  of  the  right  to  select  one’s 
physician  because  this  right  may  mean  the  difference  be- 
tween life  and  death.  To  illustrate,  several  sworn  statements 
were  submitted  to  the  court,  including  one  by  Helen  Wing- 
field, who  said,  in  part: 

Once  when  I was  out  of  state,  I visited  another  doctor 
who  was  less  familiar  with  my  condition  and  treatment.  He 
prescribed  a medicine  for  me  that  reacted  badly  with  other 
medicine  I had  taken  and  I became  quite  ill.  Dr  Mouser  (my 
regular  physician)  would  never  let  that  happen.  . . . 

It  is  difficult  for  me  to  think  about  leaving  Dr  Mouser.  His 
file  on  me  is  inches  thick.  In  fact,  I have  resisted  moving  to 
Bloomington  to  be  closer  to  my  children  because  of  the 
fine  health  care  I receive  from  Dr  Mouser.  ...  It  upsets  me 
to  have  the  government  force  me  financially  to  give  up  the 
physician  with  whom  I have  had  such  a longstanding  rela- 
tionship. . . .”  (4). 

In  another  sworn  statement,  Catherine  V.  Maxwell  said  this 
about  her  physician: 

Dr  Mouser  provides  a unique  service  for  me  because  he 
is  one  of  the  few  physicians  in  the  entire  Indianapolis  area 
who  is  familiar  with  Crohn’s  disease  and  with  my  condition 
to  be  able  to  treat  me  effectively  both  for  symptoms  of  the 
disease  and  any  additional  illness  I may  suffer.  It  is  literally 
true  that  without  him  I would  probably  not  be  alive.  And  as 
long  as  I have  one  penny,  I will  keep  going  to  Dr  Mouser”  (5). 
These  excerpts  are  just  a few  of  the  many  illustrations  at- 
tached as  sworn  statements  to  the  AMA  briefs  in  an  attempt 
to  demonstrate  the  impact  Section  2306  has  had  and  will 
have  on  elderly  patients  covered  by  Medicare. 
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Is  choice  of  physician  a fundamental  right? 

The  Supreme  Court  has  held  that  a constitutionally  protected 
"right  of  personal  privacy,  or  a guarantee  of  certain  areas  or 
zones  of  privacy"  exists  (6).  This  right  of  personal  privacy 
includes  an  "interest  in  independence  in  making  certain 
kinds  of  important  decisions”  (7).  Among  these  important  de- 
cisions is  the  patient's  right  to  seek  medical  treatment  from 
the  physician  of  his  or  her  choice  (8). 

The  AMA  contends  that  the  right  to  freely  choose  a physi- 
cian is  fundamental  because  medical  care  is  not  only  “a 
basic  necessity  of  life"  (9)  but  also  highly  personal.  An  indi- 
vidual’s health  is  a uniquely  personal  possession.  The  deci- 
sion of  how  and  who  is  to  treat  that  possession  is  of  no  less 
personal  nature  (10). 

The  physician  plays  a central  role  in  these  highly  personal 
and  often  life-determining  decisions.  Indeed,  the  difference 
between  illness  and  health  may  hinge  on  the  physician's 
judgment  and  skill.  Significantly,  physicians  are  not  fungible. 
Their  judgments  and  skills  vary  widely — depending  on  differ- 
ences in  their  abilities,  training,  and  relationship  to  the  indi- 
vidual patient. 

The  right  to  choose  one’s  own  physician  is  and  must  re- 
main a necessary  component  of  the  fundamental  right  to 
make  decisions  about  one’s  own  medical  treatment.  The  Su- 
preme Court  has  recognized  that  the  freedom  to  rely  upon  a 
physician  is  essential  to  effectuate  a patient's  “right  to  re- 
ceive medical  care  in  accordance  with  her  (own)  licensed 
physician’s  best  judgment  and  the  physician  s right  to  admin- 
ister it”  (8,  p 1 79).  The  point  was  summed  up  best  by  Justice 
Douglas: 

The  right  of  privacy  has  no  more  conspicuous  place  than 
in  the  physician-patient  relationship.  . . The  right  of  pri- 
vacy—-the  right  to  care  for  one’s  health  and  person  and  to 
seek  out  a physician  of  one's  choice  protected  by  the 
Fourteenth  Amendment — becomes  only  a matter  of  the- 
ory, not  a reality,  when  a multiple  physician-approved  sys- 
tem is  mandated  by  the  State.  . . . The  right  to  seek  advice 
on  one’s  health  and  the  right  to  place  reliance  on  the  physi- 
cian of  one’s  choice  are  basic  to  Fourteenth  Amendment 
values”  (8,  pp  219-220)  (emphasis  supplied). 

An  unconstitutional  burden? 

The  AMA  points  out  that  Section  2306  precludes  Medicare 
patients  from  using  private  funds  to  pay  amounts  above  the 
freeze  levels,  even  if  those  additional  payments  are  neces- 
sary to  obtain  treatment  from  the  patient’s  physician  of 
choice.  In  fact,  Section  2306  prohibits  a Medicare  beneficiary 
from  declining  all  Medicare  reimbursement  for  a specific  pro- 
cedure and  paying  1 00%  of  the  charge  for  that  procedure 
exclusively  out  of  private  funds.  Unless  the  beneficiary  with- 
draws from  the  Medicare  program  entirely  and  thereby  gives 
up  all  government  reimbursement  for  the  services  of  all  phy- 
sicians, he  or  she  is  limited  to  paying  the  frozen  level.  In  other 
words,  a Medicare  beneficiary  is  stuck  with  the  government’s 
maximum  rate,  and  cannot  make  a completely  private  ar- 
rangement, involving  no  Medicare  funds  whatsoever,  with  his 
or  her  physician.  This  condition  infringes  on  the  patient’s 
constitutionally  protected  right  to  select  a physician,  and  it 


cannot  be  justified  as  a condition  that  the  government  may 
impose  (11). 

Conclusion 

John  Ruskin  (1819-1900)  had  this  to  say  about  pricing: 

It’s  unwise  to  pay  too  much,  but  it's  worse  to  pay  too  little. 
When  you  pay  too  much,  you  lose  a little  money — that  is 
all.  When  you  pay  too  little,  you  sometimes  lose  every- 
thing, because  the  thing  you  bought  was  incapable  of  do- 
ing the  thing  it  was  bought  to  do.  The  common  law  of 
business  balance  prohibits  paying  a little  and  getting  a 
lot — it  can’t  be  done  (12). 

In  its  effort  to  demonstrate  that  the  quality  of  medical  prac- 
tice is  harmed  by  mandated,  across-the-board  financial  re- 
straints on  physician  charges,  the  AMA  has  requested  the 
opportunity  to  develop  the  facts  in  an  evidentiary  hearing  and 
bring  to  life  the  real  concerns  expressed  in  its  brief  and  in  the 
affidavits  attached.  Artificial,  blanket  price  restraints  have  im- 
pacted adversely  on  the  physician's  ability  to  practice  in 
some  areas.  As  these  restraints  continue,  more  and  more 
Physicians  and  their  patients  will  be  affected  adversely. 

Quality  will  decline  as  price  controls  are  tightened  because 
physicians  necessarily  will  delay  the  purchase  of  new  tech- 
nology, limit  staffing  of  their  offices,  and/or  limit  or  terminate 
their  services.  The  risk  of  permanent  harm  to  the  patient  is 
real.  Thus,  there  is  no  choice  but  to  pursue  this  litigation  to 
preserve  the  patient’s  right  to  choose  and  be  treated  by  his  or 
her  own  physician,  a right  the  AMA  asserts  is  constitutionally 
protected  within  each  citizen’s  zone  of  privacy. 

Donald  P.  “Rocky"  Wilcox,  JD 
TMA  General  Counsel 
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DEATHS 


D.C.  Bondurant 

Drewry  Clark  Bondurant,  MD,  a Wichita  Falls  anesthesi- 
ologist, died  Dec  21 , 1984,  at  age  59. 

Dr  Bondurant,  a native  of  Lubbock,  had  practiced  in  Wichita 
Falls  since  1 955.  Fie  was  a 1 947  graduate  of  Texas  Tech 
University  and  a 1952  graduate  of  Southwestern  Medical 
School.  He  completed  an  internship  and  residency  at  Park- 
land Memorial  Hospital  in  Dallas. 

During  1 943-1 945  Dr  Bondurant  served  in  the  US  Army 
Medical  Corps. 

Surviving  family  members  include  his  wife,  Jane  Bond- 
urant, and  daughters,  Alyce  Bondurant,  June  Bondurant,  and 
Sandy  Gage,  all  of  Wichita  Falls;  mother,  Eunice  Bondurant, 
Lubbock;  brother,  Miles  Bondurant,  Fort  Worth;  and  sisters, 
Ann  Duval,  Denver,  Colo,  and  Virginia  Webb,  Austin,  Tex. 

H.  Bruch 

Hilde  Bruch,  MD,  an  honorary  member  of  Texas  Medical 
Association,  died  Dec  15,  1984.  Dr  Bruch,  80,  was  professor 
emeritus  of  psychiatry  at  Baylor  College  of  Medicine. 

Born  in  Germany,  she  was  graduated  from  Freiburg  Uni- 
versity Medical  School  there  in  1929.  She  later  became  a 
faculty  member  of  Columbia  University  College  of  Physicians 
and  Surgeons  in  New  York,  where  she  was  a pediatrician 
before  undertaking  residency  training  in  psychiatry.  She 
moved  to  Houston  in  1964,  becoming  professor  of  psychiatry 
at  Baylor  College  of  Medicine.  Dr  Bruch  was  known  as  an 
authority  on  the  subject  of  eating  disorders,  obesity,  and 
anorexia  nervosa. 

Surviving  family  members  include  her  nephew,  Herbert 
Bruch,  Devon,  Penn;  and  sister,  Ester  White,  Fairfax,  Calif. 

D.T.  Friddell 

Delmas  Thomas  Friddell,  MD,  81 , died  Dec  22,  1 985. 

A Tennessee  native,  Dr  Friddell  was  a longtime  Terrell  fam- 
ily physician.  He  earned  his  medical  degree  at  The  University 
of  Tennessee  Medical  School  in  1930  and  then  moved  to 
Dallas  for  an  internship  and  residency  at  Parkland  Memorial 
Hospital.  He  began  his  practice  in  Terrell  in  1932  and  oper- 
ated the  Friddell  Hospital  for  many  years  before  his  retire- 
ment in  1982. 

Dr  Friddell  is  survived  by  his  wife,  Bertha  Friddell,  Terrell; 
stepdaughters,  JoAnn  Wooddall,  Mesa,  Ariz,  and  Lynda 
Welch,  Edgewood,  Tex;  and  sister,  Louise  Johnson,  Chat- 
tanooga, Tenn. 

R.D.  Haines 

Richard  D.  Haines,  MD,  68,  Temple,  died  Dec  22, 1984. 

Dr  Haines  served  as  president  of  Scott  and  White  Memo- 
rial Hospital  and  Scott,  Sherwood  and  Brindley  Foundation 
for  13  years  (1969-1982).  During  that  time  Scott  and  White 
began  a major  expansion  program  (1972),  adding  the  Lucy 
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King  Brown  Special  Treatment  Center  and  the  Mabee  Diag- 
nostic Center.  Dr  Haines  was  personally  involved  in  fund- 
raising efforts  for  projects  which  added  more  than  $60  mil- 
lion to  the  Scott  and  White  facilities.  At  the  time  of  his  death, 
he  was  a senior  consultant  in  the  division  of  gastroenter- 
ology at  Scott  and  White  and  a governor  of  the  hospital  and 
foundation. 

Dr  Haines  was  born  and  reared  in  Salem,  Ohio.  He  re- 
ceived a bachelor's  degree  from  Mount  Union  College  of  Al- 
liance, Ohio,  and  his  medical  degree  from  the  University  of 
Rochester  (NY)  Medical  School.  After  serving  an  internship 
at  the  University  of  Minnesota  Hospital,  he  served  a fel- 
lowship in  gastroenterology  at  the  Mayo  Clinic  in  Rochester, 
Minn.  He  interrupted  his  fellowship  to  serve  in  the  US  Navy. 

Dr  Haines  joined  Scott  and  White  Memorial  Hospital  staff 
in  1 948  after  his  tour  of  duty  with  the  US  Navy  and  comple- 
tion of  his  Mayo  Clinic  fellowship.  He  became  a trustee  for 
the  hospital  and  foundation  in  1 966  and  a governor  in  1 982. 

He  held  many  leadership  positions,  including  past  director 
of  the  Texas  Society  of  Internal  Medicine,  past  chairman  of 
the  TMA  Committee  on  Continuing  Education,  past  chariman 
of  the  TMA  Section  on  Digestive  Diseases,  and  past  chair- 
man of  the  Research  and  Education  Division  of  Scott  and 
White  Memorial  Hospital  and  Scott,  Sherwood  and  Brindley 
Foundation.  He  was  certified  by  the  American  Board  of  Inter- 
nal Medicine  and  the  American  Board  of  Gastroenterology. 

Surviving  Dr  Haines  are  his  wife,  Kathryn  M.  Haines, 
Temple;  daughter,  Priscilla  Floca,  Covington,  La;  and  one 
granddaughter. 

T.H.  Harvill 

Thomas  Haynes  Harvill,  MD,  a Dallas  internist,  died  Dec  13, 
1984,  at  age  72. 

Dr  Harvill  was  born  in  Nashville,  Tenn.  He  attended  South- 
ern Methodist  University  in  Dallas  before  entering  The  Uni- 
versity of  Texas  Medical  Branch  at  Galveston.  Dr  Harvill 
interned  at  the  University  of  Michgan  Hospital  in  Ann  Arbor, 
where  he  also  served  as  resident  and  instructor  in  internal 
medicine  during  1 936-1 940.  He  returned  to  Dallas  in  1 940 
to  begin  a practice  of  internal  medicine.  During  1942-1947 
he  served  in  the  US  Navy. 

Dr  Harvill  was  a past  president  of  the  Texas  Club  of  Inter- 
nists, the  Dallas  Southern  Clinical  Society,  the  Dallas  Acad- 
emy of  Internal  Medicine,  and  the  Dallas  Internist  Club. 

Surviving  family  members  include  his  wife,  Eleanor  Harvill, 
Dallas;  and  son,  Russell  Sturgis  Harvill,  Killeen,  Tex. 

J.P.  Robinson 

John  Paul  Robinson,  MD,  a Shreveport,  La,  ophthalmologist, 
died  Dec  11,1 984.  Dr  Robinson,  60,  a member  of  the  Har- 
rison County  Medical  Society,  had  practiced  in  Shreveport 
since  1953. 

87 


Born  in  Sarepta,  La,  he  received  his  medical  education  at 
Louisiana  State  University  Medical  Center  at  New  Orleans. 
Following  graduation  in  1952  he  interned  at  Santa  Rosa 
Medical  Center  in  San  Antonio  and  then  moved  to  Shreve- 
port for  residency  training. 

Dr  Robinson  is  survived  by  his  wife,  Juanita  Lusted  Robin- 
son, and  mother,  Valera  Browning  Robinson  Leach,  both  of 
Shreveport;  sons,  James  Lee  Robinson  II,  Hallsville,  Tex, 
and  Mark  Clinton  Robinson,  Gladewater,  Tex;  daughters, 
Constance  Sue  Robinson,  Houston,  and  Carol  Ann  Lingen- 
felter,  Shreveport;  brothers,  Joe  C.  Robinson,  Montgomery, 
La,  and  Robert  B.  Robinson,  Shreveport;  and  six 
grandchildren. 

H.A.  Samaan 

Hakim  A.  Samaan,  MD,  a Houston  cardiovascular  surgeon, 
died  Dec  1 6,  1 984,  at  age  55. 

Dr  Samaan  was  born  in  Egypt  and  attended  Cairo  Univer- 
sity. He  received  his  postgraduate  medical  education  in  sur- 
gery in  England  and  in  Scotland.  He  obtained  fellowships 
from  both  the  Royal  College  of  Surgeons  of  England  and  of 
Scotland.  Dr  Samaan  moved  to  Houston  in  1973  and  re- 
ceived his  postgraduate  training  in  cardiovascular  surgery  at 
Baylor  College  of  Medicine  and  at  the  Texas  Heart  Institute. 
He  was  awarded  fellowships  in  cardiovascular  surgery  from 
Canada  and  the  United  States.  Dr  Samaan  continued  to 
practice  cardiovascular  surgery  in  Houston  until  his  death. 

Survivors  include  his  brothers,  Naguib  A.  Samaan,  MD, 
PhD,  Houston;  Nassim  A.  Samaan,  Chicago;  and  Onsy 
Samaan,  Alexandria,  Egypt;  and  sisters,  Tahani  Samaan  and 
Raja  Samaan,  both  of  Cairo. 

D. Scher 

David  Scher,  MD,  a Houston  ophthalmologist,  died  Dec  5, 
1984,  at  age  69. 

A native  of  Jamaica,  NY,  Dr  Scher  practiced  there  for  six 
years  before  moving  to  Houston  in  1953. 

He  was  a 1 935  graduate  of  Cornell  University  in  Ithaca,  NY, 
and  a 1 939  graduate  of  Columbia  University  College  of  Phy- 
sicians and  Surgeons  in  New  York  City.  After  an  internship 
in  New  York,  Dr  Scher  served  in  the  US  Air  Force  during 
1941-1945.  He  returned  to  Jamaica  to  begin  a family  prac- 
tice. During  1 951  - 1 953  he  completed  a residency  in  oph- 
thalmology at  the  Brooklyn  (NY)  Eye  and  Ear  Hospital  before 
moving  to  Houston. 

Surviving  Dr  Scher  are  his  wife,  Yvonne  Briais  Scher, 
Houston;  sons,  Jacoby  A.  Scher,  Houston;  and  Richard  K. 
Scher,  PhD,  Gainesville,  Fla;  mother,  Anna  Scher,  Southamp- 
ton, NY;  and  three  grandsons. 


THE  LEASE 
YOU  WANT. 
THE  CAR 
YOU  WANT. 

PLAIN  OR 
FANCY. 


For  a free  copy  of  our  “Guide  to  Leasing,"  call  or  write  us. 


CURRY  AUTO  LEASING 

LEASING  SPECIALISTS  FOR  1 5 YEARS. 

5422  Alpha  Rd.  (at  Montfort)  Dallas  75240 
(214)  239-1 1 1 1 


88 


TEXAS  MEDICINE 


IN  MEMORIAM 

RECENTLY  DECEASED  MEMBERS  OF  THE  TEXAS  MEDICAL  ASSOCIATION 


D.  C.  BONDURANT 
Wichita  Falls,  1924-1984 

H.  BRUCH 
Houston,  1904-1984 

D.  T.  FRIDDELL 
Terrell,  1903-1984 

R.  D.  HAINES 
Temple,  1916-1984 


T.  H.  HARVILL 
Dallas,  1912-1984 

J.  P.  ROBINSON 
Shreveport,  1924-1984 

H.  A.  SAMAAN 
Houston,  1929-1984 

D.  SCHER 
Houston,  1915-1984 


The  Memorial  Library  of  the  Texas  Medical 
Association  stands  as  a permanent  memorial 
to  physicians  who  have  served  their  patients, 
their  profession,  and  the  people  of  Texas. 

The  Friends  of  the  TMA  Memorial  Library 
is  an  organization  dedicated  to  enhancing  the 
Library  collection  through  support  by  individ- 
uals. Funds  for  this  organization  are  raised 
through  membership  recruitment  and  memo- 


rial donations  and  are  added  to  the  Texas  Me- 
morial Medical  Library  Fund. 

Contributions  to  the  Texas  Memorial  Medi- 
cal Library  Fund  provide  a valuable  support 
function  to  the  Memorial  Library  which  offers 
a full  range  of  medical  reference  and  audio- 
visual services  to  TMA  members  through- 
out the  state. 


THE  FRIENDS  OF  THE  TMA  MEMORIAL  LIBRARY  FUND 
1801  N.  Lamar  Blvd.,  Austin,  Texas  78701 


ANNUAL  MEMBERSHIP  ENROLLMENT  HONOR  AND  MEMORIAL  GIFTS 

I wish  to  become  enrolled  as  a Friend. 

□ Student  $ 5.00  □ Patron  $ 100.00 

□ Sustaining  $15.00  □ Life  $1,000.00 

□ Subscribing  $25.00 

NAME PLEASE  NOTIFY: 

ADDRESS 

CITY/STATE/ZIP  


□ In  memory  of  □ In  honor  of 

NAME 

OCCASION 
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Roche  salutes 


TEXAS  MEDICINE 
TODAY 


Bypassing 
the  good  life? 


In  the  first  multi- 
clinic survey  of  its 
kind,  headed  by 
Dr.  C.  David  Jenkins 
of  the  University  of  Texas 
Medical  Branch  (Galveston), 
quality  of  life  after  coronary 
artery  bypass  was  examined  1 
Generally  optimistic  findings  went 
beyond  earlier  surveys  that  focused  on 
strictly  medical  and  survival  aspects 

Angina  was  completely  relieved  in  69%  to  85%  of 
patients  studied,  in  many  cases  family,  social  and  sexual 
lives  and  roles  returned  to  normal,  and  fatigue,  anxiety  and 
depression  had  lessened.  At  six  months,  71%  had  returned 
to  mild  exercise,  three-quarters  of  those  patients  who  worked 
preoperatively  were  gainfully  employed,  often  full-time,  and 
most  patients  felt  fully  supported  emotionally  by  their  fami- 
lies and  friends.  Most  significantly,  71%  gave  an  unqualified 
"yes"  when  asked  whether  they  would  undergo  surgery  again 


Texas  Star  may  lead 
antibacterial  cavalry 

The  battle  against  cholera  may  have  a new  weapon  called 
''Texas  Star"  It  is  an  oral  vaccine  intended  to  protect  against 
cholera  in  such  places  as  Bangladesh,  where  severe  diar- 
rheal disease  is  endemic.  2 Texas  Star  was  developed  by 
Richard  Finkelstein  and  Takeshi  Honda,  at  the  University  of 
Texas,  Southwestern  Medical  School,  Dallas  The  vaccine  is 
a live,  mutated  strain  of  the  pathogen  Vibrio  cholerae,  which 
Dr  Finkelstein  isolated  in  1979.  So  far,  Texas  Star  has  given 
"significant  clinical  protection"  in  volunteers.  Just  a few  years 
ago,  an  oral  vaccine  tor  cholera  was  nowhere  on  the  horizon 
Texas  Star  could  be  the  one 


Starch  blockers  don't! 

Do  amylase  inhibitors,  also  known  as  "starch  blockers," 
actually  reduce  absorption  of  calories  from  starch?  Dr.  George 
W.  Bo-Linn  and  other  Baylor  University  Medical  Center 
researchers  found  the  answer  they  don't. 3 Using  a one-day 
calorie-balance  technique,  healthy  volunteers  were  fed  a high- 
starch  test  meal  of  spaghetti,  tomato  sauce  and  bread  Fecal 
calorie  excretion  was  measured  after  subjects  had  taken  either 
starch  blocker  or  placebo  tablets.  If  starch  blockers  performed 
as  advertised,  they  would  increase  the  number  of  excreted 
calories  by  400  kcal.  But  fecal  calorie  excretion  remained  at 
normal  levels.  Texas  medicine  showed  there  is  still  no  calorie- 
free  lunch. 


References:  1.  Jenkin  CD  et  al  JAMA  250  782-788,  Aug  12,  1983  2.  Not 
one  but  four  possible  oral  vaccines  for  cholera  under  study.  JAMA  248  1937- 
1938,  Oct  22/29,  1983.  3,  Bo-Linn  GW  et  al:  N Engl  J Med  307.  1413-1415, 
Copyright  © 1985  by  Roche  Products  Inc  All  rights  reserved.  bee  2,  1982 
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TODAY:  FOR  THE  PATIENT 
WITH  MIXED  DEPRESSION 
AND  ANXIETY 

A rational  approach,  combining 
- The  standard  antidepressant: 
amitriptyline 

— The  proven  anxiolytic  action  of 

Librium®  (chlordiazepoxide  HCI/Roche)C 

Marked  improvement  often  occurs  as  early  as  the  first  week 

Headache,  insomnia  or  Gl  upsets  associated  with  mixed  depression  and 
anxiety  often  respond  quickly 

Feeling  better,  patients  feel  encouraged  to  stay  the  course -therefore, 
fewer  dropouts:  P=  .006  compared  to  amitriptyline* 

Convenient  single  h.s.  dosing  sufficient  in  some  patients,  helps  patients 
with  mixed  depression  and  anxiety  sleep  through  the  night.  Patients 
should  be  cautioned  about  the  combined  effects  of  Limbitrol  with  alcohol 
and  other  CNS  depressants,  and  about  activities  requiring  complete 
mental  alertness  such  as  operating  machinery  or  driving  a car 


In  moderate  depression  and  anxiety 


IN  PLACE  OF 
LIMBITROL  5-12.5  WRITE: 


IN  PLACE  OF 
LIMBITROL  10-25  WRITE: 


Limbitrol 

Each  tablet  contains  5 mg  chlordiazepoxide  and  12  5 mg  amitriptyline  (as  the  hydrochloride  salt) 


Each  tablet  contains  10  mg  chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt) 


c 

<E 


Easier  to  remember. . . easier  to  prescribe 


‘FeighnerJR  etal  Psychopharmacology 61  217-225,  Mar  22,  1979 

Please  see  summary  of  product  information  on  following  page. 
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LIMBITROL®  @ Tranquilizer-Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  a summary  of 
which  follows: 

Indications:  Relief  of  moderate  to  severe  depression  associated  with  moderate  to 
severe  anxiety 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepres- 
sants Do  not  use  with  monoamine  oxidase  (MAO)  inhibitors  or  within  14  days  follow- 
ing discontinuation  of  MAO  inhibitors  since  hyperpyretic  crises,  severe  convulsions  and 
deaths  have  occurred  with  concomitant  use,  then  initiate  cautiously,  gradually  increas- 
ing dosage  until  optimal  response  is  achieved.  Contraindicated  during  acute  recovery 
phase  following  myocardial  infarction. 

Warnings:  Use  with  great  care  in  patients  with  history  of  urinary  retention  or  angle- 
closure  glaucoma.  Severe  constipation  may  occur  in  patients  taking  tricyclic  antide- 
pressants and  anticholinergic-type  drugs  Closely  supervise  cardiovascular  patients 
(Arrhythmias,  sinus  tachycardia  and  prolongation  of  conduction  time  reported  with 
use  of  tricyclic  antidepressants,  especially  high  doses  Myocardial  infarction  and 
stroke  reported  with  use  of  this  class  of  drugs  ) Caution  patients  about  possible  com- 
bined effects  with  alcohol  ond  other  CNS  depressants  and  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g.,  operating  machinery,  driving). 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congenital 
malformations  as  suggested  in  several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy,  advise  patients  to  discuss  therapy  if  they 
intend  to  or  do  become  pregnant. 

Since  physical  and  psychological  dependence  to  chlordlazepoxide  have  been  reported 
rarely  use  caution  in  administering  Limbitrol  to  addiction-prone  Individuals  or  those 
who  might  increase  dosage,  withdrawal  symptoms  following  discontinuation  of  either 
component  alone  have  been  reported  (nausea,  headache  and  malaise  for  amitripty- 
line, symptoms  [including  convulsions]  similar  to  those  of  barbiturate  withdrawal  for 
chlordlazepoxide) 

Precautions:  Use  with  caution  in  patients  with  a history  of  seizures,  In  hyperthyroid 
patients  or  those  on  thyroid  medication,  and  in  patients  with  impaired  renal  or  hepatic 
function.  Because  of  the  possibility  of  suicide  in  depressed  patients,  do  not  permit  easy 
access  to  large  quantities  in  these  patients  Periodic  liver  function  tests  and  blood 
counts  are  recommended  during  prolonged  treatment.  Amitriptyline  component  may 
block  action  of  guanethidine  or  similar  antihypertensives.  Concomitant  use  with  other 
psychotropic  drugs  has  not  been  evaluated,  sedative  effects  may  be  additive.  Discon- 
tinue several  days  before  surgery.  Limit  concomitant  administration  of  ECT  to  essential 
treatment  See  Warnings  for  precautions  about  pregnancy  Limbitrol  should  not  be 
taken  during  the  nursing  period.  Not  recommended  in  children  under  12.  In  the  elderly 
and  debilitated,  limit  to  smallest  effective  dosage  to  preclude  ataxia,  oversedation, 
confusion  or  anticholinergic  effects 

Adverse  Reactions:  Most  frequently  reported  are  those  associated  with  either  compo- 
nent alone:  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizziness  and  bloat- 
ing. Less  frequently  occurring  reactions  include  vivid  dreams,  impotence,  tremor, 
confusion  and  nasal  congestion  Many  depressive  symptoms  including  anorexia, 
fatigue,  weakness,  restlessness  and  lethargy  have  been  reported  as  side  effects  of  both 
Limbitrol  and  amitriptyline.  Granulocytopenia,  jaundice  and  hepatic  dysfunction  have 
been  observed  rarely 

The  following  list  includes  adverse  reactions  not  reported  with  Limbitrol  but  requiring 
consideration  because  they  have  been  reported  with  one  or  both  components  or 
closely  related  drugs 

Cardiovascular  Hypotension,  hypertension,  tachycardia,  palpitations,  myocardial 
infarction,  arrhythmias,  heart  block,  stroke 

Psychiatric  Euphoria,  apprehension,  poor  concentration,  delusions,  hallucinations, 
hypomania  and  increased  or  decreased  libido 

Neurologic  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extrem- 
ities, extrapyramidal  symptoms,  syncope,  changes  in  EEG  patterns. 

Anticholinergic:  Disturbance  of  accommodation,  paralytic  ileus,  urinary  retention,  dila- 
tation of  urinary  tract 

Allergic:  Skin  rash,  urticaria,  photosensitization,  edema  of  face  and  tongue,  pruritus. 
Hematologic:  Bone  marrow  depression  including  agranulocytosis,  eosinophilia,  pur- 
pura, thrombocytopenia. 

Gastrointestinal  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar 
taste,  diarrhea,  black  tongue. 

Endocrine:  Testicular  swelling  and  gynecomastia  in  the  male,  breast  enlargement, 
galactorrhea  and  minor  menstrual  irregularities  in  the  female,  elevation  and  lowering 
of  blood  sugar  levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hormone) 
secretion 

Other  Headache,  weight  gain  or  loss,  increased  perspiration,  urinary  frequency, 
mydriasis,  jaundice,  alopecia,  parotid  swelling 

Overdosage:  Immediately  hospitalize  patient  suspected  of  having  taken  an  overdose 
Treatment  is  symptomatic  and  supportive  I V.  administration  of  1 to  3 mg  physostig- 
mme  salicylate  has  been  reported  to  reverse  the  symptoms  of  amitriptyline  poisoning 
See  complete  product  information  for  manifestation  and  treatment. 

Dosage:  Individualize  according  to  symptom  severity  and  patient  response.  Reduce  to 
smallest  effective  dosage  when  satisfactory  response  is  obtained.  Larger  portion  of 
daily  dose  may  be  taken  at  bedtime.  Single  h.s  dose  may  suffice  for  some  patients 
Lower  dosages  are  recommended  for  the  elderly. 

Limbitrol  DS  (double  strength)  Tablets,  initial  dosage  of  three  or  four  tablets  daily  in 
divided  doses,  increased  up  to  six  tablets  or  decreased  to  two  tablets  daily  as  required 
Limbitrol  Tablets,  initial  dosage  of  three  or  four  tablets  daily  in  divided  doses,  for 
patients  who  do  not  tolerate  higher  doses 

How  Supplied:  Double  strength  (DS)  Tablets,  white,  film-coated,  each  containing 
10  mg  chlordlazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt),  and 
Tablets,  blue,  film-coated,  each  containing  5 mg  chlordlazepoxide  and  12  5 mg 
amitriptyline  (as  the  hydrochloride  salt) — bottles  of  100  and  500,  Tel-E-Dose® 
packages  of  100,  Prescription  Paks  of  50 


ROCHE  PRODUCTS  INC 
Manati,  Puerto  Rico  00701 


Have  you 
ever  wanted 
to  know  if 
you’re 
managing 
your  finances 
in  a 

balanced, 
biblical  way? 


There  is  now  a personal  financial  service 
available  to  help  you  to  know.  Christian 
Wealth  Management,  Inc.  offers  fee-only  finan- 
cial planning  with  three  distinctives.  First,  a 
biblical  approach  to  personal  finance  that  is 
reflected  in  God’s  word.  Second,  independent 
counsel  that  is  not  connected  with  the  sale  of 
any  products.  Third,  technical  expertise  to 
provide  an  integrated  approach  to  each  area  of 
your  personal  finances. 

For  more  information,  call 
(512)  328-1140 
Principle— Bill  Lucy 

Registered  Investment  Advisor 
BBA,  Finance,  University  of  Houston 
MABS,  Dallas  Theological  Seminary 

CHRISTIAN  WEALTH 
MANAGEMENT,  INC. 

1015  Bee  Cave  Woods,  Suite  207 
Austin,  Texas  78746 
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“When.it  comes  to  cardiovascular 
medicine,  I like  to  know  exactly 
what  my  patients  are  swallowing.” 

There  are  doctors  who  say  that  generic  drugs  have  a place  in  their 
practice —but  not  necessarily  in  the  treatment  of  serious  or  potentially 
life-threatening  disease.  And  when  they  consider  that  the  average 
patient  pays  only  about  45 <t  a day  for  INDERAL  (propranolol  HC1) 
Tablets,  there’s  not  much  left  to  discuss. 

When  it’s  INDERAL  Tablets  you  want  for  the  treatment  of  hyperten- 
sion, angina,  arrhythmias,  or  post-MI  patients,  make  sure  you  specify 
“Dispense  As  Written”  (DAW),  “Do  Not  Substitute,”  or  whatever  is 
required  in  your  State.  That  way,  you’ll  know  exactly  what  your 
patients  will  get. 

Please  see  next  page  for  brief  summary  of  prescribing  information. 


“When  it  comes  to  cardiovascular 
medicine,  I like  to  know  exactly 
what  my  patients  are  swallowing.” 


iNDBtAL - 

BRAND  OF  PROPRANOLOL  HCI 

<sx»©©<H>® 


90  mg* 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION,  SEE  PACKAGE  CIRCULAR.) 
INDERAL-  (propranolol  hydrochloride)  Tablets 

CONTRAINDICATIONS 

INDERAL  is  contraindicated  in  1)  cardiogenic  shock.  2)  sinus  bradycardia  and  greater  than 
first  degree  block.  3)  bronchial  asthma.  4)  congestive  heart  failure  (see  WARNINGS)  unless 
the  failure  is  secondary  to  a tachyarrhythmia  treatable  with  INDERAL. 

WARNINGS 

CARDIAC  FAILURE  Sympathetic  stimulation  may  be  a vital  component  supporting  circula- 
tory function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta  blockade  may 
precipitate  more  severe  failure.  Although  beta  blockers  should  be  avoided  in  overt  conges- 
tive heart  failure,  if  necessary  they  can  be  used  with  close  follow-up  in  patients  with  a history 
of  failure  who  are  well  compensated  and  are  receiving  digitalis  and  diuretics  Beta- 
adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart  muscle 
IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can.  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually,  if  possible). 

IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and,  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of 
INDERAL  therapy  Therefore,  when  discontinuance  of  INDERAL  is  planned  the  dosage 
should  be  gradually  reduced  over  at  least  a few  weeks  and  the  patient  should  be  cau- 
tioned against  interruption  or  cessation  of  therapy  without  the  physician's  advice  If 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advis- 
able to  reinstitute  INDERAL  therapy  and  take  other  measures  appropriate  for  the  man- 
agement of  unstable  angina  pectoris.  Since  coronary  artery  disease  may  be 
unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients  considered  at  risk 
of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for  other 
indications. 


Nonallergic  Bronchospasm  (e.g.,  chronic  bronchitis,  emphysema)  - PATIENTS  WITH 
BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA  BLOCKERS 
INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodilation  produced 
by  endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 

MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy 
prior  to  major  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability  of 
the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia 
and  surgical  procedures 

INDERAL,  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta-receptor  agonists  and 
its  effects  can  be  reversed  by  administration  of  such  agents,  e g.,  dobutamine  or  isopro- 
terenol However,  such  patients  may  be  subject  to  protracted  severe  hypotension.  Difficulty  in 
starting  and  maintaining  the  heartbeat  has  also  been  reported  with  beta  blockers 

DIABETES  AND  HYPOGLYCEMIA:  Beta-adrenergic  blockade  may  prevent  the  appear- 
ance of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of  acute 
hypoglycemia  in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be  more  difficult 
to  adpst  the  dosage  of  insulin 

THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symp- 
toms of  hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid  function 
tests 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker.  In  one  case  this  resulted  after  an  initial  dose  of  5 mg 
propranolol. 

PRECAUTIONS 

General.  Propranolol  should  be  used  with  caution  in  patients  with  impaired  hepatic  or  renal 
function  INDERAL  is  not  indicated  for  the  treatment  of  hypehensive  emergencies 


Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients 
should  be  told  that  INDERAL  (propranolol  hydrochloride)  may  interfere  with  the  glaucoma  j 
screening  test  Withdrawal  may  lead  to  a return  of  increased  intraocular  pressure 

Clinical  Laboratory  Tests:  Elevated  blood  urea  levels  in  patients  with  severe  heart  disease, 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 

DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pme  should  be  closely  observed  if  INDERAL  is  administered.  The  added  catecholamine- 
blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  ortho- 
static hypotension 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility  Long-term  studies  in  animals  have  l 
been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18-month  studies  in 
both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no  evidence  of  signifi- 
cant drug-induced  toxicity  There  were  no  drug-related  tumongenic  effects  at  any  of  the  dos- 
age levels  Reproductive  studies  in  animals  did  not  show  any  impairment  of  fertility  that  was 
attributable  to  the  drug 

Pregnancy  Pregnancy  Category  C.  INDERAL  has  been  shown  to  be  embryotoxic  in  animal 
studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose 

There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  INDERAL  should 
be  used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus.  ' 

Nursing  Mothers  INDERAL  is  excreted  in  human  milk.  Caution  should  be  exercised  when 
INDERAL  is  administered  to  a nursing  woman 

Pediatric  Use  Safety  and  effectiveness  in  children  have  not  been  established 
ADVERSE  REACTIONS 

Most  adverse  effects  have  been  mild  and  transient  and  have  rarely  required  the  withdrawal  of 
therapy 

Cardiovascular  bradycardia,  congestive  heart  failure,  intensification  of  AV  block,  hypoten- 
sion, paresthesia  of  hands,  thrombocytopenic  purpura:  arterial  insufficiency  usually  of  the  , 
Raynaud  type 

Central  Nervous  System  Lightheadedness:  mental  depression  manifested  by  insomnia,  i 
lassitude,  weakness,  fatigue,  reversible  mental  depression  progressing  to  catatonia,  visual 
disturbances,  hallucinations,  an  acute  reversible  syndrome  characterized  by  disorientation 
for  time  and  place,  short-term  memory  loss,  emotional  lability,  slightly  clouded  sensorium. 
and  decreased  performance  on  neuropsychometrics 

Gastrointestinal  nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea, 
constipation,  mesenteric  arterial  thrombosis,  ischemic  colitis. 

Allergic  pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching 
and  sore  throat,  laryngospasm  and  respiratory  distress. 

Respiratory  bronchospasm. 

Hematologic  agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic 
purpura 

Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous  alopecia.  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impo- 
tence. and  Peyronie's  disease  have  been  reported  rarely  Oculomucocutaneous  reactions  , 
involving  the  skin,  serous  membranes  and  conjunctivae  reported  for  a beta  blocker  (practo- 
lol)  have  not  been  associated  with  propranolol. 

•The  appearance  of  INDERAL  tablets  is  a registered  trademark  of  Ayerst  Laboratories 
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MAKE 


I'D  LIKE 


Be  prepared,  Doctor.  More  patients  will  be 
asking  about  colorectal  cancer.  According  to  a 
survey*  conducted  by  the  American  Cancer 
Society,  many  people  would  like  to  receive  more 
information  about  colorectal  cancer,  and  83% 
said  they  would  want  to  be  checked  for  it. 
Further,  they  are  learning  that  this  cancer  can  be 
detected  before  symptoms  appear.  The  present 
cure  rate  is  44%.  The  cure  rate  could  be  as  high 
as  75%,  with  early  detection  and  appropriate 
management. 

For  asymptomatic  persons  the  Society 
recommends  annual  digital  rectal  examina- 
tion at  age  40  and  over;  at  age  50  and  over, 
an  annual  stool  blood  test,  as  well  as 
sigmoidoscopy  every  three  to  five  years, 


following  two  initial  annual  negative 
sigmoidoscopies. 

We’re  here  to  help.  You  can  reach  us  at  your 
local  American  Cancer  Society  office  or  write 
to  our  Professional  Education  Department 
at  National  Headquarters,  90  Park  Avenue, 

New  York,  NY.  10016.  Ask  about  the  Society’s 
Colorectal  Check  program  of  professional  and 
public  education  for  the  early  detection  of 
colorectal  cancer. 
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’"Cancer  of  the  Colon  and  Rectum:  Summary  of  Public  Attitude  Survey,”  Ca  33:359-365,  1983  (Nov.-Dee  ). 
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\utomobile  Leasing 
May  Be  Your  / 
\ce-in-the-Hole 


Before  you  finance  a 
car  talk  to  the  most 
experienced ' 
independent 
automobile  leasing 
people  in  Texas. 

Z easing  Resources, 

Inc.  has  the  experi- 
ence and  financial  re- 
sources to  deliver  the  best 
custom  automobile  lease 
package  for  you. 

Leasing  Resources  offers 
you  the  financial  security  of 
the  Guaranteed  Lease  Value 
Plan®,  LRI  guarantees  your 
new  car’s  trade-in  value  up 
front  — in  writing.  If  you 
drive  the  car  to  hill  term, 
you  have  3 easy  options. 

1)  Pay  the  trade-in  value 
and  keep  the  car; 

2)  Or  turn  it  in  and  apply 
any  equity  to  a new 
lease; 

3)  Or  keep  any  equity  and 
walk  away! 

You’ll  choose  LRI  over 
the  competition  because  of 
the  Guaranteed  Lease  Value 
Plan®  and  because  our  avail- 
able range  of  banking  re- 
sources — whether  it’s 
terms,  rates,  mileage  or 
credit  requirements  — en- 
ables LRI  to  custom  design 
your  lease. 

Plus,  you  get  the  benefits 
of  leasing  over  buying: 

100%  financing  with  lower 
monthly  payments. 

Protect  your  cash  flow  — 
call  Leasing  Resources  for 
an  appointment  today. 


LEASING 

RESOURCES 

incorporate# 

Where  Experience  Counts. 

In  Dallas:  985-9255 
In  Texas:  1-800-442-6067 
Ask  for  Extension  140 
Free  delivery  throughout  Texas. 


Texas  Physicians’  Directory 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA 
members  at  $32.00  per  column  inch  per  month  and  list- 
ings must  run  for  a minimum  of  six  months.  A discount  of 
5%  is  allowed  for  six  months’  advance  payment.  Section 
headings  are  limited  to  those  specialties  designated  by 
the  American  Medical  Association.  A list  of  these  special- 
ties is  available  upon  request.  New  listings,  changes,  or 
cancellations  should  be  sent  to  Advertising  Manager, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701.  Deadline  is  the  5th  of  the  month  preceding  publi- 
cation month. 


Anesthesiology 


DRS.  TALMAGE  <S  HAY,  PA 
Diagnostic  <£  Therapeutic  Nerve  Blocks 
Epidural  Steroid  Therapy 

Edward  A.  Talmage,  MD 
Richard  C.  Hay.  MD 

Diplomates  American  Board  of  Anesthesiology 
Suite  352,  7500  Beechnut.  Houston  77074;  713  988-7558 


Allergy 


Clinics 


CORPUS  CHRISTI  ALLERGY  CLINIC 

Saul  Grossman,  MD.  FACA,  FAACIA,  Allergy-Dermatology 
Wallace  A.  Crozier,  MD,  FACA,  Certified  American  Boards  Pediatrics 
and  Allergy,  Diplomate  American  Board  of  Allergy  and  Immunology 
lames  A.  Caplin,  MD,  Allergy-Immunology 


2530  Morgan,  Corpus  Christi,  Texas;  882-3487 


CHARLES  A.  RUSH,  JR,  MD 

Diplomate/American  Board  of  Allergy  & Immunology 
Fellow,  AAA,  ACA.  AACIA 

Northeast  Medical  Clinic  Association 
7801  Glenview  Drive 
Fort  Worth,  Texas  78118 


Two  complete  neurological  and  behavioral  medicine  facilities  dedicated 
to  DIAGNOSIS  AND  COMPREHENSIVE  CARE  OF  PATIENTS  WITH 
CHRONIC  RECURRENT  HEADACHES  with  emphasis  on  prophylactic 
treatment. 


HOUSTON  HEADACHE 
CLINIC 

Park  Plaza  Prof.  Bldg. 
1213  Hermann  Dr.  #855 
Houston,  Texas  77004 
713  528-1916 


DALLAS  HEADACHE 

CLINIC 

Douglas  Plaza 

8226  Douglas  Ave.  #325 

Dallas,  Texas  75225 

214  692-7011 


CAT  scan;  EEG;  EMG;  Evoked  Potentials;  Thermography;  Personality# 
Behavioral  and  Psychological  Evaluations.  Multimodality  approach  to 
management  of  headache  including  prophylactic  medications#  bio- 
feedback and  behavioral  therapy. 


NINAN  T.  MATHEW,  MD,  FRCP  (C) 
Neurologist-Director 


JAMES  A.  AYERS,  MD 
FAACIA.  FAAA,  FACA 
Adult  and  Pediatric  Allergy 

3130  S.  Alameda.  Corpus  Christi,  Texas  78404 
512  884-2841;  exchange  512  884-0661 

McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 

CONSULTANTS 


DALLAS  DIAGNOSTIC  ASSOCIATION 

7777  Forest  Lane,  Suite  303,  Dallas.  Texas  75230 


lohn  P.  McGovern,  MD 
DIRECTOR-CONSULTANT 


Theodore  J.  Haywood,  MD 
Orville  C.  Thomas,  MD 
Joseph  T.  Queng,  MD 
Lawrence  G.  Thorne.  MD 
Venugopal  K.  Menon.  MD 
Robert  E.  Smith,  MD 
Albert  Lehmann,  MD 
Gerald  T.  Machinski,  MD 
Theresa  C.  Queng,  MD 
Waldo  M.  Martinez.  MD 
Ellen  Louise  Gurian.  MD 


RESEARCH  ASSOCIATES 
Michael  H.  Smolensky,  PhD 
Alain  Reinberg.  MD.  PhD 
Michael  A.  McCormick,  PhD 
Chinavudh  Wanissorn,  MS 
Glenna  M.  Kyle.  PhD 


Evan  M.  Hersh,  MD 
IMMUNOLOGY 

James  A.  Knight,  MD 
PSYCHIATRY 

R.  John  Prevost,  MS 
AIR  POLLUTION 

Carolyn  S.  Leach,  PhD 
CLINICAL  LABORATORIES 

John  A.  Thomas.  PhD 
CLINICAL  PHARMACOLOGY 

Thomas  D.  Downs,  PhD 
BIOMETRICS 

Warren  E.  Schaller,  HSD 
Charles  F.  Kegley,  PhD 
ALLIED  HEALTH  SCIENCES 

Hester  Beth  Bland.  HSD 
HEALTH  EDUCATION 


214  661-7770 
CARDIOLOGY 

J.  Edward  Rosenthal.  MD,  FACC 
Jack  Schwade.  MD,  FACC,  FACP 
David  A.  Schwartz,  MD 

GASTROENTEROLOGY 
Paul  K.  Anderson,  MD 
Roger  C.  Camp,  MD 
Lannie  R.  Hughes,  MD 

HEMATOLOGY  AND  ONCOLOGY 

Barry  D.  Brooks,  MD 
Charles  S.  Wnite  III,  MD 


INTERNAL  MEDICINE 
Larry  Dossey,  MD 
Tom  L.  Hampton,  MD 
David  A.  Haymes.  MD 
Carl  Thomas  Long,  III,  MD 
Jack  F.  Melton,  MD 
Joe  H.  Sample,  Jr.,  MD 
Peter  S.  Stack,  MD 
Rick  T.  Waldo,  MD 

ADMINISTRATOR 
Carl  E.  Ikard 


Certified  American  Board  of  Allergy  and  Immunology 

Diplomates  American  Boards  of  Pediatrics  and  Allergy 

6969  Brompton  (at  Holcombe),  Houston,  Texas  77025;  713  661-1444 


TMA  Medical  Student  Loan  Programs 


Diplomates  American  Boards  of  Internal  Medicine# 
Cardiology,  Gastroenterology,  Hematology  and  Oncology 


Colon  & Rectal  Surgery 


FT.  WORTH  PROCTOLOGIC  CLINIC.  PA 
Colon  and  Rectal  Surgery  and  Colonoscopy 
Sommai  Sehapayak,  MD,  FACS,  FICS 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

1050  West  Rosedale,  Fort  Worth,  Texas  76104; 

817  338-4501  (24  hours) 

DAVID  S.  PITA.  MD 
Colon  and  Rectal  Surgery 
Colonoscopy 

Barnett  Tower,  Baylor  Medical  Plaza 
3600  Gaston  Ave.,  Suite  411 
Dallas,  Texas  75246 
Telephone  214  821-4300 
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Dermatology 


DAVID  R.  WEAKLEY.  MD,  FACP 

Dermatology — Dermatological  Surgery 
Including  Dermabrasion,  Chemical  Peeling 
and  Collagen  Injections 

Medical  City  Dallas.  Suite  214.  7777  Forest  Lane 
Dallas.  Texas  75230;  Phone  214  661-7460 


WILLIS  I.  COTTEL,  MD 

Practice  Limited  to  Skin  Cancer 

Mohs'  Chemosurgery 

Baylor  Medical  Plaza,  3600  Gaston  Avenue 
Suite  1154.  Dallas.  Texas  75246;  214  827-5960 


DERMATOLOGY  ASSOCIATES  OF  SAN  ANTONIO 

James  Lewis  Pipkin,  MD  Mary  Jo  Montgomery,  MD 

Diseases  of  the  Skin,  Skin  Cancer, 

Mucocutaneous  Virology 

108  Tendick,  San  Antonio,  Texas  78209;  512  222-8651,  222-2001 

(East  at  2700  block  Broadway  on  Brackenridge  Ave;  up  hill  for  3 

blocks  to  Tendick  on  left.  Office  in  middle  of  block.  Note  signs  and 

arrows.) 

DERMATOLOGY  ASSOCIATES  OF  DALLAS 
David  S.  Alkek,  MD 

Hair  Transplantation,  Scalp  Reduction, 
Dermabrasion,  Chemical  Peel  and  Collagen 

Medical  City  Dallas,  7777  Forest  Lane,  Building  B, 

Suite  309,  Dallas,  Texas  75230;  telephone  214  788-0088 


DONALD  H.  PEREZ,  MD 
Endocrinology 

Rosa  Verde  Towers. 

San  Antonio,  Texas  78205 

Telephone  512  226-9161 
226-9170 


ERIC  A.  ORZECK,  MD,  FACP 
Endocrinology  <&  Diabetes 

8181  North  Stadium  Drive,  Houston,  Texas  77054;  713  797-9922 


FRED  F.  CIAROCHI,  MD,  FACP 

Diplomate  American  Board  Internal  Medicine 
Subspecialty  Board  Endocrinology  and  Metabolism 

Practice  Limited  to  Endocrinology  <&  Diabetes 

122  W.  Colorado  Blvd.  #208,  Dallas,  Texas  75208; 

214  948-8664 

Gastroenterology 


CECIL  O.  PATTERSON,  MD,  FACP 
Gastroenterology,  Gastroscopy,  Esophagoscopy 

9000  Harry  Hines  Boulevard,  Dallas,  Texas  75235 
214  358-2545 


MOHS  SURGERY 

FOR  PRIMARY  AND  RECURRENT 
CANCER  OF  THE  SKIN 

Forrest  C.  Brown,  MD 
Medical  City  Hospital 

7777  Forest  Lane,  Dallas,  Texas  75230;  214  661-4537 


DRS.  BAILEY.  DOUGLAS  AND  DEVANEY 
ASSOCIATION 

3434  Swiss  Avenue.  Suite  303,  Dallas,  Texas;  214  823-5180 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey.  MD 
F.  Clark  Douglas,  MD 
George  T.  DeVaney,  MD 


ROBERT  P.  FULLER,  MD 

Mohs'  Skin  Cancer  Surgery  and  Cutaneous 
Cosmetic  Surgery 

909  Frostwood,  Suite  330,  Houston,  Texas  77024 
Telephone  713  464-9346 

Diagnostic  Radiology 


General  Surgery 


DRS.  VANDERPOOL.  LANE,  WINTER  <&  BONE 

David  Vanderpool,  MD,  FACS  John  W.  Winter,  MD,  FACS 

B.  Ward  Lane,  MD,  FACS  G.  Edward  Bone,  MD,  FACS 

Diplomates  American  Board  of  Surgery 

General  & Peripheral  Vascular  Surgery 

1008  N.  Washington,  Dallas.  Texas  75204;  214  823-2650 
7777  Forest  Lane,  Suite  204,  Dallas,  Texas  75230;  214  661-7860 


COMPUTED  TOMOGRAPHY 
Temple  Independent  Scanner 

Stephen  J.  Vancura,  MD 

High  Resolution  In/Out  Patient  CT  (Head  or  Body) 
Including  Tumor  Biopsy,  Interventional  Radiology 
2027  S.  61st  St.,  Suite  116,  Temple,  Texas  76501 
817  774-9994 

Note;  24  hr.  Emergency  Services  Available 


Endocrinology 


ENDOCRINE  ASSOCIATES  OF  DALLAS,  PA 

Stanley  Feld,  MD,  FACP 
Richard  Sachson,  MD,  FACP 
Steven  Dorfman,  MD,  FACP 
Stephen  Aronoff,  MD,  FACP 

Diplomates  of  American  Board  of  Internal  Medicine 
and  Endocrinology  and  Metabolism 

Practice  Limited  to  Endocrinology  & Diabetes 

5480  LaSierra  Drive.  Dallas.  Texas  75231;  214  363-5535 


TMA  Physician  Placement  Service 

. . . Another  service  of  your  association 


Hand  Surgery 


L.  LEE  LANKFORD,  MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 

DAVID  J.  ZEHR,  MD — Microsurgery 
ARNOLD  V.  DiBELLA,  MD 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3800  Gaston  Ave..  Suite  450.  Dallas.  TX  75246;  214  823-5351 
LANKFORD  HAND  SURGERY  ASSN. 


ROBERT  E.  BUNATA,  MD,  PA 
B.  I.  WROTEN,  MD 

Surgery  of  the  Hand 

801  West  Terrell,  Ft.  Worth,  Texas  76104 
Telephone  817  335-5411 


TMA  Practice  Management  Workshops 

. . . Another  service  of  your  association 
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W.  DENNIS  STRIPLING,  MD,  PA 
MICHAEL  V.  DOYLE,  MD,  PA 

Diplomates  American  Board  of  Orthopaedic  Surgery 

Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

8220  Walnut  Hill  Lane.  Suite  606.  Dallas.  Texas  75231;  214  368-3776 

KENNETH  D.  GLASS,  MD,  FACS 

Diplomate,  American  Board  oi  Orthopedic  Surgery 

Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

5959  Harry  Hines  Blvd.,  Suite  812,  Dallas  75235 
Telephone  214  631-7488 

ADRIAN  E.  FLATT,  MD,  FRCS 

Chief.  Department  of  Orthopaedic  Surgery 
Baylor  University  Medical  Center 

Reconstructive  Surgery  of  the  Hand 

Suite  412.  Doctor's  Building,  3707  Gaston  Avenue, 

Dallas,  Texas  75246;  Office  214  823-9440 


ROBERT  A.  ERSEK,  MD 
U.  GAD  ARIA,  MD,  FACS 

Diplomate  of  American  Board  of  Surgery 

Surgery  of  the  Hand 

30th  <S  Red  River,  Austin,  Texas  78704 
24  HR#  512  474-HAND 


DALLAS  NEUROSURGICAL  ASSOCIATION 
Neurological  Surgery  and  Microneurosurgery 

Charles  W.  Simpson,  MD  Richard  H.  Jackson,  MD 

Morris  Sanders,  MD  Casey  E.  Patterson,  MD  (Retired) 

W.  Robert  Hudgins,  MD 


5959  Harry  Hines  Blvd.,  St.  Paul  Professional  Bldg,  Suite  620. 
Dallas.  Texas  75235;  214  637-0420 


8210  Walnut  Hill  Lane,  Presbyterian  Professional  Bldg.,  Suite  905, 
Dallas,  Texas  75231;  214  369-7596 


EL  PASO  NEUROLOGICAL  INSTITUTE 

Professional  Association 

Neurology,  Neurosurgery,  Electroencephalography 
Neuro-Radiology,  Computerized  Tomography 

William  J.  Nelson,  MD,  Neurosurgery 
John  T.  O'Neal,  MD,  Neurosurgery 

Robert  D.  Schneider,  MD,  Neurology  and  Electroencephalography 
Steven  K.  Crouse,  MD,  Neurology  and  Electroencephalography 

Murchison  Medical  Bldg.,  Suite  307 
1810  Murchison  Drive,  El  Paso,  Texas  79902 
Telephone  915  532-8901 


WILLIAM  J.  VAN  WYK,  MD,  PA 
Surgery  of  the  Hand 

803  West  Terrell,  Fort  Worth.  Texas  76104 
Telephone  817  877-3113 


JACK  E.  McCALLUM,  MD,  PA 
PHILIP  C.  BECHTEL,  MD,  PA 
WARREN  D.  WILSON,  MD,  PA 

Diplomates  oi  the  American  Board  oi  Neurological  Surgery 
1522  Cooper,  Fort  Worth,  Texas  76104;  817  336-1300 


Nephrology 


SAN  ANTONIO  NEPHROLOGY  ASSOCIATES 

Bertram  W.  Roberts,  MD,  Adult  Nephrology  & Hypertension 
Nastaran  Fathi,  MD,  Adult  Nephrology  & Hypertension 
Clevert  H.  Tseng,  MD,  Pediatric  Nephrology 

523  E.  Quincy.  San  Antonio,  Texas  75215;  512  223-9549 


Neurological  Surgery 


DRS.  LONG,  SCOTT  & COON 
NEUROSURGERY  ASSOCIATION 
Neurological  Surgery  and  Microneurosurgery 

R.  Gordon  Long,  MD,  FACS 
Bennie  B.  Scott,  MD,  FACS 
John  V.  Coon,  MD 

Diplomates  American  Board  oi  Neurological  Surgery 

Baylor  Medical  Plaza,  605  Barnett  Tower,  3600  Gaston  Avenue, 

Dallas,  Texas  75246;  Telephone  214  826-7060 


DOCTORS  SMITH,  WHEELER  AND  PARKER.PA 

Ronald  Smith.  MD,  Retired 
Joe  Ellis  Wheeler.  MD 
Leighton  B.  Parker,  MD 

920  South  Lake.  Fort  Worth.  Texas  76104 
Telephone  817  336-0551 


TMA  Forum  on  Medical  Issues 


Nuclear  Medicine 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 
Radioactive  Tests  In:  Hematology,  Thyroidology,  Endocrinology. 
Gastroenterology,  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology,  Obstetrics-Gynecology  and  Non-Invasive 
Nuclear  Cardiology 

Herbert  C.  Allen,  Jr.  MD,  FACNM 
Director  — 713  790-0540 

Diplomate  American  Board  of  Nuclear  Medicine 


HERBERT  C.  ALLEN,  JR,  MD,  FACNM 
Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston,  Texas  77030;  713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 


TMA  HealthWise  Series 

. . . Another  service  of  your  association 
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TEXAS  MEDICIN 


Oncology 

RETINA-VITREOUS  ASSOCIATES 

W.  Rex  Hawkins,  MD 

Van  W.  Teeters,  MD 

HEMATOLOGY-ONCOLOGY  ASSOCIATES  OF 

Limited  to  Retina  and  Vitreous 

HOUSTON.  PA 

Gary  B.  Fleishman,  MD  Joel  W.  Abramowitz,  MD,  PhD 

Diplomates  of  the  American  Boards  of  Internal  Medicine  <5  Medical 
Oncology 

6436  Fannin,  Houston,  Texas  77030;  713  797-1531 

Diplomate  of  the  American  Board  of  Hematology  (JWA) 

BELLAIRE  EYE  ASSOCIATES 

909  Frostwood,  Suite  120,  Houston,  TX  77024;  713  467-1630 

6565  DeMoss.  Suite  211,  Houston,  TX  77074;  713  270-1188 

Warren  D.  Cross,  MD 

Ophthalmology 

6802  Mapleridge.  Bellaire,  Texas  77401 

Telephone  713  666-4224 

TEXAS  RETINA  ASSOCIATES 

HAROLD  GRANEK,  MD 

Albert  Vaiser,  MD 

William  B.  Snyder.  MD 

William  L.  Hutton.  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Dwain  G.  Fuller.  MD 

Gary  Edd  Fish,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

5421  LaSierra,  Dallas,  Texas  75231;  214  692-6941 

Medical  Tower,  Suite  220,  1550  West  Rosedale. 

Fort  Worth.  Texas  76104;  817  332-6200 

BRUCE  C.  TAYLOR,  MD 

RICHARD  L.  WINSLOW,  MD 

Diseases  <S  Surgery  of  the  Vitreous  and  Retina 

2811  Lemmon  Ave.  E.  Dallas,  Texas  75204 

214  521-1153;  1-800-442-5376 

EYE  ASSOCIATES  OF  SAN  ANTONIO 

343  W.  Houston,  Rosa  Verde  Towers  #709 

San  Antonio.  Texas  78205;  512  225-6705 

Diseases  and  Surgery  of  the  Eye 

Gilberto  Aguirre.  MD,  PA 

Roberto  San  Martin,  MD,  PA 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

James  W.  Speights,  MD 

EYE  ASSOCIATES 

Diseases  and  Surgery  of  the  Eye 

SOUTHWEST  RETINA  CONSULTANTS,  PA 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Charles  A.  Sargent,  MD 

Alan  C.  Baum.  MD 

R.  Edwin  Pitts,  MD 

William  Decker,  MD 

7777  Southwest  Freeway,  St.  91G.  Houston,  Texas  77074;  713  777*7145 

Roy  A.  Levit,  MD 

Clifford  M.  Ratner,  MD 

Sierra  Towers,  Suite  3800,  1700  Curie 

El  Paso,  Texas  799C2;  915  532-3912 

STUART  A.  TERRY,  MD 

Sub-Specialty  Glaucoma 

BRIAN  B.  BERGER,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

M&S  Tower,  Suite  401.  730  N.  Main. 

San  Antonio.  Texas  78205;  512  226-5191 

Park  St.  David  Professional  Building,  Suite  106, 

80C  East  30th  Street,  Austin  78705;  512  479-8101  day  or  night 

LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 

JUDSON  P.  SMITH,  MD 

Diplomate/American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902;  915  545-2333 

General  Ophthalmology  and  Ophthalmic  Surgery 
of  the  Anterior  Segment 

1350  South  Main.  Suite  3100,  Fort  Worth,  Texas  76104;  817  338-4081 

EDWIN  C.  AUGUSTAT,  MD 

OPHTHALMOLOGY  ASSOCIATES 

Ophthalmic  Plastic  and  Reconstructive  Surgery 

1400  South  Main,  Suite  503,  Fort  Worth,  Texas  76104;  817  338-4183 

RETINA  SOUTHWEST 

Limited  to  Diseases  and  Surgery  of  the  Retina  and  VitreouB 

Gary  Mason,  MD 

Joe  L.  Bussey,  MD,  Cataract  <£  Lens  Implant  Surgery 

Dan  E.  Bruhl,  MD 

Rufus  A.  Roberts,  MD,  Diseases  <S  Surgery  of  Retina,  Cataract 
<£  Lens  Implant  Surgery 

Thomas  H.  Smith,  MD,  Ophthalmic  Plastic  <S  Reconstructive  Surgery 

John  W.  Zerdecki,  MD,  Cataract  & Lens  Implant  Surgery, 

Corneal  <5  External  Disease 

Doris  E.  Jensen,  MD,  Medical  Ophthalmology  & Glaucoma 

David  Hendricks,  MD,  General  Ophthalmology;  Cataract,  Lens  Implant 
<S  Laser  Surgery 

7777  Southwest  Freeway,  St.  934,  Houston,  Texas  77074; 

Telephone  713  988-2020 

308  S.  Henderson,  Fort  Worth,  Texas  76104;  817  335-5435 

Appointments  817  335-6070;  se  habla  espanol 

RAND  SPENCER,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

TMA  Action  Monthly  Newsletter 

555  Wadley  Tower.  Baylor  Medical  Plaza. 

3600  Gaston  Avenue.  Dallas.  Texas  75246 

Telephone  214  821-4540 

. . . Another  service  of  your  association 
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Orthopedic  Surgery 


L.  Ray  Lawson,  MD 
George  Truett  James,  MD 
Robert  D.  Vandermeer,  MD 
Wynne  M.  Snoots,  MD 
R.  Stephen  Curtis,  MD 
William  A.  Bruck,  MD 
W.  Z.  Burkhead,  Jr.,  MD 

W.  B.  CARRELL  MEMORIAL  CLINIC 

A Professional  Association 

2828  Lemmon  Ave.,  Dallas,  Texas  75204;  214  521-2191 


ANGELO  L.  OTERO,  MD,  AAOS,  FACS 

A Professional  Association 

Orthopedic  Surgery,  Arthroscopy, 
Arthroscopic  Surgery 

Medical  Tower  Building.  1550  West  Rosedale,  Suite  410. 
Fort  Worth.  Texas  76104;  817  336-3906 
Answered  24  Hours 

G.  S.  GILL,  MD,  PA 

Orthopedic  Surgery — Surgery  of  the  Hand 


FORT  WORTH  BONE  <£  JOINT  CLINIC 

918  8th  Avenue.  Fort  Worth,  Texas;  817-335-4316 

Louis  J.  Levy,  MD,  PA 
Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders,  MD 
James  M.  Beckley,  MD 
Joseph  H.  Gaines,  MD 
Steven  J.  Mackey.  MD,  PA 


F.  Carlton  Hodges,  MD 
J.  Price  Brock,  Jr,  MD 
Mervyn  B.  Fouse,  MD 
John  H.  Judd,  Jr.,  MD 

ORTHOPEDIC  ASSOCIATES  OF  ABILENE 

Diplomates  American  Board  of  Orthopedic  Surgery 
1701  Pine  Street,  Abilene,  Texas  79601 


3704  20th  Street,  Suite  A,  Lubbock,  Texas  79410 
Telephone  806  797-9119 


ORTHOPEDIC  SURGERY,  TEXAS  TECH  UNIV. 
SCHOOL  OF  MEDICINE 

Gerald  S.  Laros,  MD,  Low  Back  Problems 

Robert  F.  McCarron  II,  MD,  Traumatology  and  Spinal  Surgery 
William  W.  Robertson,  Jr.,  MD,  Pediatric  Orthopaedic  Surgery 
Robert  P.  Yost,  MD,  Sports  Medicine,  Arthroscopic  Surgery 
Gerhard  E.  Maale,  MD,  Musculoskeletal  Tumor  Surgery, 

Adult  Reconstructive  Surgery 
Health  Sciences  Center  Building,  3601  4th,  Lubbock  79430 
Orthopaedic  Clinic,  806  743-2475;  Cerebral  Palsy  Clinic,  806  743-3038 


Otolaryngology 


HOUSTON  ORTHOPEDIC  CENTER 

Donald  T.  Lazarz,  MD 
Lee  C.  Detenbeck.  MD 
Thomas  S.  Padgett,  MD 
John  J.  DeBender,  MD 

Twelve  Oaks  Tower,  4126  Southwest  Freeway,  Suite  200, 

Houston,  Texas  77027;  713  622-5100  and 

Parkway  Towers  Professional  Building,  Suite  202, 

150  West  Parker  Road,  Houston,  Texas  77076;  713  691-3905 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 
Orthopedic  Surgery — Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr,  MD 
Kenneth  C.  Scholz,  DDS,  MD,  PA 
John  Paul  Theo,  MD,  PA 
Robert  A.  Peinert,  Jr.,  MD 

3702  21st  St.  Suite  9.  Lubbock.  Texas  79410;  806  795-8261 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr,  MD 

E.  E.  Rising,  Jr,  MD,  Emphasis  on  Hand  Surgery 
C.  Poindexter,  MD 

C.  R.  Vavrin,  MD,  Emphasis  on  Sports  Medicine 
Diplomates  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road,  Arlinaton,  Texas  76012;  817  261-8284 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

F.  Leon  Ware,  MD  Huntly  G.  Chapman,  MD 

Dan  R.  Sutherland,  MD  Phillip  E.  Hansen,  MD 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 

R.  Dan  Loyd.  MD 

Orthopedic  Surgery 

3600  Gaston  Avenue.  Suite  303.  Dallas,  Texas  75246;  214  823-7090 
Medical  City  Dallas  II.  7777  Forest  Lane,  Suite  2116, 

Dallas,  Texas  75230;  214  661-7010 


HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart.  MD 
H.  Kendall  Hamilton.  MD 

5620  Greenbriar.  Houston.  Texas  77005 
Telephone  713  526-6262 


ORTHOPEDIC  FOOT  SURGERY  ASSOCIATES 
Surgery  <S  Diseases  of  the  Foot  and  Ankle 

Charles  E.  Graham,  MD 

8345  Walnut  Hill  Lane.  Suite  105.  Dallas  75231;  214  369-4361 
Donald  M.  Mauldin.  MD 

6161  Harry  Hines.  Suite  220.  Dallas  75235;  214  630-8646 


Representing  TMA's  Legislative  Views 

. . . Another  service  of  your  association 


Drs.  Morton,  Blumenfeld  & Charbonneau,  PA 
ENT,  ENT  Allergy,  Cosmetic  Facial  Surgery 

R.A.D.  Morton.  Jr..  MD.  FACS 

Ronald  J.  Blumenield,  MD,  FACS 

Paul  A.  Charbonneau,  MD,  FACS 

Diplomates.  American  Board  of  Otolaryngology 

1733  Curie.  Suite  100.  El  Paso.  Texas  79902;  915  533-5461 

9398  Viscount.  1-E,  El  Paso,  Texas  79925;  915  592-8666 


Pathology 


FORT  WORTH  MEDICAL  LABORATORIES 

Dorothy  Patras,  MD 

Anatomic  Pathology  and  Consultation  in 
Clinical  Pathology 

1400  Pennsylvania  Avenue.  Fort  Worth,  Texas  76104 
Mailing  address:  P.O.  Box  1118.  Fort  Worth,  Texas  76101 
Telephone  817  336-7137 


J.  S.  WILKENFELD,  MD.  MEDICAL  LABORATORIES. 
INC. 

J.  S.  Wilkenfeld.  MD 

Diplomat*  of  th*  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 
Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.O.  Box  55008  Houston,  Texas  77Q3S;  713  468-0738 
Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 

AUSTIN  PATHOLOGY  ASSOCIATES 
MEDICAL  PARKWAY  CLINICAL  LABORATORY 

Anatomic  and  Clinical  Pathology,  Electron 
Microscopy,  Cytology  and  Dermatopathology 

Computerized  Results  Reporting  With  Telecommunications  Available 

A.  Q.  Da  Silva,  MD  Paul  A.  LeBourgeois,  MD 

Donald  A.  Parsons,  MD  Phillip  C.  Collins.  MD 

William  J.  Reitmeyer.  MD  David  R.  Ralph,  MD 

RENAL  PATHOLOGY:  Gerald  A.  Beathard,  MD 

Main  Lab:  711  W.  38th  Street — Suite  C-ll,  Austin,  Texas  78705 
Mailing  Address:  P.O.  Box  9806.  Austin,  Texas  78766-0806 
Telephone:  512  452-2529 

Oifice  Pickup  Service  in  Austin  Area 


Plan  to  attend  1985  TMA  meetings: 

118th  Annual  Session — 

May  8-12  San  Antonio 

Fall  Conference — 

September  20  Austin 

. . . Another  service  of  your  association 
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TEXAS  MEDICINE 


Physical  Medicine  & Rehabilitation 


WARM  SPRINGS  REHABILITATION  HOSPITAL 
GONZALES  WARM  SPRINGS  FOUNDATION,  INC. 

P.O.  Box  58,  Gonzales,  Texas  78629 
Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy.  Speech  Therapy. 

Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 

David  E.  Gumper.  Administrator 

Larry  E.  Browne,  MD,  Medical  Director 

ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  <S  Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  226-2424 


Plastic  Surgery 


JACK  L.  CONLEE.  MD 

Diplomate  American  Board  of  Plastic  Surgery 

CHIU  ROBINSON,  MD 
Plastic  and  Cosmetic  Surgery 

613  Elizabeth,  Suite  401,  Corpus  Christi,  Texas  78404;  882-4566 


PLASTIC  SURGERY  ASSOCIATION 

Leonard  Koch,  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3601  21sl  Street.  Suite  5.  Lubbock.  Texas  79410;  806  792-2313 


STEPHEN  C.  LESAUVAGE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

825  Medical  Drive.  Tyler.  Texas  75705;  214  593-8296 


Thomas  D.  Cronin,  MD,  FACS  Laurence  E.  Wolf.  MD,  FACS 

Raymond  O.  Brauer,  MD,  FACS  Benjamin  E.  Cohen,  MD,  FACS 
Thomas  M.  Biggs,  MD,  FACS  Ernest  D.  Cronin,  MD,  FACS 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

7000  Fannin  St..  Suite  2400,  Houston,  Texas  77030;  713  795-5930 


HOUSTON  PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  MD,  FACS 
Jonathan  J.  Dora,  MD,  FACS 
Darid  J.  Katrana,  DDS,  MD 
James  B.  Stafford,  IV,  MD 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

6560  Fannin.  Suite  750.  Houston,  Texas  77030;  795-5575 

FORT  WORTH  PLASTIC  SURGERY  CUNIC 
David  A.  Grant,  MD,  FACS 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic  and  Reconstructive  Plastic  Surgery 
Raymond  A.  Faires,  MD 

Diplomate  American  Board  of  Surgery 

Plastic  and  Reconstructive  Surgery 
Hand  and  Micro  Surgery 

606  Medical  Plaza  Building 

800  Eighth  Avenue,  Fort  Worth,  Texas  76104 

817  335-4752  817  332-9441 


VALENTIN  GRACIA,  MD,  FACS.  FICS 

Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic  Surgery — Bums 

1001  W.  Rosedale,  P.O.  Box  2476.  Fort  Worth,  Texas  76113;  817  336-0446 


WILLIAM  E.  BARNES.  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Cosmetic  Surgery 

Plastic  <&  Reconstructive  Surgery 

1301  West  38th  Street,  Suite  608.  Austin,  Texas;  454-7659 


JOSEPH  P.  FLEMING.  MD,  FRCS(C),  FACS 
Plastic  and  Reconstructive  Surgery 

1213  Hermann  Drive.  Suite  645,  Park  Plaza  Professional  Building 
Houston.  Texas  77004;  713  524-7545 


JAMES  L.  MOORE,  MD,  FACS,  PA 

Diplomat*  American  Board  of  Plastic  Surgery 

Plastic  and  Reconstructive  Surgery 

1213  Hermann  Dr..  Suite  420. 

Houston,  Texas  77004;  713  526-6161 


PLASTIC  SURGERY  CLINIC  OF  AUSTIN 

Robert  A.  Ersek,  MD 
U.  Gadaria.  MD.  FACS 

Diplomates  of  American  Board  of  Plastic  Surgery 

Aesthetics,  Plastic,  Reconstructive, 
Suction  Lipectomy,  and  Hand  Surgery 

30th  & Red  River.  Austin.  Texas  78705 
24  HR  it  512  479-6805  & 512  474-HAND 


The  Burn  Care  Associates  has  been  organized  to  provide  care  for 
burned  patients.  Care  for  every  phase  of  burn  trauma  will  be  provided 
from  resuscitation  to  late  rehabilitation. 

John  E.  Carter,  MD  David  Mclnnis.  MD 

Lebaron  W.  Dennis.  MD  Donald  Novick.  MD 

Michael  M.  Duffy,  MD  Millie  Smith,  Coordinator 

Joe  Ford,  MD 

BURN  CARE  ASSOCIATES 

302  Oak  Hills  Building,  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 
Telephone  512  694-0973 

MICHAEL  L.  EISEMANN,  MD,  PA,  FACS 

Diplomate  American  Board  of  Plastic  Surgery 
Fellow  American  College  of  Surgeons 

Aesthetic  Surgery,  Plastic  and  Reconstructive 
Surgery  and  Hand  Surgery 

7000  Fannin,  Suite  880,  Houston,  Texas  77030;  713  790-1771 

Fort  Bend  Physicians  Plaza,  3807  FM  1092.  Missouri  City,  Texas  77459; 

713  499-6005. 

ROBERT  M.  WRIGHT,  JR.,  MD 
VALERIE  WRIGHT.  MD 

Plastic,  Reconstructive,  Hand 
and  Microvascular  Surgery 

1700  Providence  Drive.  Waco,  Texas  76707 
Telephone  817  756-0111 


JOHN  E.  CARTER.  MD,  PA 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

7711  Louis  Pasteur  Drive,  Suite  801,  San  Antonio,  Texas  78229 
Telephone:  (Area  Code  512)  Office  696-2390  Medical  Exchange  227-6331 


TMA  Physicians  Benevolent  Fund 
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Psychiatry 


DALLAS  PSYCHIATRIC  ASSOCIATES. 
A PARTNERSHIP 


ROBERT  E.  HAZLEWOOD,  MD 

Psychiatry,  Somatic  Therapies,  Alcoholism  and 
Drug  Abuse,  Individual  & Group  Psychotherapy, 
(Adults  & Adolescents — Hospitalization  & Outpatient) 

Department  of  Psychology 

Medical  Science  Psychiatric  Center 

711  W.  38th,  Suite  C-4.  Austin,  Texas  78705;  512  458-9286 


GONZALO  A.  AILLON,  MD 
Psychiatry-Bilingual 


Inpatient  and  Outpatient  Services  for 
Adolescent  Psychiatry,  Adult  Psychiatry, 
Treatment  of  Alcoholism 


Larrie  W.  Arnold,  MD 
David  R.  Baker,  MD 
Gary  L.  Etter,  MD 
Bradford  M.  Gofi,  MD 
Fred  L.  Griffin,  MD 
Joel  A.  Holiner,  MD 


R.  Sanford  Kiser,  MD 
William  R.  Lynch,  MD 
Claude  R.  Nichols,  MD 
William  M.  Pederson,  MD 
Leslie  H.  Secrest,  MD 
Angela  M.  Wood,  MD 


Brookhaven  Professional  Plaza,  LBI  at  Webbs  Chapel 

10  Medical  Parkway,  Suite  304,  Dallas,  Texas  75234 

Medical  City  Dallas,  7777  Forest  Lane,  Suite  2411,  Dallas,  Texas  75230 

Telephone  214  247-1150 


3400  Wheatland  Road.  Suite  35 
Dallas,  Texas  75211;  214  296-6241 


Pulmonary  Diseases 


RICHARD  G.  JAECKLE,  MD 
Psychiatry 

Diplomats,  American  Board  Psychiatry  & Neurology,  Child  Psychiatry 
Diplomate,  American  Board  Psychiatry  & Neurology,  Psychiatry 

Presbyterian  Professional  Building  II,  Suite  404, 

8220  Walnut  Hili  Lane,  Dallas,  Texas  75231;  214  896-0964 


C.  MARSHALL  BRADSHAW,  MD,  PA 
Psychiatry,  Somatic  Therapies 
Clinical  Electroencephalography 

Suite  722,  1550  W.  Rosedale,  Fort  Worth,  Texas  76104 
Telephone  817  335-9409 


John  R.  Burk,  MD,  FACP  David  R.  Stoop,  MD,  FACP,  FCCP 

Mitchell  C.  Kuppinger,  MD,  FCCP  W.  Steven  Trorabold,  MD,  FCCP 
David  M.  Webb,  MD,  FCCP  David  H.  Plump,  MD 

Diplomates  of  American  Board  of  Internal  Medicine 

PULMONARY  CONSULTANTS  OF  TEXAS,  PA 

Physiology,  Diagnosis  Therapy,  Bronchoscopy, 
Pulmonary  Function,  Intensive  Care,  Pulmonary 
Angiography,  Pulmonary  Rehabilitation, 

Sleep  Apnea 

1413  Eighth  Avenue,  Suite  A,  Fort  Worth,  Texas  76104;  817  926-0242 

801  Road  to  Six  Flags  West,  Suite  137,  Arlington,  Texas  76012; 

817  461-0201  (Metro) 


TIMBERLAWN  PSYCHIATRIC  HOSPITAL 

Inpatient  and  Outpatient  Services  for  Child. 

Adolescent  and  Adult  Psychiatry 


lerry  M.  Lewis.  MD 
Doyle  I.  Carson,  MD 
Keith  H.  Johansen,  MD 
James  K.  Peden.  MD 
Charles  G.  Markward.  MD 
Byron  L.  Howard,  MD 
Roy  H.  Fanoni  MD 
Mark  P.  Unterberg.  MD 
John  G.  Looney,  MD 
Kathleen  B.  Erdman.  MD 
Don  C.  Payne.  MD 
Mark  J.  Blotcky,  MD 
L.  Dwight  Holden,  MD 


Paul  M.  Hamilton,  MD 
Jerry  M.  Lewis,  III,  MD 
Tom  G.  Campbell,  MD 
Jeffrey  Glass,  MD 
Grover  M.  Lawlis.  MD 
Conway  McDonald,  MD 
Gary  L.  Malone,  MD 
Edgar  P.  Nace,  MD 
Ernest  N.  Brownlee,  MD 
Michael  Madigan,  MD 
Perry  Talkington,  MD 
Joseph  D.  Gaspari,  MD 


Radiology 


THERAPEUTIC  RADIOLOGY  AT 
MEMORIAL  HOSPITAL 


Radiotherapy  Department 
7600  Beechnut 
Houston,  Texas  77074 

713  776-5622  Day  Phone 

713  776-5170  Night  and  Weekends 

Carlos  H.  Fernandez,  MD 

Diplomate  American  Board  of  Therapeutic  Radiology 

Practice  Limited  to  Radiation  Oncology 
External  or  Internal  Irradiation 
Inpatient  and  Outpatient  Services 


4600  Samuell  Blvd.,  Dallas,  Texas  75228 

214  381-7181  Rheumatology 


TITUS  HARRIS  CLINIC 

Inpatient  & Outpatient  Services 
(Open  and  Closed  Units) 

Practice  limited  to  Psychiatry 

E.  C.  McDonald,  Jr.,  MD — Individual  and  Group  Psychotherapy 
Grace  K.  Jameson,  MD — Child.  Adolescent  and  Family  Psychiatry 
E.  Ahmed  Zein-Eldin,  MD — General  Psychiatry,  Somatic  Therapies 
William  W.  Bondurant.  Ill,  MD — General  Psychiatry,  Somatic  Therapies 
A.  O.  Singleton,  III,  MD — General  and  Adolescent  Psychiatry 
J.  B.  Rust,  MD — Substance  Abuse  Program,  Child  Psychiatry 
Constance  Stout,  ACSW — Individual  and  Family  Psychotherapy 
Pam  Peirsol,  ACSW — Individual  and  Family  Psychotherapy 
Ann  Brestrup,  ACSW — Individual  and  Family  Psychotherapy 
Mary  Middleton,  ACSW — Individual  and  Family  Psychotherapy 

200  University  Boulevard,  Suite  620,  Galveston,  Texas  77550 
Telephone  713  765-6321 


DON  E.  CHEATUM,  MD,  FACP,  FCCP 

Diplomats  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204;  823-4151 


Call  the  TMA  News  Hotline 


1-800-252-7003 


__  __  for  current  legislative  information  24  hours  a day, 

TMA  Memorial  Library 
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TEXAS  MEDICINE 


I 


Thoracic  Surgery 

ALLAN  L.  GRAHAM,  MD,  FACS* 

KARAMAT  U.  CHOUDHRY,  MD,  FACS 
ROBERT  W.  MILEY,  MD,  FACS 
RICHARD  L.  SHEPHERD,  MD 

Diplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 
‘Also  certificate  of  special  qualification  in  general  vascular  surgery. 
American  Board  of  Surgery 

Cardiac.  Thoracic  and  Vascular  Surgery  Associates 
SIS  South  Adams.  Fort  Worth.  Texas  76104;  817  332-7878 


RICHARD  E.  WOOD,  MD 
ROBERT  E.  RAWITSCHER,  MD 
THOMAS  P.  MEYERS,  MD 
Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue. 
Suite  404.  Dallas.  Texas  75246;  214  827-3890 
Hours  By  Appointment 


BERNARD  R.  JACK,  MD,  PA,  FACS 

Diplomate  American  Board  of  Surgery  and 
American  Board  of  Thoracic  Surgery 


Cardiac,  Vascular  & Thoracic  Surgery 

800  Eighth  Avenue,  Suite  432,  Fort  Worth,  Texas  76104 
817  336-1700 


Urology 


ELGIN  W.  WARE.  JR.  MD 
GEORGE  E.  HURT,  JR,  MD 
L.  MICHAEL  GOLDSTEIN,  MD 
STEVE  M.  FROST,  MD 
Urology 

3600  Gaston  Avenue.  Dallas.  Texas  75246 


THE  UROLOGY  CLINIC 

Dolphus  E.  Compere,  MD 
Grant  F.  Begley,  MD 
Hugh  Lamensdorf,  MD 
Ira  N.  Hollander.  MD 

Box  11340.  1415  Pennsylvania  Ave..  Fort  Worth.  Texas  76109 
817  336-5711 


EUGENE  R.  TODD,  MD.  PA 

Diplomate  of  the  American  Board  of  Urology 
Fellow  of  the  American  College  of  Surgeons 
Fellow  ol  the  Society  for  Pediatric  Urology 

Urology — Adult  and  Pediatric 

3600  Gaston  Avenue,  Baylor  Medical  Center  Plaza. 
Wadley  Tower,  Suite  755,  Dallas,  Texas  75246 
214  826-3500 


DALLAS  UROLOGY  ASSOCIATES 

David  D.  Reisman,  MD,  PA 

Donald  J.  Logan,  MD,  PA 

Donald  L.  McKay,  MD,  PA 

Christopher  D Fetner,  MD,  PA 

Diplomates  of  American  Board  of  Urology 

Medical  City  Dallas,  7777  Forest  Lane,  Suite  230,  Dallas,  Texas  75230 
Telephone:  214  233-7765  Answered  24  Hours 


WILLIAM  L.  MULCHIN,  MD,  FACS 

Diplomate  of  American  Board  of  Urology 

Adult  and  Pediatric  Urology 

10  Medical  Parkway,  Suite  207,  Professional  Plaza  3,  Dallas.  Texas  75234; 
214  241-3975  (Answered  24  hrs) 

3900  W.  15th.  Suite  #408.  Plano.  Texas  75075;  214  867-3928 


KIRBY  B.  TARRY.  MD,  FACS 

Diplomate,  American  Board  of  Urology 

Adult  and  Pediatric  Urology 

Impotence  with  Prosthesis-Vasovasostomy 

1405  West  Illinois.  Midland.  Texas  79701 
915  687-4553 


How  to  keep 
your  child 
away  from 
drugs. 


Arming  them  in  a suit  of  steel 
might  help.  But  once  they  leave 
your  home,  they’re  really  on  their 
own. 

What  can  you  do? 

Learn  to  recognize  the  symp- 
toms of  drug  abuse.  Look  for  fail- 
ing grades  in  school.  And  irrational 
behavior  But  most  importantly 
keep  your  lines  of  communication 
open  with  your  children. 

Encourage  them  to  tell  you  if 
they  get  offers  of  drugs.  Show 
them  you  understand  about  peer 
pressure  and  how  tough  it  is  to 
walk  away 

Teach  your  children  to  resist 
offers  of  drugs  with  a simple  no. 

For  the  booklet,  "Parents: 

What  You  Can  Do  About  Drug 
Abuse,"  write:  Get  Involved, 

PO.  Box  1706,  Rockville, 

Maryland  20850. 

Help  your  kids  to 
just  say  no. 

A public  service  of  this  publication 
cSuk*  and  the  National  Institute  on  Drug  Abuse. 
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Classified  Advertising 


Physicians  Wanted 


NEEDED:  EMERGENCY  PHYSICIANS,  North  Central  Texas  area,  full 
and  part-time.  For  an  application  call  817-336-8600  or  write  Emergency 
Medicine  Consultants,  P.A.,  1533  Merrimac  Circle,  Suite  202,  Fort  Worth, 
Texas  76107. 


SAN  JACINTO  METHODIST  HOSPITAL,  BAYTOWN,  TEXAS.  General 
practitioner,  family  practitioner,  OB/Gyn,  psychiatrist.  Solo  or  group 
practice.  Home  of  Exxon,  U.S.  Steel,  Gulf.  High  income.  Bay  area  near 
Houston.  Outstanding  schools,  colleges.  Contact  Administrator,  1101 
Decker  Drive,  Baytown,  Texas  77520;  713-422-3405. 


EXPANDING  GROUP  NEEDS  SPECIALISTS  IN  pediatrics,  family  prac- 
tice, and  orthopedic  surgery.  Enjoy  practicing  medicine  with  our  28-man 
multi-specialty  group  located  in  a friendly  city  of  100,000  people  in 
north  central  Texas.  Close  to  everything,  but  away  from  big  city  proo- 
lems.  If  you  want  to  know  more  about  this  long  established  group 
(1919),  whose  city  has  a booming  economy,  call  collect  Dr.  David 
Pogue  at  817  766-3551.  Wichita  Falls  Clinic,  501  Midwestern  Parkway, 
Wichita  Falls,  Texas  76302  . 


PHYSICIANS  WANTED — Progressive  hospital  in  East  Texas.  Contact 
Paul  Bennett,  Administrator,  Gladewater  Municipal  Hospital,  300  West 
Upshur,  Gladewater,  Texas  75647;  telephone  214  845-2281. 


FAMILY  PRACTICE  PHYSICIANS  NEEDED.  50  bed  progressive  hospital, 
open  staff,  rural  setting,  adjacent  to  Wichita  Falls.  Provides  access  to 
cultural  opportunities  of  city  living.  Office  space  available,  financial 
assistance  available.  Contact  Clay  County  Memorial  Hospital,  P.O.  Box 
270,  Henrietta,  Texas  76365. 


WANTED:  ORTHOPEDIC  SURGEON.  Position  available  with  twelve 
doctor  multispecialty  group  located  in  the  Medical  City  Dallas  com- 
plex in  North  Dallas.  All  benefits  paid  for  by  the  group,  afternoon 
off,  rotating  call  schedule.  Send  curriculum  vitae  to  Sharon  Phelps, 
Administrator,  7777  Forest  Lane,  Suite  240,  Dallas,  Texas  75230,  phone 
214  661-7707. 


WANTED:  GENERAL  PRACTITIONER/INDUSTRIAL  MEDICINE.  Position 
available  with  twelve  doctor  multispecialty  group.  All  benefits  paid 
by  the  group,  afternoon  off,  rotating  call  schedule.  Send  curriculum 
vitae  to  Sharon  Phelps,  Administrator,  Suite  240,  7777  Forest  Lane, 
Dallas,  Texas  75230.  Phone  214  661-7707. 


EMERGENCY  MEDICINE  OPPORTUNITIES— Part-time  and  full-time  posi- 
tions available  in  more  than  40  facilities  throughout  Texas.  Competitive 
houlv  income,  flexible  scheduling  without  on-call,  paid  professional 
liability  insurance  provided.  Week  days,  nights,  and/or  weekend 
shifts  available.  For  details  respond  in  confidence  to:  Spectrum  Emer- 
gency Care,  Inc.,  11494  Luna  Road,  Suite  205,  Dallas,  Texas  75234;  214 
869-0255. 


PHYSICIANS — We  have  positions  available  in  family  practice,  emer- 
gency medicine,  pediatrics,  Ob/Gyn,  internal  medicine,  gastroenterol- 
ogy and  orthopedic  surgery.  Call  Patsy  Bishop,  713  789-1550,  MEDEX, 
2401  Fountain  View,  Suite  510,  Houston,  Texas  77057.  From  outside 
Texas  call  800  231-7578. 


OBSTETRICIAN/GYNECOLOGIST  and  general  surgeon  for  large  multi- 
specialty clinic.  Salary  and  bonus  first  year,  partnership  second  year 
if  mutually  desirable.  Reply  to  Ad-492,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


WELL  ESTABLISHED  HOUSTON  CLINIC  offers  a uniaue  opportunity  to 
practice  emergency /family  care.  Requires  well  rounded  abilities  in 
office  based  orthopedics,  minor  surgery,  pediatrics  and  family  medi- 
cine. Dedication  to  high  quality  care,  excellent  patient  empathy  and 
communicative  skills  mandatory.  Excellent  working  conditions  and 
hours.  Fee-for-service  Dr.  J.  A.  Burnett,  Kelsey-Seybold/Cornerstone, 
4331  Brightwood  Drive,  Houston,  Texas  77068,  713  444-1204. 


OB/GYN  BOARD  CERTIFIED  or  eligible,  to  join  staff  of  Women's 
Clinic.  35,000+  progressive  suburban  community  on  the  Texas  Gulf 
Coast.  Serving  seven  counties.  Excellent  hospital.  Send  CV  to  Ad-507, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd,,  Austin,  Texas  78701. 


EXPANDING  TEXAS  MULTISPECIALTY  GROUP— Dallas/Fort  Worth  area, 
requires  BE/BC  physicians  in  urology,  general  surgery,  Ob/Gyn,  and 
orthopedic  surgery.  Competitive  salary.  Extensive  benefits.  Direct  in- 
quiry and  CV  to:  Medical  Director,  Permanente  Medical  Association  of 
Texas,  12720  Hillcrest,  #600,  Dallas,  Texas  75230. 


GENERAL  INTERNIST  NEEDED  in  North  Dallas  suburb.  We  have  a 
busy  two  doctor  general  practice  in  a community  atmosphere.  Un- 
fortunately my  older  partner  is  retiring.  This  is  an  excellent  opportunity 
for  a dedicated  physician.  If  interested  call  214  235-2358  or  send  a CV 
to  George  Markus,  MD,  2175  Promenade  Center,  Richardson,  Texas 
75080 


PRACTICE  SITUATIONS  AVAILABLE  in  The  Methodist  Hospital  Health 
Care  System,  Inc.  affiliated  hospitals  in  anesthesiology,  cardiology, 
emergency  medicine,  family  practice,  internal  medicine,  neonatology, 
neurosurgery,  Ob/Gyn,  pediatrics,  psychiatry,  radiotherapy.  Send  CV 
to  6560  Fannin,  #1824,  Houston,  Texas  77030;  713  790-6372. 


AGGRESSIVE  OB-GYN  to  practice  medicine  with  four  MDs  in  clinic 
located  in  community  of  approximately  4500  about  45  miles  northwest 
of  Fort  Worth.  Office  space  is  available.  Salary:  first  year,  $45,000- 
50,000  guaranteed;  second  year,  a percentage  of  what  you  make. 
Clinic  is  serviced  by  doctor-owned,  44-bed  hospital  which  is  equipped 
with  CRNA  on  staff,  physical  therapy,  radiology,  laboratory,  blood 
bank,  and  fully-equipped,  up-to-date  surgery.  Please  reply  to  Ad-523, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


SAN  ANTONIO:  FAMILY  PRACTICE/EMERGENCY  MEDICINE.  Immedi- 
ate opening  in  minor  emergency  center  operating  14  hours  per  day. 
Salary  and  fringes  negotiable.  Contact  Robert  W.  Kottman,  MD,  7219 
Hidden  Hills  North,  San  Antonio,  Texas  78244;  512  661-4891. 


(1079)  (EXEMPT)  ASSISTANT  DIRECTOR  OF  HEALTH  $45,21 1-$66, 784 
yearly.  Nature  of  Work:  Acts  as  first  assistant  to  the  Health  Depart- 
ment Director  administering  a county-wide  public  health  program.  Acts 
on  behalf  of  the  director  in  all  phases  of  activities  involved  in  general 
health  maintenance.  Overall  goal  is  to  maintain  an  effective  community 
health  system.  Duties:  The  following  describes  some  of  the  major  duties 
and  responsibilities,  but  does  not  depici  all  of  the  other  duties  that 
may  be  assigned.  Assists  the  director  in  making  employee  appoint- 
ments, dismissals,  and  any  other  personnel  changes;  supervises  the 
preparation  of  the  budget  and  monitors  financial  transactions  and  ac- 
counting activities  of  the  financial  transactions  and  accounting  activities 
of  the  department  for  review  by  the  director;  supervises  preventive 
measures  for  contagious  diseases  of  public  health  concern;  maintains 
understanding  and  cooperation  with  local  organizations  through  meet- 
ings and  attendance  at  public  health  related  functions;  gives  medical 
and  administrative  direction  on  special  surveys  regarding  pertinent 
local  health  problems;  plans  and  conducts  inservice  training  programs 
for  personnel.  Preferred  Qualifications:  Licensed  to  practice  medicine 
in  Texas  by  the  State  Board  of  Medical  Examiners.  Three  years  admin- 
istrative experience  in  public  health.  Considerable  knowledge  of  modern 
principles  and  methods  of  business  administration  in  municipal  govern- 
ment. To  apply:  City  of  San  Antonio  Personnel  Department,  111  Plaza 
De  Armas,  San  Antonio,  Texas  78205.  An  equal  opportunity  employer. 


URGENT:  Three  doctor  family  practice.  One  doctor  retiring  and  one 
limiting  practice.  Unique  opportunity  with  no  investment  needed.  Office, 
laboratory,  x-ray  and  ancillary  personnel  provided.  Excellent  hospital 
facilities  equipped  for  obstetrics  and  surgery.  Call  Lee  Spring,  MD, 
or  Elda  Hart,  manager,  806  247-2754.  Spring  Spring  and  Alexander  and 
Associates,  1307  Cleveland,  Friona,  Texas  79035. 


TEXAS-SAN  ANTONIO  EMERGENCY  MEDICINE— Full  and  part-time 
positions  available  in  the  San  Antonio  area.  Excellent  pay.  Primary 
considerations  given  to  applicants  with  two  years  experience  in 
emergency  medicine  or  board  certified  or  board  eligible  in  emergency 
medicine,  family  practice,  internal  medicine  or  surgery.  Contact  Chuck 
Arnecke,  Emergency  Physicians  Associates,  604  Richmond  Ave.,  San 
Antonio,  TX  78215;  512  222-0746. 


ER  PHYSICIAN — If  you  are  an  experienced  ER  physician,  family  prac- 
titioner, general  surgeon  or  internist,  we  may  have  a place  for  you 
in  our  ER  group.  Our  doctors  make  more  than  any  ER  physicians  in 
the  Houston  area  and  we  operate  out  of  comfortable,  friendly  com- 
munity hospitals.  Call  Greater  Houston  Emergency  Physicians  Asso- 
ciates at  713  861-7942. 


(0161)  (EXEMPT)  PUBLIC  HEALTH  PHYSICIAN— $40, 620-S54, 420  annual- 
ly Nature  of  work — This  is  professional  work  responsible  for  directing 
all  activities  performed  in  the  communicable  control  division  of  the 
Metropolitan  Health  Department.  Supervision  is  exercised  over  the 
following  areas:  Tuberculosis  Nursing  Services,  Tuberculosis  Chest 
Clinic,  Venereal  Disease  Clinic,  Immunization  section  and  general 
support  section  which  totals  approximately  70  employees.  Performs 
administrative  and  logistical  control  of  the  division  and  supporting 
sections  to  include  budgeting,  staffing  and  requisition  of  supplies. 
Maintains  operational  control  of  the  division  and  subordinate  sections 
and  coordinates  immunization  and  epidemiologic  problems  with  en- 
vironmental health  and  nursing  divisions.  Acts  as  liaison  between  other 
departments  and  with  the  public  and  private  sector.  Oversees  and 
maintains  anti-rabies  control  measures  by  working  closely  with  animal 
control  facility  and  Bexar  County  Hospital  services.  Monitors  com- 
municable diseases  in  Bexar  County  and  the  procurement  of  necessary 
vaccines  and  biologic  products  necessary  to  prevent  or  control  such 
outbreaks.  Researches,  develops  and  promulgates  criteria  for  com- 
municable disease  control  in  coordination  with  local,  state  and  federal 
guidelines.  Performs  other  tasks  assigned  by  the  director.  Minimum 
qualifications — Graduation  with  an  MD  degree  from  a medical  school 
of  Grade  A standing  with  the  American  Medical  Association,  plus  one 
year  of  internship  in  an  approved  hospital  and  one  year  of  full-time 
paid  experience  in  public  health  preferably  in  a recognized  public 
health  agency.  A license  to  practice  medicine  in  Texas  must  be  obtained 
prior  to  appointment.  To  apply — City  of  San  Antonio  Personnel  Depart- 
ment, 111  Plaza  De  Armas,  San  Antonio,  Texas  78205.  An  equal  oppor- 
tunity employer. 


PRIMARY  CARE  PHYSICIANS:  Family  practice,  Ob/Gyn,  pediatrics, 
BC/BE,  wanted  to  join  stable  expanding  prepaid  group  practice  in 
Dallas/Fort  Worth.  Competitive  salaries,  liberal  fringe  benefits,  pre- 
dictable hours,  no  business  headaches.  Contact:  Medical  Director,  Box 
512,  CIGNA  Healthplan  of  Texas,  8131  LBJ,  Suite  350,  Dallas,  Texas 
75251;  214  669-8069. 


OB/GYN  UNEXPECTED  PHYSICIAN  OPENING,  established  practice,  no 
investment  necessary.  Available  August  1.  Contact  Nilon  Tallant,  MD, 
705  West  Hopkins  Street,  San  Marcos,  Texas  78666;  512  396-3361. 


WANTED:  PHYSICIAN  FOR  FAMILY  PRACTICE  in  West  Texas.  Please 
call  915  378-6281  and  talk  with  the  administrator.  A guarantee,  time 
off,  office  space,  utilities,  telephone  and  office  help  provided.  Newly 
equipped  hospital,  nursing  home,  doctor's  offices.  Area  has  hunting, 
fishing,  and  a small  town  with  city  advantages.  Contact  Mildred  S. 
Emery,  Administrator,  Sterling  County  Hospital,  Sterling  City,  Texas 
76951. 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $30.00  (U.S.  currency)  per  issue  for  50  words  or 
less,  payable  in  advance.  Ad  numbers  can  be  substituted 
for  formal  addresses  upon  request  at  no  extra  cost.  Name 
and  address  of  ad  number  listings  cannot  be  given  out 
unless  specific  permission  to  do  so  has  been  given.  The 
advertising  office  will  not  contact  ad  number  holders  ex- 
cept by  mail.  Federal  laws  prohibit  references  to  race, 
color,  religion,  sex,  national  origin,  or  age  unless  bona  fide 
occupational  qualifications.  Copy  deadline  is  the  5th  of 
the  month  preceding  publication.  Send  copy  to  Advertising 
Manager,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.. 
Austin,  Texas  78701. 
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TEXARKANA,  ARKANSAS— MEDICAL  DIRECTOR,  Pinewood  Hospital, 
60  beds,  open  in  Fall  ol  '85.  Position  oflers  opportunity  for  development 
of  private  practice  either  individually  or  with  group.  Liberal  relocation 
and  compensation  package.  Board  certification  or  eligible.  Contact:  Joe 
C.  Waters,  Administrator,  1600  Arkansas  Blvd.,  Suite  204,  Texarkana, 
Arkansas  75502;  501  773-3131. 


TEXARKANA,  ARKANSAS— CLINICAL  DIRECTOR,  Pinewood  Hospital, 
60  beds,  open  in  Fall  of  '85.  Position  offers  opportunity  for  development 
of  private  practice  either  individually  or  with  group.  Liberal  relocation 
ana  compensation  package.  Board  certification  or  eligibility  desirable. 
Contact;  Joe  C.  Waters,  Administrator,  1600  Arkansas  Blvd,,  #204, 
Texarkana,  Arkansas  75502;  501  773-3131. 


FACULTY  POSITION:  PROGRAM  DIRECTOR.  The  University  of  Texas 
Southwestern  Medical  School  Family  Practice  Residency  at  St.  Paul 
Medical  Center,  Parkland  Memorial  Hospital,  and  Children's  Medical 
Center  is  seeking  a full-time  Program  Director  with  an  entry  at  the 
Assistant  Professor  level.  Salary  $83,200  with  very  attractive  benefits. 
Minimum  requirements  are  board  certification  in  family  practice  and 
at  least  two  years'  experience  in  family  medicine.  Previous  experience 
in  academic  medicine  and  administration  also  highly  desirable.  Re- 
spond with  curriculum  vitae  and  references  to:  Dr.  Joseph  White, 
Director  of  Medical  Education,  St.  Paul  Medical  Center,  5909  Harry 
Hines  Blvd.,  Dallas,  Texas  75235.  Equal  opportunity  employer. 


EXPANDING  GROUP  NEEDS  board  certified  or  eligible  specialists  in 
family  practice,  non-invasive  cardiology,  anesthesiology,  internal  med- 
icine and  OB/GYN.  Enjoy  practicing  medicine  in  a friendly  West  Texas 
city  of  25,000  people  with  a serving  area  of  300,000.  If  you  want  to 
know  more  about  our  24-physician  multispecialty  group,  whose  city  is 
progressing,  contact  Richard  Lehigh,  Malone  and  Hogan  Clinic,  1501 
West  11th  Place,  Big  Spring,  Texas  79720;  telephone  915  267-6361  or 
1-800-262-6361  Texas  only. 


EAST  TEXAS  STATE  UNIVERSITY/Head  Student  Health  Services.  Ex- 
cellent location  55  miles  from  Dallas.  University  enrollment  of  approxi- 
mately 8,000— located  in  Commerce,  a city  of  7,500.  The  university 
desires  to  employ  a physician  to  head  the  Student  Health  Center  and 
perform  other  university  related  health  studies.  Ideal  opportunity  for 
the  starting  physician  or  an  individual  who  wishes  a less  demanding 
schedule.  Competitive  salary  and  fringe  benefits  including  substantial 
time  off.  Must  be  interested  in  young  people,  possess  good  community 
skills,  and  be  able  to  function  as  an  administrator.  References  re- 

fuired.  Contact  Joe  Webber,  Assistant  Executive  Director,  Student 
ervices,  ETSU,  Commerce,  Texas  75428,  214  886-5793. 


PEDIATRICIAN  WANTED:  Board  eligible/board  certified,  to  join  estab- 
lished solo  practice  in  Plano,  Texas.  Privately  owned  (HCA)  hospital, 
250  beds  with  active  nursery,  adjacent.  Sixteen  miles  from  Southwest- 
ern Medical  School/Childrens  Medical  Center  in  Dallas.  Fast  growing 
suburban  community.  Reply  with  CV  to  Ad-526,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


WANTED:  INTERNIST  to  practice  general  internal  medicine  in  a 
multispecialty  group.  City  of  35,000  within  one  hour  drive  of  Dallas 
and  Lake  Texoma.  Full  facilities  including  lab  and  x-ray.  Subspecialties 
of  rheumatology  or  endocrinology  are  acceptable.  Send  CV  to  P.O. 
Box  1378,  Sherman,  Texas  75090  or  call  214  892-8111. 


NEEDED  IMMEDIATELY:  Board  certified  family  practitioner  to  relocate 
into  a solo  or  group  association  with  extended  office  hours.  Income 
guarantee  available.  Total  relocation  package  available.  Contact  Brent 
Meche,  409  839-5296  or  send  CV  to  490  Interstate  10  North,  Beaumont, 
Texas  77702. 


PHYSICIANS  NEEDED  FOR  Ambulatory  Care  Center  in  Central  Texas 
university  town  of  100,000+.  Prefer  board  certified,  but  will  consider 
all  applicants.  Salary  negotiable,  full  and  part  time  available.  Send 
CV  to  Ad-527,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd,,  Austin, 
Texas  78701 . 


ARE  YOU  LOOKING  FOR  A PAVED  HIGHWAY  toward  financial  suc- 
cess-— where  you  will  receive  referrals  from  other  doctors  because  they 
are  too  busy  or  retiring — where  there  is  no  animosity  towards  new 
physicians?  Immediate  openings  for  family  physicians,  ob/gyns,  in- 
ternists, pedis,  orthopods,  and  surgeons  in  smaller  towns  in  Texas. 
Contact  Texas  Doctors  Group,  702  Colorado,  Suite  102,  Austin,  Texas 
78701;  512  476-7129.  Toll  free  in  Texas  1-800-331-8472. 


PHYSICIAN  WANTED  FOR  BUSY  CENTRAL  TEXAS  general  practice. 
Opportunity  for  partnership.  Clinic  adjacent  to  hospital,  new  hospital 
being  constructed  soon.  Clinic  and  hospital  practice.  Some  obstetrics. 
Good  income.  Close  to  Houston,  Austin,  and  San  Antonio.  Please  reply 
to  Ad-528,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 


THE  TEXAS  DEPARTMENT  OF  HEALTH  is  recruiting  a Regional  Direc- 
tor for  Public  Health,  Region  2/12-Lubbock.  Must  be  licensed  to 
practice  medicine  in  Texas  by  the  Texas  State  Board  of  Medical  Ex- 
aminers. In  addition,  must  have:  two  years  public  health  experience 
and  be  certified  by  appropriate  American  Specialty  Board  or  be  board 
eligible,  or  two  years  public  health  experience  and  a Masters  in 
Public  Health  degree,  or  four  years  of  executive  experience  in  the 
administration  of  a hospital,  health  facility  or  agency  concerned  with 
providing  health  services  to  the  public.  Compensation  package  in- 
cludes $58,800  per  year,  recruitment  and  retention  compensation,  and 
all  other  state  benefits.  Apply  to  C.  C.  Eaves,  MD,  Associate  Commis- 
sioner, Community  and  Rural  Health,  Texas  Department  of  Health, 
1100  W.  49th,  Austin,  Texas  78756;  telephone  512  458-7700.  An  EEO 
employer. 


FULL  TIME  RADIOLOGIST  WANTED  for  out-patient  x-ray  facility. 
Send  resume  to  Ad-529,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


ONE/TWO  BE/BC,  OB/GYNs  to  buy  out/take  over  established  young, 
expanding  OB/GYN  practice.  (Gross  $200-300,000).  Central  Texas. 
Ideally  would  suit  two  friends  finishing  their  residency  and  wishing 
to  set  up  practice  together.  Basically,  this  is  an  offer  of  a lifetime! 
Contact  early — "Time  is  of  the  essence."  Reply  to  Ad-530,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701 


TEXAS:  IMMEDIATE  FULL  TIME  POSITION  in  hospital  affiliated  family 
practice  clinic.  Located  north  of  Dallas.  Attractive  hours  and  guaran- 
teed hourly  compensation.  Malpractice  insurance  provided.  Contact: 
Emergency  Consultants,  Inc.,  2240  South  Airport  Road,  Room  29, 
Traverse  City,  Michigan  49684;  1 -800-253- 1795  or  in  Michigan  1 -800-632- 
3496. 


HOUSTON,  TEXAS— JUNIOR  FACULTY  POSITION  open  in  the  Depart- 
ment of  Cancer  Prevention,  UTSCC  MD  Anderson  Hospital;  part-time 
clinical,  part-time  research.  Candidate  should  be  board  certified  or 
eligible,  in  internal  medicine,  preferably  with  infectious  disease  ex- 
perience. Direct  inquiries  to:  Peter  Mansell,  MD,  P.O.  Box  189,  6723 
Bertner,  Houston,  Texas  77030.  An  equal  opportunity/affirmative  action 
employer. 


SOUTHEAST  TEXAS:  ESTABLISHED  three  clinic  operation  looking  for 
a family  practice  or  general  practitioner  with  experience.  Excellent 
hunting  and  fishing.  Only  U/2  hour  drive  to  Houston.  Paid  malpractice 
and  attractive  compensation  package.  Send  CV  to  Robert  Morris,  2497 
Liberty,  Beaumont,  Texas  77702  or  call  409  838-2636. 


PRIVATE  PRACTICE  OPPORTUNITIES— Summit  Health  Ltd.,  a growing 
health  care  corporation,  is  seeking  qualified  physicians  for  associa- 
tion with  our  full-service,  JCAH  accredited  hospitals  in  West  Texas. 
Ideal  opportunities  are  available  in  general/family  practice,  internal 
medicine,  OB/GYN  and  orthopedic  surgery,  as  well  as  other  dis- 
ciplines. Excellent  financial  incentives,  in  addition  to  practice  start-up 
assistance  and  practice-building  support  available.  For  further  infor- 
mation, send  curriculum  vitae  to:  Cheryl  Newman,  Director  of  Physi- 
cian Recruitment,  Summit  Health  Ltd.,  4070  Laurel  Canyon  Blvd., 
Studio  City,  California  91604;  818  985-8386. 


FAMILY  PHYSICIAN  NEEDED  TO  WORK  for  another  physician  in 
Dallas,  Texas  to  provide  medical  services  to  patients  including  pedi- 
atrics, geriatrics,  surgery,  obstetrics/gynecology  and  emergency  room. 
Comprehensive  medical  services  for  members  of  family  on  continuing 
basis.  Examine  patients;  elicit  and  record  information  about  patients' 
health;  order  or  execute  various  tests  and  x-rays  on  patients' 
condition.  Analyze,  report  and  diagnose  condition;  administer  treat- 
ments and  medications.  Vaccinate  patients  to  immunize  them  from 
communicative  disease  Refer  patients  to  specialists  when  necessary. 
Must  have  one  year's  internship  and  two  years'  experience  in  family 
practice.  Salary  $47,000  per  year;  40  hours  per  week.  Apply  at  the 
Texas  Employment  Commission,  Dallas,  Texas  or  send  resume  to  Texas 
Employment  Commission,  TEC  Building,  Austin,  Texas  78778,  JO# 
3650694.  Ad  paid  for  by  an  equal  employment  opportunity  employer. 


INDEPENDENT  PRACTICE  OPPORTUNITY  available  in  Southwest  Hous- 
ton for  psychiatrist.  Minimal  financial  investment  necessary.  Twenty- 
four  month  commitment  required.  Facility,  staff  and  management  ex- 
pertise are  in  place.  Send  resume  to  M.  L.  Brown,  Administrator,  2001 
Holcombe,  Suite  1104,  Houston,  Texas  77030. 


THE  UNIVERSITY  OF  TEXAS  AT  AUSTIN— Director  of  Student  Health 
Center  serving  a student  community  of  48,000.  Significant  administra- 
tive experience  required  in  health  care,  preferably  in  large  university 
setting.  Medical  degree  and  experience  as  practitioner  desired,  but 
not  required.  Coordinator  of  Psychiatric  Services  working  in  close 
collaboration  with  medical  and  counseling  center  staff.  Certification 
by  American  Board  of  Psychiatry  and  Neurology,  and  community 
mental  health  outlook  essential.  Applications  and  nominations  before 
May  1,  1985,  to:  Mrs.  Lynn  R.  Davis,  The  University  of  Texas  at 
Austin,  Office  of  the  Vice  President  for  Student  Affairs,  P.O.  Box  76S9, 
Austin,  Texas  78713-7699.  An  equal  opportunity/affirmative  action  em- 
ployer. 


WANTED:  ORTHOPEDIC  SURGEON.  Orthopedist,  board  eligible  or 
certified  in  East  Texas  growth  area  to  associate  and  later  take  over 
retiring  solo  practice  of  a well  established  practice.  Please  reply  to 
Ad-532,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


WANTED:  GENERAL  SURGEON  willing  to  do  some  family  practice, 
who  is  willing  to  relocate  to  the  Texas  Panhandle  area.  Nice  office 
space  and  guaranteed  financial  package  is  available.  Practice  is 
located  in  Spearman,  Texas  which  is  the  county  seat  of  Hansford 
County.  Agriculture,  oil  and  ranching  are  the  primary  industries.  The 
school  system  is  excellent  and  the  quality  of  life,  particularly  for  a 
family  is  excellent.  If  interested  send  CV  to  Albert  LaRochelle,  Hos- 
pital Administrator,  Hansford  Hospital,  707  S.  Roland,  Spearman,  Texas 
79081;  telephone  806  659-2535. 

TEXAS,  HOUSTON:  MediClinic,  an  expanding  group  of  (currently) 
seven  primary  care  offices  (the  largest  family  practice  in  Texas),  has 
immediate  openings  for  both  full  and  part-time  physicians.  Practice 
in  a professional  environment  with  professionals,  without  the  hassle 
of  staffing  and  administrative  details.  Health  insurance,  company- 
paid  malpractice  insurance  and  profit-sharing  plan  available.  Call 
Barry  Halpern,  713  783-4707. 

POSITIONS  AVAILABLE:  Seeking  board  certified/board  eligible  oncol- 
ogist, OB/GYN,  plastic  and  reconstructive  surgery,  and  general  in- 
ternist to  join  eight-member  multi-specialty  clinic  in  San  Antonio, 
Texas.  Please  contact  Robert  J.  Knapp,  Administrator,  Skinner  Clinic, 
124  Dallas  St.,  San  Antonio,  Texas  78205. 


TEXAS,  DALLAS/FORT  WORTH  AREA.  Denton  County,  Texas  is  the 
fourth  fastest  growing  county  in  the  US.  Due  to  this  growth,  we  are 
recruiting  physicians  in  all  specialties  to  meet  the  needs  of  our  grow- 
ing practice.  First  Texas  Medical,  Inc.  is  a growing,  multi-specialty 
group  practice  operating  hospitals  and  offices  in  Denton,  Carrollton 
and  Lewisville,  Texas.  Physicians  receive  a guaranteed  salary  with 
liberal  benefits  and  the  opportunity  to  become  an  associate  of  the 
group.  We  have  no  junior/senior  partners  and  strive  to  provide  an 
atmosphere  that  ensures  the  practice  of  good  medicine.  If  interested 
in  the  opportunities  offered  to  practice  with  this  dynamic  group,  call  214 
221-2322  or  send  CV  to:  Margaret  Bacon,  FTM,  Inc.,  560  West  Main 
St.,  Suite  201,  Lewisville,  Texas  75067. 


EMERGENCY  PHYSICIANS — Excellent  opportunities  for  experienced 
emergency  physicians.  Full  and  part-time  positions  available.  Please 
contact  Dr.  Robert  Kaspar,  1700  Providence,  Waco,  Texas  76703; 
817  753-4551. 


PULMONARY  INTERNIST  to  join  two  others  in  Houston  in  a varied 
practice  with  excellent  facilities  and  potential  for  development  of 
individual  interests.  Reply  to  Ad-535,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


PHYSICIAN,  PART-TIME.  Texas  A&I  University,  Kingsville,  Texas  is 
seeking  a part-time  physician  for  the  Student  Health  Center.  An 
excellent  opportunity  to  work  with  students  and  provide  educational- 
programs  on  preventive  medicine.  Excellent  benefits,  starting  salary 
$27,000  for  half-day,  five  days  per  week.  Send  resume  to  Texas  A&I 
University,  Personnel  Services,  Campus  Box  107,  Kingsville,  Texas 
78363.  AA/EEO. 
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Situations  Wanted 


WE  HAVE  PHYSICIANS  WHO  ARE  LOOKING  TO  JOIN  solo,  partner- 
ships, or  multispecialty  groups  in  the  Texas  area.  For  more  information 
call  Medical  Advisorv  Group,  Inc.;  214  758-9939. 


GENERAL  INTERNIST-FAMILY  PRACTITIONER.  37  years  old,  American 
graduate,  seeking  rural  or  urban  location  or  assumption/purchase  of 
active  primary  care  practice.  Extensive  experience.  Active  Texas 
license.  Available  March  1985.  Reply  to  Ad-525,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


WANTED:  RADIOLOGY  GROUP  established  in  practice  wishing  to 
expand  into  another  facility  in  Texas  or  surrounding  states.  Willing 
to  purchase  practice,  or  contract  to  hospital(s).  All  members  in  group 
capable  of  CT/US,  angiography,  nuclear  medicine,  interventional  pro- 
cedures. Group  member  available  for  locum  tenens  work  as  well. 
Contact  Ad-517,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


RADIOLOGIST — LOCUM  TENENS.  BC,  non-invasive  diagnostic  radiol- 
ogist, including  NM  and  US,  with  over  two  years  experience  in 
locum  work  in  North  Central  Texas.  I provide  insurance  and  reason- 
able rates.  Brief  CV  and  references  on  request  to:  Radiology  Locums, 
317  Corsicana  St.,  Hillsboro,  Texas  76645;  817  582-9295,  evenings. 


GENERAL  SURGEON  wanting  to  relocate.  Texas  license.  ABS.  Willing 
to  do  some  general  practice.  Will  consider  HMO,  freestanding  clinic, 
or  suitable  ER.  Available  immediately.  Please  reply  to  Ad-533,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


For  Sale  or  For  Rent 


MEDICAL  OFFICE  FOR  LEASE,  near  Seton  Hospital,  Austin,  Texas: 
Approximately  1,200  square  feet,  Lamar  Blvd.,  two  blocks  from  Seton. 
Will  remodel  to  suit.  Contact  512-454-4849. 


THE  LARGEST  MEDICAL  SPECIALTY  SPACE  IN  ARLINGTON— 
Arlington  Medical  Plaza,  has  four  suites  available  ranging  from  1401 
sq.  ft.  to  2208  sq.  ft.  Ideal  location  two  blocks  north  of  Arlington 
Memorial  Hospital.  There  is  an  excellent  pharmacy,  lab,  and  radiology 
department,  as  well  as  optical  and  hearing  aid  dispensaries.  For  leas- 
ing information,  call  Ms.  Cooper  817  265-7862  or  Mr.  Rothrock  214 
696-8883. 


SOUTH  AUSTIN.  60,000+  people  live  within  a 2-mile  radius.  Locate 
your  practice  where  the  people  live  and  be  convenient  for  your 
patients.  Office  condominiums  in  our  medical  and  dental  park  are 
available  for  lease  or  sale.  Join  other  successful  doctors  who  have 
started  their  practice  at:  Cannon  Professional  Park,  1110  William  Can- 
non Drive,  Austin,  Texas.  Call  Barbara  McEachern  or  Kevin  Wood- 
worth  at  Pence  Properties,  512  476-9200.  Our  rent  is  only  $10.80  per  sq. 
ft.  per  year,  with  an  option  to  purchase. 


OPHTHALMOLOGIST  <&  ENT — a great  opportunity  awaits  you  at  the 
Arlington  Medical  Plaza  to  set  up  your  practice  in  the  largest  specialty 
space  in  Texas.  There  is  an  excellent  pharmacy,  radiology,  as  well  as 
complete  optical  shop  and  hearing  aid  dispensary.  Located  two  blocks 
north  of  an  outstanding  hospital.  Call  Ms.  Cooper,  817  265-7862  or 
Mr.  Rothrock,  214  696-8883. 


CLINICS  FOR  LEASE — Fully  equipped  comprehensive  medical  and 
surgical  clinics  for  lease.  Negotiable.  Houston  area.  Call  713  695-5149 
for  details. 


FOR  SALE:  Successful  IM  practice  in  desirable  community  between 
San  Antonio  and  Austin.  Outstanding  office  employees  will  stay  on 
and  owner  will  introduce  to  community  for  three  months  after  sale. 
Currently  grossing  140K  with  significant  potential  for  increasing  in- 
come. Please  reply  to  Ad-522,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


GENERAL  PRACTICE  FOR  SALE — 24  miles  from  Austin.  Clinic  open  20 
hours/week.  Grossed  $60, 000/year.  Small  town  and  drawing  area  of 
8,000.  Available  immediately.  Details  negotiable.  Contact  Jose  R. 
Garcia,  MD,  512  285-4291  or  512  285-2645. 


SAN  ANTONIO — Medical  office  for  lease  in  growing  suburban  north- 
west San  Antonio.  Approximately  1600  square  feet  in  new  building. 
Potential  for  ambulatory  clinic.  Will  assist  with  remodeling.  Call  Chip 
Buckley  at  512  684-9791. 


FOR  SALE — Grenz  Ray  with  table  and  all  attachments.  Excellent  con- 
dition, remarkable  price.  Call  214  788-0088 


50%  OFF  PREVIOUSLY  OWNED  MEDICAL,  LABORATORY,  office, 
x-ray,  ultra-sound  equipment  in  excellent  condition.  We  buy,  sell, 
broker  and  repair.  Appraisals  by  Certified  Surgical  Consultants. 
Doctor  Medical  Resale,  Ltd.,  16250  Northland  Dr.,  Suite  LL026,  South- 
field,  Michigan  48075.  313  569-4407  anytime. 


IMC  LIFELINE  MULTI-FUNCTION  ECG  system,  including  complete 
digital  display,  programmable  protocol  stress  ECG  and  3 channel,  12 
lead  resting  ECG  and  supplies.  1983  model.  Buyer  can  also  assume 
5 year  agreement  for  free  use  of  complete  Hotter  monitor  system, 
including  recorder/analyser,  processing  computer  (module)  and  auto- 
mated printer.  Call  915  573-1994, 


OB/GYN  PRACTICE  FOR  SALE — Plano,  Dallas  suburb.  Active  practice 
established  1975.  Includes  equipment  and  office  condominium  across 
from  Plano  General  Hospital.  Owner  has  taken  a teaching  position 
at  a medical  school.  Call  214  596-2728  evenings. 


OPPORTUNITIES  FOR  PHYSICIANS  WANTING  TO  RELOCATE. 
DALLAS  internist's  practice  for  sale.  Completely  furnished,  beautifully 
redecorated  office  suite,  850  sq.  ft.  Large  patient  file.  Ample  free  park- 
ing. Located  in  Casa  View  Shopping  Center,  2339  Gus  Thomasson  Rd,, 
Dallas  75228.  Call  214  328-2789. 


HOUSTON— GENERAL  PRACTICE,  MINOR  EMERGENCY  CARE  CLINIC 
for  sale,  whole  or  part  ownership  available,  all  equipment  including 
x-ray,  good  location,  very  low  rent.  Priced  low  for  immediate  sale. 
Reply  to  Ad-531,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


ONE/TWO  BE/BC,  OB/GYN's  to  buy  out/take  over  established  young, 
expanding  OB/GYN  practice.  (Gross  $200-300,000).  Central  Texas. 
Ideally  would  suit  two  friends  finishing  their  residency  and  wishing 
to  set  up  practice  together.  Basically,  this  is  an  offer  of  a lifetimel 
Contact  early— "Time  is  of  the  essence."  Reply  to  Ad-530,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


PRACTICE  FOR  SALE — Southeast  Texas,  near  Beaumont.  Good  income, 
semi-rural,  near  hospitals.  Will  introduce.  Potential  for  expansion,  two 
examining  rooms,  computerized  billing  and  insurance,  very  low  over- 
head. Asking  mid-20K.  Call  409-755-4345  after  6 pm  or  write  P.O. 
Box  1678,  Kountze,  Texas  77625. 


SUGARLAND,  TEXAS— FORT  BEND  COUNTY:  One  general  surgeon 
and  one  internist  wanted  for  progressive,  highly  successful  health 
building.  2000  square  feet  available  in  June.  Located  Hwy.  90A  and 
Hwy.  59.  Send  resume  to  Dr.  R.  C.  Chambers,  12550  Hillcroft,  Houston, 
Texas  77035. 


Business  and  Financial  Services 


PHYSICIAN'S  SIGNATURE  LOANS  to  $50,000.  Up  to  seven  years  to  re- 
pay. No  prepayment  penalties.  Prompt,  courteous  service.  Competitive 
fixed  rate,  with  no  points,  fees  or  charges  of  any  kind.  Physicians 
Service  Association,  Atlanta,  Georgia.  Toll  free  800-241-6905.  Serving 
MDs  for  over  ten  years. 


FOR  ADOPTION  OUR  PATIENT  NEWSLETTER.  Save  your  time  to 

gractice  medicine  while  we  help  keep  your  communication  lines  open. 

ur  quarterly  educational  newsletter  gets  excellent  marks  with  patients 
for  its  content,  clarity,  and  quality.  Send  today  for  free  sample;  rates. 
Marilyn  Baker  & Associates,  PO  Box  9802-610,  Austin,  TX  78766;  Ph. 
512  346-6549. 


PRACTICE  NEWSLETTER — Keeping  in  touch  shows  that  you  caret 
Send  for  your  free  sample  copy  of  our  quarterly  health  promotion 
newsletter.  Customized  with  your  name  and  address.  Add  your  own 
office  column.  Mailing  service  option.  RX:  LIVE  WELL,  6809  Santa 
Maria  Lane,  Dallas,  Texas  75214-2847;  or  call  214  821-5218. 


Miscellaneous 


ABORTION  ALTERNATIVES!  Licensed  maternity  service  offers  residen- 
tial and  non-residential  program  with  counseling  and  medical  plan  for 
the  expectant  mother  who  is  planning  adoption  for  her  baby.  Costs 
adjusted  to  ability  to  pay.  MARYWOOD,  510  West  26th  Street,  Austin, 
Texas  78705.  Phone  512-472-9251.  (Formerly  HOME  OF  THE  HOLY  IN- 
FANCY.) 


DOCTOR,  YOU  CAN'T  BEAT  THE  quality  or  the  price!  Holter  Monitor 
Scanning  Service.  Physician  owned,  trained,  and  supervised.  Now 
using  UP  Service  for  faster  turnaround  time.  No  contracts  to  sign.  We 
can  arrange  for  lease/purchase  of  Holter  equipment.  Why  are  you 
paying  more  and  getting  less?  "Special"  $1550  for  dual  channel  re- 
corder. New.  DCG  Interpretation  (313)  879-8860. 


1985  CME  CRUISE/CONFERENCES  on  selected  medical  topics — Carib- 
bean, Mexican,  Hawaiian,  Alaskan,  Mediterranean.  7-14  days  year- 
round.  Approved  for  20-24  CME  Cat.  1 credits  (AMA/PRA)  and  AAFP 
prescribed  credit.  Distinguished  professors.  Fly  roundtrip  free  on 
Caribbean,  Mexican,  and  Alaskan  cruises.  Excellent  group  fares  on 
finest  ships.  Registration  limited.  Pre-scheduled  in  compliance  with 
present  IRS  requirements.  Information:  International  Conferences,  189 
Lodge  Avenue,  Huntington  Station,  N.Y.  11746;  516  549-0869. 


WANTED — SMR  wall  mounted  cuspidors  with  siphon  suction  for  ENT 
office.  Need  three.  Associated  ENT  Physicians  of  Corpus  Christi,  1415 
3rd  St.,  #505,  Corpus  Christi,  Texas  78404;  512  884-3563. 


PRACTICE  WANTED — Wanted  to  buy  general  practice  or  general  prac- 
tice with  general  surgery.  Prefer  small  or  medium  size  community. 
Licensed  in  Texas.  Could  take  over  the  practice  immediately.  Please 
reply  to  Ad-534,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 
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Starlite  Village 
Hospifal 


Center  Point,  Texas 

Ph.  634-2212 
634-2213 

A specialized  hospital  dedicated  to  the 

physical,  mental  and  spiritual  treatment 
of  men  and  women  suffering  from 
alcoholic  and  similar  disturbances. 

F.  E.  Seale,  M.D.  Annabelle  Lindner 

Medical  Director  Administrator 

CHAMPUS  APPROVED 
JCAH:  ACCREDITED 
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YOUR  LOCAL  UNIT  OF  THE 
AMERICAN  CANCER  SOCIETY 
OFFERS  THESE  AND  OTHER 
PROGRAMS  AT  NO  CHARGE 
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Army  Medical 

Department 

Opportunities 


The  Army  Medical  Corps  offers  virtually  unlimited 
opportunities  to  learn,  teach,  investigate,  practice  and 
direct.  For  physicians  who  want  more  in  their  health 
care  career  than  a predictable  daily  routine,  the  Army 
Medical  Corps  has  a lot  to  offer. 

There  are  challenging  professional  opportunities  in 
patient  care,  preventive  medicine,  research,  adminis- 
tration and  education.  A variety  of  excellent  educa- 
tional programs  exist. 

The  chance  to  travel  to  various  parts  of  the  United 
States,  including  Alaska  and  Hawaii,  or  even  overseas, 
in  Europe,  Panama,  Korea  or  Japan  is  always  a pos- 
sibility. 

As  a member  of  the  Army  Medical  Corps,  you 
become  a part  of  the  largest  comprehensive  systems 
of  health  care  in  the  United  States. 

Numerous  medical  facilities  exist  in  most  states, 
ranging  from  clinics  and  hospitals  to  world-renown 
medical  centers. 

For  more  information,  call: 

Captain  Allen  Dunlow 
United  States  Army  Medical  Department 
1100  Commerce  St.,  Rm  9C23  Dallas,  TX  75242-0999 
21 5 767-0818  or  512  225-4465  (Collect  Calls  Are  Accepted) 
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ER  BREAKTHROUGH  BLEEDING  AND  AMENORRHEA 
IE'S  ABOUT  TO  GIVE  UP  ON  ORAL  CONTRACEPTION.; 


Brief  Summary  of  Prescribing  Information 

NORLESTRIN*  (norethindrone  aceiate  and  ethinyl  estradiol  tablets,  USP) 

See  section  under  Special  Notes  on  Administration  and  HOW  SUPPLIED. 

Before  prescribing,  please  see  full  prescribing  information  A Brief  Summary  follows. 

DESCRIPTION 

Norlestrin  Products  are  progestogen-estrogen  combinations 

INDICATIONS  AND  USAGE 

Norlestrin  Products  are  indicated  for  the  prevention  of  pregnancy  in  women  who  elect  to  use 
oral  contraceptives  as  a method  of  contraception 
In  clinical  Inals  with  Norlestrin  1/50  involving  25,983  therapy  cycles,  there  was  a preg- 
nancy rate  of  0 05  per  100  woman-years;  in  clinical  trials  with  Norlestrin  2.5/50  involving 
96,388  cycles,  there  was  a pregnancy  rate  of  0.22  per  100  woman-years. 

Dose-Related  Risk  of  Thromboembolism  from  Oral  Contraceptives:  Studies  have 
shown  a positive  association  between  the  dose  of  estrogens  in  oral  contraceptives  and  the 
risk  of  thromboembolism  It  is  prudent  and  in  keeping  with  good  principles  of  therapeutics  to 
minimize  exposure  to  estrogen  The  oral  contraceptive  prescribed  for  any  given  patient 
should  be  that  product  which  contains  the  least  amount  of  estrogen  that  is  compatible  with 
an  acceptable  pregnancy  rale  and  patient  acceptance 
CONTRAINDICATIONS 

1 Thrombophlebitis  or  thromboembolic  disorders 

2.  A past  history  of  deep-vein  thrombophlebitis  or  thromboembolic  disorders 

3.  Cerebral  vascular  or  coronary  artery  disease 
4 Known  or  suspected  carcinoma  of  the  breast 

5.  Known  or  suspected  estrogen-dependent  neoplasia 
6 Undiagnosed  abnormal  genital  bleeding 

7.  Known  or  suspected  pregnancy  (See  WARNING  No  5) 

8.  Benign  or  malignant  liver  tumor  which  developed  during  the  use  of  oral  contraceptives 
or  other  estrogen-containing  products. 

WARNINGS 

Cigarette  smoking  increases  the  risk  of  serious  cardiovascular  side  effects  from 
oral  contraceptive  use.  The  risk  increases  with  age  and  with  heavy  smoking  (15  or 
more  cigarettes  per  day)  and  is  quite  marked  in  women  over  35  years  of  age. 

Women  who  use  oral  contraceptives  should  be  strongly  advised  not  to  smoke. 

The  use  of  oral  contraceptives  is  associated  with  increased  risk  of  several  serious 
conditions  including  thromboembolism,  stroke,  myocardial  infarction,  hepatic  ade- 
noma, gallbladder  disease,  and  hypertension  Practitioners  prescribing  oral  contracep- 

tives  should  be  familiar  with  the  following  information  relating  to  these  risks. 

1 Thromboembolic  Disorders  and  Other  Vascular  Problems.  An  increased  risk  of  throm- 
boembolic and  thrombotic  disease  associated  with  the  use  of  oral  contraceptives  is  well- 
established.  Studies  have  demonstrated  an  increased  risk  of  fatal  and  nonfalal  venous 
thromboembolism  and  stroke,  both  hemorrhagic  and  thrombotic 

Cerebrovascular  Disorders:  In  a collaborative  study  in  women  with  and  without  predispos- 
ing causes,  it  was  estimated  that  the  risk  of  hemorrhagic  stroke  was  2 0 times  greater  in 
users  than  nonusers,  and  the  risk  of  thrombotic  stroke  was  4 0 to  9.5  times  greater 
Myocardial  Infarction:  An  increased  risk  of  myocardial  infarction  associated  wilh  oral 
contraceptives  has  been  reported  confirming  a previously  suspected  association.  These 
studies  found  that  the  greater  the  number  of  underlying  risk  factors  (cigarette  smoking, 
hypertension,  hypercholesterolemia,  obesity,  diabetes,  history  of  preeclamptic  toxemia)  for 
coronary  artery  disease,  the  higher  the  risk  of  developing  myocardial  infarction,  regardless 
of  whether  the  patient  was  an  oral  contraceptive  user  or  not  Oral  contraceptives,  however, 
were  found  to  be  a clear  additional  risk  factor. 

It  has  been  estimated  that  users  who  do  not  smoke  (smoking  is  considered  a major  pre- 
disposing condition  to  myocardial  infarction)  are  about  twice  as  likely  to  have  a fatal  myo- 
cardial infarction  as  nonusers  who  do  not  smoke  Oral  contraceptive  users  who  are  smokers 
have  about  a fivefold  increased  risk  of  fatal  infarction  compared  to  users  who  do  not  smoke, 
but  about  a tenfold  to  twelvefold  increased  risk  compared  to  nonusers  who  do  not  smoke 
The  amount  of  smoking  is  also  an  important  factor. 

Risk  of  Dose:  In  an  analysis  of  data.  British  investigators  concluded  thal  the  risk  of  throm- 
boembolism. including  coronary  thrombosis,  is  directly  related  to  the  dose  of  estrogen  used 
in  oral  contraceptives;  however,  the  quantity  of  estrogen  may  not  be  the  sole  factor  involved 
Persistence  of  Risk:  Two  studies  have  suggested  that  an  increased  risk  may  persist  for  as 
long  as  6 years  after  discontinuation  of  oral  contraceptive  use  for  cerebrovascular  disease 
and  9 years  for  myocardial  infarction  In  addition,  a prospective  sludy  suggested  the  per- 
sistence of  risk  for  subarachnoid  hemorrhage. 

Estimate  of  Excess  Mortality  from  Circulatory  Diseases:  The  risk  of  diseases  of  Ihe  cir- 
culatory system  is  concentrated  in  older  women,  in  those  with  a long  duration  of  use,  and  in 
cigarette  smokers 

A study  of  available  data  from  a variety  of  sources  concluded  that  the  mortality  associated 
with  all  methods  of  birth  control  is  low  and  below  that  associated  with  childbirth,  with  the 
exception  of  oral  contraceptives  in  women  over  40  who  smoke 
The  risk  of  thromboembolic  and  thrombotic  diseases  associated  with  oral  contraceptives 
increases  with  age  after  approximately  age  30  and,  for  myocardial  infarclion,  is  further 
increased  by  hypertension,  hypercholesterolemia,  obesity,  diabetes,  or  history  of  pre- 
eclamptic toxemia,  and  especially  by  cigarette  smoking 
The  physician  and  the  patient  should  be  alert  lo  Ihe  earliest  manifestations  of  thromboem- 
bolic and  thrombotic  disorders  Should  any  occur  or  be  suspected,  the  drug  should  be  dis- 
continued immediately. 

A fourfold  to  sixfold  increased  risk  of  postsurgery  thromboembolic  complications  has 
been  reported  in  users.  If  feasible,  oral  contraceptives  should  be  discontinued  at  least  four 
weeks  before  surgery  of  a type  associated  with  an  increased  risk  of  thromboembolism  or 
prolonged  immobilization 

2.  Ocular  Lesions  Neuro-ocular  lesions,  such  as  oplic  neuritis  or  retinal  thrombosis,  have 
been  associated  with  Ihe  use  of  oral  contraceptives  Discontinue  the  oral  contraceptive  if 
there  is  unexplained  sudden  or  gradual,  partial,  or  complete  loss  of  vision;  onset  of  propto- 
sis or  diplopia;  papilledema;  or  retinal  vascular  lesions. 

3.  Carcinoma  Long-ferm  continuous  administration  of  estrogen  in  certain  animal  species 
increases  the  frequency  of  carcinoma  of  the  breast,  cervix,  vagina,  and  liver 

In  humans,  an  increased  risk  of  endometrial  carcinoma  associated  with  the  prolonged 
use  of  exogenous  estrogen  in  postmenopausal  women  has  been  reported  However,  there 
is  no  evidence  suggesting  increased  risk  of  endometrial  cancer  in  users  of  conventional 
combination  or  progestogen-only  oral  contraceptives 
Studies  found  no  evidence  of  increase  in  breasl  cancer  in  women  taking  oral  contracep- 
tives; however,  an  excess  risk  in  users  with  documented  benign  breast  disease  was 
reported 

There  is  no  confirmed  evidence  of  an  increased  risk  of  cancer  associated  with  oral  contra- 
ceptives. Close  clinical  surveillance  of  users  is.  nevertheless,  essential  In  cases  of  undiag- 
nosed persistent  or  recurrent  abnormal  vaginal  bleeding,  appropriate  diagnostic  measures 
should  be  taken  to  rule  out  malignancy  Women  wilh  a slrong  family  history  of  breast  cancer 
or  who  have  breast  nodules,  fibrocystic  disease,  or  abnormal  mammograms,  should  be 
monitored  with  particular  care 

4 Hepatic  Tumors.  Benign  hepatic  adenomas  have  been  found  to  be  associated  with  oral 
contraceptives  Because  hepatic  adenomas  may  rupture  and  may  cause  death  through 
intra-abdominal  hemorrhage,  they  should  be  considered  in  women  presenting  abdominal 
pain  and  tenderness,  abdominal  mass,  or  shock 

A few  cases  of  hepatocellular  carcinoma  have  been  reported  in  women  taking  oral  contra- 
ceptives The  relationship  of  these  drugs  lo  this  type  ol  malignancy  is  not  known  at  this  time 

5 Usage  in  or  Immediately  Preceding  Pregnancy.  Birth  Delects  in  Offspring,  and  Malig- 
nancy in  Female  Oilspring.  During  early  pregnancy,  female  sex  hormones  may  seriously 
damage  the  offspring 

An  increased  risk  of  congenital  anomalies,  including  heart  defects  and  limb  defects,  has 
been  reported  with  the  use  of  oral  contraceptives  in  pregnancy 
There  is  some  evidence  that  triploidy  and  possible  other  types  of  polyploidy  are  increased 
among  abortuses  from  women  who  become  pregnant  soon  after  ceasing  oral 
contraceptives 

Pregnancy  should  be  ruled  out  before  continuing  an  oral  contraceptive  in  any  patient  who 
has  missed  two  consecutive  menstrual  periods.  If  the  patient  has  not  adhered  to  the  sched- 


ule, the  possibility  of  pregnancy  should  be  considered  at  the  time  of  the  first  missed  period, 
and  oral  contraceptives  should  be  withheld  until  pregnancy  has  been  ruled  out  If  preg- 
nancy is  confirmed,  the  patient  should  be  apprised  of  the  potential  risks  to  the  fetus  and  the 
advisability  of  continuation  of  the  pregnancy  should  be  discussed 

Women  who  discontinue  oral  contraceptives  with  the  intent  of  becoming  pregnant  should 
use  an  alternate  form  of  contraception  for  a period  of  time  before  attempting  to  conceive 

Administration  of  progestogen-only  or  progestogen-estrogen  combinations  to  induce 
withdrawal  bleeding  should  not  be  used  as  a lest  of  pregnancy 

6 Gallbladder  Disease.  Studies  report  an  increased  risk  of  surgically  confirmed  gallblad- 
der disease  in  users  of  oral  contraceptives 

7 Carbohydrate  and  Lipid  Metabolic  Effects.  Because  decreased  glucose  tolerance  has 
been  observed  in  a significant  percentage  of  patients,  prediabetic  and  diabetic  patients 
should  be  carefully  observed  while  receiving  oral  contraceptives 

An  increase  in  triglycerides  and  total  phospholipids  has  been  observed 

8 Elevated  Blood  Pressure  An  increase  in  blood  pressure  has  been  reported  in  patients 
receiving  oral  contraceptives.  The  prevalence  in  users  increases  with  longer  exposure.  Age 
is  also  strongly  correlated  with  development  of  hypertension  Women  who  previously  have 
had  hypertension  during  pregnancy  may  be  more  likely  to  develop  elevation  of  blood 
pressure 

9.  Headache.  Onset  or  exacerbation  of  migraine  or  development  of  headache  of  a new 
pattern  which  is  recurrenl,  persistent,  or  severe,  requires  discontinuation  of  oral 
contraceptives 

10  Bleeding  Irregularities  Breakthrough  bleeding,  spotting,  and  amenorrhea  are  fre- 
quent reasons  for  patients  discontinuing  oral  contraceptives.  In  breakthrough  bleeding, 
nonfunctional  causes  should  be  borne  in  mind.  In  undiagnosed  abnormal  bleeding  from  the 
vagina,  adequate  diagnostic  measures  are  indicated  to  rule  out  pregnancy  or  malignancy. 

Women  with  a past  history  of  oligomenorrhea  or  secondary  amenorrhea,  or  young  women 
without  regular  cycles  should  be  advised  that  they  may  have  a tendency  to  remain  anovula- 
tory or  to  become  amenorrheic  after  discontinuation  of  oral  contraceptives. 

11  Ectopic  Pregnancy  Ectopic  as  well  as  intrauterine  pregnancy  may  occur  in  contracep- 
tive failures. 

12  Breast-Feeding  Oral  contraceptives  may  interfere  with  lactation  Furthermore,  a small 
fraction  of  the  hormonal  agents  in  oral  contraceptives  has  been  identified  in  the  milk  of  moth- 
ers receiving  these  drugs 

PRECAUTIONS 


1 A complete  medical  and  family  history  should  be  taken  prior  to  the  initiation  of  oral  con- 
traceptives. The  pretreatment  and  periodic  physical  examinations  should  include  special 
reference  to  blood  pressure,  breasts,  abdomen,  and  pelvic  organs,  including  Papanicolaou 
smear  and  relevant  laboratory  tests.  As  a general  rule,  oral  contraceptives  should  not  be 
prescribed  for  longer  than  one  year  without  another  examination 

2 Preexisting  uterine  leiomyomata  may  increase  in  size. 

3 Patients  with  a history  of  psychic  depression  should  be  carefully  observed  and  the  drug 
discontinued  if  depression  recurs  to  a serious  degree 

4 Oral  contraceptives  may  cause  fluid  retention  and  should  be  prescribed  with  caution, 
and  only  wilh  careful  monitoring,  in  patients  with  conditions  which  might  be  aggravated 

5 Patients  with  a pasl  history  of  |aundice  during  pregnancy  have  an  increased  risk  of 
recurrence  of  |aundice.  If  jaundice  develops,  the  medication  should  be  discontinued. 

6 Steroid  hormones  may  be  poorly  metabolized  and  should  be  administered  with  caution 
in  patients  wilh  impaired  liver  function 

7 Users  may  have  disturbances  in  normal  tryptophan  metabolism,  which  may  result  in  a 
relative  pyridoxine  deficiency 

8.  Serum  folate  levels  may  be  depressed 

9 The  pathologist  should  be  advised  of  oral  contraceptive  therapy  when  relevant  speci- 
mens are  submitted 

10.  Certain  endocrine  and  liver  function  tesls  and  blood  components  may  be  affected 

(a)  Increased  sulfobromophthalem  retention  (b)  Increased  prothrombin  and  factors  VII, 
VIII,  IX,  and  X;  decreased  antithrombin  3;  increased  norepinephrine-induced  platelet  aggre- 
gability  (c)  Increased  thyroid-binding  globulin  (TBG)  leading  to  increased  circulating  total 
thyroid  hormone  (d)  Decreased  pregnanediol  excretion  (e)  Reduced  response  to  metyra- 
pone  test 

Drug  Interactions:  Reduced  efficacy  and  increased  incidence  of  breakthrough  bleeding 
have  been  associated  with  concomitant  use  of  rifampin.  A similar  association  has  been  sug- 
gested wilh  barbiturates,  phenylbutazone,  phenytoin  sodium,  tetracycline,  and  ampicillin 

ADVERSE  REACTIONS 


An  increased  risk  of  the  following  serious  adverse  reactions  has  been  associated  with  oral 
contraceptives:  thrombophlebitis;  pulmonary  embolism;  coronary  thrombosis,  cerebral 
thrombosis,  cerebral  hemorrhage,  hypertension;  gallbladder  disease;  benign  hepatomas, 
congenital  anomalies 

There  is  evidence  of  an  association  between  the  following  conditions  and  the  use  of  oral 
contraceptives,  although  additional  confirmatory  studies  are  needed:  mesenteric  thrombo- 
sis, neuro-ocular  lesions,  eg,  retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  have  been  reported  in  patients  receiving  oral  contracep- 
tives and  are  believed  to  be  drug  related;  nausea  and/or  vomiting,  usually  the  most  com- 
mon adverse  reactions,  occur  in  approximately  10%  or  less  of  patients  during  the  first  cycle 
Other  reactions,  as  a general  rule,  are  seen  much  less  frequently  or  only  occasionally: 
gastrointestinal  symptoms;  breakthrough  bleeding;  spotting,  change  in  menstrual  flow: 
dysmenorrhea:  amenorrhea  during  and  after  treatment;  temporary  infertility  after  discon- 
tinuance of  Ireatment;  edema:  chloasma  or  melasma,  breast  changes,  change  in  weight; 
change  in  cervical  erosion  and  cervical  secretion;  possible  diminution  in  lactation  when 
given  immediately  postpartum,  cholestatic  jaundice,  migraine;  increase  in  size  of  uterine 
leiomyomata;  rash  (allergic),  menial  depression;  reduced  tolerance  to  carbohydrates, 
vaginal  candidiasis,  change  in  corneal  curvature;  intolerance  to  contact  lenses. 

The  following  adverse  reactions  have  been  reported  and  the  association  has  been  neither 
confirmed  nor  refuted,  premenstrual-like  syndrome;  cataracts;  changes  in  libido;  chorea; 
changes  in  appetite;  cystitis-like  syndrome,  headache;  nervousness,  dizziness;  hirsutisrri; 
loss  of  scalp  hair;  erythema  multiforme,  erythema  nodosum;  hemorrhagic  eruption;  vaginitis; 
porphyria 

Special  Notes  on  Administration 

Menstruation  usually  begins  two  or  three  days,  but  may  begin  as  late  as  the  fourth  or  fifth 
day,  after  discontinuing  medication. 

After  several  months  on  treatment,  bleeding  may  be  reduced  to  a point  of  virtual  absence; 
reduced  flow  may  be  a result  of  medication  and  not  indicative  of  pregnancy 

HOW  SUPPLIED 


Norlestrin  [21]  1/50  is  available  in  compacts  each  containing  21  tablets.  Each  tablet  contains 
1 mg  of  norethindrone  acetate  and  50  meg  of  ethinyl  estradiol  Available  in  packages  of  five 
compacts  and  packages  of  five  refills 

Norlestrin  [23J  2 5/50  is  available  in  compacts  each  containing  21  tablets.  Each  tablet 
contains  2.5  mg  of  norethindrone  acetate  and  50  meg  of  ethinyl  estradiol.  Available  in  pack- 
ages of  five  compacts  and  packages  of  five  refills. 

Norlestrin  IFel  1/50  is  available  in  compacts  each  containing  21  yellow  tablets  and  7 
brown  tablets  Each  yellow  tablet  contains  1 mg  of  norethindrone  acetate  and  50  meg  of 
ethinyl  estradiol  Each  brown  tablet  contains  75  mg  of  ferrous  fumarate,  USP  Available  in 
packages  of  five  compacts  and  packages  of  five  refills 
Norlestrin  [FE]  2.5/50  is  available  in  compacts  each  containing  21  pink  tablets  and  7 
brown  tablets  Each  pink  tablet  contains  2 5 mg  of  norethindrone  acetate  and  50  meg  of 
ethinyl  estradiol.  Each  brown  tablet  contains  75  mg  of  ferrous  fumarate,  USP  Available  in 
packages  of  five  compacts  and  packages  of  five  refills 
Norlestrin  [28]  1/50  is  available  in  compacts  each  containing  21  yellow  tablets  and  7 white 
inert  tablets  Each  yellow  tablet  contains  1 mg  of  norethindrone  acetate  and  50  meg  of 
ethinyl  estradiol  Available  in  packages  of  five  compacts  and  packages  of  five  refills 
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Make  one  phone  call  to  Trans-Texas  Leasing  and  we  will  deliver  any  make 
anywhere  in  Texas  right  to  your  doorstep.  It's  yours  for  the  asking. 

Call  today  and  we  will  explain  the  tax  advantages,  low  monthly  payments, 
100%  financing,  premium  trade-in  allowances,  and  guaranteed  residual  value 
available  to  you  when  you  lease  a car  from  us. 


We  are  endorsed  by: 


Read  that  again,  just  to  be  sure  you  read  it 
correctly. 

Because,  believe  it  or  not,  it's  true. 

Even  today,  about  one  American  adult  in 
three  can't  read  adequately.  And,  each  year  that 
goes  by,  reading  skills  continue  to  decline  while 
the  standards  for  literacy  keep  rising.  By  the  year 
2000,  Americans  will  need  greater  reading  skills 
than  ever  before,  but  fewer  Americans  will  have 
them.  If  these  trends  continue  unchecked  for 
two  decades,  US.  News  & World  Report 
envisions  an  America  with  a literacy  rate  of  only 
30%.  Which  means  that  the  average  person 
with  three  grandchildren  could  find  that  two  of 
them  are  considered  illiterate. 

Before  that  America  comes  to  be,  you  can 
stop  it  by  joining  the  fight  against  illiteracy 
today.  It  takes  no  special  qualifications.  If  you 


can  read,  you  can  tutor  or  help  us  in  countless 
other  ways.  You'll  be  trained  to  work  in 
programs  right  in  your  own  community,  sharing 
the  satisfaction  of  seeing  people  learning  and 
growing.  And  you'll  know  that  you're  not  just 
helping  them  but  their  children  and 
grandchildren,  too.  Because  you're  stopping 
illiteracy  before  it  reaches  them. 

So  join  the  effort.  Call  the  Coalition  for 
Literacy  toll-free  800-228-8813.  You'll  be 
fighting  illiteracy  for  generations  to  come. 


Volunteer  Against  Illiteracy 
The  only  degree  you  need 
is  a degree  of  caring. 


CONTINUING  EDUCATION  DIRECTORY 


COURSES 


MAY 

TMA  ANNUAL  SESSION  SCIENTIFIC  PROGRAMMING 

The  following  continuing  medical  education  courses  will  be  offered 
during  TMA's  11 8th  Annual  Session,  May  8-12,  1985,  in  San  Antonio. 
Most  courses  are  scheduled  in  the  San  Antonio  Convention  Center; 
others  will  be  held  in  adjacent  hotels.  For  further  information,  con- 
tact Mrs  Dale  Willimack,  CAE,  Director,  Department  of  Annual 
Session  and  Scientific  Programming,  TMA,  1801  N Lamar  Blvd, 
Austin,  TX  78701  (512)477-6704. 

As  an  organization  accredited  for  continuing  medical  education,  the 
Texas  Medical  Association  designates  these  continuing  medical  ac- 
tivities as  meeting  the  criteria  for  hour-for-hour  credit  in  Category  1 
of  the  Physician's  Recognition  Award  of  the  American  Medical 
Association. 

Adolescent  Medicine 

Friday,  May  10, 1985 

SYMPOSIUM  ON  SCHOOL  HEALTH.  Salon  del  Rey,  Hilton  Palacio 
del  Rio.  Fee  none.  Category  1 , AMA  Physician's  Recognition  Award; 
5 hours 

Aerospace  Medicine 

Thursday,  May  9,  1985 

FLYING  PHYSICIANS  ASSOCIATION,  SOUTHWEST  REGION  SCI- 
ENTIFIC PROGRAM.  Room  A&B,  Convention  Center,  Fee  none 
AMA  Physician's  Recognition  Award;  5 hours 

Allergy  and  Immunology 

Saturday,  May  1 1 , 1985 

SECTION  ON  ALLERGY.  Room  32A,  Convention  Center.  Fee  none 
AMA  Physician's  Recognition  Award;  5 hours. 

Anesthesiology 

Saturday,  May  11,  1985 

TEXAS  SOCIETY  OF  ANESTHESIOLOGISTS  SCIENTIFIC  PRO- 
GRAM. Room  31 , Convention  Center.  Fee  none  AMA  Physician's 
Recognition  Award;  7 hours 

Cardiovascular  Disease 

Thursday,  May  9,  1985 

SYMPOSIUM  ON  CARDIOVASCULAR  DISEASES.  River  Room  1 , 
Convention  Center.  Fee  none.  Category  1 , AMA  Physician's  Recog- 
nition Award;  7 hours 

Chest  Disease 

Saturday,  May  11, 1985 

SECTION  ON  DISEASES  OF  THE  CHEST.  Room  32B,  Convention 
Center,  Fee  none.  Category  1 , AMA  Physician's  Recognition  Award; 

| 5 hours 

Colon  and  Rectal  Surgery 

Saturday,  May  11,  1985 

SECTION  ON  COLON  AND  RECTAL  SURGERY  Fiesta  Room  4, 
Convention  Center  Fee  none.  Category  1 , AMA  Physician's  Recog- 
nition Award;  5 hours 


Critical  Care  Medicine 

Thursday,  May  9,  1985 

BASIC  LIFE  SUPPORT  FOR  PHYSICIANS.  Code  Real,  Hilton  Palacio 
del  Rio.  Fee  $40.  Category  1 , AMA  Physician’s  Recognition  Award; 

4 hours 

Thursday,  May  9,  1985 
Friday,  May  10,  1985 
Saturday,  May  11,1 985 

ADVANCED  CARDIAC  LIFE  SUPPORT  PROVIDER  COURSE.  Code 
Real,  Hilton  Palacio  del  Rio.  Fee  $1 60.  Category  1 , AMA  Physician’s 
Recognition  Award;  16  hours 

Saturday,  May  1 1 , 1985 
Sunday,  May  12,  1985 

ADVANCED  TRAUMA  LIFE  SUPPORT  Room  309L,  UT  Health  Sci- 
ence Center.  Fee  $350.  Category  1 , AMA  Physician's  Recognition 
Award;  16  hours 

Dermatology 

Friday,  May  10, 1985 
Saturday,  May  11,  1985 
Sunday,  May  12,  1985 

TEXAS  DERMATOLOGICAL  SOCIETY  SCIENTIFIC  PROGRAM  Fri- 
day, Cavalier  Room,  Four  Seasons  Hotel;  Saturday,  Fiesta  Rooms 
1 &2,  Convention  Center;  Sunday,  Dermatology  Clinic,  Wilford  Hall, 
US  Air  Force  Medical  Center,  Lackland  AFB.  Fee  none.  Category  1 , 
AMA  Physician’s  Recognition  Award;  7 hours 

Endocrinology  and  Metabolism 

Friday,  May  10,  1985 

SECTION  ON  ENDOCRINOLOGY  Room  33,  Convention  Center. 

Fee  none.  Category  1 , AMA  Physician's  Recognition  Award;  5 hours 

Saturday,  May  1 1 , 1985 

SYMPOSIUM  ON  UPDATE  ON  PITUITARY  DISORDERS  Room  C, 
Convention  Center.  Fee  none.  Category  1 , AMA  Physician's  Recog- 
nition Award;  4 hours 

Family  Medicine 

Friday,  May  10, 1985 

SECTION  ON  FAMILY  PRACTICE  Room  31 , Convention  Center.  Fee 
none.  Category  1 , AMA  Physician's  Recognition  Award;  5 hours 

Thursday,  May  9,  1985 

TEXAS  ACADEMY  OF  FAMILY  PHYSICIANS  SEMINAR.  Room  31 , 
Convention  Center.  Fee  $50-TAFP  & AAFP  members;  $60-physician 
nonmembers;  $20-TAFP  & AAFP  residents;  $30-resident  nonmem- 
bers, registered  nurses,  physicians  assistants.  Category  1 , AMA 
Physician's  Recognition  Award;  5 hours 

Gastroenterology 

Friday,  May  10, 1985 

SECTION  ON  DIGESTIVE  DISEASES  Room  25B,  Convention  Cen- 
ter. Fee  none.  Category  1 , AMA  Physician's  Recognition  Award; 

5 hours 

Geriatrics 

Thursday,  May  9,  1985 

TEXAS  MEDICAL  DIRECTORS  ASSOCIATION  SCIENTIFIC  PRO- 
GRAM. Room  25A,  Convention  Center.  Fee  none.  Category  1 , AMA 
Physician's  Recognition  Award,  3 hours 
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Oncology 


Hematology 

Friday,  May  10,  1985 

SYMPOSIUM  ON  BLOOD  BANKING  AND  BLOOD  TRANSFUSION. 
El  Mirador,  Hilton  Palacio  del  Rio.  Fee  none.  Category  1 , AMA  Physi- 
cian's Recognition  Award;  3 hours 

Internal  Medicine 

Friday,  May  10,  1985 

SECTION  ON  INTERNAL  MEDICINE.  Fiesta  Room  5,  Convention 
Center.  Fee  none  Category  1 , AMA  Physician's  Recognition  Award; 
5 hours 

Legal  Medicine 

Thursday,  May  9,  1985 

SYMPOSIUM  ON  MEDICINE  AND  THE  LAW.  Room  33,  Convention 
Center.  Fee  none.  Category  1 , AMA  Physician's  Recognition  Award; 
3 hours 

Saturday,  May  1 1 , 1985 

SYMPOSIUM  ON  PROFESSIONAL  LIABILITY.  Salon  A,  Marriott 
Hotel.  Fee  none.  Category  1 , AMA  Physician's  Recognition  Award; 

3 hours 

Neurology 

Friday,  May  10, 1985 
Saturday,  May  1 1 , 1985 

SECTION  ON  NEUROLOGY.  Room  A,  Convention  Center  Fee  none. 
Category  1 , AMA  Physician's  Recognition  Award;  1 1 hours 

Neurosurgery 

Friday,  May  10,  1985 
Saturday,  May  11,  1985 

SECTION  ON  NEUROLOGICAL  SURGERY.  Room  25A,  Convention 
Center.  Fee  none.  Category  1 , AMA  Physician's  Recognition  Award; 
8 hours 

Nuclear  Medicine 

Friday,  May  10,  1985 

SECTION  ON  NUCLEAR  MEDICINE.  Fiesta  Room  5,  Convention 
Center.  Fee  none.  Category  1 , AMA  Physician's  Recognition  Award; 
5 hours 

Obstetrics  & Gynecology 

Thursday,  May  9,  1985 

SECTION  ON  OBSTETRICS  AND  GYNECOLOGY.  Room  32A  & 32B, 
Convention  Center.  Fee  none.  Category  1 , AMA  Physician’s  Recog- 
nition Award;  5 hours 

Friday,  May  10, 1985 

SYMPOSIUM  ON  PREMATURE  LABOR  AND  PREMATURE  IN- 
FANTS. Fiesta  Room  4,  Convention  Center.  Fee  none  Category  1 , 
AMA  Physician's  Recognition  Award;  5 hours 

Occupational  Medicine 

Friday,  May  10,  1985 
Saturday,  May  1 1 , 1985 

SECTION  ON  OCCUPATIONAL  MEDICINE.  Fiesta  Room  6,  Conven- 
tion Center.  Fee  none.  Category  1 , AMA  Physician's  Recognition 
Award;  5 hours 


Saturday,  May  1 1 , 1985 

SECTION  ON  ONCOLOGY.  Room  22,  Convention  Center.  Fee  none. 
Category  1 , AMA  Physician's  Recognition  Award;  5 hours 

Ophthalmology 

Friday,  May  10, 1985 
Saturday,  May  11,  1985 

SECTION  ON  OPHTHALMOLOGY.  Friday,  Rehearsal  Hall,  Conven- 
tion Center;  Saturday,  Mission  Room,  Convention  Center.  Fee  none. 
Category  1 , AMA  Physician’s  Recognition  Award;  10  hours 

Orthopedic  Surgery 

Saturday,  May  1 1 , 1985 

TEXAS  ORTHOPAEDIC  ASSOCIATION  SCIENTIFIC  PROGRAM. 
River  Room  1 , Convention  Center.  Fee  none.  Category  1 , AMA  Phy- 
sician's Recognition  Award;  7 hours 

Otolaryngology 

Friday,  May  10,  1985 
Saturday,  May  11,  1985 

SECTION  ON  OTOLARYNGOLOGY,  Friday,  Fiesta  Room  1 , Conven- 
tion Center;  Saturday,  La  Corona,  Hilton  Palacio  del  Rio.  Fee  none. 
Category  1 , AMA  Physician's  Recognition  Award;  8 hours 

Pathology 

Saturday,  May  11,1 985 

SECTION  ON  PATHOLOGY.  Room  33,  Convention  Center.  Fee  none. 
Category  1 , AMA  Physician's  Recognition  Award;  5 hours 

Pediatrics 

Saturday,  May  11,  1985 

SECTION  ON  PEDIATRICS  Fiesta  Room  7,  Convention  Center.  Fee 
none.  Category  1 , AMA  Physician’s  Recognition  Award;  5 hours 

Physical  Medicine  and  Rehabilitation 

Friday,  May  10, 1985 

SECTION  ON  PHYSICAL  MEDICINE  AND  REHABILITATION.  Fiesta 
Room  7,  Convention  Center.  Fee  none.  Category  1 , AMA  Physician's 
Recognition  Award;  5 hours 

Plastic  Surgery 

Friday,  May  10,  1985 
Saturday,  May  1 1 , 1985 

SECTION  ON  PLASTIC,  RECONSTRUCTIVE  AND  MAXILLOFACIAL 
SURGERY.  Friday,  River  Room  1 , Convention  Center;  Saturday,  La 
Condisa  & El  Mirador,  Hilton  Palacio  del  Rio.  Fee  none.  Category  1 , 
AMA  Physician's  Recognition  Award;  1 2 hours 

Psychiatry 

Saturday,  May  1 1 , 1985 

SECTION  ON  PSYCHIATRY.  Rooms  25A  & 25B,  Convention  Center. 
Fee  none.  Category  1 , AMA  Physician's  Recognition  Award;  4 hours 

Preventive  Medicine  and  Public  Health 

Friday,  May  10, 1985 

SECTION  ON  PUBLIC  HEALTH.  River  Room  1 , Convention  Center. 
Fee  none.  Category  1 , AMA  Physician's  Recognition  Award;  5 hours 

Radiology 

Friday,  May  10, 1985 

SECTION  ON  RADIOLOGY.  Fiesta  Room  3,  Convention  Center.  Fee 
none.  Category  1 , AMA  Physician’s  Recognition  Award;  5 hours 
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TEXAS  MEDICINE 


Sports  Medicine 


Friday,  May  10, 1985 

SYMPOSIUM  ON  SPORTS  MEDICINE.  Hidalgo  A&B,  Four  Seasons 
Hotel.  Fee  none.  Category  1 , AMA  Physician's  Recognition  Award; 
7 hours 

Surgery 

Friday,  May  10, 1985 

SECTION  ON  SURGERY.  Room  32B,  Convention  Center.  Fee  none. 
Category  1 , AMA  Physician's  Recognition  Award;  5 hours 

Thursday,  May  9,  1985 

INTERNATIONAL  COLLEGE  OF  SURGEONS,  TEXAS  DIVISION 
SCIENTIFIC  PROGRAM.  Room  25B,  Convention  Center.  Fee  none. 
Category  1 , AMA  Physician's  Recognition  Award;  3 hours 

Urology 

Friday,  May  10,  1985 

SECTION  ON  UROLOGY.  Room  26,  Convention  Center.  Fee  none. 
Category  1 , AMA  Physician's  Recognition  Award;  3 hours 

COURSES 


MAY 

Allergy 

May  31 -June  3,  1985 

SOUTHWEST  ALLERGY  FORUM  Four  Seasons  Plaza  Nacional 
Hotel,  San  Antonio,  Tex.  Fee  $110.  Category  1 , AMA  Physician's 
Recognition  Award;  9 hours.  Contact  Paul  Ratner,  MD,  601  Oak  Hills 
Medical  Bldg,  San  Antonio,  TX  78229 

Anesthesiology 

May  31 -June  1 , 1985 

BAYLOR  ANESTHESIA  REVIEW  1985  II.  Marriott  Hotel  Medical  Cen- 
ter, Houston.  Fee  $250-physicians;  $1 25-physicians  in  training. 
Category  1 , AMA  Physician's  Recognition  Award;  20  hours.  Contact 
Lynne  Tiras  or  Lila  Lerner,  Baylor  College  of  Medicine,  Office  of 
Continuing  Education,  Rm  184A,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)799-6020 

Family  Medicine 

May  29-June  2,  1985 

FAMILY  MEDICINE  REVIEW  WITH  TESTING  TECHNIOUES  FOR 
BOARD  EXAMS.  Hyatt  Regency,  Austin,  Tex.  Fee  $225.  Category  1 , 
AMA  Physician's  Recognition  Award;  AAFP  prescribed;  40  hours. 
Contact  LeRoy  J.  Pickles,  Director  of  Continuing  Medical  Education, 
Scott  & White,  Room  101, 2401  S 31  st  St,  Temple,  TX  76508 
(817)774-4083 

Critical  Care  Medicine 

May  16-17,  1985 

ADVANCED  TRAUMA  LIFE  SUPPORT  COURSE.  Lubbock,  Tex.  Fee 
$325.  Category  1 , AMA  Physician’s  Recognition  Award;  ACS;  16 
hours.  Contact  Vicki  Hollander,  Office  of  Continuing  Medical  Educa- 
tion, Texas  Tech  University  Health  Sciences  Center,  Lubbock,  TX 
79430  (806)743-2929 

General  Medicine 

May  5-7,  1985 

ACADEMY  OF  NEURO-MUSCULAR  THERMOGRAPHY  CONFER- 
ENCE. Loews  Anatole  Hotel,  Dallas.  Fee  TBA.  Category  1 , AMA 
Physician’s  Recognition  Award.  Contact  Vicki  Hollander,  Office  of 
Continuing  Medical  Education,  Texas  Tech  University  Health  Sci- 
ences Center,  Lubbock,  TX  79430  (806)743-2929 

May  15-17,  1985 

CLINICAL  APPROACHES  TO  ARTERIAL  BLOOD  GAS  INTER- 
PRETATION AND  ELECTROLYTES.  Dallas.  Fee  TBA.  Credit  TBA. 


Contact  Registrar,  American  College  of  Physicians,  4200  Pine  St, 
Philadelphia,  PA  19104  (800)523-1546 

May  17,  1985 

A SYMPOSIUM  ON  INTERFAMILY  VIOLENCE  & CHILD  ABUSE. 
Scott  & White,  Temple,  Tex.  Fee  $60.  Category  1 , AMA  Physician's 
Recognition  Award;  AAFP  prescribed;  CEARP;  6 hours.  Contact 
LeRoy  J.  Pickles,  Director  of  Continuing  Medical  Education,  Scott  & 
White,  Room  1 01 , 2401  S 31  st  St,  Temple,  TX  76508  (81 7)774-4083 

May  17-18,  1985 

CURRENT  PSYCHIATRIC  ISSUES  IN  PRIMARY  CARE.  Marriott 
Hotel,  San  Antonio,  Tex.  Fee  TBA.  Category  1 , AMA  Physician’s  Rec- 
ognition Award;  AAFP  prescribed;  9 hours.  Contact  Marjorie  Foutz, 
EdD,  Conference  Coordinator,  Medical  School  Continuing  Educa- 
tion Services,  UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San 
Antonio,  TX  78284  (512)691-6295 

Internal  Medicine 

May  28-31,  1985 

UPDATE  IN  INTERNAL  MEDICINE.  UT  Health  Science  Center  at 
Dallas.  Fee  $300.  Category  1 , AMA  Physician’s  Recognition  Award; 
26  hours.  Contact  Gale  Quilter,  Coordinator,  Continuing  Education, 
UTHSC  at  Dallas,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235 
(214)688-2166 

Obstetrics  & Gynecology 

May  2-5,  1985 

MENSTRUATION:  CLINICAL  APPLICATIONS  & SOCIOCULTURAL 
IMPLICATIONS.  Learning  Center,  UT  Medical  Branch,  Galveston, 
Tex.  Fee  $55-members;  $85-nonmembers.  Category  1 , AMA  Physi- 
cian's Recognition  Award.  Contact  Martha  Berlin,  Coordinator, 

Office  of  Continuing  Education,  J-34,  UTMB,  Galveston,  TX 
77550-2782  (409)761-2934 

Oncology 

May  11-12,  1985 

MULTIDISCIPLINARY  MANAGEMENT  OF  CANCER:  A COURSE 
FOR  PRACTICING  PHYSICIANS.  Westin  Galleria  Hotel,  Houston. 
Fee  $175.  Credit  TBA.  Contact  Lila  Lerner  or  Vicki  L.  Forgac,  Baylor 
College  of  Medicine,  Office  of  Continuing  Education,  One  Baylor 
Plaza,  Houston,  TX  77030  (713)799-6020 

Orthopedic  Surgery 

May  10-12,  1985 

SOUTHWESTERN  ORTHOPEDIC  SURGERY  REVIEW.  Loews 
Anatole  Hotel,  Dallas.  Fee  $300.  Category  1 , AMA  Physician’s 
Recognition  Award;  25  hours.  Contact  June  Bovill,  Coordinator, 
Continuing  Education,  UTHSC  at  Dallas,  5323  Harry  Hines  Blvd, 
Dallas,  TX  75235  (214)688-2166 

Pathology 

May  16-18,  1985 

SURGICAL  PATHOLOGY  IV.  UT  Health  Science  Center  at  Dallas.  Fee 
$450-complete;  $400-without  slides;  $300-basic;  $1 00-students 
Category  1 , AMA  Physician's  Recognition  Award;  20  hours.  Contact 
Gale  Quilter,  Coordinator,  Continuing  Education,  UTHSC  at  Dallas, 
5323  Harry  Hines  Blvd,  Dallas,  TX  75235  (214)688-2166 

Radiology 

May  13-17,  1985 

ADVANCED  RADIOLOGICAL  HEALTH.  UT  Health  Science  Center 
at  San  Antonio.  Fee  $600.  Category  1 , AMA  Physician's  Recognition 
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Award;  36  hours.  Contact  Marjorie  Foutz,  EdD,  Conference  Coordi- 
nator, Medical  School  Continuing  Education  Services,  7703  Floyd 
Curl  Dr,  San  Antonio,  TX  78284  (512)691-6295 

May  20-24,  1985 

RADIATION  SAFETY  OFFICER'S  COURSE.  UT  Health  Science 
Center  at  San  Antonio.  Fee  $650.  Category  1 , AMA  Physician's  Rec- 
ognition Award;  36  hours.  Contact  Marjorie  Foutz,  EdD,  Conference 
Coordinator,  Medical  School  Continuing  Education  Services,  7703 
Floyd  Curl  Dr,  San  Antonio,  TX  78284  (51 2)691  -6295 

JUNE 

General  Medicine 

June  6-7,  1985 

WEST  TEXAS  RURAL  HEALTH  CONFERENCE  Odessa,  Tex  Fee 
TBA.  Category  1 , AMA  Physician’s  Recognition  Award.  Contact 
Vicki  Hollander,  Texas  Tech  University  Health  Sciences  Center, 
Office  of  Continuing  Medical  Education,  Lubbock,  TX  79430 
(806)743-2929 

June  28-29,  1985 

3RD  ANNUAL  CONFERENCE  ON  INNOVATIONS  IN  SPORTS  MEDI- 
CINE. Learning  Center,  UT  Medical  Branch,  Galveston,  Tex  Fee 
TBA.  Credit  TBA.  Contact  Gayle  McKay,  Coordinator,  Office  of  Con- 
tinuing Education,  UTMB,  Galveston,  TX  77550  (409)761  -2934 

Ophthalmology 

June  6-8,  1985 

1ST  INTERNATIONAL  CORNEA  AND  EYE  BANKING  SYMPOSIUM 
Hotel  InterContinental,  San  Diego.  Fee  $250  Credit  TBA  Contact 
Lila  Lerner,  Symposium  Coordinator,  Office  of  Continuing  Education, 
Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 
(713)799-6020 

June  15, 1985 

OPHTHALMOLOGY  AND  VISUAL  SCIENCES  ANNUAL  MEETING. 
Texas  Tech  University  Health  Science  Center,  Lubbock,  Tex.  Fee 
TBA.  Category  1 , AMA  Physician's  Recognition  Award  Contact 
Vicki  Hollander,  Office  of  Continuing  Medical  Education,  TTUHSC, 
Lubbock,  TX  79430  (806)743-2929 

Otolaryngology 

June  7,  1985 

VISITING  PROFESSORSHIP  IN  OTORHINOLARYNGOLOGY. 
Wyndham  Hotel,  Dallas.  Fee  $70.  Category  1 , AMA  Physician's  Rec- 
ognition Award;  7 hours.  Contact  Gale  Quilter,  Division  of  Continuing 
Education,  UTHSC  at  Dallas,  5323  Harry  Hines  Blvd,  Dallas,  TX 
75235  (214)688-2166 

June  27-29,  1985 

SURGERY  OF  THE  LARYNX.  San  Luis  Hotel,  Galveston,  Tex.  Fee 
$200-physicians;  $1 00-residents,  nonphysicians.  Category  1,  AMA 
Physician's  Recognition  Award;  14  hours.  Contact  Martha  Berlin, 
Coordinator,  Office  of  Continuing  Education,  UTMB,  Galveston,  TX 
77550  (409)761-3248 

Pediatrics 

June  10-14,  1985 

ACUTE  CARE  PEDIATRICS;  REVIEW  AND  UPDATE  OF  THE  STATE 
OF  THE  ART.  Mariner's  Inn,  Hilton  Head  Island,  SC.  Fee  $325.  Cate- 
gory 1 , AMA  Physician’s  Recognition  Award;  AAFP  prescribed;  25 
hours.  Contact  Vicki  L.  Forgac,  Program  Coordinator,  Office  of  Con- 
tinuing Education,  Baylor  College  of  Medicine,  One  Baylor  Plaza, 
Houston,  TX  77030  (713)799-6020 
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June  13-14,  1985 

PRACTICAL  APPROACHES  TO  NUTRITION  SUPPORT  IN  PEDI- 
ATRIC ILLNESSES.  UT  Health  Science  Center  at  Dallas.  Fee  TBA. 
Category  1 , AMA  Physician's  Recognition  Award;  14  hours.  Contact 
Gale  Quilter,  Division  of  Continuing  Education,  UTHSC  at  Dallas, 
5323  Harry  Hines  Blvd,  Dallas,  TX  75235  (214)688-2166 

June  13-15,  1985 

1 985  ANNUAL  PEDIATRIC  REVIEW  & UPDATE.  San  Luis  Hotel,  Gal- 
veston, Tex.  Fee  before  5/1 3/85:  $275-physicians;  $1 38-residents, 
nonphysicians;  after  5/13/85:  $31 5-physicians;  $1 58-residents,  non- 
physicians. Category  1 , AMA  Physician's  Recognition  Award. 
Contact  Gayle  McKay,  Coordinator,  Office  of  Continuing  Education, 
UT  Medical  Branch,  Galveston,  TX  77550-2782  (409)761-2934 

AUGUST 

Family  Medicine 

August  5-9,  1985 

ANNUAL  REVIEW  OF  INTERNAL  MEDICINE  Austin,  Tex.  Contact 
LeRoy  J Pickles,  Director  of  Continuing  Medical  Education,  Scott  & 
White,  Room  1 01 , 2401  S 31  st  St,  Temple,  TX  76508  (81 7)774-4083 

SEPTEMBER 

Anesthesiology 

Sept  6-7,  1985 

BAYLOR  ANESTHESIA  REVIEW  1985  III.  Houston.  Contact  Carol 
Soroka  or  Lynne  Tiras,  Office  of  Continuing  Education,  Rm  1 84A, 
One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

Cardiovascular  Disease 

Sept  12-14,  1985 

INTERNATIONAL  SYMPOSIUM  ON  CARDIOVASCULAR  SURGERY 
— 1985  Houston.  Contact  Debby  Butler,  Office  of  Medical  Direc- 
tor, Texas  Heart  Institute,  PO  Box  20269,  Houston,  TX  77225 
(713)791-2157 

General  Medicine 

Sept  6-8,  1985 

PROTECTING  YOUR  MEDICAL  PRACTICE:  PLANNING  FOR  PAY- 
MENT CHANGES.  San  Antonio,  Tex.  Contact  SMA,  PO  Box  190088, 
Birmingham,  AL  53219  (205)323-4400 

Sept  6-8,  1985 

SURVIVAL  OF  QUALITY  MEDICAL  CARE  IN  A COMPETITIVE 
ARENA  San  Antonio,  Tex.  Contact  SMA,  PO  Box  190088,  Bir- 
mingham, AL  53219  (205)323-4400 

Sept  6-8,  1985 

MALPRACTICE  PROPHYLAXIS.  San  Antonio,  Tex.  Contact  SMA,  PO 
Box  190088,  Birmingham,  AL  53219  (205)323-4400 

Oncology 

Sept  5-7,  1985 

AMERICAN  CANCER  SOCIETY  SECOND  NATIONAL  CONFER- 
ENCE ON  DIET,  NUTRITION  AND  CANCER.  Houston.  Contact  ACS 
Second  National  Conference  on  Diet,  Nutrition  and  Cancer,  90  Park 
Avenue,  New  York,  NY  10016 

OCTOBER 

Anesthesiology 

Oct  10-11,  1985 

BAYLOR  ANESTHESIA  REVIEW  1 985  IV.  San  Francisco.  Contact 
Lila  Lerner  or  Carol  Soroka,  Baylor  College  of  Medicine,  One 
Baylor  Plaza,  Office  of  Continuing  Education,  Houston,  TX  77030 
(713)799-6020 


TEXAS  MEDICINE 


General  Medicine 


Oct  25-26,  1985 

AN  UPDATE  IN  PARKINSON'S  DISEASE  AND  MOVEMENT  DIS- 
ORDERS. Houston.  Contact  Carol  Soroka  or  Lynne  Tiras,  Baylor 
College  of  Medicine.  One  Baylor  Plaza,  Office  of  Continuing  Educa- 
tion, Houston,  TX  77030  (713)799-6020 


REGULARLY  SCHEDULED  ACTIVITIES 


Monday-Friday 

POSTGRADUATE  WORKSHOP  IN  NEURORADIOLOGY.  (Date  as- 
signed by  individual  request.)  Methodist  Hospital,  Houston.  Fee 
$450.  Category  I,  AMA  Physician's  Recognition  Award,  40  hours. 
Contact  Vicki  Sayre,  Office  of  Continuing  Education,  Baylor  College 
of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

Monday-Friday 

POSTGRADUATE  WORKCOURSE  IN  DIAGNOSTIC  ULTRASOUND 
(Date  assigned  by  individual  request.)  Ben  Taub  General  Hospital, 
Houston.  Fee  $450.  Category  1 , AMA  Physician's  Recognition 
Award;  40  hours.  Contact  Vicki  Sayre,  Office  of  Continuing  Educa- 
tion, Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)799-6020 

Tuesdays,  12  pm 

MEDICAL  AND  SURGICAL  REVIEWS.  Sierra  Medical  Center,  El 
Paso.  Category  1,  AMA  Physician's  Recognition  Award;  1 hour 
weekly.  Contact  M.  Nazemi,  MD,  Sierra  Medical  Center,  1625  Medi- 
cal Center  Dr,  El  Paso,  TX  79902 

Tuesdays  (all  but  last  Tuesday  of  each  month) 

SURGICAL  GRAND  ROUNDS.  Board  Room,  Brackenridge  Hospital, 
Austin.  Free.  Category  1 , AMA  Physician's  Recognition  Award; 

1 hour-session.  Contact  Nancy  Strandhagen,  Surgery  Education, 
Central  Texas  Medical  Foundation,  601  E 1 5th  St,  Austin,  TX  78701 
(512)476-6461  ext  51 72 

Wednesdays,  12  pm 

CONTINUOUS  REVIEW  OF  INTERNAL  MEDICINE.  Sid  Richardson 
Auditorium,  Scott  and  White  Memorial  Hospital,  Temple.  Category  1 , 
AMA  Physician's  Recognition  Award,  1 hour  weekly.  Contact  Lynn 
Calvert,  Office  of  Continuing  Medical  Education,  Scott  and  White 
Memorial  Hospital,  2401  S 31  st,  Temple,  TX  76508  (81 7)774-2350 

Thursdays,  8 am 

INTERNAL  MEDICINE  GRAND  ROUNDS.  Brackenridge  Hospital, 
Austin.  Category  1 , AMA  Physician's  Recognition  Award;  1 hour. 
Contact  Marianne  Foley,  MS,  Central  Texas  Medical  Foundation, 

1 500  E Ave,  Austin,  TX  78701  (512)476-6461  ext  5606 

Thursdays,  12  pm 

UROLOGY  CORE  CURRICULUM.  Scott  and  White  Memorial  Hospi- 
tal, Temple.  Category  1 , AMA  Physician's  Recognition  Award;  1 hour 
weekly.  Contact  Lynn  Calvert,  Office  of  Continuing  Medical  Educa- 
tion, Scott  and  White  Memorial  Hospital,  2401  S 31  st,  Temple,  TX 
76508  (817)774-2350 

Thursday-Friday 

POSTGRADUATE  WORKSHOP  IN  REAL-TIME  OBSTETRICAL 
ULTRASONOGRAPHY.  (Date  assigned  by  individual  request.) 
Jefferson  Davis  Hospital,  Houston.  Fee  $350,  Category  1 , AMA  Phy- 
sician’s Recognition  Award;  1 6 hours.  Contact  Vicki  Sayre,  Office  of 
Continuing  Education,  Baylor  College  of  Medicine,  One  Baylor 
Plaza,  Houston,  TX  77030  (713)799-6020 

Fridays,  12  pm 

NEUROLOGY  GRAND  ROUNDS.  Sid  Richardson  Auditorium,  Scott 
and  White  Memorial  Hospital,  Temple.  Category  1 , AMA  Physician's 
Recognition  Award;  1 hour  weekly.  Contact  Lynn  Calvert,  Office  of 
Continuing  Medical  Education,  Scott  and  White  Memorial  Hospital, 
2401  S 31  st,  Temple,  TX  76508  (81 7)774-2350 

Fridays,  12  pm  (2nd  and  4th) 

TEACHING  CASE  CONFERENCE.  Park  Place  Hospital,  Port  Arthur. 
Category  1 , AMA  Physician's  Recognition  Award;  2 hours  monthly. 


Contact  Phil  Newman,  MD,  Box  1648,  Port  Arthur,  TX  77640 
(409)983-4951 

Date  assigned  by  individual  request 

POSTGRADUATE  WORKSHOP  IN  CLINICAL  NMR.  Biomedical 
NMR  Center,  Baylor  College  of  Medicine,  Houston.  Fee  $1 ,000. 
Category  1 , AMA  Physician's  Recognition  Award;  40  hours.  Contact 
Vicki  Sayre,  Office  of  Continuing  Education,  Baylor  College  of  Medi- 
cine, One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 


TELECONFERENCE  NETWORK  OF  TEXAS 


Wednesdays 

PEDIATRICS  FOR  THE  PRACTITIONER.  UT  Health  Science  Center 
at  San  Antonio  and  teleconference  network  sites.  Fee  $80-series; 
$20-session.  Category  1 , AMA  Physician's  Recognition  Award.  Con- 
tact Phyllis  Wood,  Coordinator,  Teleconference  Network  of  Texas, 
7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (512)691  -7291 

Every  other  Thursday,  12:30  pm 

CLINICAL  TOPICS  IN  MEDICINE.  UT  Health  Science  Center  at  San 
Antonio  and  teleconference  network  sites.  Fee  $35-program,  hospi- 
tal subscription  program.  Category  1 , AMA  Physician’s  Recognition 
Award.  Contact  Phyllis  Wood,  Coordinator,  Teleconference  Network 
of  Texas,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (51 2)691  -7291 


CALENDAR  OF  MEETINGS  ^Denotes  Texas  Meetings 


MAY 

■AEROSPACE  MEDICAL  ASSOCIATION,  San  Antonio,  May  12-16, 
1985.  R.  R.  Hessberg,  MD,  Washington  National  Airport,  Washing- 
ton, DC  20001 

AMERICAN  ACADEMY  OF  OTOLARYNGIC  ALLERGY,  Miami,  May 
26,  1 985.  Beth  Morin,  1101  Vermont  Ave,  NW,  Suite  302,  Washing- 
ton, DC  20005 

■AMERICAN  ACADEMY  OF  PEDIATRICS,  TEXAS  CHAPTER,  San 
Antonio,  May  11,1 985.  Mary  Greene,  1 801  N Lamar  Blvd,  Austin, 
TX  78701 

AMERICAN  ASSOCIATION  FOR  THE  ADVANCEMENT  OF  SCI- 
ENCE, Los  Angeles,  May  23-28,  1 985.  Catherine  Borras,  1 776 
Massachusetts  Ave,  NW,  Washington,  DC  20036 

AMERICAN  ASSOCIATION  OF  ANATOMISTS,  Toronto,  May  5-9, 
1985.  William  P.  Jollie,  MD,  Box  101 , MCV  Station,  Richmond,  VA 
23298 

AMERICAN  CLEFT  PALATE  ASSOCIATION,  Miami,  May  5-12, 1985. 
Jane  Angelone  Graminski,  University  of  Pittsburgh,  331  Salk  Hall, 
Pittsburgh,  PA  15261 

AMERICAN  COLLEGE  HEALTH  ASSOCIATION,  Washington,  DC, 
May  30-June  2,  1 985.  James  W.  Dilley,  1 52  Rollins  Ave,  Suite  208, 
Rockville,  MD  20852 

AMERICAN  COLLEGE  OF  LEGAL  MEDICINE,  New  Orleans,  May 
8-1 1 , 1985.  Betty  Hanna,  213  W Institute  PI,  Suite  412,  Chicago,  IL 
60610 

AMERICAN  COLLEGE  OF  OBSTETRICIANS  AND 
GYNECOLOGISTS,  Washington,  DC.  May  13-16,  1985.  W.  H. 
McDannel,  600  Maryland  Ave,  SW,  Washington,  DC  20024 
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AMERICAN  GASTROENTEROLOGICAL  ASSOCIATION,  New  York, 
May  11-15,  1985.  Charles  B.  Slack,  6900  Grove  Rd,  Thorofare,  NJ 
08086 

AMERICAN  LARYNGOLOGICAL,  RHINOLOGICAL  AND 
OTOLOGICAL  SOCIETY,  Miami  Beach,  Fla,  May  24-25,  1985  Ann 
Holm,  2954  Dorman  Rd,  Broomall,  PA  19008 

AMERICAN  LUNG  ASSOCIATION/AMERICAN  THORACIC  SO- 
CIETY, Anaheim,  Calif,  May  12-15,  1 985.  Sandy  R.  lanotta,  1 740 
Broadway,  New  York,  NY  10019 

AMERICAN  MEDICAL  WOMEN'S  ASSOCIATION,  San  Juan,  Puerto 
Rico,  May  30-June  2,  1 985.  Karen  Bader,  465  Grand  St,  New  York, 
NY  10002 

AMERICAN  PEDIATRIC  SOCIETY,  Washington,  DC,  May  7-10,  1985. 
Audrey  Brown,  MD,  450  Clarkson  Ave,  Brooklyn,  NY  1 1 203 

■AMERICAN  PSYCHIATRIC  ASSOCIATION,  Dallas,  May  18-24, 

1 985.  Kathleen  D.  Bryan,  1 400  K St,  NW,  Washington,  DC  20005 

AMERICAN  SOCIETY  FOR  GASTROINTESTINAL  ENDOSCOPY, 
New  York,  May  11-17,  1985  William  T.  Maloney,  13  Elm  St,  Man- 
chester, MA  01944 

AMERICAN  SOCIETY  FOR  HEAD  & NECK  SURGERY,  Cerromar 
Beach,  Puerto  Rico,  May  5-8,  1985.  W E.  Fee,  Jr,  MD,  Div  of  Oto/ 
Head  & Neck  Surgery,  Stanford  University  Medical  Center,  Stanford, 
CA  94305 

AMERICAN  THORACIC  SOCIETY,  Anaheim,  Calif,  May  12-15,  1985. 
Sandy  R lannotta,  1 740  Broadway,  New  York,  NY  10019 

AMERICAN  UROLOGICAL  ASSOCIATION,  Atlanta,  May  23-16, 

1985  Louisa  Shaw,  AUA  Office  of  Education  Box  25147,  Houston, 
TX  77265 

ASSOCIATION  FOR  THE  ADVANCEMENT  OF  MEDICAL  INSTRU- 
MENTATION, Boston,  May  4-8,  1985.  Isabelle  L.  Howes,  1901  N Ft 
Meyer  Dr,  Suite  602,  Arlington,  VA  22209 

ASSOCIATION  OF  AMERICAN  PHYSICIANS,  Washington,  DC,  May 
3-6,  1985  J.  D Wilson,  UT  Health  Science  Center,  5323  Harry  Hines 
Blvd,  Dallas,  TX  75235 

■FLYING  PHYSICIANS  ASSOCIATION,  TEXAS  CHAPTER,  San  An- 
tonio, May  9,  1985.  Don  McCord,  MD,  Clifton  Medical  & Surgical 
Clinic,  201  S Avenue  T,  Clifton,  TX  76634 

■INTERNATIONAL  COLLEGE  OF  SURGEONS,  TEXAS  STATE  SUR- 
GICAL DIVISION,  San  Antonio,  May  9,  1 985  Martin  L.  Lazar,  MD, 
7777  Forest  Ln,  Dallas,  TX  75230 

■TEXAS  DENTAL  ASSOCIATION,  San  Antonio,  May  2-5,  1985. 
Michelle  Zavala,  1946  S IH  35,  Austin,  TX  78704 

■TEXAS  MEDICAL  ASSOCIATION,  San  Antonio,  May  8-12, 1985. 
C.  Lincoln  Williston,  CAE,  1801  N.  Lamar  Blvd,  Austin,  TX  78701 

■TEXAS  NEUROLOGICAL  SOCIETY,  San  Antonio,  May  8-1 2,  1985. 
Alan  G.  Nogen,  MD,  151 6 Cooper,  Fort  Worth,  TX  76104 

■TEXAS  OCCUPATIONAL  MEDICAL  ASSOCIATION,  San  Antonio, 
May  1 985.  Carter  V.  Beghtol,  MD,  Texaco,  Inc,  Box  52332,  Houston, 
TX  77052 

■TEXAS  OPHTHALMOLOGICAL  ASSOCIATION,  San  Antonio,  May 
9-1 1 , 1985.  Iris  Wenzel,  1801  N Lamar  Blvd,  Austin,  TX  78701 


■TEXAS  RHEUMATISM  ASSOCIATION,  Houston,  May,  1985.  Richard 
Pope,  MD,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 

■TEXAS  SOCIETY  OF  ANESTHESIOLOGISTS,  San  Antonio,  May 
11-12,  1985.  Mary  Jones,  1905  N Lamar  Blvd,  Austin,  TX  78705 

■TEXAS  SOCIETY  OF  PATHOLOGISTS,  San  Antonio,  May  1 2, 1985. 
Iris  Wenzel,  1801  N Lamar  Blvd,  Austin,  TX  78701 

■TEXAS  SOCIETY  OF  PLASTIC  AND  RECONSTRUCTIVE  SUR- 
GEONS, San  Antonio,  May  10-1 1, 1985  Frank  J.  Gerow,  MD,  6560 
Fannin,  #1034,  Houston,  TX  77030 

■TEXAS  SOCIETY  OF  SPORTS  MEDICINE,  San  Antonio,  May  10, 
1985.  Ted  L.  Edwards,  Jr,  MD,  4615  Bee  Caves  Rd,  Austin,  TX 
78746 

UNIVERSITY  ASSOCIATION  FOR  EMERGENCY  MEDICINE,  Kansas 
City,  Mo,  May  1 9-24,  1 985.  Judith  E.  Tintinalli,  MD,  900  W Ottawa, 
Lansing,  Ml  48915 

JUNE 

AMERICAN  ACADEMY  OF  FACIAL  & PLASTIC  RECONSTRUCTIVE 
SURGERY,  Miami  Beach,  Fla,  June  1 , 1985.  Mary  Kowanski,  1101 
Vermont  Ave,  NW,  Suite  304,  Washington,  DC  20005 

AMERICAN  DIABETES  ASSOCIATION,  Baltimore,  June  16-18, 

1985  Carolyn  Sciortino,  2 Park  Ave,  New  York,  NY  10016 

AMERICAN  MEDICAL  ASSOCIATION,  Chicago,  June  16-20,  1985. 
Felix  Niespodziewanski,  535  N Dearborn  St,  Chicago,  IL  60610 

AMERICAN  MEDICAL  ASSOCIATION  AUXILIARY,  Chicago,  June 
16-19,  1985.  Hazel  J.  Lewis,  535  N Dearborn  St,  Chicago,  IL60610 

AMERICAN  PHYSICAL  THERAPY  ASSOCIATION,  New  Orleans, 
June  1 6-20,  1 985.  Bonnie  Polvinale,  1 1 1 1 N Fairfax  St,  Alexandria, 
VA  22314 

■TEXAS  HEARING  AID  ASSOCIATION,  Fort  Worth,  June  13-16, 

1985.  Jim  Wilson,  801  W.  Magnolia,  Fort  Worth,  TX  76104 

■TEXAS  HOSPITAL  ASSOCIATION,  Dallas,  June  3-5, 1985.  Nancy  L. 
Ebert,  Box  15587,  Austin,  TX  78761 

JULY 

AMERICAN  ASSOCIATION  FOR  CLINICAL  IMMUNOLOGY  AND 
ALLERGY,  San  Francisco,  July  13-16,  1985.  Howard  Silber,  Box 
912-DTS,  Omaha,  NE68101 

AMERICAN  ASSOCIATION  FOR  RESPIRATORY  THERAPY,  Steam- 
boat Springs,  Colo,  July  26-28,  1 985.  Sherry  Milligan,  1 720  Regal 
Row,  Suite  112,  Dallas,  TX  75235 

AMERICAN  GERIATRICS  SOCIETY,  INC,  New  York,  July  11-12, 

1985.  Audrey  M.  Seth,  10  Columbus  Circle,  Suite  1470,  New  York, 

NY  10019 

■AMERICAN  HEART  ASSOCIATION,  TEXAS  AFFILIATE,  San  An- 
tonio, July  13-14,1 985.  Michael  Wolf,  Box  15186,  Austin,  TX  78761 

AMERICAN  HOSPITAL  ASSOCIATION,  Chicago,  July  29-31 , 1 985. 
Edward  W.  Weimer,  840  N Lake  Shore  Dr,  Chicago,  IL  6061 1 

FLYING  PHYSICIANS  ASSOCIATION,  Sun  Valley,  Idaho,  July  14-19, 

1 985.  Albert  Carriere,  801  Green  Bay  Rd,  Lake  Bluff,  IL  60044 

■TEXAS  SOCIETY  FOR  RESPIRATORY  THERAPY,  San  Antonio,  July 
16-20,  1985.  Mike  Marks,  506  W 12th  St,  Austin,  TX  78701 
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GENERAL  SURGERY 

Howard  L.  Smith,  M.D.,  F.A.C.S. 
D.  R.  Swetland,  M.D.,  F.A.C.S, 
INTERNAL  MEDICINE 
W F.  McKinley,  Jr.,  M.D. 

James  S.  Bussell,  M.D. 

C.  G.  Brown,  M.D. 

EYE,  EAR,  NOSE,  AND  THROAT 
S.  W Hughes,  M D 
ALLERGY 

S.  W Hughes,  M.D. 

TRAUMATIC  AND  ORTHOPEDIC 
SURGERY 

D.  R.  Swetland,  M.D.,  F.A.C.S. 
CARDIOLOGY 

W.  F.  McKinley,  Jr.,  M.D. 


FAMILY  PRACTICE 
OBSTETRICS  AND  PEDIATRICS 
William  Pickvance,  M.D. 

Barry  E.  Phillips,  M.D. 
GENERAL  DENTISTRY 
G.  Glenn  Rose,  D.D.S. 

* DENTISTRY  FOR  CHILDREN 
T.  Brad  Willis,  D.D.S. 
RADIOLOGY 

J.  M.  Brown,  M.D.,  F.A.C.R. 
’•'PATHOLOGY 

Ronald  E.  Henderson,  Jr.,  M.D. 
David  M.  McTaggart,  M.D. 

S.  M.  Bunn,  Jr.,  M.D. 

E.  B.  Morrison,  M.D. 
UROLOGY 

Howard  L.  Smith,  M.D.,  F.A.C.S. 


* NEUROPSYCHIATRY 

S.  B.  Morrison,  M.D. 

* NEUROSURGERY 

Harry  W.  Slade,  M.D.,  F.A.C.S. 

* DERMATOLOGY 

Maurice  C.  Barnes,  M.D.,  D.A.B.D. 
ADMINISTRATOR 
J.  D.  Norris,  Jr. 

ASSISTANT  ADMINISTRATOR 
W.  R.  Lux,  Jr. 

DIRECTOR-COORDINATOR,  NURSING 
SERVICE 

Diane  Howton,  R.N. 

DIRECTOR  OF  PATIENT  CARE 
Marie  Kotch,  R.N. 


The  original  hospital  was  founded  by  Dr.  J.  W.  Torbett  in  1898,  and  Howard  O.  Smith,  M.D.,  FACS,  past  president,  expired  May  17,  1977. 
* Consultants 


THE  DALLAS  MEDICAL  & SURGICAL 
CLINIC  AND  HOSPITAL 


4105  Live  Oak  Street 


DALLAS,  TEXAS  7521  1 


Telephone  823-4151 


INTERNAL  MEDICINE 
Morris  E.  Magcrs,  M I)  , DAB  I M 
Channing  Woods,  M.D. 

Richard  C.  Stone,  M.D.,  Gastroenterology  & Endoscopy 
Landon  W.  Stewart,  M.D,,  D. A. B.I.M. 

Cloyce  L.  Stetson,  Jr  . MI),  DA  B.I.M. 

David  S.  Sowell,  III,  M.D.,  D A B I.M.,  Cardiology 
Don  E.  Cheatum,  M l)  , I)  A B I M , and  DAB  Rhu, 

F.A.C  P,  F.C.C.P,  Rheumatology 
W Mark  Armstrong,  M.D  , D. A. B.I.M. 

Sam  W Waters,  M.D. 

Steven  P Bowers,  M.D  , D A B I M 
Elizabeth  M.  Polanco,  M.D. 

Robert  C.  Dinwiddie,  M.D.,  D. A. B.I.M. 

Endocrinology  and  Diabetes 

OBSTETRICS  AND  GYNECOLOGY 
John  B Miller,  III,  M.D.,  D A B O G.,  F A C O G 
Vernie  I)  Bodden,  M.D  , D.A.B.O.G.,  F. A.C.O.G. 

PEDIATRICS 

Halcuit  Moore,  M D , D.A.B.P  , F.A.A.P 
P E.  Lueckejr,  M.D.,  D.A.B.P,  F.A.A.P 
Peter  C.  Ray,  M.D. 

GENERAL  SURGERY 

George  P Fosmire,  M I)  , DABS.,  F A C S 
Charles  W Coleman,  M I).,  D A B S. 

UROLOGY 

Harry  M Spence,  M D , D.A.B.U.,  F.A.C.S. 

William  II  Hoffman,  M D , D.A.B.U.,  F.A.C.S. 

Richard  B.  Dulany,  M l)  , D.A.B.U.,  FA.C.S. 


RADIOLOGY 

Joe  B Caldwell,  M.D  , D A B R 
James  B.  Evans,  M D,  D A B R 

DERMATOLOGY 

William  N.  New,  M.D.,  F.A.A.D.,  F.A.C  P 
Constance  Shadwick,  M.D,  D.A.B.D. 

OTOIARYNGOLOGY  AND  OTOLOGIC  SURGERY 
D W Shuster,  M I)  , D A B O 

OPHTHALMOLOGY 

James  M.  Copps,  M.D  , D.A.B.O. 

R Roy  Whitaker,  M.D.,  D.A.B.O. 

DENTISTRY  AND  DENTAL  SURGERY 
William  F.  Walton,  D.D.S. 

ADMINISTRATION 

Alan  G.  Kennon,  Administrator 

Russell  E.  McKee,  Associate  Administrator  for  Financial 
Affairs 

Mrs.  Connie  S.  McNamire,  R.N  B.S.N.,  Associate  Admin- 
istrator of  Hospital  Operations  and  Personnel 

INACTIVE  STATUS 

Adam  D.  Green,  M.D.,  Surgery 
John  B Bourland,  M.D,  D.A.B.O. G. 

John  B Allen,  M.D,  D A B LM. 


COMPLETE 

LABORATORY 

DOCUMENTATION  . . . EXTENSIVE 

CLINICAL  PROOF 


FOR  THE  PREDICTABILITY 
CONFIRMED  BY  EXPERIENCE 

DALMANE 

flurazepam  HCI/Poche 

THE  COMPLETE  HYPNOTIC 
PROVIDES  ALL  THESE  BENEFITS: 

• Rapid  sleep  onset1 6 

• More  total  sleep  time1 

• Undiminished  efficacy  for  at  least 
28  consecutive  nights’ 4 

• Patients  usually  awake  rested  and  refreshed7" 

• Avoids  causing  early  awakenings  or  rebound 
insomnia  after  discontinuation  of  therapy2  5 10 12 


Caution  patients  about  driving,  operating  hazardous  machinery  or  drinking 
alcohol  during  therapy.  Limit  dose  to  15  mg  in  elderly  or  debilitated  patients 
Contraindicated  during  pregnancy 


DALMANE'® 

flurazepam  HCI/Poche 

References:  1.  Kales  J et  a/:  Clin  Pharmacol  Ther 
72:691  -697,  Jul-Aug  1971  2.  Kales  A et  al:  Clin  Phar- 
macol Ther  78:356-363,  Sep  1975  3.  Kales  A et  al: 

Clin  Pharmacol  Ther  79:576-583,  May  1976  4.  Kales  A 
et  al  Clin  Pharmacol  Ther  32:781  -788,  Dec  1982 
5.  Frost  JD  Jr,  DeLucchi  MR.  J Am  Genatr  Soc 
27:541-546,  Dec  1979  6.  Kales  A,  Kales  JD  J Clin 
Pharmacol  3:140-150,  Apr  1983.  7.  Greenblatt  DJ, 

Allen  MD,  Shader  Rl:  Clin  Pharmacol  Ther  27  355-361, 
Mar  1977  8.  Zimmerman  AM:  Curr  Ther  Res 
73:18-22,  Jan  1971.  9.  Amrein  R eta/  Drugs  Exp  Clin 
Res  9(1):85-99,  1983  10.  Monti  JM:  Methods  Find  Exp 
Clin  Pharmacol  3\ 303-326,  May  1981  11.  Greenblatt  DJ 
et  al:  Sleep  5(Suppl  1):S18-S27,  1982  12.  Kales  A 
et  al:  Pharmacology  26:121-137,  1983 


DALMANE* @ 

flurazepam  HCI/Roche 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Effective  In  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in 
patients  with  recurring  insomnia  or  poor  sleeping  hab- 
its; in  acute  or  chronic  medical  situations  requiring 
restful  sleep  Objective  sleep  laboratory  data  have 
shown  effectiveness  for  at  least  28  consecutive  nights 
of  administration.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended.  Repeated  therapy 
should  only  be  undertaken  with  appropriate  patient 
evaluation 

Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI;  pregnancy  Benzodiazepines  may  cause 
fetal  damage  when  administered  during  pregnancy 
Several  studies  suggest  an  increased  risk  of  congeni- 
tal malformations  associated  with  benzodiazepine  use 
during  the  first  trimester  Warn  patients  of  the  potential 
risks  to  the  fetus  should  the  possibility  of  becoming 
pregnant  exist  while  receiving  flurazepam  Instruct 
patient  to  discontinue  drug  prior  to  becoming  preg- 
nant Consider  the  possibility  of  pregnancy  prior  to 
instituting  therapy. 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation.  This  potential 
may  exist  for  several  days  following  discontinuation 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness  (e  g.,  operating  machinery, 
driving)  Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion.  Not 
recommended  for  use  in  persons  under  15  years  of 
age  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication 
for  a prolonged  period  of  time  Use  caution  in  adminis- 
tering to  addiction-prone  individuals  or  those  who 
might  increase  dosage 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and / 
or  ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  light- 
headedness, staggering,  ataxia  and  falling  have 
occurred,  particularly  in  elderly  or  debilitated  patients 
Severe  sedation,  lethargy,  disorientation  and  coma, 
probably  indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported:  headache,  heart- 
burn, upset  stomach,  nausea,  vomiting,  diarrhea, 
constipation,  Gl  pain,  nervousness,  talkativeness, 
apprehension,  irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  complaints.  There 
have  also  been  rare  occurrences  of  leukopenia,  gran- 
ulocytopenia, sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins,  and  alkaline  phosphatase;  and  para- 
doxical reactions,  e g.,  excitement,  stimulation  and 
hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial  effect 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in 
some  patients  Elderly  or  debilitated  patients:  15  mg 
recommended  initially  until  response  is  determined 
Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI 
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EDITORIAL 


No  man  is  an  island 

Smokers  presented  with  evidence  of  the  harmful  effects  of 
cigarette  smoking  often  respond,  “It’s  my  own  body  and  I can 
do  what  I want  as  long  as  I’m  not  hurting  other  people!”  The 
review  by  Taylor  et  al  in  this  issue  of  Texas  Medicine  presents 
overwhelming  evidence  that  in  many  situations  smokers  are 
hurting  other  people. 

The  incomplete  combustion  of  “sidestream”  smoke  results 
in  higher  concentrations  of  tars,  nicotine,  and  carbon  monox- 
ide than  are  found  in  mainstream  smoke.  The  data  from 
many  studies,  summarized  by  Dr  Taylor,  demonstrate  clearly 
that  the  nonsmoker  exposed  to  tobacco  smoke  suffers  phys- 
iologic changes.  This  is  most  marked  and  of  most  concern  in 
the  elderly  with  cardiovascular  disease,  in  asthmatics  and 
others  with  pulmonary  disease,  and  in  the  fetus  in  utero.  It 
has  been  noted  that  nonsmoking  women  married  to  smoking 
husbands  have  an  increased  risk  of  lung  cancer. 

Minor  steps  have  been  taken  toward  protecting  the  non- 
smoker.  Federal  regulations  now  require  that  each  airline 
passenger  be  provided  a seat  in  a nonsmoking  section  of  the 
aircraft,  but  this  is  sometimes  observed  by  designating  a 
nonsmoker’s  seat  which  is  adjacent  to  the  seat  of  a smoker. 
The  good-natured  airline  captain  who  determines  that  there 
will  be  a one-hour  delay  in  takeoff  and  announces,  “I’m  going 
to  turn  off  the  no-smoking  light  and  give  all  you  good  folks  a 
chance  to  relax  with  a cigarette,”  is  relaxing  the  rules  at  just 
the  time  when  they  should  be  most  rigorously  enforced  in  the 
poorly  ventilated  aircraft  at  rest.  And  those  rules  have  not  yet 
been  extended  to  the  crowded  airport  lounge. 

A few  restaurants  have  begun  to  observe  their  guests’ 
preferences  and  have  defined  smoking  and  nonsmoking  sec- 
tions, and  in  those  few  states  where  smoking  is  permitted  in 
movie  houses,  the  smokers  are  segregated. 

But  in  the  bulk  of  their  encounters,  nonsmokers  enjoy  no 
protection.  Politics,  a notoriously  risky  business,  is  made 
even  more  so  in  the  traditional  smoke-filled  room.  And  the 
long-suffering  spouse  of  a smoker  may  have  to  accept  air 
pollution  as  the  price  of  domestic  tranquility. 

What  are  we  to  do?  It  seems  unlikely  that  we  can  legislate 
tobacco  use  out  of  existence.  We  must  intensify  our  edu- 
cational efforts  aimed  at  eliminating  smoking  as  a health 
hazard.  The  surgeon  general’s  warning  that  “Smoking  is 
hazardous  to  your  health”  must  be  interpreted  as  hazardous 
to  everyone’s  health.  And  while  the  surgeon  general  is  at- 
tempting to  limit  smoking,  the  Congress  must  be  dissuaded 
from  encouraging  it.  It  is  no  longer  amusing  that  while  the 
Congress  is  providing  funds  for  the  National  Institutes  of 
Health  to  study  the  prevention  and  treatment  of  disease 
caused  by  tobacco,  it  is  also  providing  funds  for  the  Depart- 
ment of  Agriculture  to  subsidize  tobacco  farming  and  instruct- 
ing the  Treasury  Department  to  reduce  taxes  on  tobacco. 

The  adverse  effects  of  tobacco  on  the  health  of  all  of  us  are 


now  clear.  It  is  essential  that  we  take  this  challenge  to  health 
as  seriously  as  we  do  those  that  relate  to  infection,  nutrition, 
and  speeding  on  the  federal  highways. 

Irwin  H.  Krakoff,  MD 

Head,  Division  of  Medicine,  The  University  of  Texas  System  Cancer  Center, 

M.D  Anderson  Hospital  and  Cancer  Institute,  Texas  Medical  Center. 

Houston,  TX  77030. 

AMA  membership  increase  is  key  to  stronger  federation 

Most  of  you  are  probably  members  of  the  American  Medical 
Association,  and  you  understand  the  importance  of  the  feder- 
ation at  all  levels.  I do  not  wish  to  take  too  many  coals  to 
Newcastle,  but  I do  wish  to  share  a few  ideas  about  the  AMA 
and  how  I believe  we  can  stimulate  membership  increase. 

The  argument  rages  as  to  why  only  about  half  of  the  eli- 
gible physicians  in  the  country  belong.  I believe  that  the 
answer  is  relatively  simple.  It’s  money.  The  dues  are  quite 
substantial,  especially  for  salaried  physicians,  young  people 
just  beginning,  and  many  who  are  in  the  less  lucrative 
specialties. 

Don’t  misunderstand — I believe  that  the  amount  we  spend 
on  AMA  dues  represents  one  of  the  best  bargains  we  have. 
The  AMA  is  in  a position  to  provide  help  which  can  be  trans- 
lated into  desirable  career  growth  for  all  types  of  physicians. 

It  is  capable  of  doing  even  more. 

The  most  obvious  of  these  benefits  are  in  the  political 
arena,  where  lawmakers  and  regulation  writers  are  under 
great  pressure  to  produce  an  economic  leveling  of  our  pro- 
fession in  the  name  of  providing  care  to  the  poor  and  the 
elderly. 

Although  the  result  of  this  social  transforming  will  be  terri- 
ble for  all  physicians’  economic  status,  it  will  be  even  more 
devastating  to  the  quality  and  quantity  of  care  provided  to  the 
American  public.  As  individual  physicians,  we  are  virtually 
powerless  to  control  this.  Our  various  specialty  societies  are 
of  great  help,  but  too  often  they  are  cast  in  an  apparent  self- 
service  posture  for  particular  issues. 

Although  the  sacrifice  is  greater  for  some  than  others,  the 
element  of  noblesse  oblige  is  the  same  for  all.  We  must  make 
this  organization  function  the  best  we  possibly  can  because 
we  owe  it  to  the  American  people  to  preserve  their  system  of 
health  care.  It  is  the  best  in  the  world.  Nowhere  else  have 
they  ever  had  it  so  good,  and  don’t  let  anyone  tell  you  any- 
thing else. 

I believe  that  we  should  work  toward  a time  in  the  near 
future  when  we  can  responsibly  say  to  the  physicians  of  the 
state  that  membership  in  our  federation  is  no  longer  discre- 
tionary, and  that  we  unify  ourselves  in  membership  in  the 

AMA. 

Before  that  time,  however,  I believe  that  some  conditions 
should  be  met.  First,  we  must  be  absolutely  sure  that  we,  the 
various  states,  take  full  advantage  of  our  opportunities  to  in- 
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fluence  and  guide  the  actions  and  the  expenditures  of  the 
AMA.  It  is  a remarkably  democratic  organization,  and  it  is  not 
difficult  for  a state  association  to  make  its  presence  felt. 

A much  more  difficult  thing  is  to  achieve  a significantly  high 
percentage  of  volunteer  state  association  membership  in  the 
AMA.  It  is  possible,  even  probable,  that  if  we  mandated  mem- 
bership at  this  moment  we  would  lose  as  many  as  6,000 
to  7,000  members  from  the  TMA.  That  is  no  real  help  to 
anybody. 

A convenient  and  attainable  goal  that  can  set  the  stage  for 
progress  is  to  attain  75%  TMA  membership  in  the  AMA  while 
retaining  at  least  the  same  overall  percentage  of  TMA  mem- 
bers from  the  eligible  licensed  physicians  in  the  state.  This 


could  be  done  this  year  if  all  of  us  who  believe  in  the  federa- 
tion would  work  individually  to  increase  membership  by 
personal  contact  with  nonmembers. 

Please  help.  Bring  a fellow  physician  into  the  AMA.  Make  a 
believer  out  of  him  or  her.  Start  with  those  around  you,  the 
ones  you  see  every  day.  Ask  them  to  join,  then  ask  them  if 
they  have  done  it  yet.  Your  success  ratio  will  startle  you. 
There  are  at  least  1 5%  of  nonmembers  who  will  respond  to  a 
simple  one-on-one  request,  if  it  is  well  done  and  followed  up. 
This  has  been  proven. 

George  G.  Alexander,  MD 

President,  Texas  Medical  Association,  7676  Woodway,  #112,  Houston,  TX 

77063. 
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Turn  of  the  century 
trephine  forcranial  surgery 
and  tonsillotome  for 
removing  tonsils. 


We’ve  been  defending 
doctors  since 
these  were  the 
state  of  the  art. 


These  instruments  were  the  best  available  at 
the  turn  of  the  century.  So  was  our  professional 
liability  coverage  for  doctors.  In  fact,  we 
pioneered  the  concept  of  professional 
protection  in  1899  and  have  been  providing 
this  important  service  exclusively  to  doctors 
ever  since. 


You  can  be  sure  we’ll  always  offer  the  most 
complete  professional  liability  coverage  you 
can  carry.  Plus  the  personal  attention  and 
claims  prevention  assistance  you  deserve. 

For  more  information  about  Medical 
Protective  coverage,  contact  your  Medical 
Protective  Company  general  agent. 


Vi  Ca  i i ttiA 


Bruce  Crim,  Charles  F.  Curtice.  Keith  H.  Prince,  Daniel  S.  Marley 
Allied  Lakewood  Bank  Center,  6301  Gaston  Avenue,  Suite  570,  Dallas,  Texas  75214.  214/821-4640 
Mark  Lee  Gunter,  Wayne  L.  Kirk,  Suite  155,  7887  Katy  Freeway,  Katy  Hollow  Office  Park,  Houston,  Texas  77024,  713/682-8024 
Michael  Rollans,  Suite  408,  GPM  Building  South  Tower,  800  N.W.  Loop  410,  San  Antonio,  Texas  78216,  512/344-5901 


Sounds  good,  it  is  good,  and  it  happened.  During  1984,  100  percent 
of  the  premium  was  directed  towards  providing  insurance  benefits  to 
participants.  All  expenses  of  the  TMA  Insurance  Service  Office  and 
the  entire  retention  of  our  underwriting  company,  Prudential,  were  paid 
from  interest  earned  on  reserve  funds. 

TEXAS  MEDICAL  ASSOCIATION  INSURANCE  PROGRAI 

underwritten  by 

PRUCO  LIFE  INSURANCE  COMPANY  OF  TEXAS 

a subsidiary  of  The  PRUDENTIAL 
FOR  MORE  INFORMATION  CALL: 

TEXAS  MEDICAL  ASSOCIATION  INSURANCE  SERVICE  OFFICE 

1-800-252-9318 
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TMA  IN  ACTION 

June  workshop  to  focus 
on  helping  impaired  physicians 

A workshop  on  June  1 5 will  focus  on 
how  physicians  can  better  help  their 
peers  who  are  impaired  by  alcohol  and 
drug  abuse. 

Sponsored  by  the  Texas  Medical 
Association  Committee  on  Physician 
Health  and  Rehabilitation  (PHR),  the 
one-day  training  workshop  takes  place 
at  Austin's  Embassy  Suites  Hotel,  for- 
merly the  Granada  Royale  Hometel. 

The  program  will  assist  members  of 
the  TMA  committee,  local  county  so- 
ciety committees,  and  TMA  Auxiliary. 
Speakers  will  offer  advice  on  how  to 
identify  impaired  physicians,  implement 
treatment  programs,  manage  follow-up 
care,  and  educate  colleagues  about  the 
disease  concept  of  substance  abuse. 

Program  participant  G.  Douglas 
Talbott,  MD,  will  discuss  identification 
and  confrontation  of  the  impaired  phy- 
sician. Dr  Talbott  is  director  of  the 
Ridgeview  Institute  in  Smyrna,  Ga,  and 
program  chairman  of  the  Impaired  Phy- 
sicians Program  of  the  Medical  Associ- 
ation of  Georgia. 

Joining  him  will  be  A.  Bryan  Spires, 

Jr,  MD,  Lubbock,  former  executive  di- 
rector of  the  Texas  State  Board  of  Medi- 
cal Examiners.  Dr  Spires  will  discuss 
“The  Texas  State  Board  of  Medical  Ex- 
aminers: Its  needs  and  how  it  relates  to 
the  TMA  Committee  on  Physician 
Health  and  Rehabilitation.” 

Wayne  H.  Gossard,  MD,  Dallas,  co- 
ordinator for  TMA’s  District  1 4 and 
chairman  of  the  Dallas  County  Medical 
Society  PHR  committee,  will  speak 
about  the  highs  and  lows  of  being  a 
committee  chairman  in  a large  ur- 
ban area. 

Edgar  P.  Nace,  MD,  Dallas,  chief  of 
service,  substance  abuse  programs,  for 
Timberlawn  Psychiatric  Hospital,  will 
discuss  the  dynamics  and  nature  of  the 
people  who  become  impaired  by  alco- 
hol and  drug  abuse. 

Drs  Spires  and  Nace  are  consultants 


NEWS 


to  TMA's  Committee  on  Physician 
Health  and  Rehabilitation,  which  is 
chaired  by  Percy  E.  Lowe,  MD,  Houston. 

Workshop  planners  have  set  aside  a 
portion  of  the  afternoon  for  role  playing 
and  confrontation  techniques  and  a 
question  and  answer  session. 

For  further  information,  contact  TMA 
at  (512)  477-6704,  ext  141. 

TMA,  cancer  society  unite 
to  study  colon  cancer  screening 
Texas  Medical  Association  and  the 
American  Cancer  Society,  Texas  Divi- 
sion, are  joining  forces  to  assess  physi- 
cian practices  and  attitudes  toward 
colon  cancer  screening. 

A mail  survey  will  examine  the  activi- 
ties of  specialists  in  obstetrics  and 
gynecology,  urology,  family  practice, 
and  general  practice.  An  accompanying 
letter  will  inform  the  physicians  of  the 
magnitude  of  colon  cancer  and  the  im- 
portance of  screening. 

Signed  by  Donald  C.  Spencer,  MD, 
chairman  of  TMA’s  Committee  on  Can- 
cer, and  Charles  A.  Coltman,  MD,  presi- 
dent of  the  American  Cancer  Society, 
Texas  Division,  the  letter  says  that 
more  than  130,000  Americans  develop 
colorectal  cancer  each  year,  more  than 
any  other  cancer  except  lung  cancer. 

An  estimated  60,000  persons  die  of  the 
disease  each  year. 

“If  colorectal  cancer  is  detected  and 
treated  early,  almost  two  out  of  three 
patients  might  be  saved,"  the  letter  con- 
tinues. "Yet,  far  too  few  asymptomatic 
adults  over  the  age  of  50  are  presently 
getting  regular  early  detection  tests,  as 
recommended  by  the  American  Cancer 
Society.” 

A survey  form  will  ask  physicians:  Do 
you  have  a routine  office  protocol  for 
screening  patients  for  colon  cancer? 

Do  you  routinely  use  fecal  occult  blood 
testing  as  a screening  method  for 
asymptomatic  patients?  If  yes,  how  fre- 
quently? If  yes,  who  do  you  screen  by 
occult  blood  testing?  Do  you  perform 
digital  rectal  exams  on  routine  physi- 
cals? Do  you  recommend  special  di- 


etary precautions  to  patients  when 
collecting  stool  for  occult  blood  testing? 
Do  you  routinely  use  proctoscopy  as  a 
screening  method  for  asymptomatic 
patients?  If  yes,  on  which  patients  do 
you  perform  proctoscopy? 

MEDVOTE  adds  6,000  voters, 

Texas  rallies  26%  of  total 
PROJECT  MEDVOTE,  a national  voter 
registration  drive,  added  approximately 
6,000  medical  family  members  to  the 
voters  rolls  in  1 984.  Texas  Medical 
Association  Auxiliary  (TMAA)  rallied 
1 ,557  new  voters,  representing  almost 
26%  of  the  national  total. 

The  American  Medical  Association, 
American  Medical  Political  Action  Com- 
mittee (AMPAC),  Texas  Medical  Asso- 
ciation, and  TEXPAC  sponsored  the 
drive.  Volunteers  throughout  the  coun- 
try identified  unregistered  physicians, 
spouses,  and  family  members,  regis- 
tered them  to  vote,  and  encouraged 
their  active  participation  in  the  general 
election  Nov  6,  1984. 

TMAA  members  in  70  counties  par- 
ticipated in  the  drive,  which  was  chaired 
by  Lynn  (Mrs  J.  Franklin)  Howell, 
Amarillo. 

Texas  and  Iowa  used  computers  to 
match  state  medical  society  member- 
ship lists  against  statewide  voter  regis- 
tration rolls.  Most  of  the  remainder  of 
the  42  participating  states  matched 
medical  society  membership  lists 
against  county  or  township  voter  regis- 
tration rolls. 

The  state  auxiliaries  of  Mississippi, 
Montana,  Pennsylvania,  and  Massa- 
chusetts were  singled  out  for  honors  by 
identifying  and  registering  the  largest 
number  of  unregistered  voters.  The 
American  Medical  Association  Auxiliary 
presented  awards  to  one  state  in  each 
of  four  groups  that  were  divided  accord- 
ing to  population. 

As  a by-product  of  PROJECT  MED- 
VOTE, Texas  volunteers  provided  AM- 
PAC with  the  names,  home  addresses, 
and  telephone  numbers  of  physicians  in 
four  Texas  congressional  districts  for 
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phone  bank  operations  in  connection 
with  the  general  elections. 

HEALTH  LINE 

Medical  writers  to  meet 
June  7-8  in  Houston 

The  American  Medical  Writers  Associ- 
ation (AMWA)  will  present  its  second 
Southwest  Miniconference  Friday  and 
Saturday,  June  7-8,  at  the  Marriott 
Hotel-Medical  Center  in  Houston. 

William  Thornton,  MD,  who  was 
scheduled  to  participate  in  a space 
flight  in  late  April,  will  discuss  space 
medicine  during  a presentation  Friday 
evening. 

Other  speakers  will  discuss  "Making 
Effective  Slides,”  "Bibliographic  Re- 
sources,” "Writing  Abstracts,”  and 
“Launching  a Freelance  Career.”  Other 
topics  are  "Publication  of  Conference 
Proceedings,”  and  "Victory  Over 
Chaos,”  a workshop  on  goal  setting 
and  time  management. 

The  faculty  includes  Alyce  Albrecht, 
Syracuse,  NY,  senior  medical  writer, 
Bristol  Laboratories;  Harriet  Benson, 
Palo  Alto,  Calif,  director  of  technical 
information  and  publications,  ALZA 
Corporation;  and  Patricia  Franklin, 
assistant  editor  of  Applied 
Neurophysiology. 

The  registration  deadline  is  May  10. 
For  further  information,  contact  Helen 
Spencer,  2836  Bellefontaine,  Houston, 
TX  77025,  or  call  (713)  799-4491  or 
(713)  667-8285. 

Risk  management  reviewed 
in  ACEP  publication 

Major  liability  areas  in  emergency 
medicine  are  identified  and  methods  of 
controlling  and  preventing  potential 
problem  situations  are  suggested  in  the 
booklet,  Risk  Management  in  Emer- 
gency Medicine,  available  from  the 
American  College  of  Emergency  Physi- 
cians (ACEP). 

Written  by  John  T.  Rogers,  MD,  a 
founding  member  of  the  American  Col- 


lege of  Emergency  Physicians,  the 
booklet  describes  the  malpractice  en- 
vironment, patients’  motivations  to  sue, 
staff  relationships,  professional  liability 
insurance,  and  what  to  do  when  in- 
volved in  a malpractice  suit. 

“The  conclusions  and  opinions  ex- 
pressed in  this  booklet  are  based  on 
the  analysis  of  several  thousand  cases 
in  emergency  medicine,  from  data  gen- 
erated by  the  ACEP  malpractice  pro- 
grams, from  other  insurers’  data,  from 
the  author's  personal  files,  and  from 
other  sources,”  states  Dr  Rogers.  The 
author  has  served  as  an  emergency 
medicine  and  OB/GYN  malpractice 
claims  examiner  for  eight  insurance 
companies  and  was  the  1 984  president 
of  the  Federal  Association  for  Risk 
Management. 

Copies  of  Risk  Management  in 
Emergency  Medicine  are  available 
from  the  ACEP  Distribution  Center,  PO 
Box  61 991 1 , Dallas,  TX  75261  -9911. 
The  cost  is  $8  for  ACEP  members  and 
$1 2 for  nonmembers. 

HHS  asked  to  stockpile 
vaccine  to  avert  crisis 

In  a letter  to  Department  of  Health  and 
Human  Services  Secretary  Margaret 
M.  Heckler,  the  American  Academy  of 
Pediatrics  (AAP)  called  for  a national 
contingency  plan  to  ensure  the  preser- 
vation of  complete  immunization 
against  all  childhood  diseases. 

"Our  most  immediate  concern,” 
wrote  Robert  J.  Haggerty,  MD,  AAP 
president,  "is  the  absence  of  federal 
safeguards  to  avert  what  would  be  a 
national  health  crisis  if  any  one  of  the 
sole  producers  or  distributors  of  our 
childhood  vaccines  were  unable  to 
continue  to  provide  the  product.”  Dr 
Haggerty  mentioned  both  manufactur- 
ing difficulties  and  natural  disasters  as 
factors  which  could  destroy  the  vaccine 
supply. 

The  House  Subcommittee  on  Health 
and  the  Environment  conducted  hear- 
ings in  December  that  pointed  to  a vac- 
cine stockpile  far  below  HHS’  minimum 


recommendation  for  a six-month  sup- 
ply. It  is  estimated  that  1 8 to  20  million 
doses  of  the  pertussis  vaccine  alone 
are  required  each  year  to  assure  com- 
plete immunization. 

Dr  Haggerty  noted  that  the  HHS  is 
obligated  to  protect  and  maintain  the 
childhood  immunization  program.  He 
also  called  for  more  intense  govern- 
mental efforts  to  produce  a better  per- 
tussis vaccine.  "While  expeditious 
passage  of  a national  vaccine-injury 
compensation  plan  would  ease  the  sit- 
uation, the  only  true  resolution  is  the 
development  of  a better  and  safer  vac- 
cine product,”  he  said. 

Inhalation  abuse  targeted 
in  Spanish  brochure 

The  Chemical  Specialties  Manufac- 
turers Association  (CSMA)  has  pub- 
lished a Spanish  language  version  of 
“Fighting  Back;  Helping  Young  People 
Kick  the  Sniffing  Habit,”  a booklet  is- 
sued by  the  association  last  year  to  be- 
gin its  nationwide  campaign  against 
inhalation  abuse. 

The  new  Spanish  brochure,  “En  Pie 
de  Lucha:  Ayudando  a los  Jovenes  a 
Combatir  el  Habito  de  Aspirar  Substan- 
cies  Nocivas,”  is  designed  to  alert  the 
US  adult  Spanish-speaking  population 
to  the  dangers  of  abusive  substance 
inhalation. 

The  12-page  illustrated  brochure  pro- 
vides practical,  comprehensive  infor- 
mation for  parents,  teachers,  and 
experts  in  behavior  and  family  medicine 
seeking  to  stop  abusive  inhalation 
among  youngsters. 

In  addition  to  aerosols,  young  people 
are  seeking  intoxication  by  abusively  in- 
haling vapors  from  various  products,  in- 
cluding adhesives,  solvents,  nail  polish, 
glue,  and  paint. 

The  Spanish  booklet  is  being  dis- 
tributed free  of  charge  to  health,  civic, 
and  religious  organizations  oriented  to 
concerns  of  Hispanics;  schools  that  of- 
fer Spanish-English  curricula;  and  other 
groups  that  would  benefit  from  the  infor- 
mation contained  in  the  publication. 
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Single  copies  of  the  brochure  are 
available  upon  receipt  of  a stamped, 
self-addressed  envelope  to  Chemical 
Specialties  Manufacturers  Association, 
1001  Connecticut  Ave,  NW,  Washing- 
ton, DC  20036. 

The  CSMA  is  a voluntary  nonprofit 
membership  association  composed  of 
400  companies  engaged  in  the  manu- 
facture, distribution,  and  marketing  of 
chemical  specialty  products  such  as 
aerosols;  antimicrobials;  automotive 
chemicals;  home  and  garden  pesti- 
cides; detergents  and  cleaning  com- 
pounds; and  waxes,  polishes,  and  floor 
finishes. 

TDH  reports  on  prevention, 
treatment  of  tuberculosis 

Tuberculosis  continues  to  be  a signifi- 
cant public  health  problem  in  Texas. 
According  to  the  Texas  Department  of 
Health  in  Texas  Preventable  Disease 
News  (Feb  1 6, 1 985),  there  were  1 ,965 
new  cases  of  the  disease  in  1 983. 

Texas  ranked  14th  in  the  nation  in  case 
rate  (12.5/100,000),  but  third  behind 
California  and  New  York  in  actual  num- 
ber of  cases. 

Prevention  continues  to  be  of  major 
importance.  The  first  objective,  accord- 
ing to  the  TDH  report,  is  to  interrupt 
transmission  by  successfully  treating 
infectious  individuals.  Both  the  patient 
and  the  community  must  accept  re- 
sponsibility in  order  to  assure  the  suc- 
cess of  treatment. 

The  second  objective  is  to  prevent 
TB  infection  from  progressing  to  dis- 
ease. Preventive  therapy  in  the  form  of 
isoniazid  (INH)  substantially  reduces 
the  risk  of  tuberculosis  developing  in  in- 
fected individuals. 

The  TDH  publication  further  dis- 
cusses the  treatment  for  tuberculosis, 
including  the  standard  regimen  and 
regimens  for  noncompliant  patients  and 
patients  with  complications. 

Although  research  has  paved  the 
way  for  innovations  in  the  treatment 
and  prevention  of  TB  and  has  shaped 
TDH  policy  concerning  its  control,  a 


large  reservoir  of  difficult-to-manage, 
noncompliant  patients  has  required 
more  diligent  efforts  of  public  health 
workers.  Physicians  must  report  TB 
cases  to  their  local  health  department 
or  to  the  Texas  Department  of  Health. 
Confidentiality  is  preserved  in  accor- 
dance with  legal  requirements. 

More  information  about  the  report 
may  be  obtained  from  the  Bureau  of 
Communicable  Disease,  Texas  Depart- 
ment of  Health,  Austin,  TX  78756;  tele- 
phone (512)458-7111. 

UTMB  researcher  studies 
maternal  PKU  and  diet 

A clinical  investigator  at  The  University 
of  Texas  Medical  Branch  at  Galveston 
is  one  of  four  researchers  nationwide 
involved  in  a study  to  determine  the 
effects  of  dietary  control  of  phenyl- 
ketonuria (PKU)  on  the  offspring  of 
mothers  with  the  disease. 

Bobbye  Rouse,  MD,  associate  pro- 
fessor of  pediatrics  and  director  of  the 
study  at  UTMB,  notes  that  recent  stud- 
ies have  shown  that  PKU  mothers  con- 
suming a regular  diet  during  pregnancy 
are  at  high  risk  for  producing  a child 
with  microcephaly,  mental  retardation, 
and  other  devastating  defects,  though 
the  child  will  not  have  the  disease  itself. 

Before  the  1 960s  most  women  with 
PKU  were  mentally  retarded  and  pro- 
duced few,  if  any,  children.  Control  of 
the  disease,  however,  through  a rigid 
diet  has  allowed  women  with  PKU  to 
develop  normally,  and  many  of  those 
women  are  now  of  childbearing  age. 

The  researchers  hope  to  determine 
(1)  the  level  of  maternal  phenylalanine 
required  to  maintain  a normal  preg- 
nancy; (2)  at  what  stage  of  pregnancy  a 
diet  low  in  phenylalanine  is  most  effec- 
tive in  preventing  maternal  PKU  effects 
on  the  developing  fetus;  (3)  whether 
starting  the  diet  before  conception  im- 
proves the  baby’s  outcome;  (4)  whether 
the  diet  reduces  the  frequency  of  men- 
tal retardation  and  other  complications 
in  the  offspring  of  women  with  PKU; 
and  (5)  the  effect  of  the  levels  of 


tyrosine  and  such  micro-nutrients  as 
zinc  on  the  outcome  of  the  pregnancy. 

Since  the  program  involves  a rigid 
nutritional  protocol,  the  nutritional  sta- 
tus of  each  expectant  mother  in  the 
study  will  be  carefully  monitored,  as  will 
the  fetus.  Following  delivery,  the  babies 
will  be  carefully  examined. 

The  medical  branch  is  joined  in  the 
study  by  Children’s  Hospital  of  Los  An- 
geles, Children  s Hospital  of  Boston, 
and  the  University  of  Illinois  College  of 
Medicine  in  Chicago.  UTMB  is  respon- 
sible for  gathering  data  from  the  south- 
eastern United  States,  including  Texas, 
Louisiana,  Alabama,  Mississippi, 
Georgia,  Florida,  South  Carolina,  and 
North  Carolina.  Women  participating  in 
the  study  will  be  monitored  in  their 
home  states  and  the  data  forwarded  to 
each  of  the  four  regional  study  centers. 

SOCIOECONOMICS 

Congress  studies 
health  education  cuts 

At  the  same  time  that  Texas  legislators 
are  imposing  tuition  increases  on  medi- 
cal students,  Congress  is  studying  bud- 
get proposals  that  freeze  or  cut  federal 
support  for  health  professions’  educa- 
tion and  eliminate  the  National  Health 
Service  Corps. 

The  possible  repercussions  of  such 
measures  concern  Texas  medical 
school  representatives. 

Speaking  for  The  University  of  Texas 
Southwestern  Medical  School  at 
Dallas,  Associate  Dean  for  Student  Af- 
fairs Bryan  Williams,  MD,  termed  the 
prospect  disastrous. 

"To  illustrate  the  magnitude  of  aid  to 
our  students  at  the  present  time — and 
any  given  time — there  are  some  $2  mil- 
lion to  $3  million  loaned  out  to  medical 
students  at  this  institution  alone,  Dr 
Williams  said. 

He  added,  “For  a number  of  years  we 
have  worked  hard  to  make  sure  that 
finances  could  not  be  a barrier  to  re- 
ceiving a medical  education.  The  elim- 

11 


Volume  81  May  1985 


Dx:  recurrent 

^ 'j'lUi  * <*****^£5**  * 

-JS  EAST  HIGH  ST 

for..  " 


herpes  labialis 

“HERPECIN-L  is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 

“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DDS,  MN 

“HERPECIN-L*.  . . a conservative  approach 
with  low  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-L  . .proven  far  superior.”  DDS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories, 
Inc.,  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


In  Texas  HERPECIN-L  is  available  at  all  Revco 
Drug  Stores  and  other  select  pharmacies. 


When  good  practice 
management  is  not  enough  . . . 

A marketing  plan  can  help  build  your  practice  through 
greater  patient  satisfaction,  higher  patient  volume, 
increased  physician  referral,  and  greater  awareness  of 
your  services  in  your  community. 

We  can  provide  market  research,  practice  analysis,  devel- 
opment of  patient  education  programs  and  literature,  and 
creation  of  comprehensive  marketing  plans. 

We  deal  exclusively  with  physicians  and  design  our  pro- 
grams within  professional  society  guidelines.  Call  us 
today  for  a more  successful  and  satisfying  tomorrow. 


Chimney  Hill  Business  Park  301  Arguello,  Suite  102  College  Station,  TX  77840  (409)  846-3573 


12 


TEXAS  MEDICINE 


ination  of  federal  loans  would  eliminate 
a good  many  medical  students  from  the 
lower  socioeconomic  brackets,  as  well 
as  from  the  solid  middle  class.” 

Texas  Tech  University  Health  Sci- 
ences Center  Medical  School  Dean 
J.  Ted  Hartman,  MD,  voiced  similar 
concerns. 

“Although  we  are  one  of  the  lower 
cost  schools  in  the  nation,  it  is  clear  that 
the  elimination  of  such  support  will 
have  a major  impact  on  the  students 
who  decide  to  receive  their  education  at 
the  Texas  Tech  University  School  of 
Medicine,”  he  said. 

“The  National  Health  Service  Corps 
has  been  an  extremely  valuable  com- 
ponent of  this  educational  support,”  he 
added.  “In  addition,  it  has  provided 
many  professionals  for  health  care  to 
the  broad  West  Texas  area.  It  would 
seem  unwise  to  eliminate  or  discon- 
tinue this  major  source  of  support  for 
primary  care  physicians.” 

According  to  the  American  Medical 
Association’s  Washington  office,  pro- 
posals from  the  Reagan  Administration 
terminate  grants  for  special  training 
programs  and  assistance  to  financially 
disadvantaged  and  minority  students 
and  schools. 

No  new  federal  capital  would  be  allo- 
cated for  Health  Professions  Student 
Loans  (HPSL),  although  an  estimated 
$76  million  in  revolving  loan  funds 
administered  through  1 ,400  health  pro- 
fessions and  nursing  schools  would  re- 
main in  circulation.  The  current  $250 
million  ceiling  on  Health  Education 
Assistance  Loans  (HEAL)  would  be 
lowered  to  $100  million. 

Another  proposal  would  end  the  Na- 
tional Health  Service  Corps  scholarship 
program  and  reduce  funds  for  NHSC 
members  already  in  underserved  com- 
munities by  about  a third. 

New  restrictions  proposed  for  guar- 
anteed student  loans  include  elimina- 
tion of  grants,  direct  loans,  or  subsi- 
dized jobs  if  family  adjusted  gross 
income  exceeds  $25,000  and  elimina- 
tion of  guaranteed  or  subsidized  loans  if 


family  adjusted  gross  income  exceeds 
$32,000. 

AMA  commends  doctors, 
denounces  Medicare  freeze 

The  American  Medical  Association  has 
commended  physicians  who  voluntarily 
froze  their  fees  during  1 984  while 
denouncing  a continuation  of  the  Medi- 
care freeze  on  physician  reimburse- 
ment charges. 

AMA  analysis  indicates  that  almost 
80%  of  physicians  voluntarily  froze  their 
fees  during  1 984,  thereby  saving  pa- 
tients approximately  $1 .5  billion. 

For  the  future,  the  AMA  Board  of 
Trustees  has  asked  physicians  to  give 
special  consideration  when  setting 
charges  for  the  unemployed,  the  unin- 
sured, and  those  on  Medicare,  and 
when  warranted,  to  accept  reduced 
fees  or  none  at  all. 

The  trustees  opposed  proposals  in 
the  Reagan  Administration’s  fiscal  year 
1 986  federal  budget  that  would  con- 
tinue the  freeze  on  Medicare  physician 
reimbursement  or  charges  and  reim- 
bursement for  clinical  laboratory  ser- 
vices. The  association  also  will  oppose 
a freeze  on  hospital  reimbursement 
rates  unless  it  can  be  proved  that  ac- 
cess to  and  quality  of  care  would  not  be 
adversely  affected  and  cost-shifting 
would  not  be  increased. 

The  AMA  supports  an  appropriate  in- 
crease for  Medicare  physician  and  hos- 
pital reimbursement  as  provided  by  law, 
unless  Congress  also  freezes  domestic 
and  defense  spending  as  part  of  a 
broad  program  to  reduce  the  federal 
deficit  and  bring  stability  to  the  economy. 

AMA  program  helps  curb 
physician  credentialing  abuses 

The  American  Medical  Association  has 
instituted  a new  service  that  will  help 
curb  physician  credentialing  abuses. 

Using  its  computerized  Physician 
Masterfile,  the  AMA  will  alert  state  li- 
censing boards  when  a physician  has 
had  a licensure  action  taken  against 
him  in  other  states.  The  new  procedure 


will  identify  physicians  who,  having 
been  disciplined  in  one  state,  may  at- 
tempt to  practice  in  another  jurisdiction 
where  they  hold  a license,  according  to 
a report  in  the  AMA  Newsletter. 

The  AMA  will  compare  monthly  sum- 
maries from  the  Federation  of  State 
Medical  Boards  against  its  Masterfile, 
the  only  data  base  that  identifies  all 
states  where  a physician  is  licensed. 

A letter  will  inform  each  board  when 
one  of  its  licentiates  has  had  his  license 
revoked,  suspended,  or  limited. 

In  a related  effort,  the  AMA  works 
with  state  and  federal  agencies  to  iden- 
tify "physicians”  who  have  obtained 
their  credentials  fraudulently,  such  as 
individuals  who  may  have  picked  up  the 
credentials  of  a deceased  physician. 

“Last  year,  the  association  assisted 
the  US  inspector  general  in  investiga- 
tions of  illegal  trafficking  in  medical  cre- 
dentials, and  helped  the  Educational 
Commission  for  Foreign  Medical  Gradu- 
ates in  determining  the  validity  of  cre- 
dentials from  three  schools  in  the 
Dominican  Republic,”  according  to  the 
newsletter  report. 

For  further  information  on  the  pro- 
gram, contact  Catherine  M.  Bidese,  Di- 
vision of  Survey  and  Data  Resources, 
AMA,  Chicago,  (312)645-5132. 
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FOR  INSURANCE  AT  USAA 


NO  MATTER  WHICH  FLAG  THEY  SERVED  UNDER. 


If  you  ever  served  as  an  officer  in  any  branch  of  the  U.S.  Armed  Forces  or  in  the  Merchant 
Marine,  call  us  toll-free  for  a no-obligation  rate  quotation  for  insurance  on  your  car,  your  home  or 
personal  property.  Or  write:  USAA,  USAA  Building,  San  Antonio,  TX  78288.  You’ll  be  amazed  at  just 
how  low  your  rates  can  be.  Call  toll-free:  1-800-292-8332  (Members  Call:  1-800-531-8111) 


USAA 


TEXPAC  receives  awards 
from  AMPAC 

The  Texas  Medical  Political  Action 
Committee  (TEXPAC)  is  the  recipient  of 
three  awards  from  the  American  Medi- 
cal Political  Action  Committee 
(AMPAC). 

TEXPAC’s  membership  had  the 
largest  increase  of  any  medical  political 
action  committee  in  the  United  States. 

The  committee's  receipts  for  1984 
represented  the  nation’s  third  largest  in- 
crease. Contributions  to  TEXPAC  to- 
taled $537,825.50  in  1983,  and 
$589,682.50  in  1984,  an  increase  of 
$51,857. 

Finally,  TEXPAC  has  been  recog- 
nized for  a 5%  increase  in  the  ratio  of 
TEXPAC  members  to  TMA  members — 
38%  at  the  end  of  1 984. 

Thomas  R.  Berglund,  MD,  Portage, 
Mich,  chairman  of  the  AMPAC  board  of 
directors,  is  scheduled  to  present  the 
awards  during  Texas  Medical  Associa- 
tion’s Annual  Session,  May  8-1 2,  in  San 
Antonio. 


Daves  joins  Blues 
as  president  and  CEO 

William  P.  Daves,  Jr,  former  member 
and  chairman  of  the  Texas  State  Board 
of  Insurance,  has  joined  Blue  Cross 
and  Blue  Shield  of  Texas,  Inc,  as  presi- 
dent and  chief  executive  officer.  Mr 
Daves’  appointment  was  to  be  effective 
May  1. 

Mr  Daves,  59,  replaces  John  D. 
Melton,  who  will  become  chairman  of 
the  board  of  the  insurance  company. 

John  S.  Justin,  Jr,  will  leave  the  board 
chairmanship  to  become  chairman 
emeritus.  He  has  served  on  the  Blue 
Cross  and  Blue  Shield  Board  of  Direc- 
tors since  1 963  and  as  chairman  of  the 
board  since  1978. 

Blue  Cross  and  Blue  Shield  also  an- 
nounced that  1984  showed  a gain  from 
operations  of  $27,045,000,  the  best  in 
the  company's  45-year  history.  The  net 
gain  equals  net  investment  income, 
premiums,  and  other  revenues  minus 


money  paid  out  for  policy  benefits  and 
expenses. 

New  board  chairman  John  D.  Melton 
attributed  1984’s  financial  success  to 
tight  administration  of  operating  ex- 
penses combined  with  an  unexpectedly 
low  rate  of  utilization. 

Containment  features  that  were  a 
part  of  many  group  programs  con- 
tributed to  the  lower  usage,  as  did  an 
overall  reduction  in  inflation.  Other  con- 
tributing factors  were  Medicare  diag- 
nosis related  groups  (DRG),  hospital 
and  physician  efforts  to  hold  down  the 
cost  of  services  and  fees,  and  publicity 
about  rising  health  costs  that  has  made 
the  public  more  health  conscious. 

An  official  announcement  from  Blue 
Cross  and  Blue  Shield  assured  that 
while  the  company  is  giving  serious 
consideration  to  alternative  delivery 
systems,  such  as  health  maintenance 
organizations  and  preferred  provider 
organizations,  it  will  continue  to  con- 
centrate on  the  traditional  health  insur- 
ance programs,  which  most  Texans 
prefer. 


Lawmakers  file  bills 
on  indigent  health  care 

Texas  lawmakers  have  filed  legislation 
stemming  from  the  recommendations 
of  the  state-appointed  Task  Force  on  In- 
digent Health  Care. 

Senate  Bill  452  by  Sen  John  Traeger 
(D-Seguin)  and  its  companion  bill,  HB 
1 843,  by  Rep  Jesse  Oliver  (D-Dallas) 
would  require  counties  without  public 
health  facilities  to  use  minimum  eligi- 
bility standards  similar  to  Medicaid 
when  providing  specific,  limited  health 
services.  If  they  spend  more  than  10% 
of  their  general  revenue  funds  in  provid- 
ing health  care  to  the  indigent,  coun- 
ties would  be  eligible  for  state  assis- 
tance through  a fund  administered 
by  the  Texas  Department  of  Human 
Resources. 

The  legislation  also  proposes  that 
county  and  hospital  district  funds  spent 
on  meeting  state-mandated  minimum 
standards  for  indigent  care  would  be 
exempt  from  tax  rollback  election 
requirements. 

Counties  with  public  facilities  would 


Carroll  Boone,  MD,  (left)  and  Saul  Soffar,  MD,  whose  representatives  have  traveled  to  Austin 

(right)  pose  with  Rep  At  Edwards  (D-Houston)  each  week  to  discuss  medical  issues  with 

during  a visit  to  the  Capitol.  Drs  Boone  and  Soffar  legislators, 
are  members  of  Harris  County  Medical  Society, 
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When  does 
two  equal  four? 


When  you  prescribe 

VELOSEF  Capsules 

(Cephradine  Capsules  USP3 

Two  capsules  of  Velosef  500  mg  BID 
can  be  as  effective  as  250  mg 
QID  — four  capsules  — of  the 
leading  oral  cephalosporin... 
decide  for  yourself! 

Velosef  provides  BID  effectiveness  in  upper 
and  lower  respiratory  tract  infections ...  in  uri- 
nary tract  infections,  including  cystitis  and  pros- 
tatitis. . . in  skin/skin  structure  infections  when  due 
to  susceptible  organisms. 

Please  see  prescribing  information  that  follows. 


...at  the  same  time  become  eligible  for  our 
“Computers  in  Health  Care  Drauuing.” 

Have  your  name  entered  for  a chance  to  win 
your  own  Office  Computer  Diagnosis  Center 
or  other  valuable  “user-friendly”  prizes. 

□ Five  (5]  Grand  Prizes. . . OFFICE  COMPUTER  DIAGNOSIS  CENTER ...  an 
IBM-PC  computer  with  software  that  encompasses  hundreds  of  diseases, 
thousands  of  symptoms!  A $5,600.00  value! 

□ Five  (53  First  Prizes ...  a briefcase-size  Hewlett-Packard  Portable 
Computer  valued  at  $3,900.00. 

□ 500  Second  Prizes ...  a copy  of  Computerizing  Your  Medical  Office: 

A Guide  for  Physicians  and  Their  Staffs  valued  at  $1 7. 50 

Just  complete  and  return  the  attached  reply  card! 


OFFICIAL  RULES:  “Computers  in  Health  Care  Drawing" 

NO  PURCHASE  NECESSARY 

(1)  On  an  official  entry  form  handprint  your  name,  address  and  zip  code. 
You  may  also  enter  by  handprinting  your  name,  address  and  zip  code  and 
the  words  "Velosef -Computers  in  Health  Care"  on  a 3"  x 5"  piece  of  paper. 
Entry  forms  may  not  be  mechanically  reproduced.  (2.)  Enter  as  often  as 
you  wish,  but  each  entry  must  be  mailed  separately  to:  “COMPUTERS  IN 
HEALTH  CARE  DRAWING,"  PO.  Box  3036,  Syosset,  NY  11775.  All  entries 
must  be  received  by  September  9, 1985.  (3.)  Winners  will  be  selected 
in  random  drawings  from  among  all  entries  received  by  the 
National  Judging  Institute,  Inc.,  an  independent  judging  organi- 
zation whose  decisions  are  final  on  all  matters  relating  to  this 
sweepstakes.  All  prizes  will  be  awarded  and  winners  notified  by 


mail.  Only  one  prize  to  an  individual  or  household.  Prizes  are 
nontransferable  and  no  substitutions  or  cash  equivalents  are 
allowed.  Taxes,  if  any,  are  the  responsibility  of  the  individual 
winners.  No  responsibility  is  assumed  for  lost,  misdirected  or 
late  mail.  Winners  may  be  asked  to  execute  an  affidavit  of  eligi- 
bility and  release.  (4.)  Sweepstakes  open  only  to  physicians  residing  in 
the  U.S.A.,  except  employees  and  their  families  of  E.R.  SQUIBB  & SONS, 
INC.,  its  affiliates,  subsidiaries,  advertising  agencies,  and  Don  Jagoda 
Associates,  Inc.  This  otter  is  void  wherever  prohibited,  and  subject  to  all 
federal,  state  and  local  laws  (5.)  For  a list  of  major  prize  winners, 
send  a stamped,  self-addressed  envelope  to:  “COMPUTERS  IN 
HEALTH  CARE”  WINNERS  LIST,  P.O.  Box  3154,  Syosset,  NY 
11775. 


VELOSEF®  CAPSULES 
Cephradine  Capsules  USP 

VELOSEF®  FOR  ORAL  SUSPENSION 
Cephradine  for  Oral  Suspension  USP 

DESCRIPTION:  Velosef  '250'  Capsules  and  Velosef  '500'  Capsules 
(Cephradine  Capsules  USP)  provide  250  mg  and  500  mg  cephradine, 
respectively,  per  capsule.  Veloset  125'  for  Oral  Suspension  and  Veloset  '250' 
for  Oral  Suspension  (Cephradine  for  Oral  Suspension  USP)  after  constitution 
provide  125  and  250  mg  cephradine,  respectively,  per  5 ml  teaspoonful. 

INDICATIONS  AND  USAGE:  These  preparations  are  indicated  for  the 
treatment  of  infections  caused  by  susceptible  strains  of  designated 
microorganisms  as  follows:  Respiratory  Tract  Infections  (e  g , tonsillitis, 
pharyngitis,  and  lobar  pneumonia)  due  to  S.  pneumoniae  (formerly  D.  pneu- 
moniae) and  group  A beta-hemolytic  streptococci  [penicillin  is  the  usual  drug 
of  choice  in  the  treatment  and  prevention  of  streptococcal  infections,  includ- 
ing the  prophylaxis  of  rheumatic  fever;  Velosef  (Cephradine,  Squibb)  is 
generally  effective  in  the  eradication  of  streptococci  from  the  nasopharynx; 
substantial  data  establishing  the  efficacy  of  Velosef  in  fhe  subsequent  preven- 
tion of  rheumatic  fever  are  not  available  at  present);  Otitis  Media  due  to  group 
A beta-hemolytic  streptococci,  H.  influenzae,  staphylococci,  and  S.  pneu- 
moniae: Skin  and  Skin  Structures  Infections  due  to  staphylococci  and  beta- 
hemolytic  streptococci;  Urinary  Tract  Infections,  including  prostatitis,  due  to 
E.  coli,  P mirabilis,  Klebsiella  species,  and  enterococci  (S.  faecalis) 

Note:  Culture  and  susceptibility  tests  should  be  initiated  prior  to  and  dur- 
ing therapy. 

CONTRAINDICATIONS:  In  patients  with  known  hypersensitivity  to  the 
cephalosporin  group  of  antibiotics. 

WARNINGS:  Use  cephalosporin  derivatives  with  great  caution  in  penicillin- 
sensitive  patients  since  there  is  clinical  and  laboratory  evidence  of  partial 
cross-allergenicity  of  the  two  groups  of  antibiotics;  there  are  instances  of 
reactions  to  both  drug  classes  (including  anaphylaxis  after  parenteral  use). 

In  persons  who  have  demonstrated  some  form  of  allergy,  particularly  to 
drugs,  use  antibiotics,  including  cephradine,  cautiously  and  only  when  abso- 
lutely necessary. 

Pseudomembranous  colitis  has  been  reported  with  the  use  of 
cephalosporins  (and  other  broad  spectrum  antibiotics);  therefore, 
it  is  important  to  consider  its  diagnosis  in  patients  who  develop 
diarrhea  in  association  with  antibiotic  use.  Treatment  with  broad  spec- 


trum antibiotics  alters  normal  flora  of  the  colon  and  may  permit  overgrowth  of 
Clostridia.  Studies  indicate  a toxin  produced  by  Clostridium  difficile  is  one 
primary  cause  of  antibiotic-associated  colitis.  Cholestyramine  and  colestipol 
resins  have  been  shown  to  bind  the  toxin  in  vitro.  Mild  cases  of  colitis  may 
respond  to  drug  discontinuance  alone.  Manage  moderate  to  severe  cases 
with  fluid,  electrolyte  and  protein  supplementation  as  indicated.  Oral  vanco- 
mycin is  the  treatment  of  choice  for  antibiotic-associated  pseudomembra- 
nous colitis  produced  by  C.  difficile  when  the  colitis  is  severe  or  is  not 
relieved  by  drug  discontinuance;  consider  other  causes  of  colitis. 

PRECAUTIONS:  General:  Follow  patients  carefully  to  detect  any  side 
effects  or  unusual  manifestations  of  drug  idiosyncrasy.  If  a hypersensitivity 
reaction  occurs,  discontinue  the  drug  and  treat  the  patient  with  the  usual 
agents,  e g.,  pressor  amines,  antihistamines,  or  corticosteroids.  Administer 
cephradine  with  caution  in  the  presence  of  markedly  impaired  renal  function 
In  patients  with  known  or  suspected  renal  impairment,  make  careful  clinical 
observation  and  appropriate  laboratory  studies  prior  to  and  during  therapy  as 
cephradine  accumulates  in  the  serum  and  tissues.  See  package  insert  for 
information  on  treatment  of  patients  with  impaired  renal  function.  Prescribe 
cephradine  with  caution  in  individuals  with  a history  of  gastrointestinal  dis- 
ease, particularly  colitis.  Prolonged  use  of  antibiotics  may  promote  the  over- 
growth of  nonsusceptible  organisms.  Take  appropriate  measures  should 
superinfection  occur  during  therapy.  Indicated  surgical  procedures  should  be 
performed  in  conjunction  with  antibiotic  therapy. 

Information  for  Patients:  Caution  diabetic  patients  that  false  results 
may  occur  with  urine  glucose  tests  (see  PRECAUTIONS,  Drug/Laboratory 
Test  Interactions).  Advise  the  patient  to  comply  with  the  full  course  of  therapy 
even  if  he  begins  to  feel  better  and  to  take  a missed  dose  as  soon  as  possible 
Tell  the  patient  he  may  take  this  medication  with  food  or  milk  since  G.l.  upset 
may  be  a factor  in  compliance  with  the  dosage  regimen.  The  patient  should 
report  current  use  of  any  medicines  and  should  be  cautioned  not  to  take  other 
medications  unless  the  physician  knows  and  approves  of  their  use  (see 
PRECAUTIONS,  Drug  Interactions). 

Laboratory  Tests:  In  patients  with  known  or  suspected  renal  impair- 
ment, it  is  advisable  to  monitor  renal  function. 

Drug  Interactions:  When  administered  concurrently,  the  following  drugs 
may  interact  with  cephalosporins: 

Other  antibacterial  agents  — Bacteriostats  may  interfere  with  the  bacterici- 
dal action  of  cephalosporins  in  acute  infection;  other  agents,  e g.,  amino- 
glycosides, colistin,  polymyxins,  vancomycin,  may  increase  the  possibility  of 
nephrotoxicity. 


Can  tuuo  really  equal  four? 

Find  out  today  and  participate  in  the 
VELOSEF'  Capsules  (Cephradine  Capsules  USP) 
"Computers  in  Health  Care  Drauuing." 


SQUIBB 


□ Please  send  me  a clinical  trial  supply  of  40  Velosef  Capsules 
500  mg  and  enter  my  name  in  the  “Computers  in  Health 
Care  Drawing.” 

Please  type  or  print  clearly. 


Name 


Address 

City 

State 

Zip 

Signature 

MD 

□ I do  not  wish  to  receive  a trial  supply  of  Velosef  Capsules  at 
this  time,  but  please  enter  my  name  in  the  “Computers  in 
Health  Care  Drawing.” 

ALL  ENTRIES  MUST  BE  RECEIVED  BY  SEPTEMBER  9,  1985. 
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VELOSEF  Capsules 

(Cephradine  Capsules  USP) 


BID 


Diuretics  (potent  “loop  diuretics,”  e.g.,  furosemide  and  ethacrynic  acid) 

— Enhanced  possibility  for  renal  toxicity. 

Probenecid — Increased  and  prolonged  blood  levels  of  cephalosporins, 
resulting  in  increased  risk  of  nephrotoxicity. 

Drug/Laboratory  Test  Interactions:  After  treatment  with  cephradine,  a 
false-positive  reaction  for  glucose  in  the  urine  may  occur  with  Benedict's 
solution,  Fehling's  solution,  or  with  Clinitest®  tablets,  but  not  with  enzyme- 
based  tests  such  as  Clinistix®  and  Tes-Tape®.  False-positive  Coombs  test 
results  may  occur  in  newborns  whose  mothers  received  a cephalosporin  prior 
to  delivery.  Cephalosporins  have  been  reported  to  cause  false-positive  reac- 
tions in  tests  for  urinary  proteins  which  use  sulfosalicylic  acid,  false 
elevations  of  urinary  17-ketosteroid  values,  and  prolonged  prothrombin 
times. 

Carcinogenesis,  Mutagenesis:  Long-term  studies  in  animals  have  not 
been  performed  to  evaluate  carcinogenic  potential  or  mutagenesis. 

Pregnancy  Category  B:  Reproduction  studies  have  been  performed  in 
mice  and  rats  at  doses  up  to  4 times  the  maximum  indicated  human  dose  and 
have  revealed  no  evidence  of  impaired  fertility  or  harm  to  the  fetus  due  to 
cephradine.  There  are,  however,  no  adequate  and  well-controlled  studies  in 
pregnant  women.  Because  animal  reproduction  studies  are  not  always  predic- 
tive of  human  response,  use  this  drug  during  pregnancy  only  if  clearly 
needed. 

Nursing  Mothers:  Since  cephradine  is  excreted  in  breast  milk  during 
lactation,  exercise  caution  when  administering  cephradine  to  a nursing 
woman. 

Pediatric  Use:  Adequate  information  is  unavailable  on  the  efficacy  of 
b.i.d.  regimens  in  children  under  nine  months  of  age. 

ADVERSE  REACTIONS:  Untoward  reactions  are  limited  essentially  to  G.l. 
disturbances  and,  on  occasion,  to  hypersensitivity  phenomena.  The  latter  are 
more  likely  to  occur  in  persons  who  have  previously  demonstrated  hypersen- 
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sitivity  and  those  with  a history  of  allergy,  asthma,  hay  fever,  or  urticaria. 

The  following  adverse  reactions  have  been  reported  following  use  of 
cephradine:  G.l.  — Symptoms  of  pseudomembranous  colitis  can  appear  dur- 
ing antibiotic  therapy:  nausea  and  vomiting  have  been  reported  rarely.  Skin 
and  Hypersensitivity  Reactions  — mild  urticaria  or  skin  rash,  pruritus,  joint 
pains.  Hematologic  — mild  transient  eosinophilia,  leukopenia  and  neutrope- 
nia. Liver  — transient  mild  rise  of  SGOT,  SGPT,  and  total  bilirubin  with  no 
evidence  of  hepatocellular  damage.  Renal  — transitory  rises  in  BUN  have 
been  observed  in  some  patients  treated  with  cephalosporins;  their  frequency 
increases  in  patients  over  50  years  old.  In  adults  for  whom  serum  creatinine 
determinations  were  performed,  the  rise  in  BUN  was  not  accompanied  by  a 
rise  in  serum  creatinine.  Others  — dizziness,  tightness  in  the  chest,  and 
candidal  vaginitis. 

DOSAGE:  Adults  — For  respiratory  tract  infections  (other  than  lobar 
pneumonia)  and  skin  and  skin  structure  infections:  250  mg  q.  6 h or  500  mg 
q.  12  h.  For  lobar  pneumonia:  500  mg  q.  6 h or  1 g q.  12  h.  For  uncompli- 
cated urinary  tract  infections:  500  mg  q.  12  h;  for  more  serious  UTI,  including 
prostatitis,  500  mg  q.  6 h or  1 g q.  12  h.  Severe  or  chronic  infections  may 
require  larger  doses  (up  to  1 g q.  6 h).  For  dosage  recommendations  in 
patients  with  impaired  renal  function,  consult  package  insert. 

Children  over  9 months  of  age  — 25  to  50  mg/kg/day  in  equally  divided 
doses  q.  6 or  12  h.  For  otitis  media  due  to  H.  influenzae : 75  to  100  mg/kg/day 
in  equally  divided  doses  q.  6 or  12  h but  not  to  exceed  4 g/day.  Dosage  for 
children  should  not  exceed  dosage  recommended  for  adults.  There  are  no 
adequate  data  available  on  efficacy  of  b.i.d.  regimens  in  children  under  9 
months  of  age. 

For  full  prescribing  information,  consult  package  insert. 

HOW  SUPPLIED:  250  mg  and  500  mg  capsules  in  bottles  of  24  and  100 
and  Unimatic®  unit-dose  packs  of  100. 125  mg  and  250  mg  for  oral  suspen- 
sion in  bottles  of  100  ml  and  200  ml. 
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Lease  a Place  in 

Clear  Lake’s  Medical  Future. 


v* 


Physicians  and  related  healthcare  professionals  can 
now  assure  themselves  a place  in  dynamic  Clear  Lake’s 
future.  Completely  refurbished  Clear  Lake  Medical  Profes- 
sional Building  now  has  space  available.  Located  adjacent 
to  Humana  Hospital  Clear  Lake,  offices  in  this  modern 
facility  will  position  your  practice  in  the  middle  of  fast- 
developing  Clear  Lake  Medical  Center. 

Consider  these  advantages  to  being  located  in  the  re- 
gional medical  center  of  the  future:  Covered  walkway  to 
Clear  Lake  Medical  Tower  • walking  distance  to  five  more 
existing,  projected  or  developing  healthcare  facilities 
• 24-hour  security  and  management  assistance  • beauti- 
fully landscaped  courtyard  • abundant  parking  • nearby 
shopping  and  convenience  services  to  attract  and  hold 
quality  staff  personnel. 


z: 


Medical  Professional 


400  Medical  Center  Blvd.  • Webster,  Tbxas  77598 
Fred  Goeke  & Associates,  Inc.,  Property  Manager 
Call  Bill  Goeke  (713)  847-2100 


□ 


<o> 


□ 
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reserpine  0.1  mg,  hydralazine  hydrochloride  25  mg-,  hydrochlorothiazide  15  mg 


be  required  to  maintain  current  eligi- 
bility and  service  standards,  and  to 
continue  to  meet  current  standards  if 
the  hospital  is  sold. 

Related  legislation,  also  sponsored 
by  Senator  Brooks  and  Representative 
Oliver,  would  assist  hospitals  that  pro- 
vide relatively  high  amounts  of  care  to 
indigents  (“disproportionate  share  hos- 
pitals”). The  proposal  is  presented  in 
SB  789  and  HB  844. 

Dr  Forsythe  testifies 
before  education  committee 

Ted  H.  Forsythe,  MD,  chairman  of 
Texas  Medical  Association’s  Council  on 
Medical  Education,  appeared  before 
the  Texas  House  of  Representatives 
Committee  on  Higher  Education  and  af- 
firmed that,  “TMA  has  long  been  sup- 
portive of  a fair  and  reasonable  tuition 
increase  at  state  supported  institutions 
of  higher  learning  that  would  be  borne 
equitably  by  all  enrolled  students.” 

Dr  Forsythe  spoke  in  support  of  HB 
1147,  which  would  increase  tuition 
rates  charged  at  public  institutions  of 
higher  education,  including  medical, 
dental,  and  veterinary  medical  institu- 


tions. Representative  Wilhelmina  R. 
Delco  (D-Austin)  authored  the 
legislation. 

“The  Council  on  Medical  Education 
has  reviewed  HB  1 147  and  believes 
that  the  proposed  tuition  rates  are  ac- 
ceptable and  reasonable  increases  for 
students  to  bear,”  Dr  Forsythe  told  the 
committee. 

He  added,  “TMA  is  pleased  to  see 
that  HB  1 147  links  the  tuition  increase 
to  additional  funding  for  student  loans 
based  on  financial  need.  We  applaud 
this  effort  and  encourage  the  legis- 
lature to  consider  even  additional  ave- 
nues for  allocating  monies  to  help 
students.  They  will  need  it.” 

Delco’s  bill  would  set  aside  25%  of  all 
non-junior  college  tuition  revenue  for 
funding  financial  aid  under  the  Texas 
Public  Educational  Grants  Program. 

Joining  Dr  Forsythe  in  support  of  HB 
1147  were  several  representatives  of 
the  Texas  Student  Lobby,  including  Uni- 
versity of  Texas  Southwestern  Medical 
School  student  Mike  Hiller  of  Plano. 

“Texas  relies  heavily  on  federal  finan- 
cial aid  programs,  which  are  likely  to  be 
cut,”  Mr  Hiller  reminded  committee 


members. 

He  predicted  that  higher  tuition  with- 
out a concommitant  increase  in  finan- 
cial aid  would  limit  access  to  medical 
education  to  the  wealthy. 

“Ms  Delco’s  bill  keeps  financial  aid 
accessible  and  asks  for  a manageable 
tuition  increase.  I ask  your  positive  con- 
sideration of  HB  1147,”  he  concluded. 

At  press  time,  however,  the  House  of 
Representatives  had  passed  a differ- 
ent, more  costly  version  of  Ms  Delco’s 
bill,  calling  for  Texas  residents’  tuition 
for  the  state’s  medical  schools  to  in- 
crease from  the  present  $400  per  year 
to  $6,400  per  year  over  the  next  six 
years. 

It  included  an  amendment  introduced 
by  Rep  Mike  McKinney  (D-Centerville) 
that  imposes  tuition  increases  on  stu- 
dents in  schools  of  law,  architecture, 
and  engineering. 

TMA  members  support 
public  health  laws 

Texas  Medical  Association  members 
testified  in  support  of  three  public 
health  bills  under  consideration  by  the 
Texas  Legislature. 

Compton  Broders,  MD,  Dallas,  told 
lawmakers  that  the  mandatory  use  of 
motorcycle  helmets  not  only  would  re- 
duce injuries  and  deaths,  but  also  real- 
ize a health  care  cost  savings.  Dr 
Broders  spoke  in  favor  of  HB  233, 
sponsored  by  Rep  Billy  Clemons 
(D-Pollok).  In  addition  to  representing 
TMA,  Dr  Broders  also  spoke  for  the 
Texas  Chapter  of  the  American  College 
of  Emergency  Physicians,  of  which  he 
is  president. 

E.  Don  Webb,  MD,  Houston,  repre- 
sented TMA,  a member  of  the  Man- 
datory Seat  Belt  Coalition,  at  a news 
conference  where  Rep  Bill  Messer 
(D-Belton)  and  Sen  Ted  Lyon  (D-Mes- 
quite)  presented  mandatory  seat  belt 
legislation  in  the  form  of  HB  941  and 
SB  500.  Dr  Webb  noted  that  the  bills 
would  promote  cost  containment  and 
prevent  deaths  and  injuries. 

John  Asbury,  MD,  Temple,  testified 


Ted  H.  Forsythe,  MD,  addresses  the  Texas  House 
of  Representatives  Committee  on  Higher 
Education. 
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on  behalf  of  HB  1 58  by  Rep  Eddie 
Cavazos  (D-Corpus  Christi).  The  legis- 
lation requires  that  school  buses  be 
equipped  with  seat  belts. 

"Safety  belt  restraints  on  school 
buses  will  reduce  the  chances  of  injury 
and  death  to  the  children  of  Texas,”  Dr 
Asbury  said. 

At  press  time,  House  Bills  233 
and  1 58  were  being  studied  by  sub- 
committees. 

NEWSMAKERS 

CHARLES  A.  LEMAISTRE,  MD, 
Houston,  president  of  The  University  of 
Texas  System  Cancer  Center,  has  been 
named  an  honorary  member  of  the 
American  Pharmaceutical  Association 
(APhA).  Dr  LeMaistre  has  been  actively 
involved  in  advancing  the  pharmacy 
profession  for  many  years,  most  re- 
cently serving  on  the  APhA's  Task 
Force  on  Pharmacy  Education. 

WILLIAM  H.  DONOVAN,  MD,  Houston, 
has  been  named  Physician  of  the  Year 
by  the  Texas  Governor’s  Committee  for 
Disabled  Persons.  Dr  Donovan  was 
recognized  for  his  significant  contribu- 
tions to  the  public’s  understanding  of 
employment  capabilities  of  persons 
with  disabilities  and  for  his  efforts  to  im- 
prove the  employability  of  disabled 
persons  through  rehabilitation.  Dr 
Donovan  is  co-director  of  the  Regional 
Spinal  Cord  Injury  Center  at  The  Insti- 
tute for  Rehabilitation  and  Research. 

JAMES  H.  SAMMONS,  MD,  executive 
vice  president  of  the  American  Medical 
Association,  and  MAY  OWEN,  MD,  Fort 
Worth,  a past  president  of  the  Texas 
Medical  Association,  have  been  chosen 
to  receive  honorary  degrees  of  doctor 
of  humane  letters  from  Texas  Tech  Uni- 
versity in  Lubbock. 


SHERYL  H.  BOYD,  EDD,  is  the  first 
health  management  specialist  to  hold  a 
full-time  departmental  operations  posi- 
tion at  Texas  Tech  University  Health 
Sciences  Center  School  of  Medicine. 

Dr  Boyd  is  assistant  chairman  and  as- 
sociate professor  in  the  department  of 
internal  medicine  and  assists  faculty 
and  staff  with  operational,  administra- 
tive, and  development  planning.  She 
formerly  served  as  assistant  professor 
and  director  of  the  Health  Services 
Management  Program  in  the  masters  of 
business  administration  program  at  the 
University  of  Dallas  Graduate  School  of 
Management. 

JOSEPH  T.  PAINTER,  MD,  vice  presi- 
dent for  physician  referral  development 
and  extramural  programs  at  The  Uni- 
versity of  Texas  System  Cancer  Center, 
has  been  appointed  by  the  American 
Medical  Association  to  serve  on  the 
Joint  Commission  on  Accreditation  of 
Hospitals.  Dr  Painter  was  elected  to  the 
AMA  Board  of  Trustees  in  June  1 984 
and  has  been  an  active  member  of 
AMA  committees  since  1971.  He  has 
served  as  a delegate  from  the  Texas 
Medical  Association  to  the  AMA  for 


James  H.  Sammons,  MD 


many  years  and  is  currently  serving  a 
five-year  term  on  the  TMA  Board  of 
Trustees. 

ROBERT  MORETON,  MD,  Houston, 
received  the  Alumnus  of  the  Year  award 
from  Millsaps  College  in  Jackson,  Miss, 
his  undergraduate  alma  mater.  The 
award  is  given  to  outstanding  alumnus 
for  significant  contributions  to  their 
chosen  professions. 

CHARLES  R.  BAXTER,  MD,  professor 
of  surgery  at  The  University  of  Texas 
Health  Science  Center  at  Dallas,  has 
been  appointed  to  the  Task  Force  on 
Organ  Procurement  and  Transplan- 
tation. The  task  force  has  been 
established  by  Secretary  of  Health  and 
Human  Services  Margaret  H.  Heckler, 
under  the  National  Organ  Transplant 
Act.  Dr  Baxter  is  director  of  the  Park- 
land Memorial  Hospital  Burn  Center 
and  the  UT  Lions  Sight  and  Tissue 
Foundation. 

CREIGHTON  L.  EDWARDS,  MD,  pro- 
fessor of  gynecology,  and  DAVID  T. 
LARSON,  MD,  associate  professor  of 
surgery,  have  been  appointed  to  en- 
dowed positions  at  The  University  of 
Texas  Cancer  Center,  Houston.  Dr 
Edwards,  a member  of  the  UT  Cancer 
Center  staff  since  1 966,  has  been  ap- 
pointed the  first  holder  of  the  Ann  Rife 
Cox  Chair  in  Gynecology.  Dr  Larson,  a 
member  of  the  cancer  center  staff  since 
1 978,  is  the  first  holder  of  the  Alando  J. 
Ballantyne  Professorship  of  Head  and 
Neck  Surgery. 

ELLA  HERRIAGE,  RN,  BSPHN,  MPH, 
has  been  appointed  assistant  dean  for 
the  Texas  Tech  University  Health  Sci- 
ences Center  School  of  Nursing  in  the 
Permian  Basin.  Ms  Herriage  formerly 
was  on  the  nursing  faculty  at  Langston 
(Okla)  University. 
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INCORPORATED 

Where  Experience  Counts. 

In  Dallas:  985-9255 
In  Texas:  1-800-442-6067 
Ask  for  Extension  300 
Free  delivery  throughout  Texas. 


Before  you  finance  a 
car  talk  to  the  most 
experienced, 
independent 
automobile  leasing 
people  in  Texas. 


LEASING 


Z easing  Resources, 

Inc.  has  the  experi- 
ence and  financial  re- 
sources to  deliver  the  best 
custom  automobile  lease 
package  for  you. 

Leasing  Resources  offers 
you  the  financial  security  of 
the  Guaranteed  Lease  Value 
Plan®.  LRI  guarantees  your 
new  car’s  trade-in  value  up 
front  — in  writing.  If  you 
drive  the  car  to  full  term, 
you  have  3 easy  options. 

1)  Pay  the  trade-in  value 
and  keep  the  car; 

2)  Or  turn  it  in  and  apply 
any  equity  to  a new 
lease; 

3)  Or  keep  any  equity  and 
walk  away! 

You’ll  choose  LRI  over 
the  competition  because  of 
the  Guaranteed  Lease  Value 
Plan®  and  because  our  avail- 
able range  of  banking  re- 
sources — whether  it’s 
terms,  rates,  mileage  or 
credit  requirements  — en- 
ables LRI  to  custom  design 
your  lease. 

Plus,  you  get  the  benefits 
of  leasing  over  buying: 

100%  financing  with  lower 
monthly  payments. 

Protect  your  cash  flow  — 
call  Leasing  Resources  for 
an  appointment  today. 


Pioneer  physicians  healed,  fought  and  legislated 
in  Frontier  Nineteenth  Century  Texas  . . . 


A fascinating , informal  look  at  the  practice 
of  medicine  in  the  Lone  Star  State  during  the 
first  half  of  Texas’s  Sesquicentennial 

Scalpels  and  Sabers 

Nineteenth  Century  Medicine  in  Texas 
By  Sylvia  Van  Voast  Ferris 
And  Eleanor  Sellers  Hoppe 

For  the  first  time,  the  important  role  played  by  physicians  in  the 
settlement  and  development  of  Texas  is  presented  in  Scalpels  and 
Sabers,  Nineteenth  Century  Medicine  in  Texas,  just  released  by 
Eakin  Press,  Texas's  leading  publisher  of  books  for  the  Texas  Ses- 
quicentennial. 

Beginning  with  the  doctors  who  came  to  Texas  in  the  Spanish 
colonial  period,  the  narrative  moves  to  the  pre-revolutionary  and  Re- 
public eras  of  Texas  that  attracted  a colorful  group  of  medical  prac- 
titioners. 

Other  chapters  cover  the  problems  and  hazards  of  frontier 
medicine  and  the  doctors  who  not  only  had  full  time  practices  but 
who  also  found  time  to  make  contributions  to  science,  mold  public 
opinion  and  develop  businesses  in  the  growing  state 

Authors  Sylvia  Ferris  and  Eleanor  Hoppe  also  covered  social 
changes  and  the  move  toward  organized  medicine  and  public 
health,  women  in  medicine  and  the  establishment  of  hospitals  and 
medical  schools. 

280  pages,  cloth  hardback  binding  with  handsome  full  color  dust  Jacket, 
photographs,  bibliography,  appendix,  and  Index. 

ISBN  0-89015-508-9 $16.95 


REFLECTIONS  AND  OBSERVATIONS 
Essays  of  Denton  A.  Cooley,  M.D. 

Denton  Arthur  Cooley,  M.D.,  Surgeon-in-Chief  of  the  Texas  Heart  Insti- 
tute in  Houston,  has  been  described  as  the  world's  most  productive  car- 
diac surgeon  as  well  as  one  of  the  most  skilled  technicians  in  his  field 
These  essays  of  Dr  Cooley  cover  a wide  spectrum  of  subject  matter  and 
run  the  gamut  from  "Human  Heart  Transplantation"  and  "Don't  Eat  Your 
Heart  Out"  to  such  personal  recollections  as  "Walter  Hodges,  San  Jacinto 
High  School  Basketball  Coach."  Dr.  Cooley's  tireless  dedication,  his 
incredible  talents,  his  constant  pursuit  of  excellence  in  life  and  work  and 
compassion  are  reflected  in  this  collection  from  numerous  sources,  includ- 
ing his  writings  and  speeches  A native  of  Houston,  he  graduated  from  The 
University  of  Texas  and  then  entered  the  Johns  Hopkins  University  School 
of  Medicine  where  he  graduated  in  1944  at  the  head  of  his  class  Among 
the  forty-five  honors  and  awards  he  has  received  is  the  Rene  Leriche  Prize, 
the  highest  honor  of  the  International  Surgical  Society. 

53/4  x 83/4,  240  pp,  photos,  charts,  Index, 

ISBN  0-89015-455-4 $14.95 


EAKIN  PRESS 

P.O.  Box  23066,  Austin,  Texas  78735 

□ Please  send  me  the  following  books 

Scalpels  and  Sabers,  Nineteenth  Century  Medicine  in  Texas  at  $16.95  each 

Essays  of  Denton  A Cooley,  M.D , Reflections  and  Observations  at  $14.95  each 

TOTAL 

□ Payment  enclosed  with  order  No  postage  charged 

□ Bill  me  for  the  amount  plus  postage,  shipping  costs,  and  sales  tax. 

Please  fill  in  below  for  credit  card  holders 

Check  one:  MasterCard  □ Visa  □ Card  No 

Expiration  date Signature 

□ Please  send  me  your  current  catalogue  and  add  me  to  your  permanent  mailing  list. 

We  accept  tslaphona  order*:  512/2SS-1771 
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STRENGTHEN  YOUR  ROLE  IN 
HOSPITAL  MEDICAL  STAFF  LEADERSHIR.. 

INFLUENCE  AMA  POLICY 


Participate  • Influence  Organized  Medicine  • 
Participate  • Solve  Medical  Staff  Concerns  • 
Participate  • Face  Medical  Staff  Issues  • 
Participate  • Predict  Medical  Staff  Trends  • 

Participate  • 


AMA  Hospital  Medical  Staff  Section 
Fifth  Assembly  Meeting 
June  13-17, 1985 
Hyatt  Regency  Hotel 
Chicago 

For  Information  Contact: 

American  Medical  Association 
Hospital  Medical  Staff  Services 
535  North  Dearborn  Street 
Chicago,  Illinois  60610 
Phone  (312)  645-4747  or  (312)  645-4753 
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TEXAS  MEDICAL  LIABILITY  TRUST 


The  Texas  Medical  Liability 
Trust  is  an  organization  offer- 
ing professional  liability  insur- 
ance responsive  to  the  needs 
of  Texas  physicians. 

Our  philosophy  is  to  pro- 
vide an  enduring  source  of  lia- 
bility insurance,  impact  on  the 
overall  malpractice  insurance 
market  by  our  presence,  pro- 
vide loss  prevention  and  risk 
management  education  to 
minimize  malpractice  prob- 
lems and  to  effectively  handle 
claims  with  personal  attention 
to  our  policyholders.  This  phi- 
losophy results  in  the  highest 
quality  liability  insurance  for 
Texas  physicians. 

Today,  the  health  care  in- 
dustry is  in  an  era  of  change. 
Cost  containment  incentives, 
DRG  systems,  competitive  en- 


vironment, and  rising  costs  of 
health  care;  plus  new  laws  and 
liberal  legal  trends  are,  more 
than  ever  before,  affecting  the 
Texas  physician.  The  Texas 
Medical  Liability  Trust  is 
acutely  aware  of  these  trends. 
Our  priority  to  anticipate  the 
future  and  understand  the 
staggering  problems  of  profes- 
sional liability  are  a vital  part 
of  the  quality  service  offered. 
And  it  is  because  of  this 
awareness  and  our  understand- 
ing of  the  industry  that  TMLT 
has  emerged  as  a dynamic 
leader  in  the  field  of  profes- 
sional liability  insurance. 

The  Texas  Medical  Liability 
Trust . . . quality  insurance 
services  to  match  quality 
medical  practices. 


THE  HIGHEST  QUALITY  LIABILITY  INSURANCE  LOR  TEXAS  PHYSICIANS. 

Created  by  the  Texas  Medical  Association 


Statewide  Service  Center:  1-800-252-9179/P.O.  Box  14746,  Austin,  Texas  78761 
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BALANCED 

CALCIUM  c: 

BLOCKADI 


Low  incidence  of  side  effects 

CARDIZEM®  (diltiazem  HC1) 
produces  an  incidence  of  adverse 
reactions  not  greater  than  that 
reported  with  placebo  therapy, 
thus  contributing  to  the  patient’s 
sense  of  well-being. 

'Cardizem  is  indicated  in  the  treatment  of  angina  pectoris  due  to 
coronary  artery  spasm  and  in  the  management  of  chronic  stable 
angina  (classic  effort-associated  angina)  in  patients  who  cannot 
tolerate  therapy  with  beta-blockers  and/or  nitrates  or  who  remain 
symptomatic  despite  adequate  doses  of  these  agents. 

References: 

1.  Strauss  WE,  McIntyre  KM,  Paris!  AE,  et  al:  Safety  and  efficacy 
of  diltiazem  hydrochloride  for  the  treatment  of  stable  angina 
pectoris:  Report  of  a cooperative  clinical  trial.  Am  J Cardiol 
49:560-566,  1982. 

2.  Pool  PE,  Seagren  SC,  Bonanno  JA,  et  al:  The  treatment  of  exercise- 
inducible  chronic  stable  angina  with  diltiazem:  Effect  on  treadmill 
exercise.  Chest  78  (July  suppl):234-238,  1980. 


Reduces  angina  attack  frequency 

42%  to  46%  decrease  reported  in 
multicenter  study.1 

Increases  exercise  tolerance* 

In  Bruce  exercise  test?  control 
patients  averaged  8.0  minutes  to 
onset  of  pain;  Cardizem  patients 
averaged  9.8  minutes  (P<.005). 

CARDIZEM 

(diltiazem  HC1) 

THE  BALANCED 
CALCIUM  CHANNEL  BLOCKER 


Please  see  full  prescribing  information  on  following  page. 
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PROFESSIONAL  USE  INFORMATION 

cardizem . 

(dilfaz<?m  HCI) 

30  and  60  mg  tablets 

DESCRIPTION 

CARDIZEM  ” (diltiazem  hydrochloride)  is  a calcium  ion  influx 
inhibitor  (slow  channel  blocker  or  calcium  antagonist).  Chemically, 
diltiazem  hydrochloride  is  1 ,5- Benzothiazepi n-4(5H)one, 3-(acetyloxy) 
-5-[2-(dimethylamino)ethyl]-2,3-dihydro-2-(4-methoxyphenyl)-, 
monohydrochlorlde,(+)  -cis-  The  chemical  structure  is: 


Diltiazem  hydrochloride  is  a white  to  off-white  crystalline  powder 
with  a bitter  taste.  It  is  soluble  in  water,  methanol,  and  chloroform 
It  has  a molecular  weight  of  450.98.  Each  tablet  of  CARDIZEM 
contains  either  30  mg  or  60  mg  diltiazem  hydrochloride  for  oral 
administration, 

CLINICAL  PHARMACOLOGY 

The  therapeutic  benefits  achieved  with  CARDIZEM  are  believed 
to  be  related  to  its  ability  to  inhibit  the  influx  of  calcium  ions 
during  membrane  depolarization  of  cardiac  and  vascular  smooth 
muscle. 

Mechanisms  of  Action.  Although  precise  mechanisms  of  its 
antianginal  actions  are  still  being  delineated,  CARDIZEM  is  believed 
to  act  in  the  following  ways: 

1.  Angina  Due  to  Coronary  Artery  Spasm  CARDIZEM  has  been 
shown  to  be  a potent  dilator  of  coronary  arteries  both  epicardial 
and  subendocardial.  Spontaneous  and  ergonovine-induced  cor- 
onary artery  spasm  are  inhibited  by  CARDIZEM 

2.  Exertional  Angina:  CARDIZEM  has  been  shown  to  produce 
increases  in  exercise  tolerance,  probably  due  to  its  ability  to 
reduce  myocardial  oxygen  demand.  This  is  accomplished  via 
reductions  in  heart  rate  and  systemic  blood  pressure  at  submaximal 
and  maximal  exercise  work  loads. 

In  animal  models,  diltiazem  interferes  with  the  slow  inward 
(depolarizing)  current  in  excitable  tissue  It  causes  excitation-contraction 
uncoupling  in  various  myocardial  tissues  without  changes  in  the 
configuration  of  the  action  potential  Diltiazem  produces  relaxation 
of  coronary  vascular  smooth  muscle  and  dilation  of  both  large  and 
small  coronary  arteries  at  drug  levels  which  cause  little  or  no 
negative  Inotropic  effect  The  resultant  increases  In  coronary  blood 
flow  (epicardial  and  subendocardial)  occur  in  ischemic  and  nonischemic 
models  and  are  accompanied  by  dose-dependent  decreases  in  sys- 
temic blood  pressure  and  decreases  in  peripheral  resistance. 

Hemodynamic  and  Electrophysfologic  Effects.  Like  other 
calcium  antagonists,  diltiazem  decreases  sinoatrial  and  atrioventricu- 
lar conduction  in  isolated  tissues  and  has  a negative  inotropic  effect 
in  isolated  preparations.  In  the  intact  animal,  prolongation  of  the  AH 
interval  can  be  seen  at  higher  doses. 

In  man,  diltiazem  prevents  spontaneous  and  ergonovine-provoked 
coronary  artery  spasm  It  causes  a decrease  in  peripheral  vascular 
resistance  and  a modest  fall  in  blood  pressure  and,  in  exercise 
tolerance  studies  in  patients  with  ischemic  heart  disease,  reduces 
the  heart  rate-blood  pressure  product  for  any  given  work  load 
Studies  to  date,  primarily  in  patients  with  good  ventricular  function, 
have  not  revealed  evidence  of  a negative  inotropic  effect;  cardiac 
output,  ejection  fraction,  and  left  ventricular  end  diastolic  pressure 
have  not  been  affected.  There  are  as  yet  few  data  on  the  interaction 
of  diltiazem  and  beta-blockers.  Resting  heart  rate  is  usually  unchanged 
or  slightly  reduced  by  diltiazem. 

Intravenous  diltiazem  In  doses  of  20  mg  prolongs  AH  conduction 
time  and  AV  node  functional  and  effective  refractory  periods  approxi- 
mately 20%  In  a study  involving  single  oral  doses  of  300  mg  of 
CARDIZEM  in  six  normal  volunteers,  the  average  maximum  PR 
prolongation  was  14%  with  no  instances  of  greater  than  first-degree 
AV  block.  Diltiazem-associated  prolongation  of  the  AH  interval  is  not 
more  pronounced  in  patients  with  first-degree  heart  block.  In  patients 
with  sick  sinus  syndrome,  diltiazem  significantly  prolongs  sinus 
cycle  length  (up  to  50%  in  some  cases). 

Chronic  oral  administration  of  CARDIZEM  in  doses  of  up  to  240 
mg/day  has  resulted  in  small  increases  in  PR  interval,  but  has  not 
usually  produced  abnormal  prolongation  There  were,  however,  three 
instances  of  second-degree  AV  block  and  one  instance  of  third- 
degree  AV  block  In  a group  of  959  chronically  treated  patients. 

Pharmacokinetics  and  Metabolism.  Diltiazem  is  absorbed 
from  the  tablet  formulation  to  about  80%  of  a reference  capsule  and 
is  subject  to  an  extensive  first-pass  effect,  giving  an  absolute 
bioavailability  (compared  to  intravenous  dosing)  of  about  40%.  CARDIZEM 
undergoes  extensive  hepatic  metabolism  in  which  2%  to  4%  of  the 
unchanged  drug  appears  in  the  urine  In  vitro  binding  studies  show 
CARDIZEM  is  70%  to  80%  bound  to  plasma  proteins.  Competitive 
ligand  binding  studies  have  also  shown  CARDIZEM  binding  is  not 
altered  by  therapeutic  concentrations  of  digoxin,  hydrochlorothiazide, 
phenylbutazone,  propranolol,  salicylic  acid,  or  warfarin  Single  oral 
doses  of  30  to  120  mg  of  CARDIZEM  result  in  detectable  plasma 
levels  within  30  to  60  minutes  and  peak  plasma  levels  two  to  three 
hours  after  drug  administration  The  plasma  elimination  half-life 
following  single  or  multiple  drug  administration  is  approximately  3,5 
hours  Desacetyl  diltiazem  Is  also  present  in  the  plasma  at  levels  of 
10%  to  20%  of  the  parent  drug  and  is  25%  to  50%  as  potent  a 
coronary  vasodilator  as  diltiazem.  Therapeutic  blood  levels  of 
CARDIZEM  appear  to  be  in  the  range  of  50  to  200  ng/ml.  There  is  a 
departure  from  dose-linearity  when  single  doses  above  60  mg  are 
given;  a 120-mg  dose  gave  blood  levels  three  times  that  of  the  60-mg 
dose.  There  is  no  information  about  the  effect  of  renal  or  hepatic 
impairment  on  excretion  or  metabolism  of  diltiazem. 

INDICATIONS  AND  USAGE 

1  Angina  Pectoris  Due  to  Coronary  Artery  Spasm.  CARDIZEM 


is  indicated  in  the  treatment  of  angina  pectoris  due  to  coronary 
artery  spasm  CARDIZEM  has  been  shown  effective  in  the 
treatment  of  spontaneous  coronary  artery  spasm  presenting  as 
Prinzmetal's  variant  angina  (resting  angina  with  ST-segment 
elevation  occurring  during  attacks). 

2  Chronic  Stable  Angina  (Classic  Effort-Associated  Angina). 
CARDIZEM  is  indicated  in  the  management  of  chronic  stable 
angina.  CARDIZEM  has  been  effective  in  controlled  trials  in 
reducing  angina  frequency  and  increasing  exercise  tolerance. 

There  are  no  controlled  studies  of  the  effectiveness  of  the  concomi- 
tant use  of  diltiazem  and  beta-blockers  or  of  the  safety  of  this 
combination  in  patients  with  impaired  ventricular  function  or  conduc- 
tion abnormalities 

CONTRAINDICATIONS 

CARDIZEM  is  contraindicated  In  (1)  patients  with  sick  sinus 
syndrome  except  in  the  presence  of  a functioning  ventricular  pacemaker, 
(2)  patients  with  second-  or  third-degree  AV  block  except  in  the 
presence  of  a functioning  ventricular  pacemaker,  and  (3)  patients 
with  hypotension  (less  than  90  mm  Hg  systolic) 

WARNINGS 

1.  Cardiac  Conduction.  CARDIZEM  prolongs  AV  node  refrac- 
tory periods  without  significantly  prolonging  sinus  node  recov- 
ery time,  except  in  patients  with  sick  sinus  syndrome  This 
effect  may  rarely  result  In  abnormally  slow  heart  rates  (particularly 
in  patients  with  sick  sinus  syndrome)  or  second-  or  third-degree 
AV  block  (six  of  1243  patients  for  0.48%).  Concomitant  use  of 
diltiazem  with  beta-blockers  or  digitalis  may  result  in  additive 
effects  on  cardiac  conduction  A patient  with  Prinzmetal's 
angina  developed  periods  of  asystole  (2  to  5 seconds)  after  a 
single  dose  of  60  mg  of  diltiazem 

2 Congestive  Heart  Failure.  Although  diltiazem  has  a negative 
inotropic  effect  in  isolated  animal  tissue  preparations,  hemodynamic 
studies  in  humans  with  normal  ventricular  function  have  not 
shown  a reduction  in  cardiac  index  nor  consistent  negative 
effects  on  contractility  (dp/dt).  Experience  with  the  use  of 
CARDIZEM  alone  or  in  combination  with  beta-blockers  in  patients 
with  impaired  ventricular  function  is  very  limited.  Caution  should 
be  exercised  when  using  the  drug  in  such  patients. 

3 Hypotension.  Decreases  in  blood  pressure  associated  with 
CARDIZEM  therapy  may  occasionally  result  in  symptomatic 
hypotension 

4 Acute  Hepatic  Injury.  In  rare  instances,  patients  receiving 
CARDIZEM  have  exhibited  reversible  acute  hepatic  injury  as 
evidenced  by  moderate  to  extreme  elevations  of  liver  enzymes. 
(See  PRECAUTIONS  and  ADVERSE  REACTIONS.) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is  extensively  metab- 
olized by  the  liver  and  excreted  by  the  kidneys  and  in  bile.  As  with  any 
new  drug  given  over  prolonged  periods,  laboratory  parameters  should 
be  monitored  at  regular  intervals.  The  drug  should  be  used  with 
caution  in  patients  with  impaired  renal  or  hepatic  function.  In  sub- 
acute and  chronic  dog  and  rat  studies  designed  to  produce  toxicity, 
high  doses  of  diltiazem  were  associated  with  hepatic  damage  In 
special  subacute  hepatic  studies,  oral  doses  of  125  mg/kg  and 
higher  in  rats  were  associated  with  histological  changes  in  the  liver 
which  were  reversible  when  the  drug  was  discontinued.  In  dogs, 
doses  of  20  mg/kg  were  also  associated  with  hepatic  changes; 
however,  these  changes  were  reversible  with  continued  dosing 

Drug  Interaction.  Pharmacologic  studies  indicate  that  there 
may  be  additive  effects  in  prolonging  AV  conduction  when  using 
beta-blockers  or  digitalis  concomitantly  with  CARDIZEM  (See 
WARNINGS) 

Controlled  and  uncontrolled  domestic  studies  suggest  that  con- 
comitant use  of  CARDIZEM  and  beta-blockers  or  digitalis  is  usually 
well  tolerated  Available  data  are  not  sufficient,  however,  to  predict 
the  effects  of  concomitant  treatment,  particularly  In  patients  with  left 
ventricular  dysfunction  or  cardiac  conduction  abnormalities.  In  healthy 
volunteers,  diltiazem  has  been  shown  to  increase  serum  digoxin 
levels  up  to  20%. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility.  A 

24-month  study  in  rats  and  a 21 -month  study  in  mice  showed  no 
evidence  of  carcinogenicity.  There  was  also  no  mutagenic  response 
in  in  vitro  bacterial  tests  No  intrinsic  effect  on  fertility  was  observed 
in  rats. 

Pregnancy.  Category  C Reproduction  studies  have  been  con- 
ducted in  mice,  rats,  and  rabbits.  Administration  of  doses  ranging 
from  five  to  ten  times  greater  (on  a mg/kg  basis)  than  the  daily 
recommended  therapeutic  dose  has  resulted  in  embryo  and  fetal 
lethality.  These  doses,  in  some  studies,  have  been  reported  to  cause 
skeletal  abnormalities.  In  the  perinatal/postnatal  studies,  there  was 
some  reduction  in  early  individual  pup  weights  and  survival  rates. 
There  was  an  increased  incidence  of  stillbirths  at  doses  of  20  times 
the  human  dose  or  greater. 

There  are  no  well-controlled  studies  in  pregnant  women;  therefore, 
use  CARDIZEM  in  pregnanf  women  only  if  the  potential  benefit 
justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers.  It  is  not  known  whether  this  drug  is  excreted 
in  human  milk.  Because  many  drugs  are  excreted  in  human  milk, 
exercise  caution  when  CARDIZEM  is  administered  to  a nursing 
woman  if  the  drug's  benefits  are  thought  to  outweigh  its  potential 
risks  In  this  situation. 

Pediatric  Use.  Safety  and  effectiveness  in  children  have  not 
been  established. 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies  carried  out  to 
date,  but  it  should  be  recognized  that  patients  with  impaired  ventricu- 
lar function  and  cardiac  conduction  abnormalities  have  usually  been 
excluded. 

In  domestic  placebo-controlled  trials,  the  incidence  of  adverse 
reactions  reported  during  CARDIZEM  therapy  was  not  greater  than 
that  reported  during  placebo  therapy 

The  following  represent  occurrences  observed  in  clinical  studies 
which  can  be  at  least  reasonably  associated  with  the  pharmacology 
of  calcium  Influx  inhibition.  In  many  cases,  the  relationship  to 
CARDIZEM  has  not  been  established.  The  most  common  occurrences, 
as  well  as  their  frequency  of  presentation,  are:  edema  (2  4%), 


headache  (2.1%),  nausea  (1.9%),  dizziness  (1.5%),  rash  % 
asthenia  (12%),  AV  block  (1.1%).  In  addition,  the  following  n/\ 
were  reported  infrequently  (less  than  1%)  with  the  order  of  prfl|§ 
tion  corresponding  to  the  relative  frequency  of  occurrence. 


Cardiovascular 


Nervous  System 
Gastrointestinal 


Dermatologic 

Other: 


Flushing,  arrhythmia,  hypotension,  br  » 
dia,  palpitations,  congestive  heart  i n 
syncope. 

Paresthesia,  nervousness,  somno  I 
tremor,  insomnia,  hallucinations,  and  an  ft 
Constipation,  dyspepsia,  diarrhea,  vo  $ 
mild  elevations  of  alkaline  phosphatase  ] 
SGPT,  and  LDH 

Pruritus,  petechiae,  urticaria,  photosen  | 
Polyuria,  nocturia. 


The  following  additional  experiences  have  been  noted: 

A patient  with  Prinzmetal's  angina  experiencing  episoi  p- 
vasospastic  angina  developed  periods  of  transient  asymph  I 
asystole  approximately  five  hours  after  receiving  a single  1 
dose  of  CARDIZEM 

The  following  postmarketing  events  have  been  reported  1 
quently  in  patients  receiving  CARDIZEM:  erythema  multiform  1 
kopenia,  and  extreme  elevations  of  alkaline  phosphatase,  i 
SGPT,  LDH,  and  CPK.  However,  a definitive  cause  and  effect  be  1 
these  events  and  CARDIZEM  therapy  is  yet  to  be  establishet 


OVERDOSAGE  OR  EXAGGERATED  RESPONSE 


Overdosage  experience  with  oral  jyitiazem  has  been  liij 


Single  oral  doses  of  300  mg  of  CARDIZEM  have  been  well  toli.i 
by  healthy  volunteers.  In  the  event  of  overdosage  or  exaggr 
response,  appropriate  supportive  measures  should  be  emplo>  1 
addition  to  gastric  lavage.  The  following  measures  may  be  consii  1 


Bradycardia 


High-Degree  AV 
Block 


Cardiac  Failure 


Hypotension 


Administer  atropine  (0.60  to  1.0  mg).  If  | 
is  no  response  to  vagal  blockade,  admi  1 
isoproterenol  cautiously. 

Treat  as  for  bradycardia  above.  Fixed  I 
degree  AV  block  should  be  treated  will 
dlac  pacing. 

Administer  Inotropic  agents  (isoprotei 
dopamine,  or  dobutamine)  and  diuretics. 
Vasopressors  (eg,  dopamine  or  levarte 
bitartrate). 

Actual  treatment  and  dosage  should  depend  on  the  severity  r 
clinical  situation  and  the  judgment  and  experience  of  the  tre 
physician. 

The  oral/LD50's  in  mice  and  rats  range  from  415  to  740  m 
and  from  560  to  810  mg/kg,  respectively.  The  intravenous  LD, 
these  species  were  60  and  38  mg/kg,  respectively.  The  oral  Lf 
dogs  is  considered  to  be  in  excess  of  50  mg/kg,  while  lethality 
seen  in  monkeys  at  360  mg/kg.  The  toxic  dose  in  man  is  not  kn 
but  blood  levels  in  excess  of  800  ng/ml  have  not  been  assoc 
with  toxicity. 


DOSAGE  AND  ADMINISTRATION 

Exertional  Angina  Pectoris  Due  to  Atherosclerotic  C 
nary  Artery  Disease  or  Angina  Pectoris  at  Rest  Due  to  C 
nary  Artery  Spasm.  Dosage  must  be  adjusted  to  each  patii 
needs  Starting  with  30  mg  four  times  daily,  before  meals  ar 
bedtime,  dosage  should  be  Increased  gradually  (given  in  div 
doses  three  or  four  times  daily)  at  one-  to  two-day  intervals 
optimum  response  is  obtained.  Although  individual  patients 
respond  to  any  dosage  level,  the  average  optimum  dosage  rt 
appears  to  be  180  to  240  mg/day.  There  are  no  available  data  com 
ing  dosage  requirements  in  patients  with  impaired  renal  or  hep 
function.  If  the  drug  must  be  used  in  such  patients,  titration  shoul  ’ 
carried  out  with  particular  caution. 

Concomitant  Use  With  Other  Antianginal  Agents: 

1 Sublingual  NTG  may  be  taken  as  required  to  abort  ai 
anginal  attacks  during  CARDIZEM  therapy. 

2 Prophylactic  Nitrate  Therapy -CARDIZEM  may  be  s; 
coadministered  with  short-  and  long-acting  nitrates,  but  tl 
have  been  no  controlled  studies  to  evaluate  the  antiang 
effectiveness  of  this  combination. 

3 Beta-blockers.  (See  WARNINGS  and  PRECAUTIONS.) 


HOW  SUPPLIED 

Cardizem  30-mg  tablets  are  supplied  in  bottles  of  100  (f 
0088-1 771-47)  and  in  Unit  Dose  Identification  Paks  of  100  (( 
0088-1771-49).  Each  green  tablet  is  engraved  with  MARION  on 
side  and  1771  engraved  on  the  other.  CARDIZEM  60-mg  set 
tablets  are  supplied  in  bottles  of  100  (NDC  0088-1 772-47)  and  in  I 
Dose  Identification  Paks  of  100  (NDC  0088-1772-49).  Each  yel 
tablet  is  engraved  with  MARION  on  one  side  and  1772  on  the  of 
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CANCER  UPDATE 


Blood  component  therapy  for  cancer  patients 

Ethel  Patten,  MD 

Platelet  and  granulocyte  transfusions  have  decreased  the 
death  rate  due  to  hemorrhage  and  infection  in  cancer  pa- 
tients. While  prophylactic  transfusion  with  these  blood 
components  decreases  the  incidence  of  bleeding  and  sep- 
ticemia, it  does  not  prolong  life.  Both  platelet  and  granulocyte 

I transfusions  can  cause  significant  morbidity.  Thus,  these 
blood  components  should  be  reserved  for  specific  clinical  in- 
dications. This  article  discusses  their  use  in  cancer  patients. 

Cancer  patients  are  the  largest  single  users  of  blood  com- 
ponent transfusions.  One  out  of  every  five  units  of  red  blood 
cells  or  whole  blood  is  administered  to  patients  with  ma- 
lignant neoplasms  (1 ).  In  addition  to  using  red  blood  cell 
components,  cancer  patients  use  large  quantities  of  platelet 
concentrates  and  some  also  require  granulocyte  concen- 
trates, fresh  frozen  plasma,  and  cryoprecipitate.  Because  the 
use  of  red  blood  cell  components  has  been  reviewed  in  this 
journal  (2),  this  report  focuses  on  the  use  of  platelet  and 
granulocyte  transfusions  in  cancer  patients. 

Platelet  transfusion  therapy 

The  availability  of  platelet  concentrate  transfusions  has  re- 
duced the  death  rate  due  to  thrombocytopenic  hemorrhage 
in  leukemia  patients  from  65%  to  less  than  35%  (3,4).  Signifi- 
cant bleeding  (melena,  hematemesis,  hematuria)  is  unusual 
when  the  platelet  count  is  over  20,000/jxL  (5),  and  fatal  hem- 
orrhage is  rare  unless  the  platelet  count  is  less  than  10,000/ 

. |xl_  (5,6).  A rapid  decline  in  the  platelet  count  or  the  presence 
of  fever  or  infection  appears  to  predispose  to  bleeding. 

An  effort  should  be  made  to  prevent  bleeding  in  thrombo- 
cytopenic patients  by  treating  fever  and  infection  promptly, 
giving  hormonal  therapy  to  suppress  menstruation,  improving 
dental  hygiene,  avoiding  intramuscular  injections,  correcting 
dietary  deficiencies  of  vitamin  K,  and  administering  antacids 
when  indicated.  At  The  University  of  Texas  Medical  Branch 
(UTMB)  a controlled  study  is  under  way  to  determine  whether 
the  antifibrinolytic  agent,  aminocaproic  acid  (Amicar),  can  be 
used  prophylactically  to  prevent  bleeding  in  amegakaryocytic 
thrombocytopenia  (7,8). 

Controversy  exists  whether  patients  should  be  given  pro- 
phylactic platelet  transfusions  when  their  platelet  count 
reaches  a specific  level,  for  example  20,000/p.L  (9),  or 
whether  platelet  transfusion  should  be  reserved  for  the  treat- 
ment of  significant  bleeding  episodes  (10).  Three  controlled 
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studies  have  looked  at  this  question  (11-13).  While  there  are 
fewer  episodes  of  bleeding  in  patients  receiving  prophylactic 
platelet  transfusions,  there  is  no  difference  in  their  mortality 
rates  and  those  of  controls  given  only  therapeutic  platelet 
transfusions.  Thus,  when  platelet  transfusions  are  admin- 
istered to  treat  bleeding,  fatal  hemorrhage  can  be  averted.  In 
addition,  patients  receiving  prophylactic  platelet  transfusions 
require  about  twice  the  number  of  units  of  platelets  as  do 
patients  treated  therapeutically,  and  this  increased  exposure 
to  antigens  present  on  the  platelets  appears  to  lead  to  refrac- 
toriness to  platelet  transfusion  in  the  terminal  phase  of  the 
disease  (1 1 ,1 3).  At  UTMB  it  is  our  policy  to  reserve  platelet 
concentrate  transfusions  for  patients  who  have  significant 
thrombocytopenic  bleeding  (Fig  1).  Exceptions  to  this  policy 
would  be  patients  requiring  surgery,  lumbar  puncture,  or 
other  invasive  procedures,  exclusive  of  bone  marrow  aspi- 
rate or  biopsy.  In  general,  it  is  desirable  that  the  platelet  count 
be  greater  than  50,000/|xL  before  surgery.  However,  patients 
with  platelet  counts  at  this  level  may  tolerate  surgery  without 
excessive  bleeding.  Thus,  it  is  appropriate  to  hold  platelet 
concentrates  in  reserve  in  the  blood  bank  and  to  administer 
them  only  if  surgical  bleeding  is  excessive. 

In  contrast  to  patients  with  leukemia,  patients  with  solid 
tumors  are  less  likely  to  require  platelet  transfusion.  Fewer 
than  2%  have  platelet  counts  less  than  20,000/|xL,  only  10% 
experience  bleeding  from  any  cause,  and  less  than  2%  die 
from  hemorrhage  (6). 

A unit  of  platelet  concentrate  is  that  amount  harvested 
from  a single  unit  of  whole  blood,  or  about  5.5  x 1 010  platelets 
suspended  in  50  mL  of  plasma.  In  general,  the  dose  of 
platelet  concentrates  administered  is  one  unit  per  10  lb  in 
infants  (14)  and  one  unit  per  10  kg  in  the  older  child  and 
adult.  While  ABO-identical  platelets  are  preferable,  ABO-in- 
compatible  platelets  give  satisfactory  results  (15).  If  ABO- 
incompatible  platelets  are  transfused,  it  is  preferable  that  the 
plasma  of  the  donor  be  ABO-compatible  with  the  recipient’s 
red  blood  cells  (16).  Although  hemolytic  transfusion  reactions 
have  been  reported  after  ABO-incompatible  plasma  in  platelet 
concentrate  (1 7),  their  occurrence  is  extremely  rare.  The  risk 
of  sensitization  of  Rh-negative  patients  with  cancer  or  leuke- 
mia is  so  low  that  the  Rh  type  of  the  platelets  may  be  ignored 
in  these  groups  (18,19).  In  the  rare  event  that  a female  who 
has  a reasonable  expectation  of  bearing  children  in  the  future 
is  given  Rh  incompatible  platelet  concentrate,  Rh  immune 
globulin  can  be  administered  after  the  transfusion. 

The  expected  increment  in  platelet  count  is  about  10,000 
to  1 5,000/(xL  per  square  meter  of  body  surface  for  each  unit 
of  platelet  concentrate  transfused,  or  about  7,000/|xL  per  unit 
of  platelet  concentrate  in  a 70  kg  patient.  It  is  not  necessary 
to  irradiate  platelet  concentrates  intended  for  cancer  pa- 
tients; however,  irradiation  of  all  blood  components  adminis- 
tered to  bone  marrow  transplant  recipients  is  recommended 
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in  order  to  avoid  graft-versus-host  disease  (20,21 ). 

It  is  important  to  clinically  assess  the  patient  after  platelet 
transfusion  to  determine  whether  bleeding  has  stopped  and 
to  obtain  a platelet  count  one  hour  after  transfusion.  There  is 
a strong  correlation  between  a low  one-hour  post-transfusion 
platelet  count  and  the  presence  of  lymphocytotoxic  anti- 
bodies against  HLA  antigens  (22).  In  the  absence  of  fever, 
infection,  splenomegaly,  or  massive  hemorrhage,  the  patient 
who  fails  to  exhibit  an  increment  in  platelet  count  one  hour 
after  transfusion  on  two  separate  occasions  should  be  con- 
sidered refractory  to  random  donor  platelet  concentrates. 
About  one  half  of  leukemia  patients  who  survive  remission 
induction  chemotherapy  become  refractory  to  platelet  trans- 
fusions (23).  Refractoriness  is  more  common  in  patients  with 
aplastic  anemia  (90%)  who  have  an  intact  immune  system 
and  less  common  in  patients  with  solid  tumors  (25%)  who 
receive  highly  immunosuppressive  chemotherapy  (24).  Once 
it  has  been  determined  that  the  patient  is  refractory  to  random 
donor  platelets,  thought  should  then  be  given  to  collecting 
platelets  by  apheresis  from  a family  member  or  from  an  HLA- 
matched  unrelated  volunteer  donor.  It  is  wasteful  and  may  be 
harmful  (Fig  2)  to  continue  administering  pooled  random  do- 
nor platelets  to  a patient  who  shows  neither  cessation  of 
bleeding  nor  an  increment  in  platelet  count. 

It  is  our  policy  at  UTMB  to  type  for  the  HLA  A and  B loci 
antigen  on  admission  in  all  patients  with  aplastic  anemia  and 
all  adult  patients  with  acute  leukemia.  Once  a patient  starts 
chemotherapy,  it  may  be  impossible  to  determine  his  HLA 
type  until  he  achieves  remission.  Family  members  are  re- 
quested to  donate  blood.  At  the  time  of  blood  donation,  in 
addition  to  the  routine  screening  performed  on  all  blood  do- 
nors, a complete  blood  count  is  obtained;  the  apheresis 
process  is  explained;  and  the  HLA  type  is  determined.  Thus, 
family  members  are  prepared  in  advance  to  become  ap- 
heresis donors  should  the  need  arise.  If  the  patient  is  a 
candidate  for  bone  marrow  transplantation,  family  members 
should  not  be  used  as  a source  of  blood  products  before 
transplantation  (25).  Parents  and  children  will  share  at  least 
one  HLA  haplotype.  Siblings  have  a one-in-four  chance  of 


1.  Indications  for  platelet  concentrate  transfusion  in  thrombocytopenic 
cancer  patients. 


Epistaxis  and  gingival  bleeding  not 
controlled  by  local  measures 
Hemoptysis 

Gross  hematuria 

Profuse  vaginal  bleeding 

Hematemesis 

Melena 

Retinal  bleeding 
Cerebrovascular  hemorrhage 

2.  Some  complications  of  platelet  transfusion  therapy. 

Alloimmunization 

Volume  overload 

Febrile  transfusion  reactions 

Hemolytic  transfusion  reactions 

Allergic  transfusion  reactions 

Septicemia 

Hepatitis  or  other  infectious  diseases 
Noncardiogenic  pulmonary  edema 

Graft  versus  host  disease 

being  a complete  HLA  match,  a two-in-four  chance  of  being 
haplotype  identical,  but  a one  in  four  chance  of  being  totally 
mismatched.  The  chance  of  two  unrelated  individuals  being 
HLA  identical  is  about  1 in  6,000.  Because  of  the  difficulty  in 
finding  HLA-compatible  unrelated  donors  (26),  only  large 
blood  centers  or  blood  banks  in  tertiary  care  facilities  shoulo 
attempt  to  provide  this  service.  Unfortunately  even  HLA- 
matched  platelets  may  fail  to  produce  an  increment  in  the 
platelet  count  (27,28).  The  reason  for  this  is  unknown  but 
may  relate  to  incompatibility  in  antigen  systems  other  than 
HLA. 

Recent  data  from  European  investigators  suggest  that 
apheresis  platelets  obtained  from  random  (not  HLA  matched 
donors  may  be  preferable  to  pooled  platelet  concentrates  by 
delaying  the  development  of  antibodies  to  HLA  antigens  and 
postponing  the  onset  of  the  refractory  state  (29,30).  In  un- 
controlled studies  in  the  United  States,  recipients  of  apheresis 
platelets  (mean  of  six  to  seven  transfusions)  failed  to  become 
refractory  to  their  platelet  donors  (31 ,32).  However,  this  re- 
mains a controversial  issue  (33).  In  our  institution,  apheresis 
platelets  cost  2Vz  times  more  than  a comparable  number  of 
units  of  pooled  platelets.  In  addition,  the  shortage  of  apher- 
esis donors,  the  time  required  for  the  collection,  and  the 
24-hour  expiration  period  of  apheresis  platelets  (34)  further 
limit  their  usefulness.  It  is  our  policy  to  restrict  the  use  of 
apheresis  platelets  to  those  patients  who  are  refractory  to 
random  donor  platelets  and  who  require  an  HLA-matched 
donor. 

Recently  a closed  apheresis  system  which  permits  storage 
of  single-donor  platelet  concentrates  for  up  to  five  days  has 
become  available  (35).  Cryopreservation  offers  another  way 
to  extend  the  shelf  life  of  apheresis  platelets.  Post-transfusion 
recoveries  are  only  about  half  that  seen  with  fresh  platelets 
(36).  An  interesting  application  of  frozen  platelets  is  the  use 
of  autologous  platelets  collected  during  remission  and  trans- 
fused to  otherwise  refractory  patients  during  relapse  (37). 
Presently,  frozen  platelets  must  be  considered  experimental 
and  are  thus  available  in  only  a few  research  centers. 

Granulocyte  transfusion  therapy 

Infection  is  the  leading  cause  of  death  in  cancer  patients 
(38,39),  the  risk  increasing  greatly  as  the  granulocyte  count 
falls  below  500/^L  (40).  Controlled  studies  reported  in  the 
1970s  demonstrated  improved  survival  in  neutropenic  leuke- 
mia patients  with  bacterial  infection  who  received  granulocyte 
transfusions  (41  -44).  However,  a recent  controlled  study 
questions  the  value  of  granulocyte  transfusions  (45).  The 
number  of  granulocytes  administered  per  transfusion  in  this 
latter  study  was  less  than  that  required  by  the  Standards  of 
the  American  Association  of  Blood  Banks  (46),  making  the 
conclusion  suspect.  The  American  Association  of  Blood 
Banks  has  subsequently  made  its  standards  even  more  strin- 
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gent  and  now  requires  the  minimum  of  1 .0  x 10'°  granulo- 
cytes per  concentrate  (47). 

Because  of  the  availability  of  more  effective  chemotherapy 
and  antibiotics,  the  use  of  granulocyte  transfusion  has,  in 
fact,  declined  (48).  At  UTMB  we  require  the  following  criteria 
before  we  will  consider  implementing  granulocyte  trans- 
fusions: a granulocyte  count  less  than  500/ (jlL,  documented 
infection,  failure  to  respond  to  48  hours  of  appropriate  anti- 
biotic therapy,  and  availability  of  at  least  two  ABO-compatible 
family  donors. 

To  increase  the  yield  of  granulocytes,  the  donor  is  pre- 
treated with  dexamethasone  and  hydroxyethyl  starch,  a red 
cell  sedimenting  agent,  is  utilized.  Because  these  agents 
pose  a small  risk  to  the  donor,  it  is  our  policy  to  utilize  only 
family  members  as  granulocyte  donors.  Since  the  granulo- 
cyte concentrate  is  contaminated  with  red  blood  cells,  the 
donor's  red  blood  cells  must  be  ABO-compatible  with  the 
recipient  to  avoid  a hemolytic  transfusion  reaction.  It  is  un- 
necessary to  HLA-match  the  donor  and  recipient  unless  the 
recipient  has  evidence  of  sensitization  to  HLA  antigens  as 
manifested  by  incompatible  crossmatch  tests,  refractoriness 
to  platelet  transfusions,  or  leukoagglutinin  type  transfusion 
reactions. 

In  general,  a minimum  of  four  daily  transfusions  is  re- 
quired, but  longer  treatment  may  be  necessary  if  the  infection 
responds  slowly  and  bone  marrow  failure  is  prolonged.  If 
there  are  at  least  two  donors,  they  can  each  donate  every 
other  day.  The  number  of  granulocytes  administered  per 
transfusion  is  about  1-3x1 010  (49),  only  a fraction  of  the 
granulocytes  turned  over  each  day  in  the  healthy  non-infected 
individual  (50).  As  a result,  there  may  be  little  change  in  the 
patient’s  granulocyte  count  after  transfusion.  An  appropriate 
augmentation  in  the  platelet  count  (granulocyte  concentrates 
usually  contain  the  equivalent  of  6 to  1 0 units  of  platelets), 
the  absence  of  febrile  or  pulmonary  transfusion  reactions, 
and  clinical  improvement  are  favorable  signs.  Daily  gran- 
ulocyte transfusions  should  be  continued  until  the  bone 
marrow  recovers,  the  infection  comes  under  control,  or  the 
patient  dies. 

While  leukemia  patients  and  bone  marrow  transplant  recip- 
ients who  receive  prophylactic  granulocyte  transfusion  have 
fewer  infections,  there  is  no  difference  in  their  survival  rates 
when  compared  to  those  of  controls  (51 ,52).  In  addition, 
there  is  no  improvement  in  survival  in  granulocyte  recipients 
who  have  fever  without  a documented  infection  (42).  This 
suggests  that  it  is  best  to  hold  granulocyte  transfusion  in  re- 
serve (51 ,52),  to  be  given  only  for  documented  infections 

(53) .  Complications  of  granulocyte  transfusion  therapy  re- 
semble those  seen  with  platelet  transfusions  (Fig  2),  but 
there  seems  to  be  a greater  risk  of  cytomegalovirus  infection 

(54) ,  pulmonary  reactions  (55),  and  sensitization  (56).  There 
does  not  appear  to  be  a need  to  irradiate  granulocyte  con- 


centrates unless  they  are  being  administered  to  bone  marrow 
transplant  recipients. 

Conclusion 

This  article  has  attempted  to  present  guidelines  for  the  use  of 
platelet  and  granulocyte  transfusions  in  cancer  and  leukemia 
patients  as  practiced  at  UTMB.  In  general,  such  transfusions 
should  be  reserved  for  specific  indications  rather  than  used 
prophylactically.  While  platelet  and  granulocyte  transfusions 
have  improved  survival  in  cancer  patients,  they  are  expen- 
sive, time  consuming  to  prepare,  and  pose  certain  risks. 
Clinicians  should  use  them  wisely. 
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Health  effects  of  indoor 
passive  smoking 

Nonsmokers  and  even  some  smokers  find  air  contam- 
inated by  tobacco  smoke  disagreeable.  A review  of 
investigations  on  the  health  effects  of  indoor  passive 
smoking  reveals  that  persons  who  are  exposed  to  side- 
stream  smoke  and  who  have  preexisting  heart  or  lung 
diseases  are  at  increased  risk  for  complications  of  those 
illnesses.  The  pregnant  woman  who  smokes  is  at  greater 
risk  for  low  birth-weight  infants,  cesarean  sections,  fetal 
distress,  perinatal  mortality,  and  certain  congenital  mal- 
formations. The  otherwise  healthy  child  of  smoking 
parents  is  at  risk  for  lower  respiratory  tract  infections 
and  small  airways  disease.  The  normal  adult  is  at  in- 
creased risk  for  small  airways  disease  and  perhaps  even 
lung  cancer  after  long-term  exposure.  Immediate  effects 
on  the  healthy  person  are  impaired  cognitive  functions 
and  visual  perception.  In  summary,  a review  of  the 
current  medical  literature  indicates  that  exposure  to 
secondhand  smoke  is  potentially  harmful  to  both  healthy 
and  debilitated  individuals. 


The  consequences  of  primary  or  mainstream  smoking  are 
well  known;  however,  the  health  effects  of  secondary  or  side- 
stream  smoking  on  the  nonsmoker  are  less  well  defined. 

Over  the  past  40  years  this  subject  has  been  the  focus  of 
increasing  medical  interest  and  research  resulting  in  evi- 
dence of  harmful  effects  on  certain  population  subgroups. 
This  paper  briefly  reviews  these  findings  which  document  the 
extent  that  cigarette  smoke  pollutes  the  indoor  environment 
and  the  effects  this  pollution  may  have  on  nonsmokers. 

Studies  on  the  chemical  composition  of  tobacco  smoke 
have  resulted  in  identification  of  more  than  3,000  constituents 
(1 ),  some  known  to  be  animal  carcinogens,  co-carcinogens, 
ciliostats,  and  irritants.  These  are  emitted  into  the  atmo- 
sphere from  two  main  sources — mainstream  and  sidestream 
smoke.  Mainstream  smoke  is  smoke  drawn  into  the  smoker’s 
mouth  during  the  puff.  Sidestream  smoke  arises  from  the 
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burning  end  of  the  cigarette  during  the  puff  intervals,  pro- 
ducing the  “secondhand”  smoke  that  is  inhaled  by  the 
nonsmoker.  Sidestream  smoke  differs  quantitatively  from 
mainstream  smoke  as  it  contains  greater  concentrations  of 
the  constituents,  including  nicotine  and  carbon  monoxide, 
than  does  mainstream  smoke  (2).  The  ratios  of  sidestream  to 
mainstream  smoke  constituents  are  presented  in  Fig  1 . Tem- 
perature effects  and  smoking  product  design  play  a role  in 
sidestream  to  mainstream  (S/M)  constituent  ratios  (2).  The 
temperature  of  mainstream  smoke  does  not  exceed  30°  C, 
whereas  sidestream  smoke  reaches  up  to  400°  C.  Filter  ciga- 
rettes yield  less  mainstream  smoke  than  non-filter  cigarettes 
resulting  in  an  increased  S/M  ratio  in  filter  cigarettes  (3). 

There  has  been  major  concern  about  indoor  atmospheric 
contamination  by  carbon  monoxide  produced  with  cigarette 
smoking  as  the  average  person  spends  80%  to  90%  of  his  or 


1.  Comparison  of  mainstream  and  sidestream  cigarette  smoke. 


Compound 

Main- 
stream * 

Side- 
stream  * 

Ratio 

(Side- 

stream/ 

Main- 
stream) Comment 

A.  General  characteristics 

Duration  of  smoke 

production 

20  sec 

550  sec 

27.0 

Tobacco  burnt 

347 

411 

1.2 

Number  of  particulates 

per  cigarette 

1.05x10'2 

3.5x1012 

3.3 

B.  Particulate  phase 

Tar  (chloroform  extract) 

20.8 

44.1 

2.1 

10.2 

34.5 

3.4  Filter  cigarette 

Nicotine 

0 92 

1.69 

1.8 

0.46 

1.27 

2.8  Filter  cigarette 

Benzo(a)pyrene 

3.5x10  5 

13.5x10  5 

3.7 

Pyrene 

13x10  5 

39x10  5 

3.0 

Total  phenols 

0.288 

0.603 

2.6 

Cadmium 

12.5x10  5 

45x10  5 

3.6 

Total  particulate 

matter/cigarette 

36.2 

25.8 

0.7 

C.  Gases  and  vapors 

Water 

7.5 

298 

39.7  3.5  mg  of 

mainstream 

and  5.5  mg  of 

sidestream  in 

particulate 

phase,  rest  in 

vapor  phase 

Ammonia 

0.16 

7.4 

46.0 

Carbon  monoxide 

31.4 

148 

4.7 

Carbon  dioxide 

63.5 

79.5 

1.3 

Oxides  of  nitrogen 

0 014 

0.051 

3.6 

* mg/cigarette  except  as  noted. 
From  Hoegg  (3). 
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2.  Measurements  of  constituents  released  by  the  combustion  of  tobacco  products  in  various  situations. 


Reference,  Location  and  Dimensions 

Ventilation 

Number  of  Cigarettes  Burned 

Constituents 

Harke  HP,  et  al 

Mid-size  European  car,  engine  off,  in  wind 

None 

9 

30  ppm  CO 

tunnel  at  50  km/hr  wind  speed 

Air  jets  open 
blower  off 

6 

20  ppm  CO 

Air  jets  open 
blower  on 

6 

10  ppm  CO 

Mid-size  European  car,  engine  off,  in  wind 

None 

9 

1 1 0 ppm  CO 

tunnel  at  zero  km/hr  wind  speed 

None 

6 

80  ppm  CO 

Air  jets  open 
blower  on 

6 

8-10  ppm  CO 

Harke  HP,  Peters  H 

Car  in  traffic 

None 

4 

21.4  ppm  CO 

Srch  M 

Car,  engine  off 

None 

10  cigarettes/hr 

90  ppm  CO, 

2.09  m3 

Smokers  10%  COHb 

Nonsmokers  5%  COHb 

Seiff  HE 

Intercity  buses 

15  air  changes  per  hour 

23  (continuous) 

33  ppm  CO  at  driver  s seat 

3 (continuous) 

18  ppm  CO  at  driver's  seat 

Bridge  DP,  Corn  M 

Party  rooms 

145  m3 

7 air  changes  per  hour 

50  cigarettes,  17  cigars/1.5  hrs. 

7 ppm  CO 

101  m3 

10.6  air  changes  per  hour 

63  cigarettes,  10  cigars/1 .5  hrs. 

9 ppm  CO 

Harke  HP,  et  al 

Room  38.2  m3 

None 

30  cigarettes/1 3 min  by  machine 

64  ppm  CO,  510  /xg/m3  nicotine 
.46  mg/m3  acrolein 

6.5  mg/m3  acetaldehyde 

5 cigarettes/13  min  by  machine 

1 1 .5  ppm  CO,  60  pg/m3  nicotine 
.07  mg/m3  acrolein 

1.3  mg/m3  acetaldehyde 

Harke  HP 

Room  57  m 3 

None 

42 

50  ppm  CO,  530  /xg/m3  nicotine 

7.2  air  changes  per  hour 

42 

10  ppm  CO,  120  /u.g/m3  nicotine 

8.4  air  changes  per  hour 

42 

<10  ppm  CO,  <100  /xg/m3  nicotine 

None 

9 cigars 

60  ppm  CO,  1040  ^g/m3  nicotine 

7.2  air  changes  per  hour 

9 cigars 

20  ppm  CO,  420  /xg/m3  nicotine 

None 

9 pipes 

10  ppm  CO,  520  /xg/m3  nicotine 

7.2  air  changes  per  hour 

9 pipes 

<10  ppm  CO,  <100  /xg/m3  nicotine 

Harke  HP 

Room  170  m3 

None 

105 

30  ppm  CO, 

Smokers  7.5%  COHb 

Nonsmokers  2.1%  COHb 

2.3  air  changes  per  hour 

101 

<5  ppm  CO, 

Smokers  5%  COHb 

Nonsmokers  1 .6%  COHb 

Anderson  G,  Dahlman  T 

Room  80  m 3 

6.4  air  changes  per  hour 

46  cigarettes, 

4.5  ppm  CO,  377  /xg/m3  nicotine 

3 pipes 

3.0  mg/m3  total  particulate  matter 

Russell  MAH,  et  al 

Room  43  m 3 

None 

80  cigarettes,  2 cigars/per  hr 

38  ppm  CO, 

Smokers  9.6%  COHb 

Nonsmokers  2.6%  COHb 

Harmsen  H,  Effenberger  E 

Room  93  m 3 

None 

62  cigarettes/2  hrs 

80  ppm  CO,  5,200  /xg/m3  nicotine 

Hoegg  UR 

Sealed  test  chamber 

None 

4 

12.2  ppm  CO,  2.28  mg/m3 

25  m3 

8 

total  particulate  matter 

25.6  ppm  CO,  5.39  mg/m3 
total  particulate  matter 

16 

47.0  ppm  CO,  11.41  mg/m3 
total  particulate  matter 

24 

69.8  ppm  CO,  16.65  mg/m3 
total  particulate  matter 

From  US  Dept  of  HEW,  1976  (4). 
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her  time  indoors  (3).  Heavy  cigarette  smoking  in  poorly  venti- 
lated enclosed  spaces  may  generate  carbon  monoxide  levels 
above  the  acceptable  eight-hour  industrial  exposure  limits  of 
50  ppm,  while  even  with  adequate  ventilation,  carbon  mon- 
oxide levels  may  exceed  the  maximum  ambient  level  of  9 
ppm  (4). 

Fig  2 lists  studies  which  measured  the  constituents  re- 
leased by  burning  of  tobacco  products  in  various  situations. 
The  variables  known  to  influence  carbon  monoxide  levels  in 
an  occupied  space  are:  number  of  smokers  and  frequency 
and  type  of  tobacco  smoked;  room  volume;  number  of  air 
changes  per  hour;  nature  of  walls  in  room  (absorbent  or  not); 
temperature  and  humidity  of  room  air  (5). 

The  amount  of  carbon  monoxide  absorbed  by  the  indi- 
vidual from  his  environment  is  of  greater  concern  than  the 
atmospheric  carbon  monoxide  level  as  chronically  high 
carboxyhemoglobin  levels  have  been  implicated  in  the 
pathogenesis  of  atherosclerosis  (2).  The  absorption  varies 
according  to  the  duration  of  exposure,  the  minute  volume 
of  air  breathed,  and  the  cardiorespiratory  function  of  the 
individual. 

Carboxyhemoglobin  levels  were  measured  by  several  in- 
vestigators to  determine  the  carbon  monoxide  absorption  by 
nonsmokers  in  various  rmoking  situations.  Anderson  and 
Dalhamn  (4)  were  unable  to  demonstrate  a change  in  COHb 
levels,  whereas  Harke  (4),  under  similar  circumstances 
(good  ventilation  and  less  than  5 ppm  carbon  monoxide), 
showed  an  increase  in  COHb  level  from  1 . 1 % to  1 .6%.  Both 
Harke  and  Russell  (6)  found,  without  ventilation,  COHb  lev- 
els rose  to  higher  values,  0.9%  to  2. 1 % and  1 .6%  to  2.6%, 
respectively.  Fig  2 includes  data  from  these  studies. 

Nicotine  differs  from  carbon  monoxide  in  that  it  tends  to 
settle  out  of  the  air  with  or  without  ventilation,  whereas  the 
carbon  monoxide  is  removed.  The  maximum  threshold  limit 
value  for  industrial  exposure  for  nicotine  is  500  (xg/m3  (4).  Fig 
2 lists  nicotine  levels  found  in  various  smoking  situations. 
Horning  (7)  determined  that  the  nicotine  levels  in  urine  of 
nonsmokers  exposed  to  a smoking  environment  were  ap- 
proximately 5%  of  levels  found  in  smokers’  urine.  Russell  (8) 
found  that  the  urine  of  most  urban  nonsmokers  contained 
measurable  quantities  of  nicotine  which  increased  to  a sig- 
nificantly higher  level  after  deliberate  exposure  to  tobacco 
smoke.  Plasma  samples  were  all  positive  for  nicotine  after 
exposure,  whereas  half  had  been  negative  before  exposure. 
Low  plasma  to  urine  nicotine  levels  suggested  that  nicotine  is 
excreted  rapidly  after  absorption.  Russell  concluded  that  vir- 
tually all  urban  nonsmokers  have  measurable  amounts  of 


nicotine  in  their  body  fluids  throughout  most  of  their  lives  and 
that  it  came  from  indoor  air. 

The  particulate  phase  of  cigarette  sidestream  smoke  is 
composed  of  both  solid  particles  and  droplets.  Levels  of  total 
particulate  matter  (TPM)  are  related  to  the  numbers  of  ciga- 
rettes smoked  and  inversely  proportional  to  the  time  elapsed 
after  igniting  the  cigarettes.  Seventy-five  percent  of  the  origi- 
nal TPM  disappears  from  the  average  meeting  room  or  car  in 
20  minutes,  but  75%  dissipation  from  the  average  residential 
or  office  space  requires  three  hours  (3). 

Particle  size  governs  the  retention  of  smoke  in  the  respira- 
tory tract.  The  particle  size  (less  than  2 (xm)of  sidestream 
smoke  is  totally  within  the  “respirable  particle  size  range” 
and  will  penetrate  to  the  nonciliated  portion  of  the  respiratory 
tract  (5).  Upon  inhalation  of  the  mainstream  smoke,  approx- 
imately 70%  of  smoke  particles  are  deposited  in  the 
respiratory  tract,  the  remainder  being  exhaled  (3,5).  Side- 
stream  smoke  particles  do  not  penetrate  to  the  same  depth 
as  during  smoking  because  of  the  protective  filter  of  the 
nose.  Young  children  inhale  more  airborne  pollutants  than  do 
adults  due  to  their  higher  minute  ventilation.  Subjects  with 
impaired  ventilatory  capacity  due  to  airways  obstruction  have 
also  been  found  to  have  a greater  than  average  intrapul- 
monary  deposition  of  inhaled  particles;  however,  the  site  of 
deposition  is  shifted  proximally  (9).  Repace  (10)  showed  that 
with  present  building  standards,  the  indoor  respirable  sus- 
pended particle  levels  generated  by  smokers  overwhelm  the 
ventilation  systems  and  inflict  significant  air  pollution  burdens 
on  the  nonsmoker. 

Cardiovascular  effects  of  sidestream  smoke 

Smoking  cigarettes  has  been  shown  by  Aronow  (14)  to  cause 
patients  with  angina  to  have  a significant  decrease  in  exer- 
cise performance  and  an  increase  in  heart  rate  and  blood 
pressure.  Angina  develops  sooner  after  exercise  because 
there  is  increased  myocardial  oxygen  demand  caused  by  the 
nicotine  and  reduced  oxygen  delivery  to  the  myocardium 
caused  by  the  increased  carboxyhemoglobin  (11).  Aronow 
(11,13)  and  Anderson  et  al  (12)  in  three  separate  studies  of 
men  with  stable  angina  found  that  when  the  patients  were 
exposed  to  passive  smoking  or  carbon  monoxide,  exercise- 
induced  angina  appeared  significantly  sooner  when  the 
patients  were  exposed  to  ambient  smoke  or  carbon  mon- 
oxide than  when  they  breathed  room  air.  In  the  study  by 
Anderson  et  al,  the  patients’  mean  COHb  levels  rose  from 
1 .3%  to  2.9%  after  exposure  to  50  ppm  carbon  monoxide  and 
to  4.5%  after  exposure  to  100  ppm.  Anginai  pain  was  signifi- 
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cantly  prolonged  in  the  patients  exposed  to  100  ppm  carbon 
monoxide  but  not  after  exposure  to  50  ppm.  In  one  study  by 
Aronow  (13),  the  patients  exposed  to  50  ppm  carbon  mon- 
oxide demonstrated  COHb  levels  rising  from  1 .03%  to  2.68%. 
In  another  study,  Aronow’s  (14)  participants  were  subjected 
to  the  smoke  of  1 5 cigarettes  over  two  hours  in  either  well- 
ventilated  or  unventilated  rooms.  The  mean  COHb  level  dur- 
ing the  control  period  was  1 .26%  compared  with  1 .77%  in  a 
well-ventilated  room  and  2.28%  in  an  unventilated  room. 

With  exposure  to  cigarette  smoke,  Aronow’s  subjects  ex- 
hibited increased  heart  rate,  systolic  and  diastolic  blood 
pressure,  and  decreased  heart  rate  and  blood  pressure  at 
the  onset  of  angina.  All  groups  had  increased  ST  segment 
depression  after  exposure,  but  these  were  not  statistically 
significant.  Premature  ventricular  beats  were  noted  in  three 
of  ten  patients  exposed  to  passive  smoking  in  an  unventi- 
lated room.  In  yet  another  study,  Luquette  et  al  (1 5)  found 
that  children  exposed  to  a smoking  environment  also  demon- 
strated increase  in  heart  rate  and  systolic  and  diastolic  blood 
pressures. 

A large  segment  of  the  American  population  with  coronary 
artery  disease  may  be  at  risk  for  ventricular  arrhythmias  and 
sudden  death  when  the  ischemia  of  angina  pectoris  is  aggra- 
vated by  the  pharmacological  effects  of  nicotine  and  the 
hypoxic  effects  of  carbon  monoxide.  It  is  speculated  that  the 
harmful  effects  of  smoking  begin  when  the  child  is  first  ex- 
posed to  passive  smoking,  not  when  he  begins  to  smoke. 

Respiratory  effects  of  sidestream  smoke 

The  subjective  symptoms  of  eye  irritation,  sneezing,  nasal 
blockage,  headache,  cough,  wheezing,  sore  throat,  nausea, 
dizziness,  and  hoarseness  associated  with  exposure  to 
cigarette  smoke  are  found  in  both  allergic  and  non-allergic 
individuals,  but  with  greater  frequency  in  the  former.  The 
question  of  whether  there  is  a true  tobacco  smoke  allergy 
has  been  discussed  by  several  investigators  (16,17).  In  al- 
lergic individuals,  positive  intradermal  skin  tests  with  tobacco 
extract  are  increased,  and  passive  transfer  of  skin  reactivity 
has  been  confirmed  (16).  This  indicates  that  some  individu- 
als have  circulating  antibody,  presumably  IgE,  to  an  antigen 
present  in  tobacco  extracts.  However,  when  one  considers 
that  tobacco  extracts,  even  if  sterilized,  contain  bacterial  and 
possibly  fungal  antigens,  it  is  difficult  to  determine  which  indi- 
viduals possess  antibodies  against  these  types  of  antigens. 
Antibodies  against  antigens  in  tobacco  extracts  are  not  likely 
to  be  the  same  as  those  against  antigens  present  in  tobacco 
smoke  (18). 
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Dahms  et  al  (19)  found  that  asthmatic  patients  demon- 
strated a significant  linear  decrease  in  pulmonary  function 
after  exposure  to  sidestream  cigarette  smoke.  After  one  hour 
the  asthmatic  subjects  had  a 21 .4%  decrease  in  forced  expir- 
atory volume  (FEV),  a 19.2%  decrease  in  forced  expiratory 
flow  (FEF)  25%  to  75%  (forced  mid-expiratory  flow  rate)  and 
a 20%  decrease  in  forced  vital  capacity  (FVC).  This  is  evi- 
dence that  passive  smoking  produces  increased  airway 
resistance  in  patients  with  bronchial  asthma  who  were  found 
to  have  lower  pulmonary  function  values  than  the  control 
subjects  prior  to  smoke  exposure.  Further  decrease  in  pul- 
monary function  after  sidestream  exposure  results  in 
increased  risk  to  the  already  compromised  respiratory  sys- 
tem. It  is  believed  that  the  asthmatic  subject  responds  to  the 
smoke  because  of  an  increased  sensitivity  of  bronchiolar  re- 
ceptors to  the  greater  number  of  deposited  particles. 

The  long-term  effect  of  passive  smoking  was  investigated 
by  White  and  Froeb  (20).  They  found  that  after  more  than  20 
years  of  chronic  exposure  to  environmental  tobacco  smoke, 
the  nonsmoker  had  lower  forced  mid-expiratory  flow  rates 
and  lower  forced  end-expiratory  flow  rate  than  non-exposed 
nonsmokers.  They  also  found  that  nonsmokers  chronically 
exposed  to  smoke  had  pulmonary  function  values  no  differ- 
ent from  either  smokers  who  did  not  inhale  or  light  smokers 
(inhaling  less  than  ten  cigarettes  per  day).  Tager  et  al  (21 ) 
also  reported  that  the  FEF  25%  to  75%  in  children  of  smok- 
ing parents  was  lower  than  in  children  living  in  households 
without  smokers. 

A study  conducted  in  France  (22)  revealed  that  wives  of 
smoking  husbands  had  significantly  lower  FEF,  FEV,  and 
FVC  values  than  did  wives  whose  husbands  did  not  smoke. 
These  observations  were  present  only  in  women  40  years  of 
age  or  older,  suggesting  that  small  airways  dysfunction  oc- 
curs only  after  long-term  exposure  to  secondhand  smoke. 

Two  recent  studies  (23,24)  have  linked  lung  cancer  in  non- 
smoking women  to  the  smoking  habits  of  their  husbands.  In  a 
study  from  Greece,  Trichopoulos  (23)  reported  that  a non- 
smoking woman  whose  husband  is  a regular  smoker  has  two 
times  greater  risk  of  developing  lung  cancer  than  does  a non- 
smoking woman  married  to  a nonsmoker.  Another  study  from 
Japan,  by  Hirayama  (24),  also  found  that  wives  of  heavy 
smokers  have  a higher  risk  with  a statistically  significant 
dose-response  relationship  of  developing  lung  cancer  than 
do  wives  of  nonsmokers.  In  a third  study  from  the  United 
States,  Garfinkel  (25)  reported  the  risk  of  lung  cancer  in 
wives  of  smokers  to  be  increased,  but  the  difference  was  not 
statistically  significant.  It  was  suggested  that  study  sample 
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sizes  and  cultural  differences  could  possibly  account  for  the 
different  results  between  the  United  States  and  Japan  stud- 
ies. This  evidence  is  not  sufficient  to  conclude  that  passive 
smoking  causes  lung  cancer  in  nonsmokers,  but  it  increases 
the  concern  that  passive  smoking  is  a serious  public  health 
problem  (26). 

A positive  correlation  between  parental  smoking  and  lower 
respiratory  tract  illness  in  infants  and  children  has  been 
found  by  several  investigators  (27-31 ).  Infants  of  smoking 
mothers  have  significantly  more  episodes  of  bronchitis  and 
pneumonia,  during  both  the  summer  and  winter,  than  do 
infants  of  nonsmoking  mothers  (27).  A dose-response  rela- 
tionship has  been  observed,  indicating  that  duration  of 
exposure  to  cigarette  smoke  is  an  important  factor  (28,29). 

Older  children  (5  to  1 6 years)  of  smoking  parents  were  also 
found  to  have  more  days  with  acute  respiratory  illness  than 
children  in  families  with  no  smokers.  When  prevalence  of  res- 
piratory symptoms  in  children  and  parents  were  compared,  a 
close  association  was  found  which  was  independent  of  the 
parents’  smoking  habits.  An  indirect  effect  of  parental  smok- 
ing was  the  transmission  of  parental  respiratory  infection  to 
the  child  (30,31 ).  An  increased  prevalence  of  chest  symp- 
toms and  deficits  in  pulmonary  function  found  in  later  child- 
hood indicates  some  damage  to  the  respiratory  tract  (21 ). 

Effects  on  the  fetus 

An  estimated  20%  to  25%  of  pregnant  women  smoke  ciga- 
rettes. Carbon  monoxide  and  nicotine  in  the  cigarette  smoke 
rapidly  and  preferentially  cross  the  placenta  (33).  The  carbon 
monoxide  reduces  the  oxygen-carrying  capacity  of  both  ma- 
ternal and  fetal  blood,  diminishing  oxygen  availability  to  the 
fetus  by  a left  shift  in  the  oxyhemoglobin  dissociation  curve. 
This  causes  relative  fetal  hypoxia.  Additionally,  the  nicotine- 
mediated  release  of  maternal  catecholamines  reduces  uter- 
ine blood  flow  by  a vasoconstrictive  action  on  the  uterine 
vessels  (32-34).  This  reduces  the  perfusion  to  the  intervil- 
lous spaces  and  increases  the  risk  of  uteroplacental  insuffi- 
ciency (UPI).  Phelan  (34)  conducted  a non-stress  test,  fetal 
activity-acceleration  determination  (FAD),  to  assess  the 
effects  of  smoking  in  high-risk  pregnancies  (ie,  mothers  with 
hypertension  and  diabetes,  etc).  A normal,  reactive  FAD  (ac- 
celerated fetal  heart  rate  in  response  to  fetal  movement) 
indicates  fetal  well-being.  On  the  other  hand,  signs  of  UPI 
(fetal  distress)  are  associated  with  fetal  non-reactivity.  The 
results  showed  that  smoking  mothers  had  the  highest  inci- 
dence of  fetal  non-reactivity.  Phelan  also  found  that  smokers 
had  a higher  incidence  of  cesarean  section,  higher  incidence 


of  cesarean  section  for  fetal  distress,  and  higher  perinatal 
mortality  rates. 

The  decreased  placental  blood  flow  and  impaired  fetal  oxy- 
gen supply  is  thought  to  be  the  cause  of  higher  hematocrit 
levels  on  the  first  day  of  life  in  infants  of  smoking  mothers 
(35).  Meberg  found  the  hematocrit  levels  to  correlate  with  the 
maternal  smoking  level  and  inversely  correlate  with  the  cord 
serum  ferritin  concentration.  He  suggests  that  fetal  erythro- 
poiesis  is  stimulated  by  hypoxia  causing  increased  iron 
incorporation  into  erythrocytes  at  the  expense  of  iron  storage. 

The  effects  of  the  carbon  monoxide  and  nicotine  are  felt  to 
be  responsible  for  the  lower  mean  birth  weight  seen  in  in- 
fants of  smoking  mothers.  Haworth  et  al  (33),  comparing  the 
diets  and  weights  of  smoking  and  nonsmoking  pregnant 
women,  found  no  difference  in  pregnancy  weight  gains  and 
no  great  difference  in  dietary  intake  with  the  smokers  actually 
consuming  more  calories  and  proteins.  He  reasoned  that 
since  fetal  growth  retardation  is  not  due  to  lower  food  intake 
by  the  mother,  this  lends  support  to  the  view  that  smoking  is 
the  responsible  factor. 

Murphy  et  al  (36)  followed  fetal  growth  by  measuring  serial 
ultrasound  measurement  of  the  biparietal  diameter  (BPD). 
They  found  that  after  21  weeks  of  gestation,  there  was  a con- 
sistently slower  growth  rate  of  the  BPD  of  fetuses  of  mothers 
who  smoked.  Also,  the  infants  of  smokers  were  smaller  by  an 
average  of  441  g than  those  of  nonsmokers.  The  slower  BPD 
growth  rate  may  indicate  a retardation  in  brain  growth.  Data 
from  the  National  Child  Development  study  in  England  and 
Wales  showed  highly  significant  differences  in  height  and 
reading  attainment  at  7 years  between  children  of  mothers 
who  smoked  and  those  who  did  not.  Physical  and  intellectual 
retardation  at  the  age  of  1 1 years  in  children  of  mothers  who 
smoke  ten  or  more  cigarettes  per  day  was  also  noted  (38). 
This  suggests  that  the  growth  retardation  seen  in  utero  may 
extend  into  postnatal  life. 

Several  studies  have  indicated  a positive  correlation 
between  maternal  smoking  and  congenital  malformations 
fatal  to  offspring  in  the  perinatal  period  (39-41 ).  Naeye  (39) 
presented  evidence  that  cigarette  smoking  is  teratogenic 
and  dose-related.  Anencephaly  occurred  with  a frequency 
of  1 .72/1 ,000  births  when  the  mother  smoked  more  than 
ten  cigarettes  per  day,  but  only  0.1/1 ,000  in  mothers  who 
smoked  less  or  not  at  all.  Cleft  lip  and  palate  has  been  asso- 
ciated with  maternal  smoking  with  the  relative  risk  of  1 .7  for 
women  smoking  more  than  20  cigarettes  a day  (42). 
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Effects  on  mucous  membranes  of  the  eyes,  nose, 
and  throat 

The  most  common  complaint  of  nonsmokers  when  exposed 
to  cigarette  smoke  is  that  of  stinging,  itching,  and  watering  of 
the  eyes  (17).  The  onset  of  such  eye  irritation  is  rapid,  usually 
within  five  to  ten  minutes  of  exposure  to  the  cigarette  smoke, 
and  it  is  dose-related  (43,44).  The  mechanism  of  such  eye 
irritation  was  investigated  by  Basu  et  al  (45)  who  found  that 
the  breakup  time  (BUT)  of  the  tear  film  after  exposure  to 
cigarette  smoke  was  reduced  by  35%  to  40%.  Basu  and  co- 
workers have  shown  that  polluted  air  disturbs  the  function  of 
the  conjunctival  epithelium  producing  mucous  goblet  cell 
metaplasia  within  the  usual  lipid  secreting  meibomian  glands. 
The  depressed  secretion  of  mucus,  together  with  the  in- 
crease in  the  watery  secretions  (tearing)  produced  by  smoke, 
alters  the  stability  of  the  precorneal  tear  film.  Breakup  of  this 
tear  film  exposes  the  sensitive  nerve  endings  of  the  cornea 
directly  to  various  constituents  of  the  polluted  air  and  in- 
creases the  irritation  experienced  by  the  subject. 

Other  symptoms  not  as  pronounced  as  the  eye  irritation 
are  nasal  dryness,  blockage,  discharge,  and  itching.  The 
nasal  discharge  and  itching  are  dose-related.  Throat  irritation 
(ie,  sore  throat  and  hoarseness)  and  other  general  com- 
plaints such  as  headache,  fatigue,  and  dizziness  are  less 
frequent  (43,44).  From  the  point  of  view  of  comfort,  Weber  et 
al  concluded  that  less  than  2 ppm  of  carbon  monoxide  or  four 
cigarettes  smoked  per  hour  in  a small  room  with  a fourfold 
ventilation  rate  is  consistent  with  a low  and  tolerable  degree 
of  air  pollution. 

Effects  on  psychomotor  functions 

Alternations  in  physiological  functions  are  not  usually  found 
at  levels  of  carboxyhemoglobin  (COHb)  below  20%.  Studies 
exposing  subjects  to  different  levels  of  carbon  monoxide  (2  to 
500  ppm)  resulted  in  COHb  levels  up  to  20%  and  revealed  no 
impairment  in  the  ability  of  subjects  to  perform  time  discrimi- 
nation tests  (46,  47).  Furthermore,  COHb  levels  up  to  17% 
after  exposure  to  700  ppm  carbon  monoxide  did  not  appear 
to  affect  the  driving  ability  of  the  subjects  exposed  (48).  An- 
other study  with  COHb  levels  up  to  20%  showed  no  measur- 
able alteration  in  reaction  time,  static  steadiness,  or  muscle 
persistence  (49). 

Cognitive  abilities,  however,  were  found  to  be  highly  sen- 
sitive to  the  presence  of  carbon  monoxide  (less  than  5%) 

(49).  This  was  demonstrated  by  alteration  of  choice  discrimi- 
nation which  is  a progressive  increase  in  the  number  of 
errors  in  completion  times  of  various  psychological  tests. 
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These  findings  indicate  that  the  higher  centers  of  the  central 
nervous  system  (CNS)  are  affected  earlier  by  the  hypoxia 
than  the  peripheral  nervous  system  and  other  body  tissues. 

CNS  sensitivity  is  measured  by  tests  of  visual  perception 
since  the  retina  is  part  of  the  CNS.  McFarland  (50)  found  that 
a COHb  level  of  5%  produces  effects  equal  to  those  occur- 
ring at  an  altitude  of  8,000  to  1 0,000  feet  on  functions  that 
depend  on  tissue  oxygen  tension.  Upon  subjecting  volun- 
teers to  carbon  monoxide,  measurable  impairment  in  their 
visual  function  was  detected  with  COHb  levels  of  4%  to  5%. 
These  findings  substantiate  the  theory  that  even  low  levels  of 
carbon  monoxide  exposure  carry  some  risk  for  the  individual. 

Summary 

Exposure  to  secondhand  cigarette  smoke  has  been  shown  to 
affect  not  only  persons  with  existing  heart  or  lung  disease  but 
also  the  normal  healthy  person.  Several  conclusions  can  be 
drawn  from  the  articles  we  have  reviewed.  First,  sidestream 
smoke  may  be  as  harmful  or  more  harmful  than  mainstream 
smoke,  depending  upon  the  specific  health  outcome.  Sec- 
ond, persons  chronically  exposed  to  a high  concentration  of 
sidestream  smoke  (carbon  monoxide  and  nicotine)  may  be  at 
increased  risk  for  developing  atherosclerosis;  persons  with 
existing  ischemic  heart  disease  may  have  decreased  exer- 
cise tolerance  in  a high  carbon  monoxide  atmosphere  and 
experience  symptoms  and  hemodynamic  effects  of  myocar- 
dial ischemia  significantly  sooner.  Nicotine  may  increase  the 
risk  of  ventricular  arrhythmias  in  the  patient  with  ischemic 
heart  disease.  Patients  with  existing  lung  disease  may  have 
further  decrease  in  pulmonary  function  after  exposure  to 
sidestream  smoke  due  to  greater  deposition  of  particulate 
matter  in  the  airways.  Normal  infants  and  young  children  of 
smoking  parents  are  at  an  increased  risk  for  lower  respiratory 
tract  infections  and  small  airways  disease  than  are  children 
of  nonsmoking  parents  due  to  high  minute  ventilation  rates, 
particulate  absorption,  and  increased  numbers  of  respiratory 
tract  infections  of  the  parents.  Normal  adults  chronically  ex- 
posed to  high  concentrations  of  secondhand  cigarette  smoke 
are  at  increased  risk  for  small  airways  disease  and  possibly 
lung  cancers.  Pregnant  women  who  smoke  are  at  greater 
risk  for  low  birth-weight  infants,  cesarean  sections,  fetal  dis- 
tress, perinatal  mortality,  certain  congenital  malformations, 
and  possibly  children  with  some  degree  of  physical  and  men- 
tal retardation.  Normal  persons  experience  various  degrees 
of  annoyance  and  irritation  of  the  mucous  membranes,  de- 
pending upon  the  concentration  of  atmospheric  smoke  and 
length  of  exposure  time,  and  may  develop  impairment  of  cog- 
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nitive  functions  and  visual  perception.  These  effects  depend 
on  degree  of  exposure  to  cigarette  smoke  which  is  de- 
pendent upon  amount  and  type  of  tobacco  smoked,  room 
size  and  ventilation,  amount  of  time  exposed,  and  the  sub- 
ject’s physiologic  condition. 
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Parental  behavior  and 
knowledge  of  infant 
auto  safety 

Interviews  with  561  new  mothers  participating  in  Kid- 
Safe,  a program  providing  infant  transportation  safety 
information  and  infant  restraints  (car  seats),  revealed 
several  demographic  characteristics  of  mothers  who 
were  likely  to  use  the  information  and  devices.  The  Kid- 
Safe  program  loaned  the  car  seats  to  parents  who  did 
not  already  own  approved  restraints  and  offered  safety 
information  to  all  new  mothers  participating  in  the  hos- 
pital-based program.  The  parent  profile  that  emerged 
from  the  interviews  showed  that  mothers  reporting  a 
plan  for  safe  transport  of  the  infant  from  hospital  to 
home  were  most  likely  white  and  more  than  20  years  old. 
They  typically  had  attended  college  and  had  a profes- 
sional occupation  with  annual  income  above  $10,000. 
They  usually  understood  simple  aspects  of  child  auto 
safety  and  had  previous  accident  experience.  Results  of 
the  study  have  implications  for  groups  that  may  be  tar- 
geted for  child  restraint  education  programs. 


This  article  reports  baseline  and  preliminary  follow-up  results 
of  an  evaluation  of  KidSafe,  a program  designed  to  increase 
the  safety  of  children  in  passenger  vehicles  in  San  Antonio. 
Motor  vehicle  crashes  are  the  leading  cause  of  death  for  chil- 
dren over  the  age  of  1 year  (1 ).  At  the  present  time,  dynami- 
cally tested  child  restraint  devices  provide  the  best  protection 
against  automobile  fatalities  and  serious  injuries  among  chil- 
dren less  than  5 years  of  age  (2).  Scherz  (3)  has  estimated 
that  adequate  restraint  could  save  the  lives  of  as  many  as 
90%  of  children  under  5 years  old  who  otherwise  would  be 
killed  in  automobile  accidents;  injuries  could  be  reduced  by 
75%.  Despite  these  convincing  statistics,  estimates  of  child 
restraint  usage  are  about  20%  nationwide  * (4)  and  are 
thought  to  be  significantly  lower  in  Texas. 


*As  of  December  1983,  the  national  usage  rate  had  increased  to  40%. 

The  project  on  which  this  report  is  based  was  funded  by  the  Traffic  Safety 
Section  of  the  State  Department  of  Highways  and  Public  Transportation  of 
Texas  and  the  National  Highway  Traffic  Safety  Administration. 
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KidSafe 

The  primary  goal  of  the  KidSafe  program  is  to  education  new 
mothers  about  the  benefits  and  correct  use  of  child  restraints 
and  to  loan  each  of  the  51 5 Century  Infant  Love  Seats  for  six- 
month  periods.  Although  some  prenatal  counseling  is  done, 
most  education  takes  place  during  the  postpartum  period  in 
the  hospital  because  most  babies  are  born  in  hospitals  and 
the  in-hospital  stay  is  an  ideal  time  for  reaching  parents  who 
have  not  attended  prenatal  classes  or  who  will  not  take  part 
in  parenting  groups  later.  Furthermore,  parents  are  likely  to 
be  acutely  aware  of  the  fragility  of  their  newborns  during  this 
period  and  are  eager  to  learn  how  to  take  proper  care  of 
them.  Finally,  it  is  less  difficult  to  promote  a safe  pattern  of 
behavior  before  it  occurs  than  to  reverse  an  unsafe  one  after 
it  takes  place  (5,6). 

Each  postpartum  educational  session  takes  place  in  one 
county  hospital  or  any  of  three  private  hospitals.  It  is  con- 
ducted by  a parent  educator  and  lasts  about  30  minutes.  The 
session  takes  place  after  the  pediatrician  has  visited  the 
mother  but  early  enough  to  allow  time  for  education  and  for 
the  mother  to  make  arrangements  to  obtain  a child  restraint 
before  discharge.  The  information  given  each  participating 
mother  focuses  primarily  on  auto  safety  of  infants,  but  the 
need  to  seek  information  on  safety  as  the  child  grows  and  the 
importance  of  mother's  use  of  a seat  belt  are  emphasized. 
The  education  incorporates  the  most  successful  interven- 
tions reported  in  the  literature  (7,8);  each  contact  includes 
counseling  on  the  importance  of  using  a child  restraint,  invita- 
tion to  watch  a videotape,  distribution  of  pamphlets,  and 
demonstration  of  use  of  a child  restraint  with  a doll  or  the 
actual  baby  (Fig  1). 

The  parent  educator  first  determines  the  planned  method 
of  taking  the  baby  home  from  the  hospital.  The  approach  to 
the  mother  varies  slightly,  depending  on  whether  she  already 
has  a child  restraint,  plans  to  purchase  one  before  discharge, 
or  does  not  plan  to  use  a child  restraint.  Parents  with  re- 
straints or  those  planning  to  purchase  one  are  given  positive 
reinforcement  as  part  of  their  education.  In  addition,  the  par- 
ent educator  checks  to  assure  that  the  available  restraint  is 
an  approved  model.  In  the  case  of  parents  who  state  that 
they  do  not  plan  to  use  a child  restraint,  the  parent  educator 
determines  whether  the  mothers  have  negative  attitudes  to- 
ward child  restraints  or  are  simply  uninformed  about  their 
benefits.  The  educational  approach  is  modified  on  the  basis 
of  this  information. 

Mothers  who  already  have  or  intend  to  purchase  child  re- 
straints are  told  to  bring  them  to  the  hospital  with  the  package 
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instructions,  two  extra  receiving  blankets,  and  a towel.  Use  of 
these  materials  is  explained.  Loaner  child  restraints  are  of- 
fered to  new  mothers  who  have  no  child  restraint  or  no  plans 
to  purchase  one,  if  there  appears  to  be  a reasonable  indica- 
tion that  the  seat  will  be  returned  at  the  end  of  a six-month 
period.  A token  deposit  is  required,  some  or  all  of  which  is 
refundable  at  the  end  of  the  six-month  period  if  the  restraint  is 
returned  in  good  condition.  Parents  sign  the  loaner  agree- 
ment and  release-of-liability  documents  and  receive  written 
instructions  for  use  of  the  child  restraint. 

If  possible,  the  parent  educator  accompanies  parents  to 
their  car  at  the  time  of  discharge  in  order  to  assure  proper 
installation  of  the  infant  seat.  If  this  is  not  possible,  she  con- 
firms that  the  parents  have  all  information  necessary  to 
ensure  a safe  ride  home  for  the  baby.  Hospital  nurses  who 
receive  in-service  training  on  the  goals  of  KidSafe  also 
strongly  discourage  mothers  from  carrying  their  babies  in 
their  arms  during  the  trip  home  from  the  hospital  and  remind 
them  to  use  the  restraint  on  every  trip  the  baby  takes. 

Method  of  evaluation 

In  order  to  evaluate  the  effectiveness  of  the  KidSafe  pro- 
gram, we  obtained  sociodemographic  data  and  information 


on  mothers’  knowledge  and  behavior  with  respect  to  child 
auto  safety.  Each  mother  was  interviewed  before  education 
began,  by  telephone  two  months  after  education,  and,  in  the 
case  of  mothers  who  received  a loaner  seat,  six  months  later 
when  the  loaner  was  returned.  Although  information  is  ob- 
tained on  all  mothers  who  are  educated  in  the  KidSafe  project, 
this  article  reports  only  on  the  first  561  mothers  who  received 
loaner  seats.  We  first  describe  the  mothers  in  terms  of 
sociodemographic  characteristics  and  health  and  safety  be- 
havior and  knowledge.  The  relationship  between  these 
variables  and  planned  method  of  taking  an  infant  home  from 
the  hospital  are  then  examined.  The  telephone  follow-up 
data  on  frequency  of  use  of  the  loaned  restraint  are  also  pre- 
sented. Data  were  available  for  376  of  the  mothers  at  the 
time  of  writing. 

Results 

Selected  sociodemographic  characteristics  of  the  561  moth- 
ers who  received  loaners  are  shown  in  Fig  2.  The  mothers,  a 
majority  of  whom  delivered  in  private  hospitals  in  the  city, 
largely  represent  a middle-class  population:  More  than  half 
had  attended  college,  about  one  quarter  had  a family  income 
above  $30,000  per  year,  and  they  had  few  children. 


1.  Material  for  patient  education. 


2.  Sociodemographic  characteristics  of  mothers  who  received  ioaners  from 
KidSafe  program  (N  = 561). 
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1 "Don’t  Risk  Your  Child  s Life"  (Physicians  for  Automotive  Safety) 

2.  "For  Jamie"  (Visucom) 

3.  Interview  with  Dr  Raphael  Toledo,  originally  on  San  Diego  television  sta- 
tion, in  Spanish 




Mean  age 

26.7 

Ethnic  status 

% Anglo 

49.6 

% Mexican  American 

45.3 

% Black 

3.8 

% Other 

1.3 

% Married 

89.1 

Mean  number  children 

1.8 

Education 

% Less  than  high  school 

113 

% High  school  graduate 

30.0 

% Some  college  or  more 

58  7 

Occupation 

% Professional  or  managerial 

19.8 

% Clerical  or  sales 

25.1 

% Other  occupation 

6.1 

% Housewife 

49  0 

Occupation  of  spouse 

% Professional  or  managerial 

39.3 

% Clerical  or  sales 

15.4 

% Craftsmen,  operatives,  or  service  workers 

33.8 

% Laborers  or  farmers 

8.5 

% Students 

3.4 

Annual  family  income 

% Under  $10,000 

21.5 

% $10,000-$20,000 

34.6 

% $20, 000 -$30,000 

20.5 

% Above  $30,000 

23.4 
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Fig  3 shows  various  health  and  safety  behaviors  and  the 
level  of  infant  auto  safety  knowledge  of  mothers  prior  to  edu- 
cation. The  first  three  variables  measure  mothers’  knowledge, 
intentions,  and  behavior  with  respect  to  child  auto  safety,  the 
next  four  her  own  auto  safety  behavior  and  experience,  and 
the  last  her  general  preventive  health  behavior  (smoking). 

An  index  of  knowledge  of  child  auto  safety  was  constructed 
by  summing  responses  to  two  questions:  “What  is  the  safest 
way  to  protect  a new  baby  in  an  auto?”  and  “What  is  the 
leading  cause  of  death  in  children  ages  0-4  years?”  Knowl- 
edge was  classified  as  “high"  if  a mother  correctly  answered 
both  questions  and  “low”  if  she  incorrectly  answered  one  or 

3.  Reported  health  and  safety  behavior  and  knowledge  of  mothers 
(N  = 561). 


Knowledge  of  child  auto  safety 


% High 

65.4 

% Low 

31.2 

Planned  method  of  taking  infant  home  from  hospital 

% In  available  child  restraint 

17.3 

% Plan  to  purchase,  borrow,  or  rent  restraint 

33.6 

% Unsafe  method 

49.0 

Restraint  of  other  children  (277) 

% Never 

19.1 

% Sometimes 

19.1 

% Usually 

11.2 

% Always 

50.5 

Use  of  seat  belt  by  mother 

% Never 

29.9 

% Sometimes 

25.5 

% Usually 

17.3 

% Always 

27.3 

% With  previous  accident  experience 

57.0 

% With  previous  accident  injury 

23.5 

% With  relatives  or  friends  injured  in  accident 

36.4 

% Who  smoke 

13.2 

both.  Almost  two  thirds  of  the  mothers  had  high  knowledge  of 
child  auto  safety  issues  before  education.  Despite  this  level 
of  knowledge,  nearly  one-half  of  the  mothers  planned  an  un- 
safe method  of  taking  their  infants  home  from  the  hospital 
(eg,  in  their  arms,  in  an  infant  carrier,  etc)  and  about  38%  of 
the  277  mothers  who  had  other  children  restrained  them  only 
“sometimes”  or  “never."  More  than  half  of  the  mothers  had 
been  in  an  accident  at  some  time  in  their  lives,  and  41%  had 
sustained  an  injury.  Greater  preventive  behavior  was  re- 
ported in  other  health  areas  as  evidenced  by  the  fact  that 
only  1 3%  of  the  mothers  smoked  at  the  time  of  interview. 

Fig  4 shows  the  relationship  between  various  socio- 
demographic characteristics  and  the  mothers’  intent  to  use 
a child  restraint  to  take  her  infant  home  from  the  hospital. 

All  the  relationships  are  statistically  significant.  Mothers  who 
already  had  a child  restraint  were  likely  to  be  white  and  over 
20  years  of  age,  have  at  least  some  college,  be  employed  in 
a professional  or  managerial  occupation,  and  have  an  annual 
family  income  above  $10,000.  Mothers  planning  to  purchase, 
borrow,  or  rent  a child  restraint  were  less  distinguishable  in 
terms  of  sociodemographic  characteristics;  however,  these 
mothers  were  likely  to  work  outside  their  homes.  Mothers 
planning  to  carry  their  baby  in  their  arms  or  use  a non- 
automobile infant  carrier  or  other  unsafe  method  were  likely 
to  be  Mexican-American,  black,  or  other  ethnic  minority. 

They  were  likely  to  be  1 9 years  old  or  younger,  have  a high 
school  education  or  less,  have  a family  income  below 
$1 0,000,  and  be  either  a housewife  or  employed  in  sales, 
clerical,  crafts,  operatives,  or  service. 

Comparisons  of  the  mother’s  own  behavior,  knowledge, 
and  experience  with  the  plans  for  transporting  the  baby  are 


4.  Planned  method  of  taking  Infant  home  by  selected  sociodemographic  characteristics  of  mother. 
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Occupation 
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% 
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Less  Than 
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19  and 

30  and 

High 

High 

College 

or 

Housewife 

Below  Above 

Method 

Under 

20-30 

Over 

Anglo 

Mex-Am 

Other* 

School 

School 

or  More 

Managerial 

Other t 

or  Student  $10,000  $10,000 

Have  child 

2.0 

19.9 

17.3 

25.0 

9.0 

14.8 

0.0 

114 

24.7 

14.7 

25.5 

16.2 

3.6  22.5 

restraint 

Safe 

36.0 

35.1 

33.9 

38  8 

33.2 

25.9 

35.0 

28.6 

40.2 

32.8 

49.1 

31.1 

33.3  36.4 

planned 

Unsafe 

62.0 

44.9 

48.8 

36.2 

57.8 

59.3 

65.0 

60.0 

35.1 

52.5 

25.5 

52.7 

63.1  41.4 

planned 

100.0% 

100.0% 

100.0% 

100.0% 

100.0% 

100.0% 

100  0% 

100.0% 

100.0% 

100  0% 

100.0% 

100.0% 

100.0%  100.0% 

(50) 

(316) 

(168) 

(268) 

(244) 

(7) 

(60) 

(185) 

(296) 

(265) 

(110) 

(167) 

(111)  (396) 

chi  sq  = 34  41 

chi  sq  = 10  73 

chi  sq  = 47.28 

chi  sq  = 26.17 

chi  sq  = 25.59 

df  = 4 

df  = 4 

df  = 4 

df  = 4 

df  = 2 

p = 0.001 

p = 0.030 

p = 0.001 

P 

= 0.001 

p = 0.001 

* Black,  Oriental,  Cuban,  Cambodian. 
f Clerical,  sales,  crafts,  operatives,  service. 
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shown  in  Fig  5.  Mothers’  use  of  seat  belts,  knowledge  of  child 
auto  safety,  and  previous  accident  experience  were  signifi- 
cantly related  to  the  planned  method  of  transport.  There 
were  no  significant  differences  in  planned  transportation 
method  and  smoking  behavior  or  previous  accident  injury 
(self,  relatives,  or  friends).  Mothers  who  had  a child  restraint 
were  somewhat  more  likely  to  “always”  wear  a seat  belt  and 
to  be  somewhat  more  informed  about  simple  aspects  of  child 
auto  safety.  Mothers  who  planned  to  purchase,  borrow,  or 
rent  a child  restraint  were  somewhat  more  likely  to  have  had 
a previous  accident  and  to  be  more  knowledgeable  about 
child  auto  safety.  Mothers  who  planned  to  transport  their  in- 
fants in  an  unsafe  manner  were  likely  to  wear  a seat  belt  only 
“sometimes”  or  “never”  and  to  have  low  knowledge  of  child 
auto  safety. 

Of  the  561  mothers  who  borrowed  seats  from  KidSafe,  376 
had  been  interviewed  by  telephone  at  the  time  of  data  analy- 
sis. Of  these,  it  was  found  that  about  90%  "always”  used  the 
child  restraint,  reported  "excellent”  or  “good"  behavior  of 
their  child  while  in  the  restraint,  and  would  recommend  the 
child  restraint  to  a friend.  Advantages  of  the  restraint  as 
“safe,”  “comfortable,”  and  “convenient”  were  cited.  About 
9%  of  the  mothers  reported  using  the  child  restraint  incor- 
rectly (facing  it  frontward  instead  of  rearward).  More  than  one 
fifth  of  the  mothers  reported  problems  with  the  child  restraint, 
which  were  most  frequently  classified  as  “baby  uncomfort- 
able,” “baby  too  small,”  and  “difficult  to  adjust  straps.” 

Discussion 

In  discussing  the  data  presented  here,  it  should  be  noted  that 
the  561  mothers  who  borrowed  child  restraints  through 


KidSafe  were  not  randomly  selected.  They  were  selected 
because  a parent  educator  felt  they  would  return  the  child 
restraint  being  loaned  to  them  based  on  verification  of  ad- 
dress, telephone  number,  and  place  of  work.  Mothers  for 
whom  this  information  could  not  be  verified  were  not  offered 
a child  restraint  and  are  not  included  in  this  paper.  Because 
of  the  verification  criteria  and  the  fact  that  KidSafe  services 
were  largely  offered  through  private  hospitals,  the  mothers 
who  received  the  KidSafe  seats  were  typically  middle  class. 
Thus,  the  data  on  reported  health  and  safety  behavior  shown 
in  Fig  3 are  not  representative  of  all  new  mothers  in  San  An- 
tonio; however,  the  results  in  Figs  4 and  5 are  instructive  in 
trying  to  explain  the  various  behaviors  and  level  of  knowl- 
edge of  mothers  and  provide  information  that  can  be  used  to 
target  future  educational  approaches  to  child  auto  safety. 

Frequencies  of  reported  intent  to  take  the  newborn  home 
from  the  hospital  in  a restraint  and  the  restraint  of  other  chil- 
dren are  significantly  higher  than  average  use  rates  of  20% 
for  children  (National  Highway  Traffic  Safety  Administration, 
January  1982).*  National  rates  are  determined  in  systematic 
observational  surveys,  while  the  data  presented  here  were 
gathered  during  face-to-face  interviews  and  were  not  objec- 
tively verified.  Additionally,  many  mothers  knew  that  the 
possible  purpose  of  the  interview  was  to  loan  a child  restraint 
and  may  have  wished  to  please  the  interviewer  and  convince 
her  of  auto  safety  behavior  in  order  to  enhance  the  chance  of 
receiving  a child  restraint.  However,  reports  at  the  time  of 
two-month  telephone  follow-up  showed  an  apparent  increase 
in  use  of  child  restraints  and  were  made  at  a time  when  moth- 


‘ As  of  December  1983,  the  national  usage  rate  had  increased  to  40%. 


5.  Planned  method  of  taking  infant  home  by  health  and  safety  behavior  and  knowledge. 
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No 
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Experi- 
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In 
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Injured 
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Injured 

No 

Relatives/  Relatives/ 
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Non- 
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19.6 

12.6 

12.2 

16.7 

1.0 
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17.0 

16.1 
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17.3 

21.4 

18.9 
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Safe 

37.6 

31.4 

31.1 

30.4 

44.9 

39.7 

29.7 

40.2 

39.4 

41.1 

36.6 

34.0 

36.8 

32.1 

planned 
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42.8 

56.0 

56.7 

52.9 

37.1 
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42.8 
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41.9 

45.9 

48.7 
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49.1 

planned 

100.0% 

100.0% 

100.0% 

100.0% 

100.0% 

100.0% 

100.0% 

100.0% 

100.0% 

100.0% 

100.0% 

100.0% 

100.0% 

100.0% 
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(306) 

(180) 

(124) 

(344) 

(197) 

(359) 

(53) 
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ers  were  under  less  pressure  to  impress  an  interviewer. 

Several  sociodemographic  characteristics  (ethnicity,  age, 
education,  occupation,  family  income)  were  found  to  corre- 
late with  initial  intent  to  take  a baby  home  from  the  hospital  in 
a restraint.  Programs  aimed  at  increasing  child  restraint 
usage  should  be  targeted  at  various  high-risk  groups  such  as 
younger  mothers  and  those  with  fewer  socioeconomic  re- 
sources. For  example,  during  education  it  became  apparent 
that  there  was  peer  pressure  on  young,  lower  socioeconomic 
Mexican-American  women  to  act  disinterested  about  infant 
auto  safety.  Among  these  mothers,  it  may  be  a sign  of  weak- 
ness to  admit  vulnerability  and  the  need  for  a protective 
device.  Future  projects  might  address  this  issue  since  Mexi- 
can-Americans  are  the  second  largest  and  most  rapidly 
growing  ethnic  group  in  the  country. 

Worth  addressing  also  is  the  finding  that  91 .3%  of  the 
mothers  reported  at  follow-up  excellent  or  good  behavior  by 
their  children  while  in  the  child  restraint.  Parents  often  report 
that  a child  doesn’t  want  to  be  confined  and  that  they  have 
difficulty  in  getting  him  or  her  to  stay  in  the  device.  The  fact 
that  all  but  8.7%  of  the  KidSafe  children  were  content  while 
riding  in  the  restraint  points  out  the  importance  of  restraining 
a baby  from  his  or  her  first  ride  in  an  automobile. 
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TEXAS  MEDICINE 


Brief  Summary  of  Prescribing  Information 

NORLESTRIN*  (norethindrone  acetate  and  ethinyl  estradiol  tablets.  USP) 

See  section  under  Special  Notes  on  Administration  and  HOW  SUPPLIED. 

Before  prescribing,  please  see  full  prescribing  Information  A Brief  Summary  follows 

DESCRIPTION 

Norlestrin  Products  are  progestogen-estrogen  combinations 

INDICATIONS  AND  USAGE 

Norlestrin  Products  are  indicated  for  the  prevention  of  pregnancy  in  women  who  elect  to  use 
oral  contraceptives  as  a method  of  contraception 
In  clinical  trials  with  Norlestrin  1/50  involving  25,983  therapy  cycles,  there  was  a preg- 
nancy rate  of  0 05  per  100  woman-years;  in  clinical  trials  with  Norlestrin  2.5/50  involving 
96,388  cycles,  there  was  a pregnancy  rate  of  0.22  per  100  woman-years 
Dose-Related  Risk  of  Thromboembolism  from  Oral  Contraceptives:  Studies  have 
shown  a positive  association  between  the  dose  of  estrogens  in  oral  contraceptives  and  the 
risk  of  thromboembolism.  It  is  prudent  and  In  keeping  with  good  principles  of  therapeutics  to 
minimize  exposure  to  estrogen  The  oral  contraceptive  prescribed  for  any  given  patient 
should  be  that  product  which  contains  the  least  amount  of  estrogen  that  is  compatible  with 
an  acceptable  pregnancy  rate  and  patient  acceptance. 

CONTRAINDICATIONS 

1.  Thrombophlebitis  or  thromboembolic  disorders 

2  A past  history  of  deep-vein  thrombophlebitis  or  Ihromboernbolic  disorders 
3.  Cerebral  vascular  or  coronary  artery  disease 

4 Known  or  suspected  carcinoma  of  the  breast 

5 Known  or  suspected  estrogen-dependent  neoplasia 

6 Undiagnosed  abnormal  genital  bleeding 

7,  Known  or  suspected  pregnancy  (See  WARNING  No.  5) 

8 Benign  or  malignant  liver  tumor  which  developed  during  the  use  of  oral  contraceptives 
or  other  estrogen-containing  products. 

WARNINGS 

Cigarette  smoking  increases  the  risk  of  serious  cardiovascular  side  effects  from 
oral  contraceptive  use.  The  risk  increases  with  age  and  with  heavy  smoking  (15  or 
more  cigarettes  per  day)  and  is  quite  marked  in  women  over  35  years  of  age. 

Women  who  use  oral  contraceptives  should  be  strongly  advised  not  to  smoke. 

The  use  of  oral  contraceptives  is  associated  with  increased  risk  of  several  serious 
conditions  including  thromboembolism,  stroke,  myocardial  infarction,  hepatic  ade- 
noma, gallbladder  disease,  and  hypertension.  Practitioners  prescribing  oral  conlracep- 

tives  should  be  familiar  with  the  following  information  relating  to  these  risks. 

1 Thromboembolic  Disorders  and  Other  Vascular  Problems  An  increased  risk  of  throm- 
boembolic and  thrombotic  disease  associated  with  the  use  of  oral  contraceptives  is  well- 
established.  Studies  have  demonstrated  an  increased  risk  of  fatal  and  nonfatal  venous 
thromboembolism  and  stroke,  both  hemorrhagic  and  thrombotic. 

Cerebrovascular  Disorders:  In  a collaborative  study  in  women  with  and  without  predispos- 
ing causes,  it  was  estimated  that  the  risk  of  hemorrhagic  stroke  was  2 0 times  greater  in 
users  than  nonusers,  and  the  risk  of  thrombotic  stroke  was  4 0 to  9.5  times  greater 
Myocardial  Infarction:  An  increased  risk  of  myocardial  infarction  associated  with  oral 
contraceptives  has  been  reported  confirming  a previously  suspected  association  These 
studies  found  that  the  greater  the  number  of  underlying  risk  factors  (cigarette  smoking, 
hypertension,  hypercholesterolemia,  obesity,  diabetes,  history  of  preeclamptic  toxemia)  for 
coronary  artery  disease,  the  higher  the  risk  of  developing  myocardial  infarction,  regardless 
of  whether  the  patient  was  an  oral  contraceptive  user  or  not.  Oral  contraceptives,  however, 
were  found  to  be  a clear  additional  risk  factor 
It  has  been  estimated  that  users  who  do  not  smoke  (smoking  is  considered  a major  pre- 
disposing condition  to  myocardial  infarction)  are  about  twice  as  likely  to  have  a fatal  myo- 
cardial Infarction  as  nonusers  who  do  not  smoke.  Oral  contraceptive  users  who  are  smokers 
have  about  a fivefold  increased  risk  of  fatal  infarction  compared  to  users  who  do  not  smoke, 
but  about  a tenfold  to  twelvefold  increased  risk  compared  to  nonusers  who  do  not  smoke. 
The  amount  of  smoking  is  also  an  important  factor 

Risk  of  Dose:  In  an  analysis  of  data.  British  investigators  concluded  that  the  risk  of  throm- 
boembolism. including  coronary  thrombosis,  is  directly  related  to  the  dose  of  estrogen  used 
in  oral  contraceptives;  however,  the  quantity  of  estrogen  may  not  be  the  sole  factor  involved. 
Persistence  of  Risk:  Two  studies  have  suggested  that  an  Increased  risk  may  persist  for  as 
long  as  6 years  after  discontinuation  of  oral  contraceptive  use  for  cerebrovascular  disease 
and  9 years  for  myocardial  infarction  In  addition,  a prospective  study  suggested  the  per- 
sistence of  risk  for  subarachnoid  hemorrhage. 

Estimate  of  Excess  Mortality  from  Circulatory  Diseases:  The  risk  of  diseases  of  the  cir- 
culatory system  is  concentrated  in  older  women,  in  those  with  a long  duration  of  use,  and  in 
cigarette  smokers 

A study  of  available  data  from  a variety  of  sources  concluded  that  the  mortality  associated 
with  all  methods  of  birth  control  is  low  and  below  that  associated  with  childbirth,  with  the 
exception  of  oral  contraceptives  in  women  over  40  who  smoke 
The  risk  of  thromboembolic  and  thrombotic  diseases  associated  with  oral  contraceptives 
increases  with  age  after  approximately  age  30  and.  for  myocardial  infarction,  is  further 
increased  by  hypertension,  hypercholesterolemia,  obesity  diabetes,  or  history  of  pre- 
eclamptic toxemia,  and  especially  by  cigarette  smoking 
The  physician  and  the  patient  should  be  alert  to  the  earliest  manifestations  ot  thromboem- 
bolic and  thrombotic  disorders.  Should  any  occur  or  be  suspected,  the  drug  should  be  dis- 
continued immediately 

A fourfold  to  sixfold  increased  risk  of  postsurgery  thromboembolic  complications  has 
been  reported  in  users.  If  feasible,  oral  contraceptives  should  be  discontinued  at  least  four 
weeks  before  surgery  of  a type  associated  with  an  increased  risk  of  thromboembolism  or 
prolonged  immobilization. 

2.  Ocular  Lesions.  Neuro-ocular  lesions,  such  as  optic  neuritis  or  retinal  thrombosis,  have 
been  associated  with  the  use  of  oral  conlraceplives  Discontinue  Ihe  oral  contraceptive  if 
there  is  unexplained  sudden  or  gradual,  partial,  or  complete  loss  of  vision;  onset  of  propto- 
sis or  diplopia;  papilledema,  or  retinal  vascular  lesions 

3.  Carcinoma  Long-term  continuous  administration  of  estrogen  in  certain  animal  species 
increases  Ihe  frequency  of  carcinoma  of  the  breast,  cervix,  vagina,  and  liver 

In  humans,  an  increased  risk  of  endometrial  carcinoma  associated  with  the  prolonged 
use  of  exogenous  estrogen  in  postmenopausal  women  has  been  reported.  However,  there 
is  no  evidence  suggesting  increased  risk  of  endometrial  cancer  in  users  of  convenlional 
combination  or  progestogen-only  oral  contraceptives 
Studies  found  no  evidence  of  increase  in  breast  cancer  in  women  taking  oral  contracep- 
tives; however,  an  excess  risk  in  users  with  documented  benign  breast  disease  was 
reported  . 

There  is  no  confirmed  evidence  of  an  increased  risk  of  cancer  associated  with  oral  contra- 
ceptives. Close  clinical  surveillance  of  users  is,  nevertheless,  essential  In  cases  of  undiag- 
nosed persistent  or  recurrent  abnormal  vaginal  bleeding,  appropriate  diagnostic  measures 
should  be  taken  to  rule  out  malignancy  Women  with  a strong  family  history  of  breast  cancer 
or  who  have  breast  nodules,  fibrocystic  disease,  or  abnormal  mammograms,  should  be 
monitored  with  particular  care 

4.  Hepatic  Tumors.  Benign  hepatic  adenomas  have  been  found  to  be  associated  with  oral 
contraceptives.  Because  hepatic  adenomas  may  rupture  and  may  cause  death  through 
intra-abdominal  hemorrhage,  they  should  be  considered  in  women  presenting  abdominal 
pain  and  tenderness,  abdominal  mass,  or  shock 

A few  cases  of  hepatocellular  carcinoma  have  been  reported  in  women  taking  oral  contra- 
ceptives. The  relationship  of  these  drugs  to  this  type  of  malignancy  is  not  known  at  this  time 

5.  Usage  in  or  Immediately  Preceding  Pregnancy , Birth  Delects  in  Offspring,  and  Malig- 
nancy in  Female  Offspring  During  early  pregnancy,  female  sex  hormones  may  seriously 
damage  the  offspring 

An  Increased  risk  of  congenital  anomalies,  including  heart  defects  and  limb  defects,  has 
been  reported  with  the  use  of  oral  contraceptives  in  pregnancy. 

There  is  some  evidence  that  triploidy  and  possible  other  types  of  polyploidy  are  increased 
among  abortuses  from  women  who  become  pregnant  soon  after  ceasing  oral 
contraceptives 

Pregnancy  should  be  ruled  out  before  continuing  an  oral  contraceptive  in  any  patient  who 
has  missed  two  consecutive  menstrual  periods.  If  the  patient  has  not  adhered  to  the  sched- 


ule, the  possibility  of  pregnancy  should  be  considered  at  the  time  of  the  first  missed  period, 
and  oral  contraceptives  should  be  withheld  until  pregnancy  has  been  ruled  out  If  preg- 
nancy is  confirmed,  the  patient  should  be  apprised  of  the  potential  risks  to  the  fetus  and  the 
advisability  of  continuation  of  the  pregnancy  should  be  discussed 
Women  who  discontinue  oral  conlraceplives  with  the  intent  of  becoming  pregnant  should 
use  an  alternate  form  of  contraception  for  a period  of  time  before  attempting  to  conceive 
Administration  of  progestogen-only  or  progestogen-estrogen  combinations  to  induce 
withdrawal  bleeding  should  not  be  used  as  a test  of  pregnancy. 

6 Gallbladder  Disease  Studies  report  an  increased  risk  of  surgically  confirmed  gallblad- 
der disease  in  users  of  oral  contraceptives 

7.  Carbohydrate  and  Lipid  Metabolic  Effects.  Because  decreased  glucose  tolerance  has 
been  observed  in  a significant  percentage  of  patients,  prediabetic  and  diabetic  patients 
should  be  carefully  observed  while  receiving  oral  contraceptives. 

An  increase  in  triglycerides  and  total  phospholipids  has  been  observed. 

8.  Elevated  Blood  Pressure  An  increase  in  blood  pressure  has  been  reported  in  patients 
receiving  oral  contraceptives  The  prevalence  in  users  increases  with  longer  exposure  Age 
is  also  strongly  correlated  with  development  of  hypertension  Women  who  previously  have 
had  hypertension  during  pregnancy  may  be  more  likely  to  develop  elevation  of  blood 
pressure 

9.  Headache.  Onset  or  exacerbation  of  migraine  or  development  of  headache  of  a new 
pattern  which  is  recurrent,  persistent,  or  severe,  requires  discontinuation  of  oral 
contraceptives 

10  Bleeding  Irregularities.  Breakthrough  bleeding,  spotting,  and  amenorrhea  are  fre- 
quent reasons  for  patients  discontinuing  oral  contraceptives  In  breakthrough  bleeding, 
nonfunctional  causes  should  be  borne  in  mind.  In  undiagnosed  abnormal  bleeding  from  the 
vagina,  adequate  diagnostic  measures  are  indicated  to  rule  out  pregnancy  or  malignancy. 

Women  with  a past  history  of  oligomenorrhea  or  secondary  amenorrhea,  or  young  women 
without  regular  cycles  should  be  advised  that  they  may  have  a tendency  to  remain  anovula- 
tory or  to  become  amenorrheic  after  discontinuation  of  oral  contraceptives. 

11  Ectopic  Pregnancy  Ectopic  as  well  as  intrauterine  pregnancy  may  occur  in  contracep- 
tive failures. 

12  Breast-Feeding  Oral  contraceptives  may  interfere  with  lactation  Furthermore,  a small 
fraction  of  the  hormonal  agents  in  oral  contraceptives  has  been  identified  in  the  milk  of  moth- 
ers receiving  these  drugs. 

PRECAUTIONS 

1.  A complete  medical  and  family  history  should  be  taken  prior  to  the  initiation  of  oral  con- 
traceptives The  pretreatment  and  periodic  physical  examinations  should  include  special 
reference  to  blood  pressure,  breasts,  abdomen,  and  pelvic  organs,  including  Papanicolaou 
smear  and  relevant  laboratory  tests.  As  a general  rule,  oral  contraceptives  should  not  be 
prescribed  for  longer  than  one  year  withoul  another  examination 

2.  Preexisting  uterine  leiomyomata  may  increase  in  size. 

3 Patients  with  a history  of  psychic  depression  should  be  carefully  observed  and  the  drug 
discontinued  if  depression  recurs  to  a serious  degree 

4 Oral  contraceptives  may  cause  fluid  retention  and  should  be  prescribed  with  caution, 
and  only  with  careful  monitoring,  in  patients  with  conditions  which  might  be  aggravated. 

5.  Patients  with  a past  history  of  jaundice  during  pregnancy  have  an  increased  risk  of 
recurrence  of  |aundice.  If  jaundice  develops,  the  medication  should  be  discontinued. 

6.  Steroid  hormones  may  be  poorly  metabolized  and  should  be  administered  with  caution 
in  patients  with  impaired  liver  function. 

7 Users  may  have  disturbances  in  normal  tryptophan  metabolism,  which  may  result  in  a 
relative  pyridoxine  jfeficlency. 

8 Serum  folate  levels  may  be  depressed 

9.  The  pathologist  should  be  advised  of  oral  contraceptive  therapy  when  relevant  speci- 
mens are  submitted 

10.  Certain  endocrine  and  liver  function  tests  and  blood  components  may  be  affected 
(a)  Increased  sulfobromophthalein  retention,  (b)  Increased  prothrombin  and  factors  VII, 

VIII,  IX,  and  X,  decreased  antithrombin  3.  increased  norepinephrine-induced  platelet  aggre- 
gability  (c)  Increased  thyroid-binding  globulin  (TBG)  leading  to  increased  circulating  total 
thyroid  hormone,  (d)  Decreased  pregnanediol  excretion  (e)  Reduced  response  to  metyra- 
pone  test 

Drug  Interactions:  Reduced  efficacy  and  increased  incidence  of  breakthrough  bleeding 
have  been  associated  with  concomitant  use  of  rifampin.  A similar  association  has  been  sug- 
gested with  barbiturates,  phenylbutazone,  phenytoin  sodium,  tetracycline,  and  ampicillin 

ADVERSE  REACTIONS 

An  increased  risk  of  the  following  serious  adverse  reactions  has  been  associated  with  oral 
contraceptives:  thrombophlebitis,  pulmonary  embolism;  coronary  thrombosis;  cerebral 
thrombosis,  cerebral  hemorrhage;  hypertension;  gallbladder  disease;  benign  hepatomas; 
congenital  anomalies 

There  is  evidence  of  an  association  between  the  following  conditions  and  the  use  of  oral 
contraceptives,  although  additional  confirmatory  studies  are  needed:  mesenteric  thrombo- 
sis. neuro-ocular  lesions,  eg.  retinal  thrombosis  and  optic  neuritis 
The  following  adyerse  reactions  have  been  reported  in  patients  receiving  oral  contracep- 
tives and  are  believed  to  be  drug  related:  nausea  and/or  vomiting,  usually  the  most  com- 
mon adverse  reactions,  occur  in  approximately  10%  or  less  of  patients  during  the  first  cycle 
Other  reactions,  as  a general  rule,  are  seen  much  less  frequently  or  only  occasionally: 
gastrointestinal  symptoms;  breakthrough  bleeding;  spotting,  change  in  menstrual  How: 
dysmenorrhea,  amenorrhea  during  and  after  treatment;  temporary  infertility  after  discon- 
tinuance of  treatment;  edema;  chloasma  or  melasma,  breast  changes;  change  in  weight; 
change  in  cervical  erosion  and  cervical  secretion,  possible  diminution  in  lactation  when 
given  immediately  postpartum,  cholestatic  jaundice,  migraine;  increase  in  size  of  uterine 
leiomyomata;  rash  (allergic);  mental  depression;  reduced  tolerance  to  carbohydrates; 
vaginal  candidiasis;  change  In  corneal  curvature;  intolerance  to  contact  lenses. 

The  following  adverse  reactions  have  been  reported  and  the  association  has  been  neither 
confirmed  nor  refuted:  premenstrual-like  syndrome:  cataracts;  changes  in  libido;  chorea; 
changes  in  appetite;  cystitis-like  syndrome;  headache;  nervousness;  dizziness;  hirsutisrri; 
loss  of  scalp  hair,  erythema  multiforme;  erythema  nodosum;  hemorrhagic  eruption;  vaqimtis; 
porphyria 

Special  Notes  on  Administration 

Menstruation  usually  begins  two  or  three  days,  but  may  begin  as  late  as  the  fourth  or  fifth 
day,  after  discontinuing  medication 

After  several  months  on  treatment,  bleeding  may  be  reduced  to  a point  of  virtual  absence; 
reduced  flow  may  be  a result  of  medication  and  not  indicative  of  pregnancy. 

HOW  SUPPLIED 

Norlestrin  [2]  1/50  is  available  in  compacts  each  containing  21  tablets.  Each  tablet  contains 
1 mg  of  norethindrone  acetate  and  50  meg  of  ethinyl  estradiol  Available  in  packages  of  five 
compacts  and  packages  of  five  refills 

Norlestrin  [2]  2 5/50  is  available  in  compacts  each  containing  21  tablets  Each  tablet 
contains  2 5 mg  of  norethindrone  acetate  and  50  meg  of  ethinyl  estradiol.  Available  in  pack- 
ages of  five  compacts  and  packages  of  five  refills 
Norlestrin  [Fe]  1/50  is  available  in  compacts  each  containing  21  yellow  tablets  and  7 
brown  tablets.  Each  yellow  tablet  contains  1 mg  of  norethindrone  acetate  and  50  meg  of 
ethinyl  estradiol.  Each  brown  tablet  contains  75  mg  of  ferrous  fumarate.  USP  Available  in 
packages  of  five  compacts  and  packages  of  five  refills. 

Norlestrin  (£0  2 5/50  is  available  in  compacts  each  containing  21  pink  tablets  and  7 
brown  tablets  Each  pink  tablet  contains  2.5  mg  of  norethindrone  acetate  and  50  meg  of 
ethinyl  estradiol  Each  brown  tablet  contains  75  mg  of  ferrous  fumarate,  USP  Available  in 
packages  of  five  compacts  and  packages  of  five  refills 
Norlestrin  [28]  1/50  is  available  in  compacts  each  containing  21  yellow  tablets  and  7 white 
inert  tablets.  Each  yellow  tablet  contains  1 mg  of  norethindrone  acetate  and  50  meg  of 
ethinyl  estradiol  Available  in  packages  of  five  compacts  and  packages  of  five  refills 
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Palmar  hyperhidrosis 

Palmar  hyperhidrosis,  or  excessive  sweating  of  the 
palms,  is  a condition  that  is  embarrassing  in  mild  cases 
and  socially  and  professionally  incapacitating  to  those 
more  severely  afflicted.  This  article  reviews  nonsurgical 
and  surgical  therapies.  Excision  of  the  sympathetic 
ganglia  innervating  the  hands  is  the  most  effective 
treatment. 


Primary  palmar  hyperhidrosis  is  a condition  consisting  of  ex- 
cessive sweating  of  the  palms.  Its  cause  is  not  known.  It  may 
become  manifest  in  childhood  but  is  accentuated  particularly 
during  puberty  and  thereafter.  Its  occurrence  is  unrelated  to 
ambient  temperature  but  is  intensified  by  stressful  emotional 
situations.  Prevalence  figures  are  difficult  to  find  in  the  liter- 
ature. One  pilot  study  estimates  that  1 in  2,000  people  in  the 
general  population  is  affected  (1 ). 

Palmar  hyperhidrosis  causes  those  affected  to  avoid 
shaking  or  holding  hands  with  others  and  leads  to  social  with- 
drawal. Its  occupational  effects  depend  on  work  circum- 
stances: truck  drivers  lose  control  of  the  steering  wheel; 
electricians  suffer  electrical  shocks;  pianists  ruin  the  wooden 
piano  keys;  bartenders  drop  bottles;  students  blur  the  ink  on 
their  writing  paper. 

Medical  therapy 

The  wide  variety  of  proposed  nonsurgical  therapies  attests  to 
the  suboptimal  and  inconsistent  results  obtained  from  any 
one  modality.  A number  of  topical  agents  have  been  utilized. 
Diphemanil  methylsulfate,  in  a 2%  to  5%  solution,  cream  or 
gel,  is  the  most  efficacious  topical  anticholinergic  prepara- 
tion. However,  topical  anticholinergics  suffer  from  inadequate 
epidermal  penetration  and  thus  yield  only  moderate  relief. 
Astringents  decrease  sweating  by  damaging  excretory  ducts 
and/or  secretory  epithelium  while  antiperspirants  block 
sweat  ducts  by  coagulating  protein  within  them.  Aqueous  so- 
lutions of  formalin  (5%  to  20%)  or  glutaraldehyde  (10%)  have 
proven  to  be  useful  astringents,  but  they  may  cause  allergic 
contact  dermatitis.  Aqueous  or  alcoholic  solutions  of  various 
aluminum  salts  (usually  1 0%  to  25%)  or  tannic  acid  (2%  to 
5%)  function  as  antiperspirants.  Prolonged  use  in  sufficient 
concentration  to  achieve  significant  reduction  in  sweating 
often  leads  to  irritant  or  allergic  dermatitis  with  these  agents 
as  well. 
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Systemic  anticholinergics  (eg,  atropine,  Banthine)  offer 
only  short-lived  relief.  Moreover,  these  agents  are  associated 
with  many  untoward  adverse  reactions:  dilated  pupils,  failure 
of  ocular  accommodation,  dry  mouth,  constipation,  and  diffi- 
culty with  urination. 

Other  nonsurgical  methods  also  have  their  limitations.  Ra- 
diation therapy,  in  doses  capable  of  destroying  sweat  glands, 
also  results  in  skin  atrophy  and  may  yield  long-term  radioder- 
matitis. Alcohol  blocks  of  sympathetic  ganglia,  though  tem- 
porarily effective,  may  be  followed  by  intercostal  neuralgia. 
Reduction  of  anxiety  through  psychotherapy  and  judicious 
use  of  tranquilizers  is  helpful  only  in  patients  with  minimal 
symptoms. 

The  nonsurgical  therapy  of  palmar  hyperhidrosis  is  often 
unsatisfactory  except  in  the  mildest  cases.  Surgical  treat- 
ment should  be  considered  when  the  condition  is  significantly 
impairing  a patient’s  normal  daily  activities  despite  the  use  of 
nonsurgical  measures. 

Case  histories 

CASE  1 

A 25-year-old  white  female  dental  student  had  a lifelong  his- 
tory of  hyperhidrosis  of  the  palms  and  soles.  In  her  dental 
work,  she  stopped  several  times  an  hour  to  wipe  her  hands. 
She  started  wearing  surgical  gloves  but  had  to  change  them 
at  least  every  hour  because  the  sweat  collected  within  the 
gloves  and  dripped  out  of  the  cuffs  onto  her  patients.  She 
was  unable  to  play  tennis  without  wearing  a glove.  At  stressful 
social  occasions,  sweat  would  fall  freely  from  her  hands  in 
droplets.  Axillary  hyperhidrosis  was  not  present.  Medical 
therapy,  consisting  of  topical  agents  and  biofeedback,  was 
not  helpful. 

On  examination  there  was  profuse  sweating  from  both 
palms  (Fig  1 ).  She  carried  a tissue  with  her  and  constantly 
dried  them. 

On  March  11,1 983,  she  underwent  bilateral  T2-T3  sym- 
pathectomy through  a midline  incision.  During  her  six-day 
hospital  stay,  she  experienced  no  moisture  at  all  on  her 
hands  or  feet  (Fig  2). 

Fifteen  months  after  surgery,  there  was  persistent  absence 
of  sweating  on  the  palms.  She  used  hand  lotion  regularly  to 
keep  them  moist.  Sweating  of  the  soles  of  her  feet  was  1 5% 
to  25%  of  what  it  had  been  preoperatively,  by  her  own  es- 
timate. Sweating  on  her  chest  and  back  increased  after 
surgery,  but  only  in  response  to  heat  or  exercise  and  not 
spontaneously  or  from  emotional  stress.  She  also  noticed 
that  heat  and  exercise  now  caused  no  sweating  at  all  on  her 
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7.  Preoperative  photograph  of  palms  covered  with  iodine-starch  paste.  The 
profuse  sweating  has  turned  the  white  paste  black.  Note  also  the  sweat  drop- 
lets on  the  background. 


2.  Postoperative  photograph  of  same  patient.  The  iodine-starch  paste  re- 
mains white,  indicating  no  palmar  sweating.  The  background  Is  free  of  sweat 
droplets. 
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scalp  and  face  whereas  that  had  been  present  in  normal 
amounts  before  surgery.  There  was  no  change  in  axillary 
hyperhidrosis.  The  patient  was  extremely  satisfied  with  the 
results  of  treatment. 

CASE  2 

A 28-year-old  accounting  supervisor  had  suffered  with  ex- 
cessive sweating  of  the  palms  and  soles  all  of  her  life,  and  of 
her  axillae  all  of  her  adult  life.  Even  as  a child,  she  didn’t  like 
holding  hands  with  anyone.  As  an  adult,  she  was  unable  to 
drive  a car  without  power  steering,  was  unable  to  hold  onto  a 
bat  while  playing  softball,  and  could  not  grasp  the  parallel 
bars  in  gymnastics.  At  group  social  occasions,  she  stood  in 
the  background  in  an  attempt  to  avoid  shaking  hands  when 
introduced  to  people. 

When  examined,  the  patient  was  dripping  sweat  droplets 
from  her  hands  and  axillae.  The  soles  of  her  shoes  were  wet. 

Bilateral  T2-3  sympathectomy  was  done  on  Dec  3,  1981 . 
The  postoperative  course  was  uncomplicated.  Before  hospi- 
, tal  discharge,  it  was  evident  that  there  had  been  no  sweating 
of  the  palms,  soles,  or  axillae  since  surgery. 

At  follow-up  43  months  later,  there  had  been  no  recurrence 
of  the  palmar  hyperhidrosis.  The  patient  reported  that  occa- 
sionally her  hands  became  moist — not  abnormally  so — but 
that  droplets  never  formed.  She  does  not  have  to  use  hand 
lotion  for  dryness.  Her  axillary  hyperhidrosis  also  remains  re- 
solved. For  the  first  two  years  following  surgery,  her  feet  re- 
mained dry,  but  there  was  more  sweating  over  the  chest  and 
abdomen  during  the  summer  months  than  had  occurred  dur- 
ing summers  before  surgery.  More  recently,  the  plantar 
hyperhidrosis  is  returning  while  the  abdominal  hyperhidrosis 
is  lessening. 

CASE  3 

A 27-year-old  black  male  truck  driver  accidentally  drove  his 
car  into  a ditch  seven  months  before  consultation.  He  experi- 
enced subjective  left  upper  extremity  numbness  for  several 
weeks  after  the  accident,  but  that  resolved  spontaneously. 
Pain  in  the  left  side  of  his  neck,  starting  at  the  time  of  the 
accident,  continued  but  was  only  mildly  bothersome. 

His  chief  complaint  was  persistent,  excessive  sweating  of 
both  palms  and  soles  which  began  at  the  time  of  his  car  acci- 
dent. Since  then,  he  had  learned  to  have  a towel  with  him  to 
frequently  dry  his  hands  whenever  he  drove  so  the  steering 
wheel  would  not  slide  from  his  grasp.  He  stopped  playing 
dominoes  because  the  pieces  got  very  wet,  and  he  would  no 
longer  hold  hands  with  his  girlfriend.  He  did  not  experience 


excessive  axillary  sweating.  There  were  no  other  autonomic 
symptoms. 

His  neurologic  examination  showed  no  sensory,  motor,  or 
reflex  deficits  in  the  upper  or  lower  extremities  to  suggest  that 
the  accident  had  caused  a spinal  cord  or  nerve  root  lesion. 
His  cervical  spine  roentgenograms,  including  flexion/exten- 
sion views,  were  normal. 

Bilateral  T2-3  sympathectomy  was  performed  on  Feb  5, 

1 981 . He  experienced  no  further  palmar  or  plantar  sweating 
during  his  six  hospital  days  after  surgery. 

On  follow-up  40  months  following  surgery,  his  palms  re- 
mained “super-dry.”  He  has  been  applying  a skin  lotion  daily 
to  keep  his  hands  moist.  He  has  noticed  a complete  absence 
of  facial  sweating  which  before  surgery  occurred  in  hot 
weather.  His  axillary  sweating,  judged  to  be  “normal"  before 
surgery,  was  now  estimated  at  20%  of  the  preoperative 
amount.  When  in  a heated  environment,  there  was  sweating 
of  the  back,  abdomen,  chest,  legs,  and  thighs,  but  these 
areas  did  not  sweat  excessively  when  the  patient  was  in  a 
comfortable  environment. 

CASE  4 

A 1 2-year-old  white  female  was  bothered  by  excessive  sweat- 
ing of  the  hands  and  feet  all  of  her  life.  Stressful  situations, 
even  reading  an  exciting  book,  would  result  in  profuse  sweat- 
ing most  of  the  time,  but  occasionally  she  would  remain  dry 
despite  significant  stress.  She  carried  a towel  with  her  every- 
where. Her  teacher  at  school  had  trouble  reading  her  class- 
room paperwork  because  the  ink  was  blurred.  She  had  to 
give  up  piano  lessons,  because  the  pianos  at  her  teachers’ 
studios  would  develop  "warped  keys.”  She  turned  to  clarinet 
lessons  but  her  fingers  kept  slipping  off  the  keys  and  she  had 
to  dry  her  hands  every  five  minutes.  She  couldn't  participate 
in  most  sports  because  she  was  unable  to  hold  onto  the  ball. 

At  the  time  of  her  office  visit,  her  hands  and  feet  were  dry. 
The  patient  and  her  parents  appeared  intelligent  and  sincere 
in  describing  the  problem.  At  surgery  for  T2-3  sympathec- 
tomy, in  August  1 981 , only  a flimsy  vertical  band  of  neural 
tissue  could  be  identified  on  the  right  side  whereas  the  usual, 
more  prominent  sympathetic  chain  was  identified,  and  the 
T2-3  ganglia  removed,  on  the  left  side.  Postoperatively,  her 
left  hand  was  dry  but  right  hand  hyperhidrosis  persisted.  She 
was  returned  to  the  operating  room  a week  later  and  the  right 
sympathetic  chain  was  properly  identified  and  the  T2-3 
ganglia  were  removed.  Following  the  second  operation,  both 
hands  were  dry.  A superficial  wound  infection  developed 
postoperatively  but  resolved  without  further  surgery. 
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In  follow-up  34  months  later,  the  patient’s  hands  were  com- 
pletely dry.  She  uses  hand  lotion  daily  to  prevent  excessive 
dryness.  She  is  very  happy  with  the  results  of  surgery  which, 
she  claims,  “changed  my  whole  life.”  She  has  persistent 
hyperhidrosis  in  her  feet.  There  has  been  no  compensatory 
hyperhidrosis  elsewhere  on  her  body. 

Discussion 

Prior  to  the  1 950s,  surgery  of  the  sympathetic  nervous  sys- 
tem was  a common  neurosurgical  procedure  used  in  the 
management  of  hypertension,  Raynaud's  phenomenon, 
Buerger's  disease,  and  various  pain  syndromes.  Although 
many  of  its  former  applications  have  been  replaced  by  newer 
therapies,  sympathectomy  is  still  useful  for  palmar  hyper- 
hidrosis and  for  selected  vascular  occlusive  disorders. 

ANATOMY 

Although  sympathetic  and  parasympathetic  fibers  contribute 
to  the  innervation  of  sweat  glands,  the  sympathetic  system  is 
dominant  (2).  The  increase  in  sweating  caused  by  emo- 
tionally stressful  situations  has  an  interesting  anatomic  corre- 
late in  that  there  are  ample  neural  connections  from  the 
limbic  system  to  the  hypothalamus.  The  hypothalamus,  in 
turn,  acts  on  the  paraspinal  sympathetic  chain  via  the  lateral 
and  ventral  reticulospinal  tracts  to  the  sympathetic  inter- 
mediolateral  gray  cell  column  of  the  spinal  cord.  Fibers  from 
the  intermediolateral  gray  column  join  the  sympathetic  chain 
via  the  anterior  rootlets  and,  from  there,  are  distributed  to 
sweat  glands  by  peripheral  nerves  in  a segmental  pattern. 
Resection  of  the  second  and  third  thoracic  sympathetic 
ganglia  interrupts  the  pathway  from  the  intermediolateral  col- 
umn to  the  peripheral  sweat  glands  (3). 

HISTORY  OF  SURGICAL  TREATMENT 
The  first  sympathectomy  for  hyperhidrosis  was  performed  in 
1920  by  Kotzareff  (4).  Since  then,  various  approaches  have 
been  attempted,  including  subclavian,  anterior  transthoracic, 
axillary,  and  posterior  midline.  The  latter  approach  is  proba- 
bly best  since  bilateral  denervation  is  accomplished  with  a 
one-stage  procedure  through  a single  incision,  usually  with- 
out sustaining  a pneumothorax  and  without  risk  of  injury  to 
the  brachial  plexus. 

SURGICAL  TECHNIQUE 

With  the  patient  face  down  on  the  operating  table,  a midline 
incision  is  placed  overlying  the  spinous  processes  of  ver- 
tebrae T 1 through  T4.  The  muscle  attachments  to  the  spin- 
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ous  processes  and  laminae  are  separated  as  for  a routine 
laminectomy,  but  the  muscles  are  displaced  further  laterally 
to  expose  the  transverse  processes  and  proximal  3 cm  of  the 
second  and  third  ribs.  A roentgenogram  is  obtained  to  con- 
firm the  T2  level.  The  lateral  laminae,  transverse  processes, 
and  proximal  ribs  are  removed  bilaterally  at  T2  and  T3.  The 
pleura  is  reflected  laterally  to  expose  the  lateral  aspect  of  the 
vertebral  bodies  on  both  sides. 

The  surgeon  uses  2Vz  power  ocular  magnification  lenses 
and  a head  lamp  to  dissect  and  identify  the  sympathetic 
chain  which  is  seen  as  a prominent  vertical  cord  adjacent  to 
the  vertebral  bodies  on  each  side.  Superiorly,  the  widening  of 
the  T2  ganglion  is  identified  and  the  sympathetic  chain  is  in- 
cised just  above  it;  interiorly,  it  is  incised  and  the  chain  is 
removed  in  one  piece  with  the  T2  and  T3  ganglia  attached. 
The  T1  ganglion  is  left  intact  to  avoid  Horner's  syndrome. 

The  wound  is  closed  routinely  without  a chest  tube  unless 
a pleural  tear  has  caused  a significant  pneumothorax.  The 
patient  usually  is  discharged  from  the  hospital  four  to  six 
days  after  admission. 

RESULTS 

The  success  rate  of  T2-T3  sympathectomy  for  palmar  hyper- 
hidrosis is  high.  It  has  been  reported  as  92%  (5),  96%  (1 , 6), 
97%  (7),  and  99%  (8). 

Recurrence  rates  are  generally  reported  to  be  low.  Adar 
observed  91  patients  for  an  average  of  1 8 months  and  found 
that  complete  dryness  persisted  in  42%  while  return  of  slight 
moisture  occurred  in  58%;  however,  none  developed  the  ex- 
cessive hyperhidrosis  that  was  present  before  surgery  (1 ). 
Cloward  observed  69  patients  for  one  to  29  years  and  found 
a recurrence  in  only  one  patient  two  years  following  surgery 
(5).  Shih  followed  457  patients  with  good  initial  results  for 
three  months  to  26  years  and  found  return  of  some  moisture 
to  the  hands  in  only  one  patient  (8). 

COMPLICATIONS 

The  most  frequent  complication  of  surgery  is  “compensatory 
hyperhidrosis”  (or  excessive  sweating  in  some  other  area  of 
the  body)  that  was  not  present  before  surgery.  This  has  been 
reported  in  24%  (5)  to  44%  (6)  but  was  generally  not  a major 
complaint  and  frequently  subsided  after  six  to  12  months. 
Pneumothorax  from  a pleural  tear  during  surgery  can  occur 
in  1 0%  to  1 5%  of  cases,  but  this  resolves  with  leaving  a chest 
tube  in  place  for  several  days  after  surgery.  Other  reported 
complications  include  permanent  Horner’s  syndrome, 
0.8%-4%  (5,  6);  wound  infection,  0.2%-2%  (6,  8);  hemo- 
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thorax,  0.2%  (8);  intercostal  neuralgia,  5%  (6);  empyema, 
1.5%  (6). 

If  the  surgery  is  confined  to  the  T2  and  T3  ganglia,  sparing 
the  T1  ganglion  and  its  white  ramus  communicans,  Horner’s 
syndrome  should  be  avoided  (5,9,10). 

PLANTAR  HYPERHIDROSIS 

Most  patients  with  hyperhidrosis  of  the  palms  also  have  the 
same  problem  with  their  feet,  although  that  is  less  bother- 
some socially  and  occupationally.  Following  T2-T3  sym- 
pathectomy for  palmar  hyperhidrosis,  22%  to  25%  (1 ,5)  of 
patients  had  completely  dry  feet  and  dry  hands.  An  addi- 
tional 25%  reported  significantly  less  foot  sweating  than  be- 
fore surgery  (1 ).  Sympathetic  innervation  of  the  feet  and 
lower  legs  is  from  the  T1 0 to  L3  cord  levels  with  synapses  in 
the  L4  to  S5  ganglia  (9).  There  is  no  explanation  based  on 
current  neuroanatomic  and  neurophysiologic  knowledge  to 
account  for  drying  of  the  feet  in  some  patients  following 
upper  dorsal  sympathectomy. 

AXILLARY  HYPERHIDROSIS 
While  T2-T3  sympathectomy  also  relieves  axillary  hyper- 
hidrosis, that  condition  occurring  in  isolation,  without  palmar 
hyperhidrosis,  lends  itself  to  a simpler  surgical  solution.  Pro- 
cedures which  have  been  used  include  local  sweat  gland  ex- 
cision (11),  undermining  of  the  skin  combined  with  sweat 
gland  excision  (12),  elliptical  excision  of  axillary  skin  with 
underlying  sweat  glands  (13),  and  elliptical  excision  of  the 
skin  and  underlying  sweat  glands  with  a Z-plasty  repair  (1 4). 

Summary 

Severe  palmar  hyperhidrosis  causes  social  embarrassment 
and,  frequently,  occupational  incapacitation.  While  a variety 
of  medical  therapies  may  be  effective  in  milder  cases,  most 
patients  receive  satisfactory  and  permanent  relief  following 
surgical  sympathectomy.  Removal  of  the  second  and  third 
thoracic  sympathetic  ganglia  through  a midline  dorsal  inci- 
sion is  the  preferred  surgical  technique.  The  complication 
and  recurrence  rates  are  low. 
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You  know  it's  not  your  every- 
day patient  problem.  Alco- 
holism is  far  different  from 
most  other  diseases.  Patients 
try  to  hide  it  from  you.  They 
resist  treatment.  They  deny 
they  have  the  disease  at  all. 

Such  a complex  physical 
and  emotional  problem  usually 
requires  extensive  evaluation. 
And  intervention  counseling 
is  frequently  needed. 


If  you  are  a specialist  in 
addiction  treatment,  you're 
equipped  to  deal  with  these 
problems.  If  not,  consider 
Brookwood  Recovery  Center 
as  your  specialist  and  partner 
in  the  treatment  of  alcohol- 
ism and  drug  abuse.  We're  a 
specialized  facility  staffed  to 
serve  both  your  patient  and 
patient's  family.  Our  nation- 
ally recognized  treatment 


programs  have  given  us  one 
of  the  best  recovery  rates  in 
the  country.  And  once  recov- 
ered, your  patients  and  their 
families  return  to  being  the 
kind  of  patients  that  let  you 
help  them  once  again. 

For  further  information  on 
how  a Brookwood  Recovery 
Center  can  help  you  effectively 
treat  this  problem,  call  our 
treatment  center  in  Dallas  . 


$ 


214/988-0106,  metro),  Ft. 
~Torth  (817/654-4153,  metre 


Houston  (713/439-1202), 
San  Antonio  (512/494-4477 
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Port  Arthur  (409/983-2064) 
or  Westgate  in  Denton 
w (214/434-3549,  metr 
^ V any t ime,  day  or  mgl 
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McAlister  at  the  Center  for  Health  Promotion,  Research  and  Development,  PO 
Box  20036,  The  University  of  Texas  Health  Science  Center,  Houston,  TX 
77225 

Health  promotion 
among  primary  care 
physicians  in  Texas 

We  surveyed  a sample  of  Texas  primary  care  physicians 
(442  responses)  to  determine  their  level  of  interest  in 
preventive  medicine  and  health  promotion.  We  obtained 
the  information  to  learn  which  factors  are  associated 
with  an  orientation  toward  preventive  medicine,  to  allow 
planning  for  new  programs  (eg,  continuing  medical  edu- 
cation), and  to  establish  a baseline  for  study  of  trends. 
The  physicians  surveyed  were  general  practitioners, 
family  practitioners,  and  internists  selected  from  mailing 
lists  of  the  Texas  Medical  Association.  Respondents  in- 
cluded association  members  and  nonmembers.  Results 
of  the  survey  showed  some  correlations  between  atti- 
tudes and  type  of  specialty.  This  report  includes  sum- 
maries of  data  and  compares  the  survey  findings  to 
those  of  a similar  study  completed  in  Massachusetts. 


Physicians  have  been  among  the  first  to  change  their  life- 
styles to  reduce  risk  of  chronic  disease.  The  proportion  of 
American  physicians  who  smoke  has  decreased  markedly  in 
recent  years,  and  physicians  have,  as  a group,  been  rela- 
tively quick  to  adopt  innovations  such  as  regular,  recreational 
aerobic  exercise.  There  is  some  indication  that  this  apparent 
proclivity  to  adopt  healthful  life-styles  is  not  so  much  an  as- 
pect of  health-related  professions  but  rather  a feature  of  a 
favorable  socioeconomic  circumstance  (1 ).  As  the  etiology  of 
chronic  disease  has  been  elucidated,  physicians’  natural 
concern  for  public  health  has  led  many  to  take  a professional 
interest  in  hastening  the  adoption  of  healthful  life-styles  in  all 
segments  of  society,  particularly  among  their  patients.  Lead- 
ers in  the  field  of  medicine  are  encouraging  primary  care 
physicians  to  incorporate  preventive  medicine  and  health 
promotion  into  patient  care  to  a greater  extent  (2). 

To  take  a systematic  approach  to  disease  prevention,  data 
must  be  collected  to  guide  planning  and  to  provide  feedback 
on  the  effects  of  action.  Unfortunately,  very  little  is  known 
about  the  extent  to  which  primary  care  practitioners  are  inter- 
ested and  involved  in  health  promotion.  In  Massachusetts,  a 
survey  was  conducted  in  1 981  with  response  from  approx- 


imately 500  primary  care  givers  (3).  Widespread  support  was 
found  for  the  importance  of  risk  factors  such  as  cigarette 
smoking,  avoiding  excess  calories,  and  using  a seat  belt;  one 
third  to  one  half  also  endorsed  the  importance  of  moderation 
in  alcohol  consumption  and  of  decreased  salt  and  fat 
consumption.  The  proportion  of  physicians  who  routinely 
gathered  data  on  risk  factors  corresponded  to  the  percent- 
age who  rated  those  risk  factors  as  very  important;  however, 
no  measures  were  included  to  find  out  what  more  was  being 
done  to  promote  risk  reduction  and  life-style  modification. 
Some  studies  have  examined  the  practices  of  physicians  in 
controlled  settings,  but  little  is  known  about  the  extent  to 
which  health  promotion  and  preventive  medicine  is  practiced 
in  natural  settings  for  whole  populations. 

In  the  winter  of  1983,  the  Texas  Medical  Association’s 
Committee  on  Health  Education,  the  Texas  Department  of 
Health,  and  The  University  of  Texas  Health  Science  Center 
at  Houston  conducted  a survey  of  health  promotion  practices 
of  primary  care  physicians  in  Texas.  The  purpose  of  the  study 
was  to  determine  the  degree  to  which  family  practice  spe- 
cialists and  other  primary  care  providers  were  interested  and 
involved  in  certain  aspects  of  preventive  medicine  and  health 
promotion.  There  was  also  an  interest  in  learning  about  the 
factors  associated  with  a more  preventive  orientation  to 
medical  practice.  Further,  the  committee  considered  how  the 
data  might  be  used  to  guide  the  planning  of  new  programs 
(eg,  for  continuing  medical  education)  and  how  the  survey 
might  serve  as  a “baseline"  for  gauging  long-term  trends  in 
disease  prevention  in  primary  care  in  Texas. 

Survey  methods 

The  mailing  list  of  the  Texas  Medical  Association  was  se- 
lected as  the  best  available  resource  for  sampling  physi- 
cians. Following  independent  review  and  documentation  of 
procedures  to  protect  against  invasion  of  privacy,  a question- 
naire was  constructed,  reviewed,  and  revised  in  several 
drafts  before  being  pretested  among  a sample  of  physicians 
in  Harris  County.  The  final  instrument  was  produced  and 
mailed  in  the  winter  of  1983.  Names  and  addresses  were 
randomly  sampled  to  establish  lists  of  500  physicians  in  each 
of  three  identified  specialty  areas:  internal  medicine,  family 
practice,  and  general  practice.  The  list  included  TMA  mem- 
bers and  nonmembers  and,  although  no  precise  estimates 
were  available,  we  suspected  that  the  list  would  include  a 
number  of  retired  and  deceased  individuals,  as  well  as  many 
names  of  persons  no  longer  in  Texas  or  in  practice  as  listed. 
However,  we  judged  it  most  economical  to  mail  question- 
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naires  to  all  those  sampled  from  the  list  and  to  estimate 
eligibility  later  based  on  the  responses  that  were  received. 

Those  who  did  not  respond  within  two  months  were  mailed 
additional  questionnaires.  There  were  442  responses  col- 
lected. Among  those  not  responding,  a sample  of  400  was 
selected  randomly  for  another  mailing.  Inspection  of  ad- 
dresses showed  that  a significant  proportion  were  ineligible 
because  they  were  out-of-state  (5.3%).  For  an  even  larger 
group  (16%),  no  telephone  listing  could  be  found  for  the  ad- 
dress that  was  given.  A small  percentage  of  names  (2%) 
were  found  to  be  duplicates.  Additionally,  when  brief  tele- 
phone calls  were  made  to  a randomly  selected  subset  of 
family  practice  physicians  (N=70),  general  practitioners 
(N=62),  and  internists  (N=59),  we  discovered  that  30%, 
21%,  and  17%,  respectively,  were  not  eligible  for  a response 
because  they  were  retired  or  deceased,  had  moved  out  of 
state,  or  were  not  available  by  telephone.  Overall,  from  the 
follow-up  studies  of  nonrespondents,  we  estimated  that  only 
1 ,003  of  those  originally  listed  were  actually  eligible  for  the 
study.  Thus,  the  true  response  rate  was  approximately  44%. 
By  specialty,  the  true  response  rate  was  estimated  to  be  60% 
for  family  practice  physicians,  25%  for  general  practitioners, 
and  39%  for  internists. 

Results 

Overall,  the  surveyed  physicians  showed  remarkable  interest 
in  health  promotion,  as  shown  in  Fig  1 . Most  found  health 

1.  Physicians'  interest  and  activity  in  health  promotion. 

Family  General  Internal  All 

Practice  Practice  Medicine  Respondents 

% % % % 


Physicians  agreeing  that 
health  promotion  is  . . . 

1 . to  be  more  important 
in  future. 

88.1 

82.9 

83.7 

85.3 

2.  challenging  and 
enjoyable. 

83.8 

74.4 

81.4 

80.7 

3.  costly  in  terms  of 
time. 

60.3 

56.1 

54.3 

57.2 

4.  likely  to  have  little 
payoff. 

32.0 

45.2* 

28.7 

33.2 

Physicians  agreeing  they 
should  be  active  in  sup- 
porting legislation. 

87.1 

81.7 

88.4 

85.9 

Physicians  reporting 
they  educate  and  advise 
to  promote  health  in 
most  or  all . . . 

1.  preventive  visits. 

90.9 

89.0 

92.2 

91.0 

2.  illness  visits. 

72.7 

71.9 

77.5 

73.5 

* Significantly  different  from  other  groups  (p  < .05). 
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promotion  to  be  a challenging  and  enjoyable  part  of  their 
practice.  Although  many  felt  that  health  promotion  is  costly  in 
terms  of  time  spent,  there  was  a significant  difference  among 
the  specialties  in  their  beliefs  about  the  value  of  health  pro- 
motion for  their  practice:  More  general  practice  physicians 
felt  that  health  promotion  is  likely  to  have  little  payoff  as  com- 
pared to  family  practice  physicians  and  internists.  A large 
proportion  of  all  the  physicians  favored  action  in  the  larger, 
legislative  sphere.  The  physicians  also  reported  a high  level 
of  health  promotion  activity:  more  than  90%  indicated  that 
they  educate  and  advise  patients  on  health  risks  and  life- 
style in  most  or  all  preventive  checkups  and  close  to  75%  do 
so  in  most  or  all  illness  visits.  There  were  no  clear  differences 
between  family  practice  specialists  and  other  survey  respon- 
dents in  this  regard. 


2.  Reported  positive  attitudes  and  practices  with  regard  to  specific  risk 
factors. 


Family 

Practice 

% 

General 

Practice 

% 

Internal  All 

Medicine  Respondents 

% % 

Cigarette  Smoking 

Consider  very  important 

96.7 

90.2 

93.0 

94.3 

Gather  information. routinely 
Recommend  action  to  re- 

70.3 

48.8 

89.1 

71.5 

duce  risk 

66.0 

74.4 

59.7* 

65.6 

Refer  (staff  or  outside) 

12.0 

2.4 

14.0 

10.8 

Alcohol  Abuse 

Consider  very  important 

69.9 

59.8 

65.9 

67.0 

Gather  information  routinely 
Recommend  action  to  re- 

40.7 

30.5 

76.01 

49.8 

duce  risk 

56.5 

62.2 

58.9 

58.6 

Refer  (staff  or  outside) 

29.2 

20.7 

27.2 

26.5 

Overweight/Obesity 

Consider  very  important 

80.9 

79.3 

71.3 

77.8 

Gather  information  routinely 
Recommend  action  to  re- 

69.4 

59.8 

79.8* 

70.8 

duce  risk 

55.5 

57.3 

51.9 

54.3 

Refer  (staff  or  outside) 

21.6 

7.3 

29.5* 

19.5 

Seat  Belt  Non-use 

Consider  very  important 

45.9 

36.6 

41.9 

42.3 

Gather  information  routinely 
Recommend  action  to  re- 

4.8 

7.3 

3.1 

4.8 

duce  risk 

33.0* 

20.7 

20.9 

26.5 

Refer  (staff  or  outside) 

1.5 

4.9 

1.6 

2.3 

Social  Isolation 

Consider  very  important 

36.8 

29.3 

31.0 

32.8 

Gather  information  routinely 
Recommend  action  to  re- 

14.4 

12.2 

18.6 

15.4 

duce  risk 

37.3 

41.5 

34.9 

37.3 

Refer  (staff  or  outside) 

28.7 

25.6 

20.7 

25.3 

*p  < .05. 
tp  < .01. 

Significant  differences  between  specialties. 
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Attitudes  and  action  with  respect  to  specific  risk  factors  are 
presented  in  Fig  2.  Smoking  was  rated  as  a very  important 
risk  factor  by  nearly  all  respondents,  more  than  any  of  the 
factors.  The  three  levels  of  interest,  information  gathering, 
and  action  were  ranked  similarly,  with  somewhat  more  inter- 
est than  action  being  evidenced  in  each  case.  Regarding  the 
use  of  seat  belts,  the  gap  between  interest  and  action  was 
notably  wider.  Although  a sizable  proportion  rated  it  as  very 
important,  fewer  than  5%  of  all  physicians  reported  that  they 
routinely  gather  information  on  seat  belt  use  among  patients. 

The  respondents  reported  that  they  use  a number  of  differ- 
ent kinds  of  materials  in  their  health  promotion  activities.  The 
most  frequently  used  are  those  from  the  American  Cancer 
Society,  American  Heart  Association,  American  Lung  Associ- 
ation, and  similar  organizations  (79%).  Other  sources  were 

3.  Comparison  of  attitudes  and  practices  in  Texas  (1983)  and 
Massachusetts  (1981). 


Risk  Factor  Considered 

Routinely  Gather  Informa- 

Very  Important 

tion  on  Risk  Factor 

Texas 

Massachusetts 

Texas 

Massachusetts 

(%) 

(%) 

(%) 

(%) 

Cigarette  smoking 

95 

93 

73 

90* 

Alcohol  abuse 

68 

46* 

50 

83* 

Note:  N = 442  (Texas);  N = 433  (Massachusetts). 
*p  < .05.  Significant  difference  between  states. 


drug  companies  (72%),  TMA  (50%),  and  state  or  local  health 
departments  (42%). 

An  interesting  comparison  is  made  between  the  responses 
obtained  from  Texas  physicians  and  those  from  the  physi- 
cians who  were  surveyed  in  Massachusetts  (Fig  3).  The 
questionnaire  items  concerning  the  importance  of  cigarette 
smoking  and  alcohol  abuse  as  risk  factors  and  the  gathering 
of  information  on  these  risk  factors  were  comparable  in  the 
two  surveys.  On  the  basis  of  the  two  surveys,  it  appears  that 
Texas  physicians  are  less  likely  than  their  Massachusetts 
counterparts  to  gather  information.  With  regard  to  alcohol 
they  are,  however,  more  likely  to  consider  the  risk  factor 
important. 

It  is  also  interesting  to  consider  the  physicians’  own  health 
habits  and  how  those  habits  may  influence  their  activities 


5.  Physicians'  expressed  interest  in  activities  related  to  health  promotion. 


Physician  Interests 

Family 

Practice 

% 

General 

Practice 

% 

Internal 

Medicine 

% 

All 

Respondents 

% 

Newsletter  on  patient  health 
education 

50.9 

37  9 

48.7 

47.8 

Written  materials  on  health 
education 

54.7 

49.3 

59.8 

55.2 

CME:  Smoking 

61.4 

59.2 

55.8 

59.3 

CME:  Alcohol 

58  3 

56.0 

54.3 

56.6 

CME:  Exercise 

60.9 

56.0 

57.0 

58.8 

CME:  Nutrition 

61  9 

56  0 

56.2 

59.1 

CME:  Stress 

60.1 

56  7 

58  4 

59.3 

CME  = continuing  medical  education 


4.  Comparison  of  personal  behaviors  and  preventive  practices. 


Cigarettes 

Risk  Factor 

Seat  Belts 

Smokers 

Ex-Smokers 

Non- 

Smokers 

Non- 

Users* 

Occasional 

Users 

Always 

Using* 

All  Texans 

31 

19 

50 

50 

— 

20 

Physicians 

Family  practice 

10.6 

39  6 

498 

13  6 

54.4 

32  0 

General  practice 

21.0 

45.7 

33  3 

152 

54  4 

30  4 

Internal  medicine 

8.7* 

42  9 

48  4* 

14  3 

40  5 

45.2* 

Physicians  who  gather  risk 
factor  information  routinely 

Family  practice 

54.5 

72  0 

72.8 

00 

1.8 

12.1 

General  practice 

29  4 

62.2 

44.4 

0.0 

4.7 

16  7 

Internal  medicine 

81  8§ 

90  7" 

93.4‘i 

0.0 

0.0 

7.0 

* Seldom  or  never  uses  seat  belts 
t Always  or  almost  always  uses  seat  belts. 
*p  < .05. 

§p  < .001 

11  p < .01 

Significant  differences  between  specialties. 
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with  their  patients.  Overall,  the  physicians’  health  habits  are 
good  and  compare  favorably  with  statewide  population  esti- 
mates from  a recent  survey  by  the  Texas  Department  of 
Health  (4)  as  shown  in  Fig  4.  The  survey  showed  the  extent 
to  which  physicians  routinely  gather  information  on  smoking 
and  seat  belt  use.  Those  who  smoke  or  who  do  not  use  seat 
belts  are  less  likely  to  question  their  patients  about  those 
habits. 

The  survey  asked  physicians  about  their  interest  in  various 
materials  and  activities  that  might  support  them  in  health  pro- 
motion in  their  practices.  Fig  5 shows  the  proportion  of  physi- 
cians in  each  specialty  group  that  reported  being  interested 
in  different  options.  A majority  of  respondents  appear  to  be 
interested  in  all  of  the  activities  listed.  Stress,  nutrition,  and 
smoking  were  the  risk  areas  most  frequently  desired  as  CME 
offerings. 

Overall,  the  findings  showed  that  Texas  physicians  are 
interested  in  and  supportive  of  health  promotion.  The  high 
response  rate  among  family  practice  specialists  probably 
indicates  that  they  are  particularly  interested  and  potentially 
may  be  more  active  than  other  primary  care  providers.  A 
large  percentage  of  physicians  reported  that  they  educate 
and  advise  patients  on  health  risks  in  both  preventive  and 
illness  visits.  Cigarette  smoking  is  considered  to  be  the  most 
important  risk  factor  and  close  to  three  quarters  of  the  re- 
spondents reported  that  they  routinely  gather  information 
on  smoking.  Physicians’  personal  smoking  or  seat  belt  use 
seems  to  affect  their  level  of  activity  with  regard  to  those  risk 
factors.  A majority  of  respondents  reported  an  interest  in  vari- 
ous sources  of  information  that  could  be  made  available  to 
increase  physician  competence  in  health  promotion,  particu- 
larly continuing  medical  education  offerings  designed  to 
teach  methods  for  reducing  risk  factors  among  their  patients. 

REFERENCES 

1 . Wyshak  G,  Lamb  GA,  Lawrence  RS,  et  al:  A profile  of  the  health-promoting 
behaviors  of  physicians  and  lawyers.  N Eng  J Med  303:104-1 07, 1 980 

2.  Reiman  AS:  Encouraging  the  practice  of  preventive  medicine  and  health 
promotion.  Public  Health  Rep  97(3)  :216-219,  1982. 

3.  Wechsler  H,  Levine  S,  Idelson  R,  et  al:  The  physician's  role  in  health 
promotion — a survey  of  primary-care  practitioners.  N Engl  J Med 
308(2):  97- 100,  1983 

4.  Texas  Behavioral  Risk  Factor  Survey.  Austin,  Tex,  Texas  Department  of 
Health,  1982. 

ACKNOWLEDGMENTS 

The  authors  wish  to  acknowledge  the  contributions  of  Mark  Meyer,  Janet 
Lander,  Carrie  Katayama,  and  Mary  Zapalac. 


For  a free  copy  of  our  “Guide  to  Leasing,"  call  or  write  us. 


CURRY  AUTO  LEASING 

LEASING  SPECIALISTS  FOR  1 5 YEARS. 

5422  Alpha  Rd.  (at  Montfort)  Dallas  75240 
(214)  239-1 1 1 1 


58 


TEXAS  MEDICINE 


Have  you 
ever  wanted 
to  know  if 
you’re 
managing 
your  finances 
in  a 

balanced, 
biblical  way? 


iiigSSs 


There  is  now  a personal  financial  service 
available  to  help  you  to  know.  Christian 
Wealth  Management,  Inc.  offers  fee-only  finan- 
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reflected  in  God's  word.  Second,  independent 
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any  products.  Third,  technical  expertise  to 
provide  an  integrated  approach  to  each  area  of 
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Services. 
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sity to  your  modem  practice.  Protect  your 
investment  and  your  future  with  the  recog- 
nized leader — API. 

API’s  specialty  is  in  the  design  of  profes- 
sional liability  programs  for  physicians.  If 
you're  suffering  from  Chronic  Doctor  Anx- 
iety, call  for  the  API  treatment  in  Total  In- 
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Recommend  the  Tradition  of  Value. 


When  you  recommend  a hotel  in 
Houston’s  medical  center,  that  hotel 
should  offer  free  transportation  to  and 
from  the  medical  center,  special  diets 
upon  request,  a complimentary  infor- 
mation packet,  free  parking,  a close 
proximity  to  the  medical  center  and  a 
mature,  experienced  staff  serving 
your  referral  patients. 

That  hotel  is  Houston’s  Shamrock 
Hilton.  We  were  the  first  hotel  in  the 


medical  center  area.  And  we  continue 
to  deliver  the  best  hotel  service  for 
medical  center  visitors.  We  call  it 
Hilton  Class. 

For  reservations  and  information 
call:  713/668-9211 , your  local  Hilton 
Reservation  Service  or  your  travel 
agent.  For  Brochures,  Write:  Director 
Of  Medical  Guest  Services,  Houston’s 
Shamrock  Hilton,  RO.  Box  2848, 
Houston,  Texas  77252-9955. 


T he  first  hotel  in 
Houston's  Medical  Center 
area  is  still  offering  the 
best  value  at  $60. 

( one  or  two  persons) 


HOUSTON’S 


THE  VALUE  OF  EXPERIENCE. 

At  The  Medical  Center. 

© Copyright  1985,  Shamrock  Hilton  Hotel,  Houston,  Texas. 
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equation  equals  the  total  number  of  staff  members  in 
your  professional  practice  or  corporation.  Subtract 
from  that  number  all  but  one  staff  member  — yourself. 

What  do  you  get?  Freedom.  Freedom  from  the 
expense  and  bother  of  personnel-related 
administrative  chores. 

Freedom  to  design  a benefits  and  retirement 
package  which  best  fits  your  own  needs,  without 
the  financial  and  administrative  burden  of  supplying 
like  coverage  for  every  member  of  your  staff. 

Freedom  to  offer  your  staff  “large  corporation” 
benefits,  even  if  your  professional  practice  or  company 
is  modest  in  size. 

The  equation  can  work  for  you,  through  the  services 
of  Staff  Leasing,  Inc.  The  concept  is  simple.  Our 
company  hires  your  employees  and  leases  them  back 
to  you.  Your  office  routine  remains  unchanged,  except 
that  Staff  Leasing,  Inc.  handles  all  facets  of  personnel 
administration.  We  assume  responsibility  for  payroll 
and  related  accounting,  make  all  employer  contributions 
to  taxes  and  insurance  on  behalf  of  employees,  and 
manage  the  withholding  and  deposit  of  all  employee 
payroll  deductions. 

Because  a large  number  of  men  and  women  are 
employed  by  Staff  Leasing,  Inc.,  our  company  can 
provide  a package  of  employee  benefits  second  to 
none.  Your  staff  will  enjoy  group  medical  insurance, 
including  maternity  benefits;  group  dental  insurance; 
group  life  insurance;  a sound  retirement  plan; 
professional  liability  insurance;  worker’s  compensation 
insurance;  and  more. 

Staff  leasing  is  also  a recognized  and  approved 
solution  to  the  affiliated  service  group 
problem  presented  by  Internal  Revenue  Code 
Section  4l4(m). 

Staff  Leasing,  Inc.  is  not  an  employment  agency. 

We  simply  make  it  easier  for  you  to  operate  your 
professional  practice  or  corporation  with  existing 
staff.  Or  we  staff  your  office  with  new  employees, 
subject  to  your  approval. 

Freedom.  It’s  writing  one  check  a month  and  letting 
Staff  Leasing,  Inc.  do  the  rest. 

Let  us  work  out  a staff  leasing  plan  for  you.  It 
adds  up  to  a better  way  of  doing  business. 


Texas  office: 

Staff  Leasing,  Inc. 
7557  Rambler  Road, 
Suite  610 

Dallas,  Texas  75231 
(214)  696-0808 


Oklahoma  office: 

Staff  Leasing,  Inc. 

P.O.  Box  12373 

Oklahoma  City,  Oklahoma  73157 
(405)943-3310 


DIAGNOSIS: 

Terminal 

Illness. 


APS  TREATMENT: 

Computer 

Management. 

APS  PRO-LINK  NETWORK  guarantees 
you  the  flexibility  and  ease  of  operation  of  an 
IBM  PC  or  other  personal  computer,  with 
the  power  and  superior  service  of  a mainframe. 
How?  APS  PRO-LINK  is  the  connection. 

The  PRO-LINK  system  costs  much  less  than 
“turn-key”,  and  with  more  advantages. 

With  APS  PRO-LINK  NETWORK,  your 
computer  works  for  you,  instead  of  vice/versa. 

APS  is  the  nation’s  largest  single  source 
for  Automated  Office  Systems  designed  for 
the  health-care  industry.  Our  automated 
systems— PRO-LINK  NETWORK,  PRO- 
SHARE NETWORK,  PRO-KEY  System, 
and  PRO-BATCH  System — guarantee 
the  answer  for  Solo  or  Group  Practices, 
Clinics,  Medical  Schools  and  Dental  Practices. 

If  your  practice  is  suffering  from  computer 
terminal  illness,  call  for  the  APS  Treatment 
in  Computer  Management. 

U.S.  800/626-2450,  Texas  800/252-3447, 
San  Antonio  512/736-2871. 
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CLINICAL  ABSTRACTS 


Clinical  abstracts  are  selected  from  current  reviews  in  100 
internationally  recognized  journals  received  by  the  TMA  Me- 
morial Library  each  month. 


Unusual  manifestations  of  thoracic  sarcoidosis.  S.  David 
Rockoff  and  Prashant  K.  Rohatgi.  American  Roentgen  Ray 
Society,  American  Journal  of  Roentgenology,  vol  144,  March 
1985,  pp  513-  528. 

Thoracic  sarcoidosis  is  a common  disease,  and  its  usual  ra- 
diographic manifestations  have  been  well  described  and  are 
readily  recognized.  However,  most  physicians  are  not  famil- 
iar with  the  unusual  and  often  confusing  manifestations  of 
thoracic  sarcoidosis,  which  have  been  sporadically  reported. 
Using  information  derived  from  a systematic  review  of  the 
literature  and  clinical  material  from  our  own  institutions,  a 
classification  has  been  developed  of  the  unusual  thoracic 
manifestations  of  sarcoidosis,  and  their  relative  incidence 
has  been  determined  and  tabulated.  These  include  lesions  of 
the  osseous,  pleural,  mediastinal,  hilar,  bronchial,  pulmonary 
parenchymal,  vascular,  and  cardiac  structures.  The  informa- 
tion presented  in  this  review  is  intended  to  provide  physicians 
with  a single  comprehensive  source  to  assist  them  when 
atypical  radiographic  findings  of  thoracic  sarcoidosis  are  a 
diagnostic  consideration. 


Bronchoalveolar  lavage:  role  in  the  pathogenesis,  diag- 
nosis, and  management  of  interstitial  lung  disease. 

Ronald  P.  Daniele,  MD,  Jack  A.  Elias,  MD,  Paul  E.  Epstein, 
MD,  and  Milton  D.  Rossman,  MD.  American  College  of  Phy- 
sicians, Annals  of  Internal  Medicine,  vol  10, 1985,  pp  93- 
108. 

Bronchoalveolar  lavage  has  emerged  as  a useful  technique 
for  the  study  of  pulmonary  interstitial  disorders.  Several 
types  of  information  are  provided  by  the  evaluation  of  lavage 
fluid.  First,  the  identification  of  cellular  constituents  helps  to 
separate  inflammatory  processes  in  which  lymphocytes 
predominate  (for  example,  sarcoidosis,  hypersensitivity 
pneumonitis,  and  berylliosis)  from  those  in  which  neutrophils 
or  macrophages  predominate  (for  example,  idiopathic  pul- 
monary fibrosis  and  histiocytosis  X).  Second,  the  cells 
removed  during  lavage  can  be  studied  for  their  immune  prop- 
erties and  function;  tested  with  specific  antigens,  in  diseases 
such  as  berylliosis  and  hypersensitivity  pneumonitis;  and  ex- 
amined for  the  presence  of  unique  surface  antigens  with 
monoclonal  antibodies  (for  example,  histiocytosis  X).  Third, 
in  conjunction  with  scanning  electron  microscopy  and  elec- 
tron probe  analysis,  lavage  makes  possible  the  identification 
of  inorganic  particles  in  alveolar  macrophages  or  patients 
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with  pneumoconiotic  lung  disease.  Finally,  although  lavage  is 
still  an  investigative  procedure  for  most  pulmonary  disorders, 
it  has  an  established  role  in  the  diagnosis  of  opportunistic 
infections  in  the  immunocompromised  patient. 


Pulmonary  complications  of  bone  marrow  transplanta- 
tion. Michael  J.  Krowka,  MD,  and  Edward  C.  Rosenow  III, 
MD.  American  College  of  Chest  Physicians,  Chest,  vol  87, 
February  1985,  pp  237-246. 

Bone  marrow  transplantation  (BMT)  for  hematologic  dis- 
orders is  potentially  curative  in  selected  persons.  These 
patients  may  be  immunocompromised  for  months  after  en- 
graftment  as  a consequence  of  chemotherapy,  irradiation, 
acute  and  chronic  graft-vs-host  disease  (GVHD),  and  matur- 
ing recipient  marrow.  Pulmonary  complications  commonly 
occur  during  the  early  and  late  periods  after  BMT  and  are 
associated  with  significant  morbidity  and  mortality.  The  lead- 
ing early-onset  complication  is  interstitial  pneumonitis,  most 
commonly  associated  with  cytomegalovirus  infection  but  also 
related  to  possible  toxicities  from  chemotherapy  and  irra- 
diation. Major  late-onset  problems  include  bacterial  sino- 
pulmonary  infections  and  obstructive  airway  disease  thought 
to  be  associated  with  chronic  GVHD.  The  exact  mechanisms 
of  lung  injury  are  probably  quite  complex,  and  unfortunately, 
often  cause  irreversible  pulmonary  disease,  even  in  the  pa- 
tient who  has  had  successful  transplantation.  Antimicrobial 
prophylaxis,  modified  chemotherapy  and  irradiation  dosages, 
and  antiviral  immunization  have  been  shown  to  reduce  the 
incidence  of  early-onset  pulmonary  problems.  Early  recogni- 
tion and  treatment  of  late-onset  problems  will,  it  is  hoped, 
minimize  respiratory  limitations. 
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Enjoy  the  relaxed 
lifestyle  of  a v. 
cozy  rural  town 
when  you  own  this 
profitable  practice 


•> 
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Yes,  this  established  family  practice  in  Cameron, 
Texas,  could  be  just  what  you’re  searching  for  if  you’d 
like  a simpler  life  in  a community  which  appreciates 
good  medical  care. 

In  this  general  family  practice  you’ll  have  the 
opportunity  to  use  a variety  ofyour  skills  in  OB,  internal 
medicine,  geriatrics,  pedo,  psychiatry,  and  more. 

Y es,  all  these  opportunities  to  serve  exist  in  a quiet  town 
of  about  5,500  people  nestled  on  the  banks  of  the  Little 
River,  surrounded  by  gently  rolling  farmland. 

Just  35  minutes  from  Lake  Belton  and  Stillhouse 
Hollow  Reservoir,  Cameron  is  in  the  heart  of  Texas 
between  Temple  and  Bryan  with  abundant 
opportunities  for  fishing,  boating,  and  other  outdoor 
recreation.  The  town  comfortably  supports  four 
general-practice  physicians  and  maintains  two 
hospitals  with  a combined  total  of  121  beds. 

This  7-year-old  practice  generates  a comfortable 
income  with  a stable  support  staff  of  three  and  has  a 
history  of  generally  increasing  production.  It’s 
available  for  your  purchase  now  only  because  its 
present  young  doctor  wishes  to  change  his  career  focus. 

If  you’d  like  to  learn  how  you  can  acquire  this 
uniquely  rewarding  practice  in  a pleasant  community 
where  life  is  relaxed  and  natural,  please  phone  today. 
Don’t  lose  this  special  opportunity  to  someone  else. 
Your  inquiry  will  be  held  in  strictest  confidence. 

(512)  226-0069 

Whiteley 
Management 
Services 


NSPM(  Member 


Group 

319  East  Sheridan 
San  Antonio,  Texas  78204 


DIAGNOSIS: 

Acute 

Doctor 

Confusion. 


TREATMENT: 

American 
Physicians 
Service  Group. 

Where  can  a doctor  in  solo  or  group  prac- 
tice, clinic  or  medical  school  find  an  experi- 
enced single  source  for:  Systems — PRO- 
LINK or  Turn-key — Medical  Business 
Forms — Practice  Management  Consulting 
or  Contractual — Estate  Planning — Tax 
Shelters  and  Investments — Income  Replace- 
ment— Office  Overhead — Professional 
Liability — Universal  or  ART  Life.  American 
Physicians  Service  Group! 

Created  and  designed  specifically  for  the 
health-care  field,  this  publicly  held  company 
delivers  Automated  Office  Systems,  Total 
Practice  Management  and  Complete  Financial 
Services.  What  else  would  you  expect  from 
APS? 

If  you’re  suffering  from  Acute  Doctor 
Confusion,  call  for  the  APS  Treatment. 

U.S.  800/626-2450,  Texas  800/252-3447, 
Austin  512/328-0888. 

aps 
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Information  for  authors 

Texas  Medicine  has  two  purposes:  As  a continuing  education  vehi- 
cle for  physicians,  it  publishes  clinically  useful  scientific  articles  and 
other  technical  information.  As  the  official  publication  of  the  Texas 
Medical  Association,  it  informs  members — through  editorials,  news 
pages,  and  regular  departments — about  medical  events,  legislative 
and  governmental  news,  meetings,  continuing  education  courses, 
and  programs  and  policies  of  the  Association. 

Material  for  Texas  Medicine  may  be  sent  to  the  Managing  Editor, 
1801  North  Lamar  Blvd,  Austin  78701 . It  must  be  offered  solely  to 
this  journal.  Each  article  is  reviewed  by  a consultant  specialist  and 
an  editorial  board,  and  is  accepted  or  rejected  on  the  basis  of  its 
individual  merit  and  the  availability  of  other  material.  Reviews  usually 
take  six  to  eight  weeks. 

Copyright  assignment 

In  view  of  The  Copyright  Revision  Act  of  1 976,  effective  Jan  1 , 1 978, 
all  transmittal  letters  to  the  editor  must  contain  the  following  lan- 
guage: “In  consideration  of  the  Texas  Medical  Association  taking 
action  in  reviewing  and  editing  my  submission,  the  author(s)  under- 
signed hereby  transfers,  assigns,  or  otherwise  conveys  all  copyright 
ownership  to  the  Texas  Medical  Association  in  the  event  that  such 
work  is  published  by  the  TMA.” 

We  regret  that  transmittal  letters  not  containing  the  foregoing  lan- 
guage signed  by  all  authors  of  the  manuscript  will  necessitate  return 
of  the  manuscript. 

Scientific  articles 

Manuscripts  should  be  typed  double-spaced  with  ample  margins. 
Three  copies,  including  illustrations,  should  be  submitted  and  the 
author  should  keep  a copy. 

Please  indicate  six  key  words  for  indexing. 

Titles  should  include  the  words  most  suitable  for  indexing  the  arti- 
cle in  “Index  Medicus,"  should  stress  the  main  point,  and  should  be 
brief.  Subtitles  should  not  be  connected  grammatically  with  the  main 
title. 

Include  a mailing  address  and  telephone  number  for  each  author. 

An  introductory  summary  of  1 00- 1 50  words  is  required. 

Text  should  be  narrative  with  complete  sentences,  few  abbrevia- 
tions, and  logical  subheadings.  For  spelling  and  usage  the  editors 
follow  "Dorland's  Illustrated  Medical  Dictionary,"  26th  edition,  and 
“Webster’s  Third  New  International  Dictionary,  Unabridged.” 

The  text  of  observational  and  experimental  articles  is  usually — but 
not  necessarily — divided  into  sections  with  the  headings:  Introduc- 
tion, Methods,  Results,  and  Discussion.  Subheadings  may  be 
needed  to  clarify  content.  Other  types  of  articles  may  need  different 
formats. 

For  more  extensive  information  about  preparing  medical  articles 
for  publication,  the  editors  suggest  the  following  sources: 

International  Committee  of  Medical  Journal  Editors:  Uniform  re- 
quirements for  manuscripts  submitted  to  biomedical  journals.  The 
complete  document  is  available  in  the  June  1982  issue  of  the  Annals 
of  Internal  Medicine. 

Barclay  WR,  Southgate  MT,  Mayo  RW:  Manual  for  authors  and 
editors:  editorial  style  and  manuscript  preparation.  Los  Altos,  Calif, 
Lange  Medical  Publications,  1981.  Compiled  for  the  American  Medi- 
cal Association. 

CBE  Style  Manual  Committee:  Council  of  Biology  Editors  style 
manual:  a guide  for  authors,  editors,  and  publishers  in  the  biological 
sciences.  4th  ed.  Council  of  Biology  Editors,  Inc,  1978.  Distributed  by 
the  American  Institute  of  Biological  Sciences,  Arlington,  Va. 

In  addition,  many  excellent  books  and  manuals  are  devoted  to 
principles  and  techniques  of  clear,  concise  writing,  and  are  applica- 
ble to  scientific  as  well  as  general  topics. 

References 

References  to  scientific  publications  should  be  listed  in  numerical 
order  at  the  end  of  the  article,  with  reference  numbers  placed  in 
parentheses  at  appropriate  points  in  text. 

Minimum  acceptable  data: 


Journals:  Author,  article  title,  journal,  volume,  inclusive  pages, 
year. 

Books:  Author,  title,  place  of  publication,  publisher,  year. 

Other  sources:  Enough  information  must  be  included  so  that  the 
information  can  be  identified  and  retrieved. 

Letters,  personal  communications,  and  sources  not  readily  avail- 
able should  be  excluded  from  the  reference  list,  but  may  be 
mentioned  parenthetically  or  in  footnotes. 

Illustrations 

Illustrations  should  be  black  and  white  drawings  or  positive  photo- 
graphs, with  neat,  uniform,  fairly  large  lettering.  A label  pasted  to  the 
back  of  each  illustration  should  indicate  its  number,  topic,  author's 
name,  and  title  of  article  in  brief. 

Legends  should  be  in  complete  sentences,  numbered,  and  typed 
on  a separate  sheet. 

Tables  should  be  typed  on  separate  sheets.  Column  headings 
should  show  points  of  similarity;  side  headings,  points  of  difference. 

Previously  published  material 

Written  permission  should  be  obtained  from  the  publishers  and  the 
authors  for  use  of  any  previously  published  material  (extensive  tex- 
tual matter,  illustrations,  tables)  used.  Short  verbatim  quotations  in 
the  text  may  be  used  without  permission,  but  should  be  quoted  ex- 
actly with  the  source  credited.  Copies  of  permission  letters  should  be 
submitted  with  the  manuscript. 

Editorials 

Editorials  should  be  written  in  clear,  concise  language.  Length 
should  be  about  two  or  three  pages  typed  with  double  spacing. 

Letters 

Letters  will  be  published  at  the  discretion  of  the  managing  editor, 
consultants,  and  Board  of  Publication. 

News 

News  items  should  be  sent  to  the  Editorial  Offices,  1801  North 
Lamar  Blvd,  Austin  78701 . 

Obituaries 

Brief  obituaries  of  deceased  TMA  members  are  published  if  ade- 
quate information  is  received  within  four  months  of  date  of  death. 
With  notification,  please  include  the  name  and  address  of  next  of  kin. 

Policy  on  columns 

Few  contributors  recognize  beforehand  the  demands  of  producing  a 
monthly  column  that  will  consistently  be  of  interest  and  value  to  the 
reader.  Although  a few  regular  columns  appear,  it  has  not  been  the 
policy  to  grant  monthly  pages  to  specific  committees,  councils,  or 
groups. 

The  Editorial  Committee  and  the  editors  do,  however,  encourage 
committees,  councils,  and  individuals  to  submit  original  material 
which  they  consider  valuable  to  readers.  Should  regular  publication 
in  column  form  be  deemed  appropriate,  the  committee  and  the  edi- 
tors will  consider  development  of  a column. 

Editing 

All  material  is  subject  to  editing,  but  authors  receive  typescripts  to 
check  before  publication.  After  the  article  is  sent  to  the  printer,  only 
minimal  revision  may  be  made. 

Reprints 

Reprints  are  available  directly  from  the  printer  at  an  established 
schedule  of  costs.  Authors  automatically  receive  order  blanks  when 
their  articles  are  published. 

Copyright 

Texas  Medicine  is  copyrighted  by  the  Texas  Medical  Association. 
Written  permission  from  the  managing  editor  must  be  obtained  be- 
fore reproducing,  in  part  or  in  whole,  any  material  published  in  Texas 
Medicine. 

Point  of  View 

Publication  of  any  article  or  statement  is  not  to  be  deemed  an  en- 
dorsement of  the  views  expressed  therein,  nor  shall  publication  of 
any  advertisement  be  considered  an  endorsement  of  or  approval  of 
the  product  or  service  involved. 
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in  hypertension... 


Once-daily  1NDERAL  LA 
(propranolol  HCI)  for 
smooth  blood  pressure 
control  without  the 
potassium  problems 
of  diuretics 

Once-daily  INDERAL  LA  (propranolol  HCI) 
avoids  the  risk  of  diuretic-induced  ECG  ab- 
normalities due  to  hypokalemia.1  J In  addi- 
tion, INDERAL  LA  preserves  potassium 
balance  without  additive  agents  or  supple- 
ments while  providing  simple,  we  1 1 -tolerated 
therapy  with  broad  cardiovascular  benefits. 

Once-daily  INDERAL  LA 
for  the  cardiovascular 
benefits  of  the  world's 
leading  beta  blocker 

Simply  start  with  80  mg  once  daily.  Dosage 
may  be  increased  to  120  mg  to  160  mg  once 
daily  as  needed  to  achieve  additional  control. 

Like  conventional  INDERAL  tablets, 

INDERAL  LA  should  not  be  used  in  the 
presence  of  congestive  heart  failure,  sinus 
bradycardia,  heart  block  greater  than  first 
degree,  and  bronchial  asthma. 
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BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION,  SEE  PACKAGE  CIRCULAR.) 
INDERAL'  LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 
DESCRIPTION.  Inderal  LA  is  formulated  to  provide  a sustained  release  of  propranolol 
hydrochloride  Inderal  LA  is  available  as  80  mg,  120  mg,  and  160  mg  capsules 
CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective  beta-adrenergic  receptor 
blocking  agent  possessing  no  other  autonomic  nervous  system  activity  It  specifically  com- 
petes with  beta-adrenergic  receptor  stimulating  agents  for  available  receptor  sites  When 
access  to  beta-receptor  sites  is  blocked  by  INDERAL,  the  chronotropic,  inotropic,  and 
vasodilator  responses  to  beta-adrenergic  stimulation  are  decreased  proportionately 

INDERAL  LA  Capsules  (80, 120,  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours 
and  the  apparent  plasma  half-life  is  about  10  hours.  When  measured  at  steady  state  over  a 24- 
hour  period  the  areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for  the 
capsules  are  approximately  60%  to  65%  of  the  AUCs  for  a comparable  divided  daily  dose  of 
INDERAL  tablets.  The  lower  AUCs  for  Ihe  capsules  are  due  to  greater  hepatic  metabolism  of 
propranolol,  resulting  from  the  slower  rate  of  absorption  of  propranolol  Over  a twenty-four  (24) 
hour  period,  blood  levels  are  fairly  constant  for  about  twelve  (12)  hours  then  decline 
exponentially 

INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  for  conventional 
propranolol  and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four 
times  daily  dosing  with  the  same  dose  When  changing  to  INDERAL  LA  from  conventional 
propranolol,  a possible  need  for  retitration  upwards  should  be  considered  especially  to 
maintain  effectiveness  at  the  end  of  the  dosing  interval.  In  most  clinical  settings,  however, 
such  as  hypertension  or  angina  where  there  is  little  correlation  between  plasma  levels  and 
clinical  effect.  INDERAL  LA  has  been  therapeutically  equivalent  to  the  same  mg  dose  of 
conventional  INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure  and  on  24-hour 
exercise  responses  of  heart  rate,  systolic  pressure  and  rate  pressure  product  INDERAL  LA 
can  provide  effective  beta  blockade  for  a 24-hour  period 

The  mechanism  of  the  antihypertensive  effect  of  INDERAL  has  not  been  established 
Among  the  factors  that  may  be  involved  in  contributing  to  the  antihypertensive  action  are  (1) 
decreased  cardiac  output,  (2)  inhibition  of  renin  release  by  the  kidneys,  and  (3)  diminution  of 
tonic  sympathetic  nerve  outflow  from  vasomotor  centers  in  the  brain.  Although  total  peripheral 
resistance  may  increase  initially,  it  readjusts  to  or  below  the  pretreatment  level  with  chronic 
use.  Effects  on  plasma  volume  appear  to  be  minor  and  somewhat  variable  INDERAL  has 
been  shown  to  cause  a small  increase  in  serum  potassium  concentration  when  used  in  the 
treatment  of  hypertensive  patients 

In  angina  pectoris,  propranolol  generally  reduces  the  oxygen  requirement  of  the  heart  at 
any  given  level  of  effort  by  blocking  the  catecholamine-induced  increases  in  the  heart  rate, 
systolic  blood  pressure,  and  the  velocity  and  extent  of  myocardial  contraction  Propranolol 
may  increase  oxygen  requirements  by  increasing  left  ventricular  fiber  length,  end  diastolic 
pressure  and  systolic  election  period  The  net  physiologic  effect  of  beta-adrenergic  blockade 
is  usually  advantageous  and  is  manifested  during  exercise  by  delayed  onset  of  pain  and 
increased  work  capacity. 

In  dosages  greater  than  required  for  beta  blockade,  INDERAL  also  exerts  a quinidme-like 
or  anesthetlc-like  membrane  action  which  affects  the  cardiac  action  potential.  The  signifi- 
cance of  the  membrane  action  in  the  treatment  of  arrhythmias  is  uncertain 

The  mechanism  of  the  antimigraine  effect  of  propranolol  has  not  been  established  Beta- 
adrenergic  receptors  have  been  demonstrated  in  the  pial  vessels  of  the  brain 

Beta  receptor  blockade  can  be  useful  in  conditions  in  which,  because  of  pathologic  or 
functional  changes,  sympathetic  activity  is  detrimental  to  the  patient  But  there  are  also 
situations  in  which  sympathetic  stimulation  is  vital.  For  example,  in  patients  with  severely 
damaged  hearts,  adequate  ventricular  function  is  maintained  by  virtue  of  sympathetic  drive 
which  should  be  preserved  In  the  presence  of  AV  block,  greater  than  first  degree,  beta 
blockade  may  prevent  the  necessary  facilitating  effect  of  sympathetic  activity  on  conduction 
Beta  blockade  results  in  bronchial  constriction  by  interfering  with  adrenergic  bronchodilator 
activity  which  should  be  preserved  in  patients  sublet  to  bronchospasm 
Propranolol  is  not  significantly  dialyzable 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  manage- 
ment of  hypertension;  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive 
agents,  particularly  a thiazide  diuretic  INDERAL  LA  Is  not  indicated  in  the  management  of 
hypertensive  emergencies 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated 
for  the  long-term  management  of  patients  with  angina  pectoris 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache 
The  efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been 
established  and  propranolol  is  not  indicated  for  such  use 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of 
hypertrophic  subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced 
angina,  palpitations,  and  syncope  INDERAL  LA  also  improves  exercise  performance  The 
effectiveness  of  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of 
the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta-receptor  stimulation 
Clinical  improvement  may  be  temporary. 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock,  2)  sinus 
bradycardia  and  greater  than  first  degree  block;  3)  bronchial  asthma;  4)  congestive  heart 
failure  (see  WARNINGS)  unless  the  failure  is  secondary  to  a tachyarrhythmia  treatable  with 
INDERAL 

WARNINGS.  CARDIAC  FAILURE  Sympathetic  stimulation  may  be  a vital  component  sup- 
porting circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta 
blockade  may  precipitate  more  severe  failure  Although  beta  blockers  should  be  avoided  in 
overt  congestive  heart  failure,  if  necessary,  they  can  be  used  with  close  follow-up  in  patients 
with  a history  of  failure  who  are  well  compensated  and  are  receiving  digitalis  and  diuretics. 
Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart 
muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can,  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually,  if  possible). 

IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and,  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of 
INDERAL  therapy  Therefore,  when  discontinuance  of  INDERAL  is  planned  the  dosage 
should  be  gradually  reduced  over  at  least  a few  weeks,  and  the  patient  should  be 
cautioned  against  interruption  or  cessation  of  therapy  without  the  physician’s  advice  If 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advis- 
able to  reinstitute  INDERAL  therapy  and  take  other  measures  appropriate  for  the  man- 
agement of  unstable  angina  pectoris  Since  coronary  artery  disease  may  be 
unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients  considered  at  risk 
of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for  other 
indications 

Nonallergic  Bronchospasm  (e.g.,  chronic  bronchitis,  emphysema)  — 

PATIENTS  WITH  BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA 
BLOCKERS.  INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodila- 
tion  produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors. 

MAJOR  SURGERY:  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy 
prior  to  ma|or  surgery  is  controversial.  It  should  be  noted,  however,  that  the  impaired  ability  of 
the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthe- 
sia and  surgical  procedures 


The  appearance  of  these  capsules 
is  a registered  trademark 
of  Ayerst  Laboratories 


INDERAL  (propranolol  HCI),  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta- 
receptor  agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  e g . 
dobutamine  or  isoproterenol  However,  such  patients  may  be  subject  to  protracted  severe 
hypotension  Difficulty  in  starting  and  maintaining  the  heartbeat  has  also  been  reported  with 
kgfg  blockers 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  ap- 
pearance of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of 
acute  hypoglycemia  in  labile  insulin-dependent  diabetes.  In  these  patients,  it  may  be  more 
difficult  to  adiust  the  dosage  of  insulin 

THYROTOXICOSIS:  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms 
of  hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid  function  tests 
IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  of  5 mg 
propranolol. 

PRECAUTIONS.  General  Propranolol  should  be  used  with  caution  in  patients  with  impaired 
hepatic  or  renal  function  INDERAL  (propranolol  HCI)  is  not  Indicated  for  the  treatment  of 
hypertensive  emergencies. 

Beta  adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure.  Patients 
should  be  told  that  INDERAL  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may 
lead  to  a return  of  increased  intraocular  pressure 

Clinical  Laboratory  Tests:  Elevated  blood  urea  levels  in  patients  with  severe  heart  disease, 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 

DRUG  INTERACTIONS:  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine  should  be  closely  observed  if  INDERAL  is  administered.  The  added  catecholamine- 
blocking action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic 
hypotension 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility  Long-term  studies  in  animals  have 
been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential.  In  18-month  studies  in 
both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no  evidence  of  significant 
drug-induced  toxicity  There  were  no  drug-related  tumorigenic  effects  at  any  of  the  dosage 
levels.  Reproductive  studies  in  animals  did  not  show  any  impairment  of  fertility  that  was 
attributable  to  the  drug 

Pregnancy:  Pregnancy  Category  C INDERAL  has  been  shown  to  be  embryotoxic  in 
animal  studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  INDERAL  should 
be  used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers  INDERAL  is  excreted  in  human  milk  Caution  should  be  exercised  when 
INDERAL  is  administered  to  a nursing  woman 

Pediatric  Use  Safety  and  effectiveness  in  children  have  not  been  established 
ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have 
rarely  required  the  withdrawal  of  therapy 

Cardiovascular  bradycardia,  congestive  heart  failure;  intensification  of  AV  block;  hypo- 
’ tension,  paresthesia  of  hands,  thrombocytopenic  purpura;  arterial  insufficiency,  usually  of  the 
Raynaud  type 

Central  Nervous  System:  lightheadedness;  mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue,  reversible  mental  depression  progressing  to  catatonia;  visual 
disturbances,  hallucinations,  an  acute  reversible  syndrome  characterized  by  disorientation  for 
time  and  place,  short-term  memory  loss,  emotional  lability,  slightly  clouded  sensorium,  and 
decreased  performance  on  neuropsychometrics 

Gastrointestinal:  nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea, 
constipation,  mesenteric  arterial  thrombosis,  ischemic  colitis 

Allergic  pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching 
and  sore  throat,  laryngospasm  and  respiratory  distress 
Respiratory:  bronchospasm 

Hematologic:  agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic 
purpura 

Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous  alopecia.  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impo- 
tence, and  Peyronies  disease  have  been  reported  rarely.  Oculomucocutaneous  reactions 
involving  the  skin,  serous  membranes  and  conjunctivae  reported  for  a beta  blocker  (practolol) 
have  not  been  associated  with  propranolol 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a 
sustained-release  capsule  for  administration  once  daily  If  patients  are  switched  from  INDERAL 
tablets  to  INDERAL  LA  capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic 
effect  is  maintained  INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  for 
INDERAL  INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels  Retitration  may 
be  necessary  especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval. 

HYPERTENSION — Dosage  must  be  individualized  The  usual  initial  dosage  is  80  mg 
INDERAL  LA  once  daily,  whether  used  alone  or  added  to  a diuretic  The  dosage  may  be 
increased  to  120  mg  once  daily  or  higher  until  adequate  blood  pressure  control  is  achieved 
The  usual  maintenance  dosage  is  120  to  160  mg  once  dally  In  some  instances  a dosage  of  640 
mg  may  be  required.  The  time  needed  for  full  hypertensive  response  to  a given  dosage  is 
variable  and  may  range  from  a few  days  to  several  weeks 

ANGINA  PECTORIS — Dosage  must  be  individualized  Starting  with  80  mg  INDERAL  LA 
once  daily,  dosage  should  be  gradually  increased  at  three  to  seven  day  intervals  until  optimum 
response  is  obtained  Although  individual  patients  may  respond  at  any  dosage  level,  the 
average  optimum  dosage  appears  to  be  160  mg  once  daily.  In  angina  pectoris,  the  value  and 
safety  of  dosage  exceeding  320  mg  per  day  have  not  been  established 

If  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  weeks 
(see  WARNINGS) 

MIGRAINE — Dosage  must  be  individualized  The  initial  oral  dose  Is  80  mg  INDERAL  LA 
once  daily.  The  usual  effective  dose  range  is  160-240  mg  once  dally  The  dosage  may  be 
increased  gradually  to  achieve  optimum  migraine  prophylaxis  If  a satisfactory  response  is  not 
obtained  within  four  to  six  weeks  after  reaching  the  maximum  dose,  INDERAL  LA  therapy 
should  be  discontinued  It  may  be  advisable  to  withdraw  the  drug  gradually  over  a period  of 
several  weeks. 

HYPERTROPHIC  SUBAORTIC  STENOSIS— 80-160  mg  INDERAL  LA  once  daily 
PEDIATRIC  DOSAGE— At  this  time  the  data  on  the  use  of  the  drug  in  this  age  group  are  too 
limited  to  permit  adequate  directions  for  use 
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Professional  liability  insurance: 
The  high  cost  of  peace  of  mind 


Having  most  recently  practiced  overseas  as  a US  Navy  phy- 
sician, James  Sammons,  Jr,  MD,  had  been  isolated  from  the 
professional  liability  insurance  problems  that  plague  Texas 
physicians.  He  suffered  a rude  awakening  when  he  brought 
his  wife  and  two  children  to  his  hometown  of  Baytown,  Tex, 
and  set  about  the  task  of  beginning  a solo  obstetrics/gyne- 
cology practice.  Before  buying  any  equipment  or  hiring  a 
staff  or  leasing  office  space,  Dr  Sammons  was  in  debt  for 
almost  $35,000.  That  amount  equals  his  first  year’s  premium 
plus  a surplus  fund  contribution  for  professional  liability  in- 
surance in  one  of  the  highest  risk  specialties  in  the  highest 
risk  geographical  location  in  the  state. 

Dr  Sammons  described  the  amount  as  “unreasonable," 
and  added  that  the  cost  of  insurance  will  be  the  single 
largest  expense  he  will  incur  during  his  first  year  of  practice. 
He  called  five  companies  before  deciding  which  carrier  to 
use.  The  choice  was  simplified  by  the  disconcerting  facts 
that  (1)  only  three  carriers  would  even  consider  insuring  him 
because  of  his  specialty  and  his  location,  and  (2)  one  of 
those  warned  that  if  a claim  were  filed  against  him,  his  cov- 
erage would  be  discontinued. 

Dr  Sammons  chose  his  specialty  without  regard  to  the 
business  aspects  of  setting  up  practice  in  a high-risk  area, 
but  he  predicts  that  as  other  doctors  enter  obstetrics/gyne- 
cology, they  may  limit  their  practices  to  noncomplicated 
cases  and  send  women  with  high-risk  pregnancies  to 
perinatal  centers. 

After  being  in  the  Navy  for  seven  years,  Dr  Sammons 
noted,  “When  I see  the  average  fees,  I’m  shocked  because 
they  are  so  much  higher  than  they  were  when  I left.  ” 

Recognizing  that  Dr  Sammons  is  not  alone  in  his  be- 
wilderment regarding  professional  liability  insurance  and  its 
related  issues,  Texas  Medical  Association  is  vigorously  pur- 
suing solutions  through  its  Committee  on  Professional  Lia- 
bility, chaired  by  Robert  Thumwood,  MD,  Houston,  and 
through  tort  reform  efforts. 

This  article  includes  insights  on  the  problem  from  repre- 
sentatives of  professional  liability  insurers. 


The  players 

As  physicians  in  Texas  face  an  increasing  number  of  profes- 
sional liability  suits  that  demand  higher  amounts  for  dam- 
ages, they  turn  to  insurance  companies  for  peace  of  mind. 
The  doctors  seek  relief  from  the  fear  of  losing  everything  at 
the  hands  of  a sympathetic  jury.  The  insurers  offer  comfort, 
but  it  has  a high  price. 

Among  the  companies  offering  professional  liability  insur- 
ance in  Texas  are  the  Medical  Protective  Company,  a com- 
mercial carrier;  Texas  Medical  Liability  Trust  (TMLT);  and  the 
Texas  Medical  Liability  Insurance  Underwriting  Association, 
better  known  as  the  Joint  Underwriting  Association  (JUA). 


TMLT  and  the  JUA  are  nonprofit  insurers. 

Medical  Protective  insures  approximately  10,000  Texas 
physicians.  The  86-year-old  company  offers  medical  profes- 
sional liability  insurance  to  physicians,  surgeons,  and  den- 
tists in  15  states.  A.M.  Best  Co,  Inc,  which  monitors  carrier 
performance,  has  given  Medical  Protective  its  highest  rating, 
a reflection  of  excellence  in  financial  stability,  underwriting 
skills,  and  overall  operation. 

TMLT,  a self  insurance  trust  created  by  Texas  Medical 
Association,  began  operations  in  1979  and  now  provides 
coverage  to  4,000  TMA  members.  During  1 984,  TMLT  had  a 
28%  increase  in  assets  over  1 983  and  a 30%  increase  in 
investment  income  during  the  same  period.  TMLT  began 
operations  in  1979  with  approximately  $2  million  and  has 
grown  today  to  $54  million  in  assets.  According  to  the  trust’s 
1983  annual  report,  “TMLT’s  original  mandates  were  to  offer 
Texas  physicians  an  enduring  source  of  liability  insurance  at 
competitive  premiums,  impact  on  the  overall  malpractice  in- 
surance market  by  our  presence,  provide  loss  prevention  and 
risk  management  education  to  minimize  malpractice  prob- 
lems, resist  nonmeritorious  claims,  and  to  render  unparal- 
leled quality  service.” 

The  Texas  Legislature  created  the  JUA  in  1 975  to  make 
professional  liability  insurance  available  during  the  existing 
liability  insurance  crisis.  Its  policyholders  comprise  physi- 
cians who  have  been  turned  down  for  insurance  by  two 
carriers.  In  1978,  the  JUA  insured  4,503  policyholders;  in 
June  1 983,  it  insured  902;  and  as  of  Dec  31 , 1 984,  it  insured 
661  physicians  and  other  non-institutional  health  care  pro- 
viders, including  dentists,  podiatrists,  MDs,  and  doctors  of 
osteopathy. 

Higher  rates  ahead 

The  organizational  leaders  of  TMLT  and  Medical  Protective 
say  that  Texas  physicians  are  paying  higher  premiums  in 
1985  following  a period  of  what  may  have  been  “artificially 
low”  rates.  At  press  time,  the  JUA  had  not  yet  raised  rates, 
but  was  expecting  to  do  so. 

The  JUA  sets  the  pace  for  the  premium  rates  that  insur- 
ance companies  charge  in  Texas  because  an  unwritten  rule 
of  the  Texas  State  Board  of  Insurance  bars  commercial  car- 
riers from  charging  more  than  the  JUA  charges.  Some  insur- 
ance experts  are  of  the  opinion  that  the  low  JUA  rates  are 
artificial  barriers  to  the  commercial  market.  But,  at  press 
time,  the  JUA  and  insurance  board  representatives  were  re- 
viewing proposals  for  rate  hikes.  Although  JUA  represen- 
tatives say  increases  of  200%  to  300%  would  be  ideal,  inside 
observers  consider  the  chances  for  such  a hike  as  remote. 

JUA  General  Manager  James  A.  Johnston,  CPCU,  noted, 
“We’re  still  in  the  negotiating  stage,  and  right  now  it’s  hard  to 
say  what  they  will  let  us  have.  But,  whatever  they  let  us  have 
is  not  likely  to  be  enough.” 


70 


TEXAS  MEDICINE 


The  JUA  has  not  raised  its  rates  since  it  was  founded  a 
decade  ago.  However,  the  association  increased  by  1 9%  the 
amount  that  policyholders  must  contribute  to  its  Stabilization 
Reserve  Fund.  Stabilization  reserve  fund  advisory  directors 
set  the  charge  at  20%  of  the  annual  JUA  policy  premium  for 
policies  issued  and/or  renewed  on  or  after  Jan  1 , 1 985.  Since 
the  stabilization  reserve  fund’s  inception,  charges  had  been 
set  at  1%  of  policy  premiums  by  the  directors,  who  include 
representatives  of  the  professions  insured  by  the  JUA. 

TMLT  implemented  a rate  increase  Jan  1 , with  the  cost  of 
the  average  premium  going  up  by  about  38%  and  obstetri- 
cians/gynecologists experiencing  a larger  increase.  TMLT 
President  John  Lomenzo,  CPCU,  noted  that  the  trust  has  im- 
posed three  rate  increases  since  1979.  Some  specialties 
have  been  reclassified  into  more  expensive  risk  categories, 
thus  raising  the  premium  cost  even  though  an  across-the- 
board  increase  was  not  effected. 

Medical  Protective's  rates  will  increase  by  an  average  of 
about  25%  beginning  June  1 , according  to  Vice-President 
Mike  Mullen. 

“Obstetrics  and  gynecology  will  be  the  specialties  most 
adversely  affected  by  our  rate  increase,”  Mullen  observed. 
OB/GYN  has  been  reclassified,  moving  from  class  6 to  class 
8,  the  highest  risk  category,  he  added. 

Beginning  June  1 , an  obstetrician/gynecologist  in  Houston 
and  its  surrounds  will  pay  Medical  Protective  $19,000  per 
year  for  $1  million  coverage.  The  rate  before  the  hike  was 
$12,068. 

A closer  look  at  Harris  County 

Representatives  of  all  three  organizations  affirmed  that  Har- 
ris County  and  the  surrounding  area  has  for  a number  of 
years  experienced  a higher  severity  and  frequency  of  claims 
than  the  rest  of  the  state. 

Mr  Mullen  has  observed  this  phenomenon  in  other  cities 
with  demographics  similar  to  those  of  the  Houston  area.The 
city's  profile  includes  a substantial  influx  of  people  from  other 
parts  of  the  country  and  a significant  blue-collar  and  labor 
union  influence,  he  said. 

JUA  spokesman  Johnston  agreed,  saying,  “Houston  has 
always  been  a high  risk  area  for  any  type  of  insurance.  I don’t 
know  exactly  what  brought  it  about,  but  I would  guess  it’s  the 
influence  of  the  labor  unions  and  the  courts.  It’s  a liberal  town 
in  that  respect.” 

“The  courts  are  just  very  generous  down  there,  and  that’s 
traditional,”  he  said. 

A history  of  general  awards  is  one  of  several  factors  that 
figure  into  the  rate-setting  procedure  of  the  three  insurance 
companies,  and  Houston’s  history  warrants  higher  premiums 
for  all  three  insurers. 


Who’s  getting  rich? 

In  justifying  its  rate  increases,  Medical  Protective  told  the 
State  Board  of  Insurance  that  from  1979  to  1984,  the  number 
of  lawsuits  its  policyholders  suffered  increased  by  47%,  from 
298  to  437.  He  indicated  that  during  the  same  period,  the 
average  amount  paid  out  on  each  suit  escalated  by  437%, 
from  $4,428  to  $23,804.  As  the  rates  go  up,  the  insurance 
purchaser  might  well  wonder  if  insurance  companies  are  get- 
ting rich  on  medical  professional  liability  policies. 

TMLT  and  the  JUA,  both  nonprofit  organizations,  charge 
rates  comparable  to  those  charged  by  Medical  Protective, 
but  they  remain  classified  as  nonprofit  organizations  and 
continue  to  operate  on  a nonprofit  basis. 

“Our  expense  factor  for  operating  the  organization  is  about 
1 1%,"  Lomenzo  said.  “Since  we  have  no  profit  motive,  every- 
thing else  goes  to  pay  claims  or  defend  physicians  or  to 
benefit  our  policyholders  in  some  way. 

“I  think  the  thing  you  have  to  think  about  in  explaining  pre- 
miums is  that  in  1 985,  we  are  charging  premiums  based  on 
what  we  expect  that  we  may  have  in  claims  in  1 995  based  on 
incidents  occurring  in  1985.  Anticipation  is  a key  to  the  es- 
sence of  responsible  insurance  management,”  he  added. 

Mr  Johnston  described  the  JUA’s  financial  picture,  saying, 
“We  had  an  underwriting  loss,  or  loss  expectancy,  for  1984  of 
$1 6,602,832.  We  expect  to  pay  out  that  much  more  than  we 
took  in  in  earned  premiums.  So,  that  means  we  will  reduce 
our  surplus  that  we  had  accumulated  over  the  years. 

“In  our  earlier  years  we  were  building  up  a cash  reserve  for 
the  purpose  of  the  future  payout,  and  now  the  time  has  come 
when  that  buildup  of  reserves  is  beginning  to  be  eaten  up 
pretty  fast.  Even  though  we  expect  to  pay  out  in  claims  $1 6 
million  more  than  we  took  in  in  earned  premiums,  we  had 
investment  incomes  of  approximately  $5.5  million,  which  will 
leave  us  with  a net  loss  of  more  than  $1 1 million. 

“I’m  satisfied  we  re  going  to  have  a deficit  every  year  as 
time  goes  by.  Then,  we  will  use  the  money  in  the  stabilization 
reserve  fund  to  offset  some  of  those  losses,  and  it’s  not  any- 
where near  enough  at  this  point.  Later  on,  it  could  very  well 
be  that  the  doctors  involved  could  be  assessed  as  much  as 
1 00%  of  their  premium.  So,  it’s  just  a matter  of  when.  It’s 
going  to  happen,”  he  added. 

Asked  how  he  would  respond  to  a young  physician  starting 
an  obstetrics  practice  in  the  Houston  area,  who  might  resent 
the  high  premium  charged  for  professional  liability  insurance, 
Medical  Protective’s  Mr  Mullen  said,  “First,  if  you  look  at  the 
exhibits  on  our  underwriting  losses  on  obstetrics/gynecology, 
it  would  be  obvious  that  we  aren't  making  money.  If  we  write 
obstetricians/gynecologists  in  Texas,  it’s  because  we  as  a 
company  and  other  companies  like  us  feel  that  we  have  an 
obligation  to  provide  coverage  for  doctors  who  render  a pub- 
lic service.  In  Texas,  the  primary  target  of  the  plaintiff’s  law- 
yer today  is  the  obstetrics  practice,”  he  said. 
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“So,  in  responding  to  that  doctor,  I would  say,  number  one, 
you  have  picked  a very  high-risk  specialty,  one  which  plain- 
tiffs’ attorneys  recognize  as  the  pot  of  gold  at  the  end  of  the 
rainbow.  Secondly,  I would  say  that  his  or  her  fees  for  ser- 
vices are  going  to  have  to  reflect  actual  operating  costs,  and 
those  costs  will  have  to  be  passed  on  to  the  public.  And, 
third,  I would  say  that  he  or  she  needs  to  find  a company  that 
will  spread  that  premium  out  so  that  it  need  not  be  paid  in  one 
lump  sum,”  he  added. 

Even  considering  the  rate  increases,  Texas  remains  a rela- 
tively cheap  market  for  professional  liability  insurance. 

As  stated  earlier,  beginning  in  June,  an  obstetrician-gyne- 
cologist in  Houston  will  pay  $1 9,000  per  year  for  $1  million 
coverage.  At  the  end  of  1984,  obstetricians/gynecologists  in- 
sured by  Medical  Protective  in  Detroit  paid  $43,000  annually 
and  in  Philadelphia,  $33,000  for  $1  million  coverage,  Mullen 
said.  However,  Texas  is  not  at  the  bottom  of  the  ladder,  either. 
Physicians  in  the  same  specialty  practicing  in  Indiana,  Louisi- 
ana, and  Nebraska  paid  approximately  $7,200  for  the  same 
coverage  at  the  end  of  1 984,  he  added. 


How  much  is  enough? 

Physicians  purchasing  professional  liability  insurance  often 
seek  advice  about  how  much  coverage  they  need.  There  is 
no  hard-and-fast  rule,  but  the  insurance  representatives  were 
willing  to  list  some  guidelines. 

“Although  we  don't  give  advice,’  we  believe  that  a doctor 


Statistics  from  Medical  Protective  Company  show  that  the  company's 
policyholders  have  experienced  dramatic  increases  in  the  number  of  law- 
suits and  amounts  paid  to  plaintiffs. 
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should  buy  no  more  than  what  he  actually  needs  to  protect 
his  assets.  If  he  has  assets  based  on  his  financial  statement 
of  $250,000,  then  he  should  probably  buy  a $200,000  policy,” 
Medical  Protective’s  Mr  Mullen  offered.  “To  buy  more  than 
that  sets  him  up  as  a target.  The  first  question  any  plaintiff’s 
attorney  ever  asks  a doctor  when  he  is  first  sued  is,  ‘What  are 
your  policy  limits?’” 

Mr  Mullen  added,  “Hospitals,  of  course,  are  helping  make 
doctors  bigger  targets  by  virtue  of  their  demands  and  re- 
quirements for  doctors  to  increase  their  policy  limits.  And,  the 
hospitals’  reason  for  doing  that  is  absolutely  contrary  to  the 
doctors’  own  interests.  Hospitals  have  bigger  policy  limits, 
and  the  doctor,  if  he  has  a lower  limit,  may  settle  and  be  done 
with  the  matter,  leaving  the  hospital  with  the  doctrine  of  joint 
and  several  liabilities  to  pick  up  the  entire  tab.  So,  the  hospi- 
tals are  trying  to  make  the  doctor’s  pocket  as  deep  as  theirs.” 

TMLT’s  Mr  Lomenzo  emphasized  that  the  company  does 
not  recommend  specific  limits,  but  added  that  the  individual 
physician’s  risk  tolerance  level  is  an  important  consideration. 

Risk  tolerance  depends  on  “the  physician’s  personal  finan- 
cial situation,  and  his  own  makeup,”  he  explained.  “A  lawsuit 
brings  on  a very  high  level  of  anxiety  for  a physician,  even 
though  he  or  she  may  believe  genuinely  that  they  were  not 
negligent.  It  brings  on  a feeling  of  anxiety  if  the  claim  is  for  $3 
million,  and  you  have  $1 00,000  coverage,  and  you’re  waiting 
five  years  to  know.” 

“Our  preference  would  be  to  sell  low  limits,”  Mr  Lomenzo 
said.  “It  reduces  our  exposure.  But,  we  don’t  recommend  low 
limits.  There's  no  inherent  wish  on  our  part  to  sell  high  limits 
just  to  get  premiums.” 

Considering  the  question  of  whether  a physician  is  a big- 
ger target  for  lawsuit  by  virtue  of  having  higher  coverage,  Mr 
Lomenzo  pointed  out  that,  “Contrary  to  what  has  been  be- 
lieved, there  is  growing  evidence  nationally  that  attorneys 
are  in  fact  going  after  assets,  whether  or  not  the  doctor  is 
insured.” 

Although  the  limits  of  a physician’s  coverage  are  not  ad- 
missible in  the  courtroom,  limits  are  a factor  in  settlement 
negotiations  because  the  law  requires  that  amounts  of  insur- 
ance be  furnished  the  plaintiff’s  attorney  upon  request,  he 
added. 

What  the  premium  buys 

Regardless  of  the  limits  he  chooses,  a physician  pays  a sub- 
stantial sum  for  professional  liability  insurance.  What  does  he 
get  for  his  money? 

All  three  insurance  organizations  affirm  a strong  commit- 
ment to  protecting  doctors’  interests.  They  defend  those  in- 
terests through  selective  underwriting,  assistance  in  risk 
management,  and  legal  representation  and  advice. 

Speaking  for  Medical  Protective,  Mr  Mullen  explained,  “We 
don’t  have,  as  do  many  companies,  a rigid,  hard-and-fast 
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underwriting  policy.  We  look  at  each  risk  subjectively,  and  we 
make  a determination  based  on  a combination  of  things. 
Those  are  the  number  of  years  that  the  individual  has  been 
with  our  company,  his  experience  over  those  years,  and  the 
frequency  and  severity  of  cases  that  he  has  presented  to  us. 
We  also  are  very  interested  in  the  kind  of  practice  in  which  he 
is  engaged. 

"If  we  see  a pattern  developing  with  a doctor  that  shows 
that  he's  beginning  to  be  sued  more  frequently  than  in  the 
past  and  that  we  are  paying  some  of  his  claims,  the  policy 
may  not  be  renewed,”  Mr  Mullen  added. 

Mr  Lomenzo  noted  that  selectivity  in  deciding  who  TMLT 
will  insure  is  part  of  the  trust’s  commitment  to  its  policy- 
holders. 

“We  have  to  manage  TMLT  in  the  interest  of  all  4,000  poli- 
cyholders. That’s  the  responsibility  that  we  have,  and  we 
have  a large  number  of  physicians  who  tell  us  that  they  want 
us  to  be  selective.  They  want  to  remain  solvent,  and  not 
being  selective  would  theoretically  involve  significant  pre- 
mium increases,”  he  explained. 

"We  do  nonrenew  some  policies,  and  we  do  decline  some. 
If  we  have  a negative  profile  physician,  either  an  applicant 
or  a renewal,  it’s  reviewed  by  doctors,  a committee  of  our 
board,  for  example.  It  is  not  done  in  an  arbitrary  way,”  Mr 
Lomenzo  said. 

"On  the  other  hand,  we  as  a physician-owned  company 
with  medical  resources  and  input  have  some  unique  sen- 
sitivities,” he  added. 

The  JUA  is  bound  by  its  rules  of  operation  to  be  less 
selective. 

“As  long  as  the  physician  has  a license  and  doesn’t  owe  us 
any  money,  we  can’t  really  turn  him  down,"  Mr  Johnston  said. 

"We  do  have  a problem  with  some  doctors  in  arriving  at  the 
proper  premium  charge,  but  that  doesn’t  mean  we  turn  it 
down.  That  means  that  we  may  not  write  it  at  the  price  he 
wants  or  that  he  thinks  he  should  pay.” 

To  further  minimize  their  exposure  to  claims,  both  Medical 
Protective  and  TMLT  advise  policyholders  of  risk  manage- 
ment techniques.  TMLT  is  the  most  aggressive  of  the  three 
insurers,  presenting  seminars,  films,  and  loss  prevention  tips 
in  a quarterly  newsletter. 

Mr  Lomenzo  noted,  “About  40%  of  our  policyholders  at- 
tend the  seminars.  We  feel  that  they  are  successful  and  well 
attended.  In  addition  to  that,  we  have  collaborated  with  TMA 
in  the  production  of  some  films,  the  latest  one  entitled,  Phy- 
sicians at  Risk.’ 

“This  year,  we’ve  been  very  active  in  making  medical 
liability  awareness  presentations  throughout  the  state,” 
he  added. 

"We  think  that  ongoing,  continued  awareness  will  be  sig- 
nificant in  minimizing  and  reducing  the  number  of  claims.” 

Medical  Protective  offers  risk  management  advice  on  a 


one-to-one  basis,  rather  than  in  formal  group  presentations. 

"We  get  our  agents  out  into  the  doctors’  offices,  and  they  get 
to  know  the  doctors’  specific  practices.  And,  they  share  with 
the  doctor  our  internal  materials  about  prevention  and  our 
experience  with  certain  kinds  of  procedures,”  Mr  Mullen  said. 

“We’re  available  to  any  policyholder,  but  we  do  try  to  spend 
most  of  our  time  with  new  doctors — those  whom  we  have 
just  insured — or  those  who  have  had  some  experience  and 
with  whom  we  are  concerned,”  he  added. 

If  the  worst  scenario  is  realized  and  a doctor  is  sued,  the 
companies  have  two  alternatives — fight  it  out  in  court,  or 
settle. 

Mr  Johnston  voiced  the  JUA’s  pledge  that,  “When  it’s  not  a 
justifiable  claim,  we  don’t  hesitate  to  go  into  the  courts.” 

But,  he  added,  "If  it’s  obvious  to  the  experienced  claims 
staffs  of  our  servicing  companies  that  there  is  justifiable 
payout,  they’re  going  to  try  to  negotiate  it  and  settle  it  as 
quickly  and  as  economically  as  possible. 

"The  servicing  companies  make  every  effort  to  investigate 
the  allegations  as  thoroughly  as  possible,"  he  added.  "And, 
certainly,  we’re  trying  to  protect  the  doctors’  interests  every- 
where we  can.” 

Mr  Mullen  of  Medical  Protective  said,  “We’re  paid  to  de- 
fend doctors.” 

"If  a doctor  tells  us  it’s  a defensible  case,  and  he  wants  us 
to  defend  it,  we’re  bound  to  defend  it.  But,  if  he  does  consent 
to  settle,  and  we  recognize  it  as  a potentially  meritorious 
claim,  then  we're  interested  in  settling  as  early  as  possible,” 
he  added. 

Speaking  for  TMLT,  Mr  Lomenzo  said,  "Our  philosophy  is, 
number  one,  to  resist  nonmeritorious  claims.  If  they're  defen- 
sible, we  think  they  should  be  defended.  However,  our  claims 
management  approach  also  includes  prompt  and  fair  resolu- 
tion of  legitimate  claims.” 

The  decision  to  go  to  court  is  based  on  "a  lot  of  other  ele- 
ments,” including  input  from  physicians  and  attorneys. 

"Effective  claims  management  is  a very  important  service 
to  our  policyholders,”  Mr  Lomenzo  emphasized.  “We're  hav- 
ing too  many  nonmeritorious  claims.  There’s  no  question 
about  that.” 

Mr  Lomenzo  continued,  “Nonmeritorious  claims  largely  are 
from  those  attorneys  who  either  are  inexperienced  in  medical 
liability  litigation  or  did  not  have  complete  medical  facts  at  the 
time  of  filing  the  claim.  The  process  of  determining  defen- 
sibility  is  costly,  and  therefore  nonmeritorious  suits  bring 
about  significant  legal  and  claims  handling  expense.” 

The  future 

The  three  spokesmen  agree  that  it’s  a cold  world  for  physi- 
cians in  high-risk  specialties.  The  public  appears  to  be  in- 
creasingly litigious,  insurance  is  more  expensive,  and,  in 
some  cases,  less  available. 
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“I’m  very  sympathetic  with  these  doctors.  I think  the  legal 
profession  is  goading  the  public  into  expecting  too  much  from 
doctors,  and  the  plaintiffs’  attorneys  have  more  to  gain  from 
the  lawsuit  than  the  injured  party  does,”  Mr  Johnston 
observed. 

Mr  Mullen  speculated  that  legislative  reform  might  help 
stabilize  premium  rates. 

“If  you  look  at  the  rates  in  Indiana,  Nebraska,  and  Louisi- 
ana, where  they  have  had  very  successful  legislative  efforts, 
their  rates  are  half  of  those  in  Texas,”  he  said. 

“Our  position  as  a company  is  that  there  are  three  things 
that  need  to  be  done  legislatively.  The  first  is  to  set  a reason- 
able statute  of  limitations  and  make  it  stick.  The  second  thing 
is  to  have  some  kind  of  cap  on  awards.  Third,  there  needs  to 
be  a screening  panel  that  screens  meritorious  claims  from 
nonmeritorious  claims,  based  on  medical  negligence," 
he  said. 

Although  the  Texas  Legislature  considered  these  types  of 
proposals  and  passed  some  of  them,  some  observers  feel 
that  the  courts  have  weakened  their  effectiveness. 

“I  think  Texas  is  at  the  point  where  California  was  in  1 973,” 
Mr  Mullen  added.  “California  had  just  begun  to  realize  that 
the  big  judgments  were  going  to  lead  to  an  availability  and  an 
affordability  problem  for  their  doctors.  It  took  until  about 
mid-1 974  for  the  predictions  to  come  true.  Many  malpractice 
carriers  were  unable  to  provide  the  product  because  the 
losses  had  been  so  severe  they  had  to  close  down  their 
operations. 

“And  as  a result,  the  hospitals  and  many  individual  doctors 
decided  to  eliminate  certain  procedures  that  were  causing 
them  trouble.  Anesthesiologists,  gynecologists,  emergency 
room  physicians,  and  several  surgical  specialties  just  aban- 
doned ship.  They  couldn’t  buy  the  insurance,  and  they  weren’t 
willing  to  provide  the  services  uninsured. 

“That’s  the  way  we  see  Texas  now,”  he  said.  “Texas  has  hit  a 
spiral  in  the  last  few  months  that  is  somewhat  frightening.  It’s 
been  developing  over  the  two-year  period  since  about  1 982. 
The  courts  changed  radically  in  the  way  they  reviewed  the 
cases  and  the  way  they  allowed  judgments  to  come  down.” 

Mr  Mullen  went  on  to  say  that  the  courts  are  the  villains  in 
the  professional  liability  drama. 

“The  courts  in  Texas  have  lost  their  focus  and  perspective 
on  what  is  justice.  We  made  so  many  plaintiffs — or  their  at- 
torneys— rich  at  the  expense  of  the  entire  health  care  system 
that  it  is  a literal  injustice,”  he  concluded. 

Donna  B.  Jones 

News  Editor,  Texas  Medicine 


Marriott  now  offers 
personalized  luxury  in  the 
Texas  Medical  Center. 


Our  new  full-service  luxury  hotel 
is  located  minutes  from  downtown 
Houston,  Hobby  Airport,  Astrodome, 
and  only  steps  from  healthcare  facili- 
ties and  Rice  University. 

This  hotel  is  designed  to  meet 
the  expectations  of  every  guest  and 
conference  group,  with... 398  guest 
rooms,  suites,  concierge  floors,  spe- 
cialty restaurants  and  lounges,  indoor 
pool  and  adjoining  fitness  center,  and 
9000  sq.  ft.  of  conference  space. 

See  how  accommodating  a Medical 
Center  hotel  can  be.  For  reservations 
and  information  call  your  travel  agent 
or  call  us  toll  free  (800)  228-9290. 


HousTON\\arnott 

W ^ MEDICAL  CENTER 

6580  Fannin  Street,  Flouston,  Texas  77030  (713)  796-0080 


74 


TEXAS  MEDICINE 


[ _ 

F. 

ii 

J 

Add  Spirometry 
to  your  practice.. 

t.  .!■ 


...the  Autospiro  SD-System 


Featuring  a Spirometric 
Diagnostic  System 
designed  for  the 
physician’s  office. 

Vital  to  a busy  practice 

The  Autospiro-SDS  is  portable,  compact  and 
lightweight.  Yet  its  simple,  low-cost  operation 
will  yield  the  most  sophisticated  data  accurately 
and  automatically. 

The  Spirometric  Diagnostic  System  (SDS) 
provides  step-by-step  instructions  and  moni- 
tors every  test.  The  micro-computer  will 
calculate  8 vital  test  parameters  and  provide 
an  instantaneous  diagnostic  interpretation 
through  comparison  with  standard  prediction 
values  for  both  adults  and  children. 

Permanent  record  of  results 

The  graphic  printer  provides  patient  information, 
a complete  test  summary  print-out,  plus  the 
valuable  Flow-Volume  and  FVC  curves  neces- 
sary for  third-party  reimbursement. 


Economical 

The  computerized  SD-System  allows  a busy 
office  to  add  spirometry  easily  and  economi- 
cally. By  automatically  analyzing  a single 
expiration  to  yield  a complete  print  out,  the 
Autospiro  SD-System  can  be  efficiently  utilized 
without  requiring  extra  personnel,  lengthy 
calculations,  or  special  training.  Spirometry 
can  justifiably  increase  your  office  billing  by 
becoming  an  integral  part  of  a complete 
examination. 

Contact  us  for  details  and  a demonstration  today! 

R-B  INSTRUMENTS  CO. 

P.O.  Box  37271,  Houston,  TX  77237 

(713)  774-0458  or  800-323-1674 

SERVING  ALL  OF  TEXAS 


r 


Name 

Specialty . 
Address_ 
City 


-State- 


_Zip_ 


Phone  

□ 1 would  like  a demonstration  in  my 

office  at  my  convenience.  Please  contact  me. 


■10 
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WORKERS’  COMPENSATION— PAYMENT  FOR  FEES 
UNDER THE  LAW 

More  than  425  companies  write  workers'  compensation  in- 
surance for  more  than  300,000  employers  in  Texas.  The  pre- 
mium paid  annually  by  employers  is  approximately  $1.5 
billion.  An  estimated  40%  of  the  benefits  are  paid  to  health 
care  providers  for  medical  benefits  prescribed  under  the 
law. 

In  1913,  following  the  examples  set  by  Germany  and  En- 
gland as  well  as  by  the  United  States  government,  the  Texas 
Legislature  passed  a Workmens’  Compensation  Act  (1).  In 
its  present  form,  the  law  establishes  an  exclusive  system 
governing  compensation  paid  to  most  nonfederal  em- 
ployees and  specifies  beneficiaries  for  injuries  sustained  by 
the  em  ployees  in  the  course  of  their  employment.  The  stat- 
ute is  based  on  the  theory  that  industry  should  bear  the 
burden  of  industrial  accidents  as  part  of  the  cost  of 
production  (2). 


Benefits 

An  employer  subject  to  the  Workers'  Compensation  Act  may 
elect  to  become  a subscriber  under  the  act  by  buying  com- 
pensation insurance  from  Texas  Employers'  Insurance  Asso- 
ciation, a corporate  body  created  by  the  legislature  as  a 
source  for  workers’  compensation  insurance,  or  from  any  li- 
censed private  company  lawfully  transacting  a liability  or 
accident  insurance  business  in  Texas.  The  employer  who 
purchases  workers'  compensation  insurance  coverage  is 
thereby  exempt  from  all  common-law  liability  arising  from  in- 
juries sustained  by  employees  in  the  course  of  their  employ- 
ment, except  as  to  claims  for  exemplary  damages. 

Those  employers  who  are  covered  by  the  act  but  choose 
not  to  buy  insurance  may  be  sued  for  damages  for  injuries 
sustained  by  employees  in  the  course  of  their  employment  or 
for  death  resulting  from  those  injuries.  The  employee  still 
must  establish  the  employer’s  negligence,  but  the  employer 
is  deprived  of  the  common-law  defenses  of  contributory  neg- 
ligence, negligence  of  a fellow  servant,  and  assumed  risk. 
There  is  no  statutory  limit  on  the  amount  an  employee  can 
recover  from  an  uninsured  employer. 

Employees  covered  under  workers’  compensation  insur- 
ance receive  the  following  benefits  for  work-related  injuries  or 
illnesses,  regardless  of  who  was  at  fault: 

1 . Payment  of  reasonable  medical  and  hospital  expenses, 
including  any  required  physical  and  vocational  rehabilitation, 
and  prosthetic  devices  (3); 

2.  Compensation  for  lost  wages  (a  percentage  of  the  em- 
ployee’s average  weekly  wage,  up  to  certain  limits)  (3,  sec  3b); 

3.  Compensation  for  permanent  disability  (3,  secs  10, 11, 
11a,  12). 


Payment  of  medical  benefits 

Medical  benefits  accrue  immediately  under  the  law  and  must 
be  provided  as  long  as  necessary  to  cure  and  relieve  the 
effects  of  the  injury  or  illness.  The  employee  has  the  sole 
right  to  select  the  persons  or  facilities  to  furnish  medical  aid, 
chiropractic  services,  hospital  services,  and  nursing  for 
which  the  insurance  company  is  obligated. 

In  Smith  v Stephenson,  a chiropractor  brought  a suit 
against  a patient  for  chiropractic  services  rendered  in  con- 
nection with  a work-related  injury  (4).  Thomas  D.  Smith  went 
to  Dr  E.R.  Stephenson  for  treatment  of  an  on-the-job  injury 
and  Dr  Stephenson  sent  his  fee  statements  to  both  the  self- 
insuring  employer  and  the  Texas  Industrial  Accident  Board 
(IAB),  the  agency  that  administers  the  compensation  law. 

A dispute  arose  before  the  board  as  to  the  amount  charged 
for  the  chiropractic  services.  Dr  Stephenson  withdrew  his 
claim  from  the  board  proceedings  and  filed  suit  upon  sworn 
account  against  Mr  Smith. 

Mr  Smith  responded  by  filing  a motion  to  dismiss  the  law- 
suit. He  claimed  that  the  Workers’  Compensation  Act  (“work- 
mens’ compensation"  was  changed  in  1977  to  “workers’ 
compensation”)  places  the  obligation  to  pay  for  chiropractic 
services  solely  upon  the  compensation  carrier.  The  trial  court 
overruled  Mr  Smith’s  motion,  and  the  court  of  appeals  af- 
firmed that  decision,  stating  that  the  Workers’  Compensation 
Act  did  not  relieve  the  employee  of  his  contractual  liability  to 
pay  his  debt. 

The  Texas  Supreme  Court  agreed  with  the  appellate 
court's  ruling  that  the  employee  retains  a contractual  obliga- 
tion to  the  health  care  provider,  but  held  that  the  employee’s 
obligation  is  secondary  to  the  statutory  obligation  of  the  in- 
surance carrier.  The  court  stated  that  the  employee  is  liable 
for  his  medical  bills,  but  that  his  liability  is  contingent  upon  a 
finding  by  the  IAB  or  the  courts  that  the  carrier  is  not  obli- 
gated. The  court  noted,  however,  that  the  insurance  carrier’s 
obligation  is  limited  to  those  medical  services  reasonably  re- 
quired to  “cure  and  relieve”  the  employee  from  the  effects  of 
his  work-related  injury  and  does  not  include  ancillary  hospital 
services.  The  court  added  that  an  employee  may  very  well 
remain  liable  for  charges  for  a private  room  (where  a semi- 
private would  be  reasonable),  for  a TV  in  the  room,  or  for 
unprescribed  medicines. 

The  Texas  Supreme  Court  concluded  that  the  extent  of  the 
employee’s  obligation  for  these  charges  depends  upon  the 
lAB’s  decision  concerning  which  charges  the  carrier  must 
pay.  The  employee  may  even  become  liable  for  all  the  medi- 
cal expenses  if  the  injury  is  found  to  be  noncompensable. 
However,  until  the  IAB  processes  the  claim  and  determines 
reimbursement  for  the  employee’s  medical  expenses,  the 
health  care  provider  may  not  pursue  a private  claim  against 
the  employee. 
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Determination  of  reasonable  medical  fees 

The  Texas  Industrial  Accident  Board  has  the  statutory  au- 
thority to  determine  not  only  whether  services  provided  to  an 
injured  worker  are  compensable  under  the  act,  but  also 
whether  the  charges  submitted  are  fair  and  reasonable.  The 
board  has  had  this  authority  for  many  years  but  lacked  the 
staff,  data,  and  expertise  to  make  such  determinations  knowl- 
edgeably. Decisions  by  the  IAB  regarding  questions  of 
compensability  and/or  reasonableness  of  charges  may  be 
appealed  to  the  courts. 

Through  its  component  county  medical  societies,  the 
Texas  Medical  Association  formerly  assisted  the  IAB  by  facili- 
tating voluntary,  nonbinding  arbitration  between  physicians 
and  insurance  companies  to  resolve  disputes  over  reason- 
ableness of  charges,  thereby  often  avoiding  the  necessity  of 
board  action.  However,  decisions  by  the  United  States  Su- 
preme Court  indicated  that  peer  review  of  fees,  which  was 
part  of  the  arbitration  process,  could  subject  participants  to 
antitrust  liability  (5).  Recognizing  the  need  for  the  medical 
community’s  continued  assistance  in  this  dispute  resolution 
process,  the  68th  Texas  Legislature  acted  on  the  recom- 
mendation of  the  Texas  Industrial  Accident  Board's  Policy 
Advisory  Committee  and  TMA  to  give  the  board  statutory  au- 
thority to  establish  voluntary  arbitration  panels  to  assist  in 
regulation  of  fees  and  charges  (3,  sec  7).  This  statutory  au- 
thority for  the  establishment  of  arbitration  panels  was  neces- 
sary to  protect  physicians  involved  in  the  arbitration  process 
from  antitrust  liability. 

Arbitration 

Arbitration  under  this  new  statutory  authority  also  is  volun- 
tary and  nonbinding  (6).  Parties  retain  the  right  to  appear 
before  the  Texas  Industrial  Accident  Board  and  to  challenge 
the  board’s  determination  in  state  court  if  they  wish.  How- 
ever, the  arbitration  process  is  less  costly,  less  time  consum- 
ing, and  a less  formal  mechanism  for  resolving  fee  disputes 
than  proceedings  conducted  before  the  IAB  or  in  district 
court. 

When  a dispute  arises  between  a physician  and  an  insur- 
ance carrier,  either  party  may  request  arbitration  by  certifying 
in  writing  to  the  Texas  Industrial  Accident  Board  that  reason- 
able efforts  to  resolve  the  dispute  have  been  made.  These 
efforts  should  include  communication  between  the  adverse 
parties  explaining  their  respective  points  of  view.  Arbitration 
requests  may  be  sent  to  the  Industrial  Accident  Board,  Attn: 
Medical  Arbitration  Panels,  200  E Riverside  Dr,  Austin,  TX 
78704.  The  board’s  number  in  Austin  is  (51 2)448-7900. 

When  efforts  to  resolve  the  dispute  are  fruitless,  an  arbitra- 
tion committee  composed  of  three  volunteer  physicians  and 
three  insurance  company  representatives  is  formed.  It  will 
request  written  statements  of  position  from  both  parties 
(original  and  eight  copies).  The  physician  and  a represen- 


tative of  the  carrier  are  invited  (but  not  required)  to  appear 
before  the  arbitration  committee  at  the  appointed  time  in  the 
same  locale  as  the  physician’s  office. 

The  arbitration  committee  reviews  the  material  before  it, 
questions  the  representatives  of  the  adverse  parties  if  they 
appear,  and  renders  a decision  on  the  matter  or  matters  in 
dispute. 

The  decision  of  the  arbitration  committee  is  rendered 
solely  as  a recommendation.  The  recommendation  is  not  in- 
tended to  add  or  detract  from  the  legal  rights  or  other  reme- 
dies available  to  either  party,  and  should  not  be  interpreted  in 
such  a manner. 

If  either  the  physician  or  insurance  carrier  is  dissatisfied 
with  the  decision  of  the  arbitration  committee,  that  party  must 
file  a request  for  review  with  the  executive  director  of  the 
Industrial  Accident  Board  within  20  days  of  the  receipt  of  the 
decision.  A joint  review  committee,  comprised  of  at  least 
three  members  of  the  TMA  Committee  on  Workers’  Compen- 
sation and  Occupational  Medicine  and  three  insurance  rep- 
resentatives, will  then  consider  the  appeal  when  the  TMA 
Committee  on  Workers'  Compensation  and  Occupational 
Medicine  meets  (usually  February,  May,  and  September  of 
each  year).  The  joint  review  committee  considers  only  the 
evidence  filed  with  the  arbitration  committee.  That  decision 
can  be  appealed  to  the  Industrial  Accident  Board  for  a formal 
hearing. 

Conclusion 

The  new  arbitration  system  has  been  implemented  within  the 
last  few  months  for  physicians  as  well  as  hospitals.  It  should 
prove  as  beneficial  as  the  old  system  in  resolving  fee  dis- 
putes between  physicians  and  insurance  carriers.  The  de- 
tailed instructions  of  the  Bylaws  of  the  Texas  Industrial 
Accident  Board  Arbitration  Panel  are  available  through  local 
county  medical  societies,  or  from  the  Office  of  the  General 
Counsel,  Texas  Medical  Association,  1801  N Lamar  Blvd, 
Austin,  TX  78701. 

Helene  A.  Alt,  JD 

TMA  Attorney 
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Medicine’s 
political  responsibility 

is  your 

responsibility. 


Thousands  of  physicians  and  their  spouses  con- 
cerned with  the  future  of  medicine  in  Texas  make  up 
the  strong,  influential  political  voice  called  TEXPAC 

Their  individual  participation  has  brought  a high  de- 
gree of  success  to  the  efforts  of  TEXPAC  In  the  last 
several  election  cycles  alone,  over  eighty  percent  of 
the  candidates  for  political  office  chosen  to  receive 
financial  and  technical  support  were  elected,  thus 
strengthening  medicine’s  position  in  the  legislative 
forum. 


Physicians  control  TEXPAC — responsible  physicians 
like  yourself;  physicians  who  realize  that  their  political 
involvement  at  the  local  level,  and  their  support  of 
TEXPAC  through  membership  and  financial  contribu- 
tion is  essential  to  continuing  the  influential  political 
voice  of  medicine  in  Texas 

Your  voice  and  membership  is  needed.  Join  with 
those  who  realize  that  medicine  is  a constituency. 

Join  TEXPAC. 


This  solicitation  is  directed  only  to  members  of  the  Texas  Medical  Association  and  Texas  Medical  Association  Auxiliary. 


Please  make  checks  payable  to 
TEXPAC 

Voluntary  political  contributions  (Texas  Medi- 
cal Association  PAC  %,  American  Medical 
Association  PAC  'A)  are  not  limited  to  the 
suggested  amount  Neither  TMA  or  AMA  will 
favor  or  disadvantage  anyone  based  on  the 
amounts  or  failure  to  make  contributions 
Contributions  are  subject  to  Federal  Election 
Commission  regulations 


Tax  credit  information 

The  TEXPAC  portion  of  your  TEXPAC/AMPAC 
contribution  may  be  eligible  for  a tax  credit 
on  your  federal  return.  A maximum  tax  credit 
of  S50  on  a single  return  and  $100  on  a joint 
return  is  allowed  300  Club  members  may 
claim  a maximum  of  $100  on  their  $300  con- 
tribution when  filing  a joint  return 
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TCYDA  Texas  Medical  Political  Action  Committee 
1 tLyvl/\.V^<  1905  North  Lamar  Blvd.  Austin,  Texas  78705 


TEXPAC  is  the  officially  recognized  political  action  committee  of  the 
Texas  Medical  Association.  Political  responsibility  is  responsible  medicine 


Membership  categories  Check  one 

300  Club $ 300  □ 

Active  $ 75  □ 

Advocate — 1st  yr  practice  & retired  $ 45  □ 

Resident  & Medical  student  $ 20  □ 

Auxiliary  sustaining  $ 100  □ 

Auxiliary  active  $ 35  □ 

Name 

Address — 

City State Zip 

License  No. County 
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DEATHS 


H.L.  Barton 

Harry  Louis  Barton,  MD,  Houston,  died  Jan  5, 1985.  Dr  Bar- 
ton, 75,  was  chief  of  radiology  at  the  Veterans  Administration 
Hospital  and  assistant  professor  of  radiology  at  Baylor  Col- 
lege of  Medicine  in  Houston. 

Born  in  Michigan,  he  was  a 1940  graduate  of  Loyola  Uni- 
versity School  of  Medicine  in  Chicago.  After  a residency  at 
Ravenswood  Hospital  in  Chicago,  Dr  Barton  served  in  the 
US  Navy  during  World  War  II.  He  then  completed  a residency 
in  radiology  at  McGuire  Veterans  Hospital  in  Richmond,  Va, 
before  moving  to  Houston. 

Surviving  Dr  Barton  are  his  wife,  Maxine  Barton,  Bellaire, 
Tex;  son,  Harry  L.  Barton,  Jr,  Houston;  daughter,  Christine 
Steele,  Colorado;  sister,  Esther  Anderson,  Chicago;  brother, 
Eugene  Bartoszek,  Lombard,  III;  and  three  grandchildren. 

J.W.  Harris 

John  Wade  Harris,  MD,  76,  a Houston  resident  for  more  than 
50  years,  died  Jan  10, 1985.  A proctologist,  Dr  Harris  was 
founder  and  chief  of  the  department  of  colon  and  rectal  sur- 
gery at  Hermann  Hospital  from  1969  until  1976.  He  was  a 
past  vice-president  of  the  American  Society  of  Colon  and 
Rectal  Surgeons  and  the  Harris  County  Medical  Society. 

Born  in  Manor,  Tex,  Dr  Harris  was  a 1 930  graduate  of 
Baylor  College  of  Medicine.  He  moved  to  Houston  after  grad- 
uation for  an  internship  and  residency  at  Hermann  Hospital. 
His  practice  in  Houston  was  interrupted  in  1942  by  military 
service  in  the  Army  Medical  Corps  and  then  by  postgraduate 
study  at  the  Mayo  Clinic. 

Surviving  family  members  include  his  wife,  Marie  A.  Harris; 
daughter,  Barbara  Maclennan;  son,  John  Wade  Harris,  Jr; 
brother,  Herbert  Harris,  MD;  and  two  grandchildren,  all  of 
Houston. 

, J.R.  Hill 

James  Richard  Hill,  MD,  a Dallas  internist,  died  Jan  22, 1985, 
at  age  57. 

Dr  Hill,  a native  of  Kaufman,  Tex,  was  a 1 950  graduate  of 
Texas  Christian  University  and  a 1954  graduate  of  South- 
western Medical  School  in  Dallas.  He  remained  in  Dallas  for 
an  internship  and  residency  at  St  Paul  Hospital  and  then  to 
establish  his  practice  of  internal  medicine. 

Surviving  family  members  include  his  wife,  Patricia  Hill, 
and  daughter,  Deborah  Ezell,  both  of  Dallas;  son,  Richard 
Hill,  Seattle,  Wash;  and  five  grandchildren. 

O.L.  Johnson,  Jr 

Oscar  Leonard  Johnson,  Jr,  MD,  a longtime  Lake  Jackson 
physician,  died  Jan  16, 1985.  Dr  Johnson,  63,  the  first  pedi- 
atrician in  Brazoria  County,  practiced  there  for  30  years 
before  retiring  in  1984  because  of  illness. 

Born  in  Palestine,  Tex,  Dr  Johnson  received  a bachelor  of 


arts  degree  from  Sam  Houston  State  University  in  Huntsville 
in  1 942.  After  four  years  of  service  in  the  US  Navy,  he  en- 
tered The  University  of  Texas  Medical  Branch  at  Galveston. 
Graduation  in  1 950  was  followed  by  an  internship  at  Cincin- 
nati General  Hospital  and  a two-year  residency  in  pediatrics 
at  the  Children’s  Hospital  in  Galveston.  Dr  Johnson  began  his 
practice  in  Lake  Jackson  in  1953. 

In  1 962,  as  chairman  of  the  public  health  committee  of  the 
Brazoria  County  Medical  Society,  Dr  Johnson  led  the  county’s 
physicians  in  a successful  immunization  campaign  against 
poliomyelitis.  He  also  organized  the  rubella  and  rubeola  cam- 
paign in  1970. 

He  was  instrumental  in  organizing  the  Brazoria  County 
Crippled  Children  Program,  the  Minimal  Cerebral  Dysfunc- 
tion program,  the  Brazosport  Association  for  Children  with 
Learning  Disabilities,  and  the  Brazoria  County  Cancer 
Society. 

Active  in  the  Brazoria  County  Medical  Society,  Dr  Johnson 
served  as  president  in  1 964, 1 978,  and  1 979.  He  was  a 
member  of  district  and  state  committees  of  the  Texas  Medical 
Association  and  the  Texas  Pediatric  Society.  He  served  as  a 
TMA  vice  councilor  of  District  8 until  he  became  ill. 

In  September  1 984,  the  board  of  trustees  of  the  Brazos- 
port Memorial  Hospital  approved  the  designation  of  the 
Dr  Oscar  L.  Johnson  Pediatrics  Unit  at  the  hospital. 

Dr  Johnson  is  survived  by  his  wife,  Patricia  Williamson 
Johnson,  Lake  Jackson;  sons,  Kent  Anders  Johnson,  Dallas; 
Coke  Allen  Johnson,  Los  Angeles;  and  Kevin  Leonard 
Johnson,  Lake  Jackson;  mother,  Mabel  Johnson,  Palestine; 
and  sister,  Margaret  Moser,  Annandale,  Va. 

W.K.  Kirkpatrick 

William  K.  Kirkpatrick,  MD,  a San  Antonio  family  physician, 
died  Jan  10, 1985,  at  age  55. 

A Lockhart  native,  Dr  Kirkpatrick  received  his  medical 
degree  from  The  University  of  Texas  Medical  Branch  at  Gal- 
veston in  1957.  After  an  internship  at  St  Joseph’s  Hospital  in 
Fort  Worth,  he  served  as  captain  in  the  US  Air  Force  for  three 
years.  In  1962  he  began  a private  practice  of  family  medicine 
in  San  Antonio. 

Dr  Kirkpatrick  was  a charter  fellow  and  board  member  of 
the  American  Academy  of  Family  Physicians. 

Survivors  include  his  wife,  Maxine  Sanders  Kirkpatrick; 
sons,  Steve  Kirkpatrick  and  Ross  Kirkpatrick;  and  daughter, 
Sara  Katherine  Kirkpatrick,  all  of  San  Antonio;  brother,  Joel 
B.  Kirkpatrick,  Galveston;  and  one  granddaughter. 

W.E.  McDaniel 

William  Edward  McDaniel,  a medical  student  at  The  Univer- 
sity of  Texas  Medical  School  at  San  Antonio,  died  Dec  2, 
1984.  He  was  26. 

Born  in  West  Germany,  Mr  McDaniel  attended  the  Texas 
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Military  Institute  in  San  Antonio  and  West  Point  Military  Acad- 
emy. In  1 982  he  received  a bachelor  of  arts  degree  from  The 
University  of  Texas  at  Austin. 

Surviving  family  members  include  his  wife,  Michelle  T. 
McDaniel,  and  daughter,  Ariane  T.  McDaniel,  both  of  Buffalo, 
NY. 

W.L.  Parker 

William  Luther  Parker,  MD,  an  honorary  member  of  Texas 
Medical  Association,  died  Jan  7, 1985.  Dr  Parker,  93,  prac- 
ticed obstetrics  and  gynecology  in  Wichita  Falls  from  1920 
until  his  retirement  in  1972. 

Born  in  Sipe  Springs,  Tex,  Dr  Parker  received  a bachelor  of 
arts  degree  from  Texas  Christian  University  in  1914  and  a 
medical  degree  from  The  University  of  Texas  Medical  Branch 
at  Galveston  in  1918.  His  internship  was  at  Scott  and  White 
Hospital  in  Temple.  During  1918-1919,  Dr  Parker  served  in 
the  US  Army. 

Dr  Parker  was  a past  president  of  the  Texas  Association  of 
Obstetricians  and  Gynecologists  and  of  the  Wichita  County 
Medical  Society. 

Surviving  family  members  include  his  sons,  Joe  J.  Parker, 
Sr,  Byers,  Tex,  and  William  S.  Parker,  DDS,  Wichita  Falls. 

W.P.  Price 

William  Philip  Price,  MD,  69,  Houston,  died  Jan  25, 1985.  Dr 
Price  was  a practicing  orthopedic  surgeon  in  Houston  from 
1950  until  his  retirement  in  1983. 

The  physician  was  born  in  Kansas  City,  Mo,  and  attended 
Kansas  State  College  in  Manhattan.  In  1 943  he  was  gradu- 
ated from  Washington  University  Medical  School  in  St  Louis. 
Dr  Price  returned  to  Kansas  City  to  complete  a one-year 
rotating  internship  and  residencies  in  general  surgery  and 
orthopedic  surgery  at  Kansas  City  General  Hospital.  During 
1946-1949  he  served  in  the  US  Army  at  Fort  Sam  Houston. 
He  completed  a residency  in  orthopedic  surgery  and  arthritis 
at  the  McBride  Bone  and  Joint  Hospital  in  Oklahoma  City 
before  moving  to  Houston  in  1 950. 

Surviving  Dr  Price  are  his  sons,  David  C.  Price,  Houston, 
and  William  P.  Price,  Bellaire;  and  two  grandchildren. 

R.C.L.  Robertson 

Robert  C.L.  Robertson,  MD,  79,  a retired  Houston  neuro- 
surgeon, died  Jan  30, 1985. 

Dr  Robertson,  a native  of  Fort  Worth,  received  his  under- 
graduate education  at  Northwestern  University  in  Evanston, 
III,  and  at  Texas  Christian  University,  in  1932  he  received  his 
medical  degree  from  The  University  of  Texas  Medical  Branch 
at  Galveston.  After  an  internship  at  Community  Hospital  in 
New  York  City  and  Grasslands  Hospital  in  Valhalla,  NY,  Dr 
Robertson  completed  a residency  in  neurological  surgery  at 
the  Neurological  Institute  of  New  York.  In  1939  he  began  pri- 


vate practice  in  Houston  and  continued  until  his  retirement  in 
1983.  Dr  Robertson  held  teaching  appointments  as  a clinical 
professor  of  surgery  in  the  division  of  neurological  surgery  at 
Baylor  College  of  Medicine  and  as  a lecturer  in  neurological 
surgery  at  The  University  of  Texas  Medical  School  in  Houston. 

During  World  War  II,  he  served  as  a reserve  officer  in  the 
US  Army  Medical  Corps.  He  left  active  duty  in  1946  with  the 
rank  of  lieutenant  colonel. 

Dr  Robertson  was  a founder  and  past  president  of  the 
Southern  Neurological  Society,  the  Texas  Association  of 
Neurological  Surgery,  and  the  Houston  Neurological  Society. 

Survivors  include  his  wife,  Marjorie  Woolsey  Robertson; 
and  sons,  R.C.L.  Robertson  II  and  James  W.  Robertson,  all 
of  Houston;  sister,  Mercedes  Callaway,  Lufkin,  Tex;  brother, 

L.  Snow  Robertson,  Odessa,  Tex;  and  six  grandchildren. 

J.C.  Spencer 

John  Clayton  Spencer,  MD,  64,  died  Dec  10, 1984.  Dr  Spen- 
cer had  practiced  in  Pleasanton,  Tex,  since  1 965  and  was  a 
past  president  of  the  Atascosa  County  Medical  Society. 

He  was  born  in  Prairie  Hill,  Tex,  and  attended  Baylor  Uni- 
versity. During  World  War  II,  Dr  Spencer  was  a line  officer  in 
the  US  Navy.  In  1950  he  was  graduated  from  Baylor  College 
of  Medicine.  After  an  internship  at  Louisville  (Ky)  General 
Hospital,  Dr  Spencer  served  as  a medical  officer  in  the  US 
Navy  from  1951  until  1953.  He  practiced  in  Crystal  City,  Tex, 
before  moving  to  Pleasanton. 

He  is  survived  by  his  wife,  Sara  Freeman  Spencer,  and 
daughter,  Patricia  Cox,  both  of  Pleasanton;  sons,  John  Spen- 
cer, Garland,  Tex;  Clifford  Spencer,  Houston;  and  Stephen 
Spencer,  Pleasanton;  father,  Rev  Harry  Lee  Spencer,  Sr,  Fort 
Worth;  brother,  Harry  Lee  Spencer,  Jr,  Huntsville,  Ala;  sister, 
Grace  Clemson,  Fort  Worth;  and  three  grandchildren. 

G.C.  Stayer 

Glenn  Cameron  Stayer,  MD,  a pediatrician  in  Dallas  for  35 
years,  died  Jan  8, 1 985.  He  was  71 . 

Dr  Stayer  was  born  in  Johnstown,  Pa,  and  received  his 
premedical  education  at  Haverford  (Pa)  College.  In  1939  he 
was  graduated  from  Temple  University  Medical  School  in 
Philadelphia.  He  returned  to  Johnstown  for  an  internship  and 
residency  at  Conemaugh  Valley  Memorial  Hospital.  Dr  Stayer 
continued  his  practice  in  Johnstown  until  1946  when  he 
moved  to  Dallas.  In  1 962  he  served  as  president  of  the  staff 
of  Methodist  Hospital.  He  retired  in  1982. 

Surviving  family  members  include  his  wife,  Dorothy  Jones 
Stayer,  and  daughters,  Gayle  Rene  Stayer  and  Marcia 
Cezanne  Stayer,  all  of  Dallas;  and  sons,  Glenn  Alan  Stayer, 
MD,  Anaheim,  Calif,  and  Gary  Wayne  Stayer,  Boston. 


80 


TEXAS  MEDICINE 


IN  MEMOR1AM 

RECENTLY  DECEASED  MEMBERS  OF  THE  TEXAS  MEDICAL  ASSOCIATION 


H.L.  BARTON 
Houston,  1909-1985 

J.W.  HARRIS 
Houston,  1908-1985 

J.R.  HILL 
Dallas,  1927-1985 

O.L.  JOHNSON,  JR 
Lake  Jackson,  1921-1985 

W.K.  KIRKPATRICK 
San  Antonio,  1929-1985 

W.E.  MCDANIEL 
San  Antonio,  1958-1985 


W.L.  PARKER 
Wichita  Falls,  1892-1985 

W.P.  PRICE 
Houston,  1915-1985 

R.C.L.  ROBERTSON 
Houston,  1905-1985 

j.C.  SPENCER 
Pleasanton,  1920-1985 

G.C.  STAYER 
Dallas,  1913-1985 


The  Memorial  Library  of  the  Texas  Medical 
Association  stands  as  a permanent  memorial 
to  physicians  who  have  served  their  patients, 
their  profession,  and  the  people  of  Texas. 

The  Friends  of  the  TMA  Memorial  Library 
is  an  organization  dedicated  to  enhancing  the 
Library  collection  through  support  by  individ- 
uals. Funds  for  this  organization  are  raised 
through  membership  recruitment  and  memo- 


rial donations  and  are  added  to  the  Texas  Me- 
morial Medical  Library  Fund. 

Contributions  to  the  Texas  Memorial  Medi- 
cal Library  Fund  provide  a valuable  support 
function  to  the  Memorial  Library  which  offers 
a full  range  of  medical  reference  and  audio- 
visual services  to  TMA  members  through- 
out the  state. 


THE  FRIENDS  OF  THE  TMA  MEMORIAL  LIBRARY  FUND 
1801  N.  Lamar  Blvd.,  Austin,  Texas  78701 


ANNUAL  MEMBERSHIP  ENROLLMENT  HONOR  AND  MEMORIAL  GIFTS 

I wish  to  become  enrolled  as  a Friend. 

□ Student  $ 5.00  □ Patron  $ 1 00.00 

□ Sustaining  $15.00  □ Life  $1,000.00 

□ Subscribing  $25.00 

NAME PLEASE  NOTIFY: 

ADDRESS 

CITY/STATE/ZIP 


□ In  memory  of  □ In  honor  of 

NAME 

OCCASION 
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The  Texas  Medical  Association 
endorsed  I.C.  System’s  collection 
program  on  February  7,  1983 


Already,  over  2,000  member  practices  are 
enrolled  and  have  recovered  some 
$4.3  million  in  overdue  receivables. 


I.C.  System  is  endorsed  as  a responsible  alternative  for  members  who  need  help 
keeping  their  receivables  under  control.  All  collection  practices  are  legal,  ethical 
and  professional.  The  objective  is  to  collect  without  harming  the  doctor  patient 
relationship.  That’s  important. 

In  these  economic  times  you  need  a collection  program  you  can  turn  to  in 
confidence.  Consider  I.C.  System.  Return  this  form.  The  system  is  endorsed  by 
the  Association.  The  System  Works! 


Tell  me  more  about  this  program  endorsed  by  the 
Texas  Medical  Association. 

Practice  

Address  

City State Zip 

Phone 

Send  to  I.C.  System,  Inc. 

6301  Heron  Drive 
Austin,  Texas  78759 
512/250-9720 
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MEDICINE  IN  LITERATURE 


Medicine  in  Literature  is  a randomly  selected  sample  of 
medical  texts  recently  purchased  by  the  TMA  Memorial  Li- 
brary. In  1985  the  library  will  add  more  than  600  book  titles 
to  its  56,000-volume  collection  of  books  and  bound  journals, 
and  regularly  increases  its  holdings  of  motion  pictures,  au- 
diocassettes, videocassettes,  and  slide  presentations.  In 
addition,  the  library  subscribes  to  1,045  medical  and  health- 
related  journals.  For  additional  information,  call  the  Memo- 
rial Library  at  (512)477-6704. 


In  the  TMA  Library 

Aaron  HJ,  Schwartz  WB:  The  Painful  Prescription:  Rationing 
Hospital  Care.  Washington,  DC,  The  Brookings  Institution, 

1984. 

Aiman  J (ed):  Infertility.  Diagnosis  and  Management.  New 
York,  Springer- Verlag,  1984. 

Barger  SB,  Hillman  DG,  Garland  HR:  The  PPO  Handbook. 
Rockville,  Md,  Aspen  Systems  Corporation,  1985. 

Burkle  FM  Jr  (ed):  Disaster  Medicine.  Application  for  the  Im- 
mediate Management  and  Triage  of  Civilian  and  Military 
Disaster  Victims.  New  Hyde  Park,  NY,  Medical  Examination 
Publishing  Co,  Inc,  1984. 

Buttram  VC  Jr,  Reiter  RC:  Surgical  Treatment  of  the  Infertile 
i Female.  Baltimore,  Williams  & Wilkins,  1985. 

Connor  WE,  Bristow  JD  (eds):  Coronary  Heart  Disease.  Pre- 
vention, Complications,  and  Treatment.  Philadelphia,  J.B. 
Lippincott,  1985. 

Goldman  HH  (ed):  Review  of  General  Psychiatry.  Los  Altos, 
Calif,  Lange  Medical  Publications,  1984. 

Hardy  CC,  Weiner  HJ:  Personal  Pension  Plan  Strategies  for 
Physicians.  Oradell,  NJ,  Medical  Economics  Books,  1985. 

Hollingsworth  DR:  Pregnancy,  Diabetes  and  Birth.  A Man- 
agement Guide.  Baltimore,  Williams  & Wilkins,  1984. 

Insall  JN  (ed):  Surgery  of  the  Knee.  New  York,  Churchill 
Livingstone,  1984. 

Kratzer  GL,  Demarest  RJ:  Office  Management  of  Colon  and 
Rectal  Disease.  Philadelphia,  W.B.  Saunders  Company, 

1985. 


Levinson  D (ed):  Computer  Applications  in  Clinical  Practice: 
An  Overview.  New  York,  Macmillan  Publishing  Company, 
1985. 

Lewis  JS,  Cromartie  R (eds):  Health  Professions.  New  York, 
Elsevier,  1985. 

McVay  CB:  Surgical  Anatomy,  ed  6,  vol  2.  Philadelphia,  W.B. 
Saunders  Company,  1984. 

Morris  PJ  (ed):  Kidney  Transplantation.  Principles  and  Prac- 
tice, ed  2.  New  York,  Grune  & Stratton,  1 984. 

Mulley  GP:  Practical  Management  of  Stroke.  Oradell,  NJ, 
Medical  Economics  Books,  1 985. 

National  Cancer  Institute:  The  Breast  Cancer  Digest.  Beth- 
esda,  Md,  US  Department  of  Health  and  Human  Services, 
National  Institutes  of  Health,  1984. 

Rubin  LJ  (ed):  Pulmonary  Heart  Disease.  Boston,  Martinus 
Nijhoff  Publishing,  1984. 

Sanders  DR,  Hofmann  RF  (ed):  Refractive  Surgery:  A Text  of 
Radial  Keratotomy.  Thorofare,  NJ,  Slack  Incorporated,  1985. 

Softwhere.  Minneapolis,  Moore  Data  Management  Services, 
1984. 

Sudak  HS,  Ford  AB,  Rushfort  NB  (eds):  Suicide  in  the 
Young.  Boston,  John  Wright,  1984. 

Surawicz  B,  Reddy  CP,  Prystowsky  EN  (eds):  Tachycardias. 
Boston,  Martinus  Nijhoff  Publishing,  1984. 

Vandereycken  W,  Meermann  R:  Anorexia  Nervosa.  A Clini- 
cian's Guide  to  Treatment.  New  York,  Walter  de  Gruyter, 
1984. 

Vecht  RJ  (ed):  Angioplasty.  Baltimore,  Urban  & Schwarzen- 
berg,  1984. 

Zacarian  SA  (ed):  Cryosurgery  for  Skin  Cancer  and  Cutane- 
ous Disorders.  St  Louis,  The  C.V.  Mosby  Company,  1985. 
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DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA 
members  at  $32.00  per  column  inch  per  month  and  list- 
ings must  run  for  a minimum  of  six  months.  A discount  of 
5%  is  allowed  for  six  months’  advance  payment.  Section 
headings  are  limited  to  those  specialties  designated  by 
the  American  Medical  Association.  A list  of  these  special- 
ties is  available  upon  request.  New  listings,  changes,  or 
cancellations  should  be  sent  to  Advertising  Manager, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701.  Deadline  is  the  5th  of  the  month  preceding  publi- 
cation month. 


Anesthesiology 


DRS.  TALMAGE  & HAY,  PA 
Diagnostic  & Therapeutic  Nerve  Blocks 
Epidural  Steroid  Therapy 

Edward  A.  Talmage,  MD 
Richard  C.  Hay,  MD 

Diplomates  American  Board  of  Anesthesiology 

7777  Southwest  Freeway,  Suite  1052,  Houston  77074;  713  988-7558 


Allergy 


Clinics 


CORPUS  CHRISTI  ALLERGY  CLINIC 

Saul  Grossman.  MD,  FACA,  FAAC1A.  Allergy-Dermatology 
Wallace  A.  Crozier.  MD,  FACA,  Certilied  American  Boards  Pediatrics 
and  Allergy.  Diplomats  American  Board  oi  Allergy  and  Immunology 
lames  A.  Caplin.  MD,  Allergy-Immunology 


2530  Morgan,  Corpus  Christi.  Texas;  882-3487 


CHARLES  A.  RUSH,  JR,  MD 

Diplomate/American  Board  of  Allergy  & Immunology 
Fellow.  AAA.  ACA,  AACIA 

Northeast  Medical  Clinic  Association 
7601  Glenview  Drive 
Fort  Worth,  Texas  76118 


Two  complete  neurological  and  behavioral  medicine  facilities  dedicated 
to  DIAGNOSIS  AND  COMPREHENSIVE  CARE  OF  PATIENTS  WITH 
CHRONIC  RECURRENT  HEADACHES  with  emphasis  on  prophylactic 
treatment. 


HOUSTON  HEADACHE 
CLINIC 

Park  Plaza  Prof.  Bldg. 
1213  Hermann  Dr.  #855 
Houston,  Texas  77004 
713  528-1916 


DALLAS  HEADACHE 

CLINIC 

Douglas  Plaza 

8226  Douglas  Ave.  #325 

Dallas,  Texas  75225 

214  692-7011 


CAT  scan;  EEG;  EMG;  Evoked  Potentials;  Thermography;  Personality, 
Behavioral  and  Psychological  Evaluations.  Multimodality  approach  to 
management  of  headache  including  prophylactic  medications,  bio- 
feedback and  behavioral  therapy. 


NINAN  T.  MATHEW,  MD,  FRCP  (C) 
Neurologist-Director 


JAMES  A.  AYERS,  MD 
F AACIA,  FAAA,  FACA 
Adult  and  Pediatric  Allergy 

3130  S.  Alameda,  Corpus  Christi,  Texas  78404 
512  884-2841;  exchange  512  884-0661 

McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 

CONSULTANTS 


DALLAS  DIAGNOSTIC  ASSOCIATION 

7777  Forest  Lane.  Suite  303,  Dallas,  Texas  75230 


John  P.  McGovern.  MD 
DIRECTOR-CONSULTANT 


Theodore  J.  Haywood,  MD 
Orville  C.  Thomas.  MD 
Joseph  T.  Queng.  MD 
Lawrence  G.  Thorne.  MD 
Venugopal  K.  Menon.  MD 
Robert  E.  Smith.  MD 
Albert  Lehmann.  MD 
Gerald  T.  Machinski.  MD 
Theresa  C.  Queng,  MD 
Waldo  M.  Martinez.  MD 
Ellen  Louise  Gurian.  MD 


RESEARCH  ASSOCIATES 
Michael  H.  Smolensky,  PhD 
Alain  Reinberg.  MD.  PhD 
Michael  A.  McCormick.  PhD 
Chinavudh  Wanissorn.  MS 
Glenna  M.  Kyle.  PhD 


Evan  M.  Hersh.  MD 
IMMUNOLOGY 

James  A.  Knight.  MD 
PSYCHIATRY 

R.  John  Prevost.  MS 
AIR  POLLUTION 

Carolyn  S.  Leach,  PhD 
CLINICAL  LABORATORIES 

John  A.  Thomas.  PhD 
CLINICAL  PHARMACOLOGY 

Thomas  D.  Downs.  PhD 
BIOMETRICS 

Warren  E.  Schaller.  HSD 
Charles  F.  Kegiey.  PhD 
ALLIED  HEALTH  SCIENCES 

Hester  Beth  Bland.  HSD 
HEALTH  EDUCATION 


214  661-7770 
CARDIOLOGY 

J.  Edward  Rosenthal.  MD,  FACC 
Jack  Schwade,  MD,  FACC.  FACP 
David  A.  Schwartz,  MD 

GASTROENTEROLOGY 
Paul  K.  Anderson.  MD 
Roger  C.  Camp,  MD 
Lannie  R.  Hughes,  MD 

HEMATOLOGY  AND  ONCOLOGY 
Barry  D.  Brooks.  MD 
Charles  S.  Wnite  III,  MD 


INTERNAL  MEDICINE 
Larry  Dossey.  MD 
Tom  L.  Hampton.  MD 
David  A.  Haymes.  MD 
Carl  Thomas  Long.  Ill,  MD 
Jack  F.  Melton,  MD 
Joe  H.  Sample.  Jr..  MD 
Peter  S.  Stack.  MD 
Rick  T.  Waldo.  MD 

ADMINISTRATOR 
Carl  E.  Ikard 


Certified  American  Board  of  Allergy  and  Immunology 

Diplomates  American  Boards  of  Pediatrics  and  Allergy 

6969  Brompton  (at  Holcombe),  Houston.  Texas  77025;  713  661-1444 


TMA  Medical  Student  Loan  Programs 


Diplomates  American  Boards  of  Internal  Medicine, 
Cardiology,  Gastroenterology,  Hematology  and  Oncology 


Colon  & Rectal  Surgery 


FT.  WORTH  PROCTOLOGIC  CLINIC.  PA 
Colon  and  Rectal  Surgery  and  Colonoscopy 
Sommai  Sehapayak,  MD,  FACS,  FICS 

Diplomats  American  Board  of  Colon  and  Rectal  Surgery 

1050  West  Rosedale,  Fort  Worth,  Texas  76104; 

817  338-4501  (24  hours) 

DAVID  S.  PITA,  MD 
Colon  and  Rectal  Surgery 
Colonoscopy 

Barnett  Tower.  Baylor  Medical  Plaza 
3600  Gaston  Ave..  Suite  411 
Dallas.  Texas  75246 
Telephone  214  821-4300 


. . . Another  service  of  your  association 


Representing  the  Profession 

. . . Another  service  of  your  association 
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Dermatology 


DAVID  R.  WEAKLEY.  MD,  FACP 

Dermatology — Dermatological  Surgery 
Including  Dermabrasion,  Chemical  Peeling 
and  Collagen  Injections 

Medical  City  Dallas.  Suite  214.  7777  Forest  Lane 
Dallas.  Texas  75230;  Phone  214  661-7460 


WILLIS  I.  COTTEL,  MD 

Practice  Limited  to  Skin  Cancer 

Mohs'  Chemosurgery 

Baylor  Medical  Plaza,  3600  Gaston  Avenue 
Suite  1154.  Dallas.  Texas  75246;  214  827-5960 


DERMATOLOGY  ASSOCIATES  OF  SAN  ANTONIO 

James  Lewis  Pipkin.  MD  Mary  Jo  Montgomery,  MD 

Diseases  of  the  Skin,  Skin  Cancer, 

Mucocutaneous  Virology 

108  Tendick.  San  Antonio,  Texas  78209;  512  222-8651,  222-2001 

(East  at  2700  block  Broadway  on  Brackenridge  Ave;  up  hill  for  3 

blocks  to  Tendick  on  left.  Office  in  middle  of  block.  Note  signs  and 

arrows.) 


DONALD  H.  PEREZ.  MD 
Endocrinology 

Rosa  Verde  Towers, 

San  Antonio,  Texas  78205 

Telephone  512  226-9161 
226-9170 


ERIC  A.  ORZECK,  MD,  FACP 
Endocrinology  & Diabetes 

8181  North  Stadium  Drive,  Houston.  Texas  77054;  713  797-9922 


FRED  F.  CIAROCHI,  MD,  FACP 

Diplomate  American  Board  Internal  Medicine 
Subspecialty  Board  Endocrinology  and  Metabolism 

Practice  Limited  to  Endocrinology  & Diabetes 

122  W.  Colorado  Blvd,  #208,  Dallas,  Texas  75208; 

214  948-8664 

Gastroenterology 


DERMATOLOGY  ASSOCIATES  OF  DALLAS 
David  S.  Alkek,  MD 

Hair  Transplantation,  Scalp  Reduction, 
Dermabrasion,  Chemical  Peel  and  Collagen 

Medical  City  Dallas,  7777  Forest  Lane,  Building  B, 

Suite  309,  Dallas,  Texas  75230;  telephone  214  788-0088 

MOHS  SURGERY 

FOR  PRIMARY  AND  RECURRENT 
CANCER  OF  THE  SKIN 

Forrest  C.  Brown,  MD 
Medical  City  Hospital 

7777  Forest  Lane.  Dallas,  Texas  75230;  214  661-4537 


CECIL  O.  PATTERSON,  MD.  FACP 
Gastroenterology,  Gastroscopy,  Esophagoscopy 

9000  Harry  Hines  Boulevard,  Dallas,  Texas  75235 
214  358-2545 


DRS.  BAILEY,  DOUGLAS  AND  DEVANEY 
ASSOCIATION 

3434  Swiss  Avenue,  Suite  303.  Dallas,  Texas;  214  823-5180 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  MD 
F.  Clark  Douglas,  MD 
George  T.  DeVaney,  MD 


ROBERT  P.  FULLER,  MD 

Mohs'  Skin  Cancer  Surgery  and  Cutaneous 
Cosmetic  Surgery 

909  Frostwood,  Suite  330,  Houston,  Texas  77024 
Telephone  713  464-9346 


Diagnostic  Radiology 


General  Surgery 


DRS.  VANDERPOOL,  LANE,  WINTER  & BONE 

David  Vanderpool,  MD,  FACS  John  W.  Winter,  MD,  FACS 

B.  Ward  Lane,  MD,  FACS  G.  Edward  Bone.  MD.  FACS 

Diplomates  American  Board  of  Surgery 

General  & Peripheral  Vascular  Surgery 

1008  N.  Washington,  Dallas,  Texas  75204;  214  823-2650 
7777  Forest  Lane.  Suite  204,  Dallas,  Texas  75230;  214  661-7860 


COMPUTED  TOMOGRAPHY 
Temple  Independent  Scanner 

Stephen  J.  Vancura,  MD 

High  Resolution  In/Out  Patient  CT  (Head  or  Body) 
Including  Tumor  Biopsy,  Interventional  Radiology 
2027  S.  61st  St.,  Suite  116,  Temple,  Texas  76501 
817  774-9994 

Note:  24  hr.  Emergency  Services  Available 


Endocrinology 


ENDOCRINE  ASSOCIATES  OF  DALLAS,  PA 

Stanley  Feld,  MD.  FACP 
Richard  Sachson,  MD,  FACP 
Steven  Dorfman,  MD,  FACP 
Stephen  Aronoff,  MD,  FACP 

Diplomates  of  American  Board  of  Internal  Medicine 
and  Endocrinology  and  Metabolism 

Practice  Limited  to  Endocrinology  & Diabetes 

5480  LaSierra  Drive.  Dallas.  Texas  75231;  214  363-5535 


TMA  Physician  Placement  Service 

. . . Another  service  of  your  association 


Hand  Surgery 


L.  LEE  LANKFORD,  MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 

DAVID  J.  ZEHR,  MD — Microsurgery 
ARNOLD  V.  DiBELLA,  MD 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450.  Dallas,  TX  75246;  214  823-5351 
LANKFORD  HAND  SURGERY  ASSN. 


ROBERT  E.  BUNATA,  MD,  PA 
B.  J.  WROTEN,  MD 

Surgery  of  the  Hand 

801  West  Terrell,  Ft.  Worth,  Texas  76104 
Telephone  817  335-5411 


TMA  Practice  Management  Workshops 

. . . Another  service  of  your  association 
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W.  DENNIS  STRIPLING,  MD.  PA 
MICHAEL  V.  DOYLE.  MD,  PA 

Diplomates  American  Board  of  Orthopaedic  Surgery 

Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

8220  Walnut  Hill  Lane,  Suite  606,  Dallas,  Texas  75231;  214  368-3776 

KENNETH  D.  GLASS,  MD.  FACS 

Diplomate,  American  Board  of  Orthopedic  Surgery 

Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

5959  Harry  Hines  Blvd.,  Suite  812,  Dallas  75235 
Telephone  214  631-7488 

ADRIAN  E.  FLATT,  MD,  FRCS 

Chief,  Department  of  Orthopaedic  Surgery 
Baylor  University  Medical  Center 

Reconstructive  Surgery  of  the  Hand 

Suite  412,  Doctor's  Building,  3707  Gaston  Avenue, 

Dallas.  Texas  75246;  Office  214  823-9440 


ROBERT  A.ERSEK.MD 
U.  GAD  ARIA,  MD.  FACS 

Diplomate  of  American  Board  of  Surgery 

Surgery  of  the  Hand 

30th  <£  Red  River,  Austin,  Texas  78704 
24  HR#  512  474-HAND 


DALLAS  NEUROSURGICAL  ASSOCIATION 
Neurological  Surgery  and  Microneurosurgery 

Charles  W.  Simpson.  MD  Richard  H.  Jackson.  MD 

Morris  Sanders.  MD  Casey  E.  Patterson.  MD  (Retired) 

W.  Robert  Hudgins.  MD 


5959  Harry  Hines  Blvd..  St.  Paul  Professional  Bldg.  Suite  620. 
Dallas.  Texas  75235;  214  637-0420 


8210  Walnut  Hill  Lane.  Presbyterian  Professional  Bldg.,  Suite  905 
Dallas.  Texas  75231;  214  369-7596 


EL  PASO  NEUROLOGICAL  INSTITUTE 

Professional  Association 

Neurology,  Neurosurgery,  Electroencephalography 
Neuro-Radiology,  Computerized  Tomography 

William  J.  Nelson,  MD,  Neurosurgery 
John  T.  O Neal,  MD,  Neurosurgery 

Robert  D.  Schneider,  MD.  Neurology  and  Electroencephalography 
Steven  K.  Crouse,  MD,  Neurology  and  Electroencephalography 

Murchison  Medical  Bldg..  Suite  307 
1810  Murchison  Drive.  El  Paso.  Texas  79902 
Telephone  915  532-8901 


WILLIAM  J.  VAN  WYK,  MD.  PA 
Surgery  of  the  Hand 

803  West  Terrell,  Fort  Worth.  Texas  76104 
Telephone  817  877-3113 


JACK  E.  McCALLUM.  MD,  PA 
PHILIP  C.  BECHTEL,  MD,  PA 
WARREN  D.  WILSON,  MD,  PA 

Diplomates  of  the  American  Board  of  Neurological  Surgery- 
1522  Cooper,  Fort  Worth.  Texas  76104;  817  336-1300 


Nephrology 


SAN  ANTONIO  NEPHROLOGY  ASSOCIATES 

Bertram  W.  Roberts,  MD,  Adult  Nephrology  & Hypertension 
Nastaran  Fathi,  MD,  Adult  Nephrology  <S  Hypertension 
Clevert  H.  Tseng,  MD,  Pediatric  Nephrology 

523  E.  Quincy,  San  Antonio,  Texas  75215;  512  223-9549 


Neurological  Surgery 


DRS.  LONG.  SCOTT  <S  COON 
NEUROSURGERY  ASSOCIATION 
Neurological  Surgery  and  Microneurosurgery 

R.  Gordon  Long,  MD,  FACS 
Bennie  B.  Scott,  MD.  FACS 
John  V.  Coon,  MD 

Diplomates  American  Board  of  Neurological  Surgery 

Baylor  Medical  Plaza,  605  Barnett  Tower,  3600  Gaston  Avenue, 
Dallas.  Texas  75246;  Telephone  214  826-7060 


DOCTORS  SMITH,  WHEELER  AND  PARKER.PA 

Ronald  Smith.  MD,  Retired 
Joe  Ellis  Wheeler.  MD 
Leighton  B.  Parker.  MD 

920  South  Lake.  Fort  Worth.  Texas  76104 
Telephone  817  336-0551 


Nuclear  Medicine 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 
Radioactive  Tests  In:  Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology,  Obstetrics-Gynecology  and  Non-Invasive 
Nuclear  Cardiology 

Herbert  C.  Allen,  Jr,  MD.  FACNM 
Director  — 713  790-0540 

Diplomate  American  Board  of  Nuclear  Medicine 


HERBERT  C.  ALLEN.  JR,  MD.  FACNM 
Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston,  Texas  77030;  713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 


TMA  HealthWise  Series 


TMA  Forum  on  Medical  Issues 

. . . Another  service  of  your  association 


. . . Another  service  of  your  association 
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TEXAS  MEDICINE 


Oncology 


HEMATOLOGY-ONCOLOGY  ASSOCIATES  OF 
HOUSTON.  PA 

Gary  B.  Fleishman,  MD  Joel  W.  Abramowitz.  MD,  PhD 

Diplomates  ol  the  American  Boards  of  T ifernal  Medicine  <S  Medical 
Oncology 

Diplomate  of  the  American  Board  of  Hematology  (JWA) 

909  Frostwood,  Suite  120,  Houston.  TX  77024;  713  467-1630 
6565  DeMoss.  Suite  211.  Houston,  TX  77074;  713  270-1188 


RETINA-VITREOUS  ASSOCIATES 


W.  Rex  Hawkins.  MD 
Van  W.  Teeters.  MD 

Limited  to  Retina  and  Vitreous 

6436  Fannin,  Houston,  Texas  77030;  713  797-1531 


BELLAIRE  EYE  ASSOCIATES 
Warren  D.  Cross,  MD 


Ophthalmology 


6802  Mapleridge,  Bellaire.  Texas  77401 
Telephone  713  666-4224 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser,  MD 
William  B.  Snyder.  MD 
William  L.  Hutton.  MD 
Dwain  G.  Fuller.  MD 
Gary  Edd  Fish,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

5421  LaSierra,  Dallas,  Texas  75231;  214  692-6941 


BRUCE  C.  TAYLOR.  MD 
RICHARD  L.  WINSLOW,  MD 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

2811  Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153;  1-800-442-5376 


HAROLD  GRANEK.  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Medical  Tower.  Suite  220.  1550  West  Rosedale. 

Fort  Worth.  Texas  76104;  817  332-6200 


EYE  ASSOCIATES  OF  SAN  ANTONIO 

343  W.  Houston,  Rosa  Verde  Towers  #709 
San  Antonio.  Texas  78205;  512  225-6705 

Diseases  and  Surgery  of  the  Eye 

Gilberto  Aguirre.  MD,  PA 
Roberto  San  Martin.  MD.  PA 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

James  W.  Speights,  MD 


EYE  ASSOCIATES 

Diseases  and  Surgery  of  the  Eye 

Charles  A.  Sargent.  MD 
Alan  C.  Baum.  MD 
R.  Edwin  Pitts,  MD 
William  Decker.  MD 

7777  Southwest  Freeway.  St.  916.  Houston.  Texas  77074;  713  777-7145 


SOUTHWEST  RETINA  CONSULTANTS,  PA 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Roy  A.  Levit,  MD 
Clifford  M.  Ratner,  MD 

Sierra  Towers,  Suite  3800,  1700  Curie 
El  Paso.  Texas  799C2;  915  532-3912 


STUART  A.  TERRY,  MD 
Sub-Specialty  Glaucoma 


BRIAN  B.  BERGER,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 


M&S  Tower.  Suite  401.  730  N.  Main. 
San  Antonio,  Texas  78205;  512  226-5191 


Park  St.  David  Professional  Building,  Suite  106, 

80C  East  30th  Street,  Austin  78705;  512  479-8101  day  or  night 


LOUIS  M.  ALPERN.  MD,  MPH,  FACS,  PA 

Diplomat#  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Eye 


2201  North  Stanton,  El  Paso,  Texas  79902;  915  545-2333 


JUDSON  P.  SMITH,  MD 

Diplomate/American  Board  of  Ophthalmology 

General  Ophthalmology  and  Ophthalmic  Surgery 
of  the  Anterior  Segment 

1350  South  Main.  Suite  3100.  Fort  Worth,  Texas  76104;  817  338-4081 


EDWIN  C.  AUGUST  AT.  MD 

Ophthalmic  Plastic  and  Reconstructive  Surgery 

1400  South  Main.  Suite  503.  Fort  Worth.  Texas  76104;  817  338-4183 


RETINA  SOUTHWEST 

Limited  to  Diseases  and  Surgery  oi  the  Retina  and  Vitreous 

Gary  Mason,  MD 

7777  Southwest  Freeway.  St.  934.  Houston,  Texas  77074; 
Telephone  713  988-2020 


OPHTHALMOLOGY  ASSOCIATES 

Joe  L.  Bussey,  MD — Cataract  and  Lens  Implant  Surgery 
Rufus  A.  Roberts,  MD — Diseases  and  Surgery  of  the  Retina 
Cataract  and  Lens  Implant  Surgery 
Thomas  H.  Smith,  MD — Ophthalmic  Plastic  and  Reconstructive  Surgery 
Dan  E.  Bruhl,  MD — Cataract  and  Lens  Implant  Surgery 
John  W.  Zerdecki,  MD — Cataract  and  Lens  Implant  Surgery 
Refractive  Surgery 

Doris  E.  Jensen.  MD — Medical  Ophthalmology 

David  Hendricks,  MD — Medical  and  Surgical  Ophthalmology 

308  S.  Henderson,  Fort  Worth,  Texas  76104 
817  355-5435,  appointments  817  335-6070 
se  habla  espanol 


RAND  SPENCER.  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous  TMA  Action  monthly  newsletter 

555  Wadley  Tower,  Baylor  Medical  Plaza.  ...  . , ... 

3600  Gaston  Avenue.  Dallas.  Texas  75246  ■ • ■ Another  service  of  your  association 

Telephone  214  821-4540 
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Orthopedic  Surgery 


L.  Ray  Lawson,  MD 
Georg©  Truett  James,  MD 
Robert  D.  Vandermeer,  MD 
Wynne  M.  Snoots.  MD 
R.  Stephen  Curtis.  MD 
William  A.  Bruck,  MD 
W.  Z.  Burkhead,  Jr.,  MD 

W.  B.  CARRELL  MEMORIAL  CLINIC 

A Professional  Association 

2828  Lemmon  Ave.,  Dallas,  Texas  75204;  214  521-2191 


ANGELO  L.  OTERO,  MD.  AAOS.  FACS 

A Professional  Association 

Orthopedic  Surgery,  Arthroscopy, 
Arthroscopic  Surgery 

Medical  Tower  Building,  1550  West  Rosedale,  Suite  410, 
Fort  Worth,  Texas  76104;  817  336-3906 
Answered  24  Hours 

G.  S.  GILL,  MD,  PA 

Orthopedic  Surgery — Surgery  of  the  Hand 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas;  817-335-4316 

Louis  J.  Levy,  MD,  PA 
Henry  C.  McDonald,  Jr.  MD 
Fred  W.  Sanders.  MD 
James  M.  Beckley,  MD 
Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD,  PA 


F.  Carlton  Hodges,  MD 
Price  Brock,  Jr,  MD 
ervyn  B.  Fouse,  MD 
John  H.  Judd,  Jr.,  MD 

ORTHOPEDIC  ASSOCIATES  OF  ABILENE 

Diplomates  American  Board  of  Orthopedic  Surgery 
1701  Pine  Street,  Abilene,  Texas  79601 


HOUSTON  ORTHOPEDIC  CENTER 

Donald  T.  Lazarx.  MD 
Lee  C.  Detenbeck,  MD 
Thomas  S.  Padgett,  MD 
John  J.  DeBender,  MD 

Twelve  Oaks  Tower,  4126  Southwest  Freeway,  Suite  200, 

Houston,  Texas  77027;  713  622-5100  and 

Parkway  Towers  Professional  Building,  Suite  202, 

150  West  Parker  Road,  Houston,  Texas  77076;  713  691-3905 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 
Orthopedic  Surgery — Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr.  MD 
Kenneth  C.  Scholz,  DDS,  MD,  PA 
John  Paul  Theo,  MD,  PA 
Robert  A.  Peinert,  Jr.,  MD 

3702  21st  St.  Suite  9,  Lubbock,  Texas  79410;  806  795-8261 


3704  20th  Street,  Suite  A.  Lubbock,  Texas  79410 
Telephone  806  797-9119 


ORTHOPEDIC  SURGERY,  TEXAS  TECH  UNIV. 
SCHOOL  OF  MEDICINE 

Gerald  S.  Laros,  MD,  Low  Back  Problems 

Robert  F.  McCarron  II,  MD,  Traumatology  and  Spinal  Surgery 
William  W.  Robertson,  Jr.,  MD,  Pediatric  Orthopaedic  Surgery 
Robert  P.  Yost,  MD,  Sports  Medicine,  Arthroscopic  Surgery 
Gerhard  E.  Maale,  MD,  Musculoskeletal  Tumor  Surgery, 

Adult  Reconstructive  Surgery 
Health  Sciences  Center  Building,  3601  4th,  Lubbock  79430 
Orthopaedic  Clinic,  806  743-2475;  Cerebral  Palsy  Clinic.  806  743-3038 

ORTHOPAEDIC  SURGERY  ASSOCIATES  OF 
SAN  ANTONIO,  PA 

Jessee  C.  DeLee,  MD  John  A.  Evans,  MD 

Diplomates  ABOS  Fellows  AAOS 

Athletic  Medicine 

Reconstructive  and  Traumatic  Surgery 
of  the  Foot,  Knee  and  Hip 

414  Navarro,  Suite  1128,  San  Antonio,  Texas  78205;  512  225-6045 

7711  Louis  Pasteur,  Suite  209,  San  Antonio,  Texas  78229;  512  697-9888 


Otolaryngology 


Drs.  Morton,  Blumenfeld  & Charbonneau,  PA 
ENT,  ENT  Allergy,  Cosmetic  Facial  Surgery 

R.A.D.  Morton,  Jr.,  MD,  FACS 

Ronald  J.  Blumenfeld,  MD,  FACS 

Paul  A.  Charbonneau,  MD,  FACS 

Diplomates,  American  Board  of  Otolaryngology 

1733  Curie,  Suite  100,  El  Paso,  Texas  79902;  915  533-5461 

9398  Viscount,  1-E,  El  Paso,  Texas  79925;  915  592-8666 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr,  MD 

E.  E.  Rising,  Jr.  MD.  Emphasis  on  Hand  Surgery 
C.  Poindexter,  MD 

C.  R.  Vavrin,  MD,  Emphasis  on  Sports  Medicine 
Diplomates  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road,  Arlinaton,  Texas  76012;  817  261-8284 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

F.  Le  on  Ware,  MD  Huntly  G.  Chapman,  MD 

Dan  R.  Sutherland,  MD  Phillip  E.  Hansen,  MD 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 

R.  Dan  Loyd,  MD 

Orthopedic  Surgery 

3600  Gaston  Avenue,  Suite  303.  Dallas,  Texas  75246;  214  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  2116, 

Dallas.  Texas  75230;  214  661-7010 


HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart,  MD 
H.  Kendall  Hamilton.  MD 

5620  Greenbriar,  Houston,  Texas  77005 
Telephone  713  526-6262 


ORTHOPEDIC  FOOT  SURGERY  ASSOCIATES 
Surgery  & Diseases  of  the  Foot  and  Ankle 

Charles  E.  Graham.  MD 

8345  Walnut  Hill  Lane.  Suite  105.  Dallas  75231;  214  369-4361 
Donald  M.  Mauldin.  MD 

6161  Harry  Hines.  Suite  220.  Dallas  75235;  214  630-8646 


Representing  TMA's  legislative  views 

. . . Another  service  of  your  association 


Pathology 


FORT  WORTH  MEDICAL  LABORATORIES 

Dorothy  Patras,  MD 

Anatomic  Pathology  and  Consultation  in 
Clinical  Pathology 

1400  Pennsylvania  Avenue.  Fori  Worth,  Texas  76104 
Mailing  address:  P.O.  Box  1118.  Fort  Worth,  Texas  76101 
Telephone  817  336-7137 


J.  S.  WILKENFELD.  MD.  MEDICAL  LABORATORIES, 
INC. 

J.  S.  Wilkenfeld.  MD 

Diplomat*  oi  the  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 
Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.O.  Box  55008  Houston,  Texas  77055;  713  468-0738 
Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 


AUSTIN  PATHOLOGY  ASSOCIATES 
MEDICAL  PARKWAY  CLINICAL  LABORATORY 

Anatomic  and  Clinical  Pathology,  Electron 
Microscopy,  Cytology  and  Dermatopathology 

Computerized  Results  Reporting  With  Telecommunications  Available 

A.  Q.  Da  Silva,  MD  Paul  A.  LeBourgeois,  MD 

Donald  A.  Parsons,  MD  Phillip  C.  Collins.  MD 

William  J.  Reitmeyer.  MD  Davia  R.  Ralph.  MD 

RENAL  PATHOLOGY:  Gerald  A.  Beathard.  MD 

Main  Lab:  711  W.  38th  Street — Suite  C-ll,  Austin,  Texas  78705 
Mailing  Address:  P.O.  Box  9806,  Austin,  Texas  78766-0806 
Telephone:  512  452-2529 

Oltice  Pickup  Service  in  Austin  Area 
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TEXAS  MEDICINE 


Physical  Medicine  & Rehabilitation 


WARM  SPRINGS  REHABILITATION  HOSPITAL 
GONZALES  WARM  SPRINGS  FOUNDATION,  INC. 

P.O.  Box  58,  Gonzales.  Texas  78629 
Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy,  Speech  Therapy. 

Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 
David  E.  Gumper.  Administrator 
Larry  E.  Browne.  MD,  Medical  Director 

ROBERTO  G.  ROLFINI,  MD 

Diplomats  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  226-2424 


Plastic  Surgery 


JACK  L.  CONLEE.  MD 

Diplomats  American  Board  oi  Plastic  Surgery 

CHIU  ROBINSON,  MD 
Plastic  and  Cosmetic  Surgery 

613  Elizabeth,  Suite  401,  Corpus  Christi,  Texas  78404;  882-4566 


PLASTIC  SURGERY  ASSOCIATION 

Leonard  Koch,  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3601  21st  Street.  Suite  5.  Lubbock.  Texas  79410;  806  792-2313 


STEPHEN  C.  LESAUVAGE,  MD 

Diplomats  American  Board  oi  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

825  Medical  Drive.  Tyler.  Texas  75705;  214  593-8296 


Thomas  D.  Cronin,  MD.  FACS  Laurence  E.  Wolf,  MD,  FACS 

Raymond  O.  Brauer,  MD.  FACS  Benjamin  E.  Cohen,  MD.  FACS 
Thomas  M.  Biggs,  MD,  FACS  Ernest  D.  Cronin,  MD,  FACS 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

7000  Fannin  St.,  Suite  2400,  Houston,  Texas  77030;  713  795-5930 


JOSEPH  P.  FLEMING.  MD,  FRCS(C).  FACS 
Plastic  and  Reconstructive  Surgery 

1213  Hermann  Drive.  Suite  645,  Park  Plaxa  Professional  Building 
Houston.  Texas  77004;  713  524-7545 


HOUSTON  PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks.  MD.  FACS 
Jonathan  J.  Dora.  MD,  FACS 
David  J.  Katrana,  DDS.  MD 
James  B.  Stafford,  IV.  MD 


JAMES  L.  MOORE,  MD,  FACS,  PA 

Diplomats  American  Board  of  Plastic  Surgery 

Plastic  and  Reconstructive  Surgery 


Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

6560  Fannin,  Suita  750.  Houston.  Texas  77030;  795-5575 


1213  Hermann  Dr..  Suite  420. 
Houston.  Texas  77004;  713  526-6161 


FORT  WORTH  PLASTIC  SURGERY  CLINIC 
David  A.  Grant,  MD,  FACS 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic  and  Reconstructive  Plastic  Surgery 
Raymond  A.  Faires,  MD 

i Diplomate  American  Board  of  Surgery 

Plastic  and  Reconstructive  Surgery 
Hand  and  Micro  Surgery 

606  Medical  Plaza  Building 

800  Eighth  Avenue.  Fort  Worth,  Texas  76104 

817  335-4752  817  332-9441 


VALENTIN  GRACIA.  MD,  FACS,  FICS 

Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic  Surgery — Bums 

1001  W.  Rosedale,  P.O.  Box  2476.  Fort  Worth.  Texas  76113;  817  336-0446 


WILLIAM  E.  BARNES,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Cosmetic  Surgery 

Plastic  & Reconstructive  Surgery 

1301  West  38th  Street.  Suite  608,  Austin,  Texas;  454-7659 


PLASTIC  SURGERY  CLINIC  OF  AUSTIN 

Robert  A.  Ersek.  MD 
U.  Gadaria,  MD,  FACS 

Diplomates  of  American  Board  of  Plastic  Surgery 

Aesthetics,  Plastic,  Reconstructive, 
Suction  Lipectomy,  and  Hand  Surgery 

30th  & Red  River,  Austin,  Texas  78705 
24  HR#  512  479-6805  <S  512  474-HAND 


The  Burn  Care  Associates  has  been  organized  to  provide  care  for 
burned  patients.  Care  for  every  phase  of  burn  trauma  will  be  provided 
from  resuscitation  to  late  rehabilitation. 

John  E.  Carter,  MD  David  Mclnnis,  MD 

Lebaron  W.  Dennis,  MD  Donald  Novick,  MD 

Michael  M.  Duffy,  MD  Millie  Smith,  Coordinator 

Joe  Ford,  MD 

BURN  CARE  ASSOCIATES 

302  Oak  Hills  Building,  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 
Telephone  512  694-0973 

ROBERT  M.  WRIGHT,  JR..  MD 
VALERIE  WRIGHT.  MD 

Plastic,  Reconstructive,  Hand 
and  Microvascular  Surgery 

1700  Providence  Drive,  Waco,  Texas  76707 
Telephone  817  756-0111 


Plan  to  attend  1985  TMA  meetings; 

118th  Annual  Session — 

May  8-12  San  Antonio 


JOHN  E.  CARTER,  MD,  PA 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

7711  Louis  Pasteur  Drive.  Suite  801,  San  Antonio,  Texas  78229 
Telephone:  (Area  Code  512)  Office  696-2390  Medical  Exchange  227-6331 


Fall  Conference — 

September  20  Austin 

. . . Another  service  of  your  association 
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Psychiatry 


DALLAS  PSYCHIATRIC  ASSOCIATES 
A PARTNERSHIP 


ROBERT  E.  HAZLEWOOD,  MD 

Psychiatry,  Somatic  Therapies,  Alcoholism  and 
Drug  Abuse,  Individual  & Group  Psychotherapy, 
(Adults  <S  Adolescents — Hospitalization  <&  Outpatient) 

Department  of  Psychology 

Medical  Science  Psychiatric  Center 

711  W.  38th,  Suite  C-4,  Austin,  Texas  78705;  512  458-9286 


GONZALO  A.  AILLON,  MD 
Psychiatry-Bilingual 


Inpatient  and  Outpatient  Services  for 
Adolescent  Psychiatry,  Adult  Psychiatry, 
Treatment  of  Alcoholism 


Larrie  W.  Arnold.  MD 
David  R.  Baker,  MD 
Gary  L.  Etter,  MD 
Bradford  M.  Goff.  MD 
Fred  L.  Griiiin.  MD 
Joel  A.  Holiner,  MD 


R.  Sanford  Kiser.  MD 
William  R.  Lynch,  MD 
Claude  R.  Nichols.  MD 
William  M.  Pederson,  MD 
Leslie  H.  Secrest.  MD 
Angela  M.  Wood,  MD 


Brookhaven  Professional  Plaza,  LBI  at  Webbs  Chapel 

10  Medical  Parkway,  Suite  304,  Dallas.  Texas  75234 

Medical  City  Dallas,  7777  Forest  Lane.  Suite  2411,  Dallas.  Texas  75230 

Telephone  214  247-1150 


3400  Wheatland  Road.  Suite  35 
Dallas.  Texas  75211;  214  296-6241 


Pulmonary  Diseases 


RICHARD  G.  JAECKLE,  MD 
Psychiatry 

Diplomate,  American  Board  Psychiatry  <S  Neurology,  Child  Psychiatry 
Diplomate,  American  Board  Psychiatry  <S  Neurology,  Psychiatry 

Presbyterian  Professional  Building  II.  Suite  404. 

8220  Walnut  Hill  Lane.  Dallas.  Texas  75231;  214  696-0964 


C.  MARSHALL  BRADSHAW,  MD,  PA 
Psychiatry,  Somatic  Therapies 
Clinical  Electroencephalography 

Suite  722.  1550  W.  Rosedale.  Fort  Worth.  Texas  76104 
Telephone  817  335-9409 


John  R.  Burk.  MD.  FACP  David  R.  Stoop.  MD.  FACP.  FCCP 

Mitchell  C.  Kuppinger,  MD,  FCCP  W.  Steven  Trombold,  MD.  FCCP 
David  M.  Webb,  MD.  FCCP  David  H.  Plump,  MD 

Diplomates  of  American  Board  of  Internal  Medicine 

PULMONARY  CONSULTANTS  OF  TEXAS,  PA 

Physiology,  Diagnosis  Therapy,  Bronchoscopy, 
Pulmonary  Function,  Intensive  Care,  Pulmonary 
Angiography,  Pulmonary  Rehabilitation, 

Sleep  Apnea 

1413  Eighth  Avenue.  Suite  A.  Fort  Worth.  Texas  76104;  817  926-0242 

801  Road  to  Six  Flags  West.  Suite  137,  Arlington,  Texas  76012; 

817  461-0201  (Metro) 


TIMBERLAWN  PSYCHIATRIC  HOSPITAL 

Inpatient  and  Outpatient  Services  for  Child. 

Adolescent  and  Adult  Psychiatry 


lerry  M.  Lewis.  MD 
Doyle  I.  Carson.  MD 
Keith  H.  Johansen,  MD 
lames  K.  Peden.  MD 
Charles  G.  Markward.  MD 
Byron  L.  Howard.  MD 
Roy  H.  Fanoni.  MD 
Mark  P.  Unterberg,  MD 
John  G.  Looney.  MD 
Kathleen  B.  Erdman.  MD 
Don  C.  Payne.  MD 
Mark  J.  Blotcky.  MD 
L.  Dwight  Holden.  MD 


Paul  M.  Hamilton.  MD 
Jerry  M.  Lewis,  III,  MD 
Tom  G.  Campbell.  MD 
Jeffrey  Glass,  MD 
Grover  M.  Lawlis,  MD 
Conway  McDonald,  MD 
Gary  L.  Malone.  MD 
Edgar  P.  Nace.  MD 
Ernest  N.  Brownlee,  MD 
Michael  Madigan.  MD 
Perry  Talkington.  MD 
Joseph  D.  Gaspari.  MD 


Radiology 


THERAPEUTIC  RADIOLOGY  AT 
MEMORIAL  HOSPITAL 

Radiotherapy  Department 
7600  Beechnut 
Houston,  Texas  77074 

713  776-5622  Day  Phone 

713  776-5170  Night  and  Weekends 

Carlos  H.  Fernandez,  MD 

Diplomate  American  Board  of  Therapeutic  Radiology 

Practice  Limited  to  Radiation  Oncology 
External  or  Internal  Irradiation 
Inpatient  and  Outpatient  Services 


4G00  Samuell  Blvd.,  Dallas,  Texas  75228 

214  381-7181  Rheumatology 


TITUS  HARRIS  CLINIC 

Inpatient  & Outpatient  Services 
(Open  and  Closed  Units) 

Practice  limited  to  Psychiatry 

C.  C.  McDonald,  Jr.,  MD — Individual  and  Group  Psychotherapy 
Grace  K.  Jameson,  MD — Child,  Adolescent  and  Family  Psychiatry 
E.  Ahmed  Zein-Eldin,  MD — General  Psychiatry,  Somatic  Therapies 
William  W.  Bondurant,  III,  MD — General  Psychiatry,  Somatic  Therapies 
A.  O.  Singleton,  III,  MD — General  and  Adolescent  Psychiatry 
J.  B.  Rust,  MD — Substance  Abuse  Program,  Child  Psychiatry 
Constance  Stout,  ACSW — Individual  and  Family  Psychotherapy 
Pam  Peirsol,  ACSW — Individual  and  Family  Psychotherapy 
Ann  Brestrup,  ACSW — Individual  and  Family  Psychotherapy 
Mary  Middleton,  ACSW — Individual  and  Family  Psychotherapy 

200  University  Boulevard,  Suite  620,  Galveston,  Texas  77550 
Telephone  713  765-6321 


TMA  Memorial  Library 

. . . Another  service  of  your  association 


DON  E.  CHEATUM.  MD.  FACP,  FCCP 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas.  Texas  75204;  823-4151 


Call  the  TMA  News  Hotline 

1-800-252-7003 

for  current  legislative  information  24  hours  a day. 
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TEXAS  MEDICIN 


Thoracic  Surgery 

ALLAN  L.  GRAHAM,  MD,  FACS* 

KARAMAT  U.  CHOUDHRY,  MD,  FACS 
ROBERT  W.  MILEY,  MD,  FACS 
RICHARD  L.  SHEPHERD,  MD 

Diplomates  American  Board  oi  Surgery  and  Board  of  Thoracic  Surgery 
•Also  certificate  of  special  qualification  in  general  vascular  surgery, 
American  Board  of  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 
515  South  Adams,  Fort  Worth,  Texas  76104;  817  332-7878 


RICHARD  E.  WOOD,  MD 
ROBERT  E.  RAWITSCHER,  MD 
THOMAS  P.  MEYERS,  MD 
Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue. 
Suite  404.  Dallas.  Texas  75246;  214  827-3890 
Hours  By  Appointment 

BERNARD  R.  JACK,  MD,  PA,  FACS 

Diplomate  American  Board  of  Surgery  and 
American  Board  of  Thoracic  Surgery 


Cardiac,  Vascular  & Thoracic  Surgery 

800  Eighth  Avenue.  Suite  432.  Fort  Worth,  Texas  76104 
817  336-1700 


Urology 


ELGIN  W.  WARE,  JR.  MD 
GEORGE  E.  HURT,  JR.  MD 
L.  MICHAEL  GOLDSTEIN.  MD 
STEVE  M.  FROST,  MD 
Urology 

360D  Gaston  Avenue,  Dallas,  Texas  75246 


THE  UROLOGY  CLINIC 

Dolphus  E.  Compere.  MD 
Grant  F.  Begley,  MD 
Hugh  Lamensdori,  MD 
Ira  N.  Hollander,  MD 

Diplomates  oi  American  Board  oi  Urology 

Box  11340.  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 

817  336-5711 


EUGENE  R.  TODD,  MD,  PA 

Diplomats  of  the  American  Board  oi  Urology 
Fellow  oi  the  American  College  oi  Surgeons 
Fellow  oi  the  Society  ior  Pediatric  Urology 

Urology — Adult  and  Pediatric 

3600  Gaston  Avenue.  Baylor  Medical  Center  Plaza. 
Wadley  Tower,  Suite  755.  Dallas.  Texas  75246 
214  826-3500 


DALLAS  UROLOGY  ASSOCIATES 

David  D.  Heisman,  MD,  PA 

Donald  J.  Logan,  MD  PA 

Donald  L.  McKay,  MD,  PA 

Christopher  D Fetner.  MD.  PA 

Diplomates  oi  American  Board  of  Urology 

Medical  City  Dallas.  7777  Forest  Lane,  Suite  230,  Dallas.  Texas  75230 
Telephone:  214  233-7765  Answered  24  Hours 


WILLIAM  L.  MULCHIN,  MD,  FACS 

Diplomats  of  American  Board  of  Urology 

Adult  and  Pediatric  Urology 

10  Medical  Parkway.  Suite  207.  Proiessional  Plaza  3,  Dallas,  Texas  75234; 
214  241-3975  (Answered  24  hrs) 

3900  W.  15th,  Suite  #408.  Plano,  Texas  75075;  214  867-3928 


KIRBY  B.  TARRY,  MD.  FACS 

Diplomate.  American  Board  oi  Urology 

Adult  and  Pediatric  Urology 

Impotence  with  Prosthesis-Vasovasostomy 

1405  West  Illinois,  Midland.  Texas  79701 
915  687-4553 
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"I'D  LIKE  TO  MAKE 
AN  APPOINTMENT 
WITH  THE 


Be  prepared,  Doctor.  More  patients 
will  he  asking  about  colorectal  cancer. 
According  to  a survey*  conducted  by  the 
American  Cancer  Society',  many  people 
would  like  to  receive  more  information 
about  colorectal  cancer,  and  83%  said 
they  would  want  to  be  checked  for  it. 
Further,  they  are  learning  that  this  cancer 
can  be  detected  before  symptoms  appear. 
The  present  cure  rate  is  44%.  The  cure 
rate  could  be  as  high  as  75%,  with  early 
detection  and  appropriate  management. 

For  asymptomatic  persons  the  Society 
recommends  annual  digital  rectal  exam- 
ination at  age  40  and  over;  at  age  50  and 
over,  an  annual  stool  blood  test,  as  well  as 
sigmoidoscopy  ever)'  three  to  five  years, 
following  two  initial  annual  negative 
sigmoidoscopies. 

We’re  here  to  help.  You  can  reach  us  at 
your  local  American  Cancer  Society  office 
or  write  to  our  Professional  Education 
Department  at  National  Headquarters, 

90  Park  Avenue,  New  York,  NY.  10016. 

Ask  about  the  Society’s  Colorectal  Check 
program  of  professional  and  public 
education  for  the  early  detection  of 
colorectal  cancer. 


AMERICAN 
V CANCER 
f SOCIETY® 


* "Cancer  of  the  Colon  and  Rectum:  Summary  of  Public 
Attitude  Survey,”  Ca  33  359-365, 1983  (Nov.-Dee  ). 


This  space  contributed  as  a public  service 


91 


Classified  Advertising 


Physicians  Wanted 


NEEDED:  EMERGENCY  PHYSICIANS,  North  Central  Texas  area.  lull 
and  part-time.  For  an  application  call  817-336-8600  or  write  Emergency 
Medicine  Consultants,  P.A.,  1533  Merrimac  Circle,  Suite  202,  Fort  Worth, 
Texas  76107. 


SAN  JACINTO  METHODIST  HOSPITAL,  BAYTOWN,  TEXAS.  General 
practitioner,  lamilv  practitioner,  OB/Gyn,  psychiatrist.  Solo  or  group 
practice.  Home  ol  Exxon,  U.S.  Steel,  Gull.  High  income.  Bay  area  near 
Houston.  Outstanding  schools,  colleges.  Contact  Administrator,  1101 
Decker  Drive,  Baytown,  Texas  77520;  713-422-3405. 


EXPANDING  GROUP  NEEDS  SPECIALISTS  IN  pediatrics,  family  prac- 
tice, and  orthopedic  surgery.  Enjoy  practicing  medicine  with  our  28-man 
multi-specialty  group  located  in  a friendly  city  of  100,000  people  in 
north  central  Texas.  Close  to  everything,  but  away  from  big  city  proo- 
lems.  If  you  want  to  know  more  about  this  long  established  group 
(1919),  whose  city  has  a booming  economy,  call  collect  Dr.  David 
Pogue  at  817  766-3551.  Wichita  Falls  Clinic,  501  Midwestern  Parkway, 
Wichita  Falls,  Texas  76302  . 


PHYSICIANS  WANTED — Progressive  hospital  in  East  Texas.  Contact 
Paul  Bennett,  Administrator,  Gladewater  Municipal  Hospital,  300  West 
Upshur,  Gladewater,  Texas  75647;  telephone  214  845-2281. 


FAMILY  PRACTICE  PHYSICIANS  NEEDED.  50  bed  progressive  hospital, 
open  staff,  rural  setting,  adjacent  to  Wichita  Falls.  Provides  access  to 
cultural  opportunities  of  city  living.  Office  space  available,  financial 
assistance  available.  Contact  Clay  County  Memorial  Hospital,  P.O.  Box 
270,  Henrietta,  Texas  76365. 


WANTED:  ORTHOPEDIC  SURGEON.  Position  available  with  twelve 
doctor  multispecialty  group  located  in  the  Medical  City  Dallas  com- 
plex in  North  Dallas.  All  benefits  paid  for  by  the  group,  afternoon 
off,  rotating  call  schedule.  Send  curriculum  vitae  to  Sharon  Phelps, 
Administrator,  7777  Forest  Lane,  Suite  240,  Dallas,  Texas  75230,  phone 
214  661-7707. 


WANTED:  GENERAL  PRACTITIONER/INDUSTRIAL  MEDICINE.  Position 
available  with  twelve  doctor  multispecialty  group.  All  benefits  paid 
by  the  group,  afternoon  off,  rotating  call  schedule.  Send  curriculum 
vitae  to  Sharon  Phelps,  Administrator,  Suite  240,  7777  Forest  Lane, 
Dallas,  Texas  75230.  Phone  214  661-7707. 


EMERGENCY  MEDICINE  OPPORTUNITIES — Part-time  and  full-time  posi- 
tions available  in  more  than  40  facilities  throughout  Texas.  Competitive 
houly  income,  flexible  scheduling  without  on-call,  paid  professional 
liability  insurance  provided.  Week  days,  nights,  and/or  weekend 
shifts  available.  For  details  respond  in  confidence  to:  Spectrum  Emer- 
gency Care,  Inc.,  11494  Luna  Road,  Suite  205,  Dallas,  Texas  75234;  214 
869-0255. 


PHYSICIANS — We  have  positions  available  in  family  practice,  emer- 
gency medicine,  pediatrics,  Ob/Gyn,  internal  medicine,  gastroenterol- 
ogy and  orthopedic  surgery.  Call  Patsy  Bishop,  713  789-1550,  MEDEX, 
2401  Fountain  View,  Suite  510,  Houston,  Texas  77057.  From  outside 
Texas  call  800  231-7578. 


OBSTETRICIAN/GYNECOLOGIST  and  general  surgeon  for  large  multi- 
specialty clinic.  Salary  and  bonus  first  year,  partnership  second  year 
if  mutually  desirable.  Reply  to  Ad-492,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


OB/GYN  BOARD  CERTIFIED  or  eligible,  to  join  staff  of  Women's 
Clinic.  35,000+  progressive  suburban  community  on  the  Texas  Gulf 
Coast.  Serving  seven  counties.  Excellent  hospital.  Send  CV  to  Ad-507, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


EXPANDING  TEXAS  MULTISPECIALTY  GROUP— Dallas/Fort  Worth  area, 
requires  BE/BC  physicians  in  urology,  general  surgery,  Ob/Gyn,  and 
orthopedic  surgery.  Competitive  salary.  Extensive  benefits.  Direct  in- 
quiry and  CV  to:  Medical  Director,  Permanente  Medical  Association  of 
Texas,  12720  Hillcrest,  #600,  Dallas,  Texas  75230. 


AGGRESSIVE  OB-GYN  to  practice  medicine  with  four  MDs  in  clinic 
located  in  community  of  approximately  4500  about  45  miles  northwest 
of  Fort  Worth.  Office  space  is  available.  Salary:  first  year,  $45,000- 
50,000  guaranteed;  second  year,  a percentage  of  what  you  make. 
Clinic  is  serviced  by  doctor-owned,  44-bed  hospital  which  is  equipped 
with  CRNA  on  staff,  physical  therapy,  radiology,  laboratory,  blood 
bank,  and  fully-equipped,  up-to-date  surgery.  Please  reply  to  Ad-523, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


TEXAS-SAN  ANTONIO  EMERGENCY  MEDICINE— Full  and  part-time 
positions  available  in  the  San  Antonio  area.  Excellent  pay.  Primary 
considerations  given  to  applicants  with  two  years  experience  in 
emergency  medicine  or  board  certified  or  board  eligible  in  emergency 
medicine,  family  practice,  internal  medicine  or  surgery.  Contact  Chuck 
Arnecke,  Emergency  Physicians  Associates,  604  Richmond  Ave.,  San 
Antonio,  TX  78215;  512  222-0746. 


ER  PHYSICIAN — If  you  are  an  experienced  ER  physician,  family  prac- 
titioner, general  surgeon  or  internist,  we  may  have  a place  for  you 
in  our  ER  group.  Our  doctors  make  more  than  any  ER  physicians  in 
the  Houston  area  and  we  operate  out  of  comfortable,  friendly  com- 
munity hospitals.  Call  Greater  Houston  Emergency  Physicians  Asso- 
ciates at  713  861-7942. 


EAST  TEXAS  STATE  UNIVERSITY/Head  Student  Health  Services.  Ex- 
cellent location  55  miles  from  Dallas.  University  enrollment  of  approxi- 
mately 8,000 — located  in  Commerce,  a city  of  7,500.  The  university 
desires  to  employ  a physician  to  head  the  Student  Health  Center  and 
perform  other  university  related  health  studies.  Ideal  opportunity  for 
the  starting  physician  or  an  individual  who  wishes  a less  demanding 
schedule.  Competitive  salary  and  fringe  benefits  including  substantial 
time  off.  Must  be  interested  in  young  people,  possess  good  community 
skills,  and  be  able  to  function  as  an  administrator.  References  re- 
quired. Contact  Joe  Webber,  Assistant  Executive  Director,  Student 
Services,  ETSU,  Commerce,  Texas  75428;  214  886-5793. 


(1079)  (EXEMPT)  ASSISTANT  DIRECTOR  OF  HEALTH  $45,21 1-$66, 784 
yearly.  Nature  of  Work:  Acts  as  first  assistant  to  the  Health  Depart- 
ment Director  administering  a county-wide  public  health  program.  Acts 
on  behalf  of  the  director  in  all  phases  of  activities  involved  in  general 
health  maintenance.  Overall  goal  is  to  maintain  an  effective  community 
health  system.  Duties:  The  following  describes  some  of  the  major  duties 
and  responsibilities,  but  does  not  depict  all  of  the  other  duties  that 
may  be  assigned.  Assists  the  director  in  making  employee  appoint- 
ments, dismissals,  and  any  other  personnel  changes;  supervises  the 
preparation  of  the  budget  and  monitors  financial  transactions  and  ac- 
counting activities  of  the  financial  transactions  and  accounting  activities 
of  the  department  for  review  by  the  director;  supervises  preventive 
measures  for  contagious  diseases  of  public  health  concern;  maintains 
understanding  and  cooperation  with  local  organizations  through  meet- 
ings and  attendance  at  public  health  related  functions;  gives  medical 
and  administrative  direction  on  special  surveys  regarding  pertinent 
local  health  problems;  plans  and  conducts  inservice  training  programs 
for  personnel.  Preferred  Qualifications:  Licensed  to  practice  medicine 
in  Texas  by  the  State  Board  of  Medical  Examiners.  Three  years  admin- 
istrative experience  in  public  health.  Considerable  knowledge  of  modern 
principles  and  methods  of  business  administration  in  municipal  govern- 
ment. To  apply:  City  of  San  Antonio  Personnel  Department,  111  Plaza 
De  Armas,  San  Antonio,  Texas  78205.  An  equal  opportunity  employer. 


(0161)  (EXEMPT)  PUBLIC  HEALTH  PHYSICIAN— $40, 620-$54, 420  annual- 
ly. Nature  of  work — -This  is  professional  work  responsible  for  directing 
all  activities  performed  in  the  communicable  control  division  of  the 
Metropolitan  Health  Department.  Supervision  is  exercised  over  the 
following  areas:  Tuberculosis  Nursing  Services,  Tuberculosis  Chest 
Clinic,  Venereal  Disease  Clinic,  Immunization  section  and  general 
support  section  which  totals  approximately  70  employees.  Performs 
administrative  and  logistical  control  of  the  division  and  supporting 
sections  to  include  budgeting,  staffing  and  requisition  of  supplies. 
Maintains  operational  control  of  the  division  and  subordinate  sections 
and  coordinates  immunization  and  epidemiologic  problems  with  en- 
vironmental health  and  nursing  divisions.  Acts  as  liaison  between  other 
departments  and  with  the  public  and  private  sector.  Qversees  and 
maintains  anti-rabies  control  measures  by  working  closely  with  animal 
control  facility  and  Bexar  County  Hospital  services.  Monitors  com- 
municable diseases  in  Bexar  County  and  the  procurement  of  necessary 
vaccines  and  biologic  products  necessary  to  prevent  or  control  such 
outbreaks.  Researches,  develops  and  promulgates  criteria  for  com- 
municable disease  control  in  coordination  with  local,  state  and  federal 
guidelines.  Performs  other  tasks  assigned  by  the  director.  Minimum 
qualifications — Graduation  with  an  MD  degree  from  a medical  school 
of  Grade  A standing  with  the  American  Medical  Association,  plus  one 
year  of  internship  in  an  approved  hospital  and  one  year  of  full-time 
paid  experience  in  public  health  preferably  in  a recognized  public 
health  agency.  A license  to  practice  medicine  in  Texas  must  be  obtained 
prior  to  appointment.  To  apply — City  of  San  Antonio  Personnel  Depart- 
ment, 111  Plaza  De  Armas,  San  Antonio,  Texas  78205.  An  equal  oppor- 
tunity employer. 


PRIMARY  CARE  PHYSICIANS:  Family  practice,  Ob/Gyn,  pediatrics, 
BC/BE,  wanted  to  join  stable  expanding  prepaid  group  practice  in 
Dallas/Fort  Worth.  Competitive  salaries,  liberal  fringe  benefits,  pre- 
dictable hours,  no  business  headaches.  Contact:  Medical  Director,  Box 
512,  CIGNA  Healthplan  of  Texas,  8131  LBJ,  Suite  350,  Dallas,  Texas 
75251;  214  669-8069. 


TEXARKANA,  ARKANSAS— MEDICAL  DIRECTOR,  Pinewood  Hospital, 
60  beds,  open  in  Fall  of  '85.  Position  offers  opportunity  for  development 
of  private  practice  either  individually  or  with  group.  Liberal  relocation 
and  compensation  package  Board  certification  or  eligible.  Contact:  Joe 
C.  Waters,  Administrator,  1600  Arkansas  Blvd.,  Suite  204,  Texarkana, 
Arkansas  75502;  501  773-3131. 


TEXARKANA,  ARKANSAS— CLINICAL  DIRECTOR,  Pinewood  Hospital, 
60  beds,  open  in  Fall  of  '85.  Position  offers  opportunity  for  development 
of  private  practice  either  individually  or  with  group.  Liberal  relocation 
and  compensation  package.  Board  certification  or  eligibility  desirable. 
Contact:  Joe  C.  Waters,  Administrator,  1600  Arkansas  Blvd.,  #204, 
Texarkana,  Arkansas  75502;  501  773-3131. 


EXPANDING  GROUP  NEEDS  board  certified  or  eligible  specialists  in 
family  practice,  non-invasive  cardiology,  anesthesiology,  internal  med- 
icine and  OB/GYN.  Enjoy  practicing  medicine  in  a friendly  West  Texas 
city  of  25,000  people  with  a serving  area  of  300,000.  If  you  want  to 
know  more  about  our  24-physician  multispecialty  group,  whose  city  is 
progressing,  contact  Richard  Lehigh,  Malone  and  Hogan  Clinic,  1501 
West  11th  Place,  Big  Spring,  Texas  79720;  telephone  915  267-6361  or 
1-800-262-6361  Texas  only. 


PRIVATE  PRACTICE  OPPORTUNITIES— Summit  Health  Ltd.,  a growing 
health  care  corporation,  is  seeking  qualified  physicians  for  associa- 
tion with  our  full-service,  JCAH  accredited  hospitals  in  West  Texas. 
Ideal  opportunities  are  available  in  general/family  practice,  internal 
medicine,  OB/GYN  and  orthopedic  surgery,  as  well  as  other  dis- 
ciplines. Excellent  financial  incentives,  in  addition  to  practice  start-up 
assistance  and  practice-building  support  available.  For  further  infor- 
mation, send  curriculum  vitae  to:  Cheryl  Newman,  Director  of  Physi- 
cian Recruitment,  Summit  Health  Ltd.,  4070  Laurel  Canyon  Blvd., 
Studio  City,  California  91604;  818  985-8386. 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $30.00  (U.S.  currency)  per  issue  for  50  words  or 
less,  payable  in  advance.  Ad  numbers  can  be  substituted 
for  formal  addresses  upon  request  at  no  extra  cost.  Name 
and  address  of  ad  number  listings  cannot  be  given  out 
unless  specific  permission  to  do  so  has  been  given.  The 
advertising  office  will  not  contact  ad  number  holders  ex- 
cept by  mail.  Federal  laws  prohibit  references  to  race, 
color,  religion,  sex,  national  origin,  or  age  unless  bona  fide 
occupational  qualifications.  Copy  deadline  is  the  5th  of 
the  month  preceding  publication.  Send  copy  to  Advertising 
Manager,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.. 
Austin,  Texas  78701. 
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PEDIATRICIAN  WANTED:  Board  eligible/board  certified,  to  join  estab- 
lished solo  practice  in  Plano,  Texas.  Privately  owned  (HCA)  hospital, 
250  beds  with  active  nursery,  adjacent.  Sixteen  miles  from  Southwest- 
ern Medical  School/Childrens  Medical  Center  in  Dallas.  Fast  growing 
suburban  community.  Reply  with  CV  to  Ad-526,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


ARE  YOU  LOOKING  FOR  A PAVED  HIGHWAY  toward  financial  suc- 
cess— where  you  will  receive  referrals  from  other  doctors  because  they 
are  too  busy  or  retiring — where  there  is  no  animosity  towards  new 
physicians?  Immediate  openings  for  family  physicians,  ob/gyns,  in- 
ternists, pedis,  orthopods,  ana  surgeons  in  smaller  towns  in  Texas. 
Contact  Texas  Doctors  Group,  702  Colorado,  Suite  102,  Austin,  Texas 
78701;  512  476-7129.  Toll  free  in  Texas  1-800-331-8472. 


PHYSICIAN  WANTED  FOR  BUSY  CENTRAL  TEXAS  general  practice. 
Opportunity  for  partnership.  Clinic  adjacent  to  hospital,  new  hospital 
being  constructed  soon.  Clinic  and  hospital  practice.  Some  obstetrics. 
Good  income.  Close  to  Houston,  Austin,  and  San  Antonio.  Please  reply 
to  Ad-528,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 


THE  TEXAS  DEPARTMENT  OF  HEALTH  is  recruiting  a Regional  Direc- 
tor for  Public  Health,  Region  2/12-Lubbock,  Region  3/El  Paso  and 
Region  9/Uvalde.  Must  be  licensed  to  practice  medicine  in  Texas  by 
the  Texas  State  Board  of  Medical  Examiners.  In  addition,  must  have: 
two  years  public  health  experience  and  be  certified  by  appropriate 
American  Specialty  Board  or  be  board  eligible,  or  two  years  public 
health  experience  and  a Masters  in  Public  Health  degree,  or  four 
ears  of  executive  experience  in  the  administration  of  a hospital, 
ealth  facility  or  agency  concerned  with  providing  health  services  to 
the  public.  Compensation  package  includes  $58,800  per  year,  recruit- 
ment and  retention  compensation,  and  all  other  state  benefits.  Apply 
to  C.  C.  Eaves,  MD,  Associate  Commissioner,  Community  and  Rural 
Health,  Texas  Department  of  Health,  1100  W.  49th,  Austin,  Texas 
78756;  telephone  512  458-7700.  An  EEO  employer. 


ONE/TWO  BE/BC,  OB/GYNs  to  buy  out/take  over  established  young, 
expanding  OB/GYN  practice.  (Gross  $200-300,000).  Central  Texas. 
Ideally  would  suit  two  friends  finishing  their  residency  and  wishing 
to  set  up  practice  together.  Basically,  this  is  an  offer  of  a lifetime! 
Contact  early — -"Time  is  of  the  essence."  Reply  to  Ad-530,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


SOUTHEAST  TEXAS:  ESTABLISHED  three  clinic  operation  looking  for 
a family  practice  or  general  practitioner  with  experience.  Excellent 
hunting  and  fishing.  Only  l'/2  hour  drive  to  Houston.  Paid  malpractice 
and  attractive  compensation  package.  Send  CV  to  Robert  Morris,  2497 
Liberty,  Beaumont,  Texas  77702  or  call  409  838-2636. 


WANTED:  GENERAL  SURGEON  willing  to  do  some  family  practice, 
who  is  willing  to  relocate  to  the  Texas  Panhandle  area.  Nice  office 
space  and  guaranteed  financial  package  is  available.  Practice  is 
located  in  Spearman,  Texas  which  is  the  county  seat  of  Hansford 
County.  Agriculture,  oil  and  ranching  are  the  primary  industries.  The 
school  system  is  excellent  and  the  quality  of  life,  particularly  for  a 
family  is  excellent.  If  interested  send  CV  to  Albert  LaRochelle,  Hos- 
pital Administrator,  Hansford  Hospital,  707  S.  Roland,  Spearman,  Texas 
79081;  telephone  806  659-2535. 


TEXAS.  DALLAS/FORT  WORTH  AREA.  Denton  County,  Texas  is  the 
fourth  fastest  growing  county  in  the  US.  Due  to  this  growth,  we  are 
recruiting  physicians  in  all  specialties  to  meet  the  needs  of  our  grow- 
ing practice.  First  Texas  Medical,  Inc.  is  a growing,  multi-specialty 
group  practice  operating  hospitals  and  offices  in  Denton,  Carrollton 
and  Lewisville,  Texas.  Physicians  receive  a guaranteed  salary  with 
liberal  benefits  and  the  opportunity  to  become  an  associate  of  the 
group.  We  have  no  junior/senior  partners  and  strive  to  provide  an 
atmosphere  that  ensures  the  practice  of  good  medicine.  If  interested 
in  the  opportunities  offered  to  practice  with  this  dynamic  group,  call  214 
221-2322  or  send  CV  to:  Margaret  Bacon,  FTM,  Inc.,  560  West  Main 
St.,  Suite  201,  Lewisville,  Texas  75067. 


EMERGENCY  PHYSICIANS — Excellent  opportunities  for  experienced 
emergency  physicians.  Full  and  part-time  positions  available.  Please 
contact  Dr.  Robert  Kaspar,  1700  Providence,  Waco,  Texas  76703; 
817  753-4551. 


POSITIONS  AVAILABLE  IMMEDIATELY— Seeking  BC/BE:  OB/GYN, 
HEM/ONC,  PLS  surgeon,  urologist,  and  general  internist  to  join  seven- 
member  rapidly  expanding  multispecialty  clinic  in  the  sunbelt.  Contact 
Robert  J.  Knapp,  Administrator,  Skinner  Clinic,  124  Dallas  St.,  San 
Antonio,  Texas  78205. 


SEEKING  THREE  FULL  TIME  and  two  part  time  physicians  to  staff 
hospital  emergency  department  in  Houston  area.  Experienced,  residen- 
cy trained,  board  eligible/certified  MDs  in  primary  care,  specialties 
with  ACLS.  Contact  or  forward  CV  to  Wayne  Millican,  Regional  Vice 
President,  504  522-5931,  National  Emergency  Services,  Inc.,  2300  Canal 
Place  One,  New  Orleans,  Louisiana  70130. 


FAMILY  PRACTITIONER  WANTED  to  join  active  two-man  practice  in 
a rural,  friendly  community  in  Central  Texas.  Good  schools.  Fishing, 
hunting,  golfing.  Nearby  beautiful  lake.  Fully  equipped  clinic  ad- 
jacent to  40  bed  hospital  with  up  to  date  technology.  Guaranteed 
salary  with  bonus  potential.  No  initial  investment.  Send  CV  to  DeLeon 
Clinic,  DeLeon,  Texas  76444. 


TEXAS:  EMERGENCY  DEPARTMENT  LOCUM  TENENS  and  weekend 
coverage  available  in  various  locations.  Competitive  hourly  rate  in- 
cludes malpractice  insurance.  Contact  Emergency  Consultants,  Inc., 
2240  South  Airport  Road,  Room  29,  Traverse  City,  MI  49684;  1 -800-253- 
1795. 


FAMILY  PHYSICIAN  NEEDED  to  work  for  another  physician  in  Richard- 
son, Texas  to  provide  medical  services  to  patients  including  pediatrics, 
ob/gyn,  geriatrics,  internal  medicine  and  minor  surgery.  Comprehen- 
sive medical  services  for  members  of  family  on  continuing  basis. 
Examine  patients,  elicit  and  record  information  about  patients'  health; 
order  or  execute  various  tests  and  x-rays  on  patients'  condition. 
Analyze,  report  and  diagnose  condition;  administer  treatments  and 
medications.  Vaccinate  patients  to  immunize  them  from  communicative 
disease.  Refer  patients  to  specialists  when  necessary.  Must  have  one 
year's  internship  and  one  year's  experience  in  emergency  room  or  as 
family  physician.  Salary  $48  000  per  year;  40  hours  per  week.  Apply 
at  the  Texas  Employment  Commission,  Richardson,  Texas  or  send 
resume  to  Texas  Employment  Commission,  TEC  Building,  Austin,  Texas 
78778,  JO  #3943619.  Ad  paid  for  by  an  equal  employment  opportunity 
employer. 


TEXAS:  FAMILY  PHYSICIAN  to  assume  practice  at  hospital  affiliated 
clinic  north  of  Dallas.  Excellent  guaranteed  start-up  salary  and  lease 
arrangement.  Stable  patient  population  with  great  growth  potential. 
Contact  Emergency  Consultants,  Inc.,  2240  South  Airport  Road,  Room 
29,  Traverse  City,  MI  49684;  1 -800-253- 1795  or  in  Michigan  1-800-632-3496. 


BEAUTIFUL  EAST  TEXAS  PINEY  WOODS  POSITIONS  available  for 
primary  care  physicians.  No  minimum  qualificaions.  Salary  negotiable. 
Part-time  or  full-time.  Send  current  CV  or  call  214  668-4715,  Med-Care, 
P.O.  Box  687,  Hallsville,  Texas  75650. 


LET  US  ASSIST  YOU,  the  medical  professional,  with  locating  just  the 
right  position  and  location  to  meet  your  professional  and  personal 
needs.  Mail  your  current  curriculum  vita  to:  Ad-519,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701,  lor  a prompt  reply. 


TEXAS  . . . Primary  care  physicians  needed  for  locum  and  permanent 
placements  in  Texas.  Excellent  package  and  affiliation  with  a dynamic 
healthcare  company.  CV  to  Beverly  Froley,  Centaur  International,  2310 
Mason,  San  Francisco,  California  94133. 


OB/GYN  PARTNERSHIP  LOOKING  for  board  eligible  or  certified  to  join 
practice  in  Wichita  Falls,  Texas,  community  of  100,000  located  between 
Oklahoma  City,  Oklahoma  and  Dallas,  Texas.  Surgi-center  and  two 
major  hospitals.  Excellent  income  opportunity  and  advancement. 
Resume  and  photo  to  Ad-538,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


DALLAS/FORT  WORTH  NEEDS  PHYSICIANS.  Full-time  physician  posi- 
tions for  general  practice/internal  medicine  clinics.  Partnership  avail- 
able in  one  year.  Excellent  opportunity.  Write  or  call  S.  K.  Kechejian, 
MD,  609  South  Main  Street,  Duncanville,  Texas  75116;  214  780-0093. 


PHYSICIAN  NEEDED  FOR  URGENT  CARE  facility  in  fast  growing  com- 
munity in  West  Texas.  Knowledge  and  experience  in  primary  care  and 
out-patient  practice  required.  Generous  salary,  benefits,  ana  incentive 
program.  Send  inquiries  to:  EGY  Corp.,  Box  1447,  Shawnee,  Oklahoma 
74801;  405  275-1650. 


GENERAL  PHYSICIAN  III,  Wichita  Falls  State  Hospital,  Wichita  Falls, 
Texas,  population  100,000.  Accredited,  JCAH.  Salary  $55,200  to  $61,200. 
Work  in  admissions  unit  of  a psychiatric  hospital.  Texas  medical 
license.  Write  Richard  Bruner,  Superintendent,  P.O.  Box  300,  Wichita 
Falls,  Texas  76307,  or  call  collect  817  692-1220.  An  EO/AAE. 


ASSISTANT  DIRECTORSHIP  OPENING:  Position  available  for  family 
practice  physician,  board  certified  or  board  eligible  in  southside  San 
Antonio  medical  clinic.  Guaranteed  income,  set  hours,  and  other  finan- 
cial and  practice  amenities  make  this  a most  appealing  offer.  For 
further  information,  call  512  927-5392. 


FAMILY  PHYSICIAN — BC  or  BE.  FP  residency-trained.  Wanted  to  asso- 
ciate with  partnership  of  two  board  certified  family  physicians.  Future 
partnership  available.  Must  have  training  and  interest  in  OB.  Large, 
modern,  well-equipped  office.  Growing  practice.  West  Texas  town  of 
96,000.  Please  reply  to  Ad-540,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


PSYCHIATRIST,  CLINICAL  DIRECTOR/ASSOCIATE  CLINICAL  DIREC- 
TOR— Mental  Health  Management,  Inc.,  is  a management  firm  that 
operates  inpatient  psychiatric  and  addictions  treatment  programs 
nationwide.  Posts  are  currently  available  for  BC/eligible  psychiatrists 
for  inpatient  psychiatric  units  located  in  Lubbock  and  San  Angelo, 
Texas.  Adm.  stipend,  patient  billings,  and  opportunity  for  private 
practice  allow  for  income  potential  well  in  excess  of  $100,000.  Send 
CV  to:  Director  of  Recruitment,  Department  TX,  Mental  Heatlh  Man- 
agement, Inc.,  1500  Planning  Research  Drive,  Suite  250,  McLean,  Vir- 
ginia 22102  or  call  toll  free  1-800-368-3589. 


Situations  Wanted 


WE  HAVE  PHYSICIANS  WHO  ARE  LOOKING  TO  JOIN  solo,  partner- 
ships, or  multispecialty  groups  in  the  Texas  area.  For  more  information 
call  Medical  Advisorv  Group,  Inc.;  214  758-9939. 


GENERAL  INTERNIST-FAMILY  PRACTITIONER.  37  years  old,  American 
graduate,  seeking  rural  or  urban  location  or  assumption/purchase  of 
active  primary  care  practice.  Extensive  experience.  Active  Texas 
license.  Available  March  1985.  Reply  to  Ad-525,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701  or  call  915  584-9726. 


GENERAL  SURGEON  wanting  to  relocate.  Texas  license.  ABS.  Willing 
to  do  some  general  practice.  Will  consider  HMO,  freestanding  clinic, 
or  suitable  ER.  Available  immediately.  Please  reply  to  Ad-533,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


HEMATOLOGIST-ONCOLOGIST — University  trained.  Well  qualified. 
Available  on  short  notice.  Reply  to  Ad-537,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78707. 


WE  CAN  SUPPLY  A PHYSICIAN  for  your  town,  practice  or  hospital. 
Write  MEDSEARCH,  P.O.  Box  12409,  Beaumont,  Texas  77706. 


For  Sale  or  For  Rent 


MEDICAL  OFFICE  FOR  LEASE,  near  Seton  Hospital,  Austin,  Texas: 
Approximately  1,200  square  feet,  Lamar  Blvd.,  two  blocks  from  Seton. 
Will  remodel  to  suit.  Contact  512-454-4849. 


HOUSTON— GENERAL  PRACTICE,  MINOR  EMERGENCY  CARE  CLINIC 
for  sale,  whole  or  part  ownership  available,  all  equipment  including 
x-ray,  good  location,  very  low  rent.  Priced  low  for  immediate  sale. 
Reply  to  Ad-531,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


ONE/TWO  BE/BC,  OB/GYN's  to  buy  out/take  over  established  young, 
expanding  OB/GYN  practice.  (Gross  $200-300,000).  Central  Texas. 
Ideally  would  suit  two  friends  finishing  their  residency  and  wishing 
to  set  up  practice  together.  Basically,  this  is  an  oiler  of  a lifetime! 
Contact  early — "Time  is  of  the  essence."  Reply  to  Ad-530,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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THE  LARGEST  MEDICAL  SPECIALTY  SPACE  IN  ARLINGTON— 
Arlington  Medical  Plaza,  has  four  suites  available  ranging  from  1401 
sq.  ft.  to  2208  sq.  ft.  Ideal  location  two  blocks  north  of  Arlington 
Memorial  Hospital.  There  is  an  excellent  pharmacy,  lab,  and  radiology 
department,  as  well  as  optical  and  hearing  aid  dispensaries.  For  leas- 
ing information,  call  Ms.  Cooper  817  265-7862  or  Mr.  Rothrock  214 
696-8883. 


SOUTH  AUSTIN.  60,000+  people  live  within  a 2-mile  radius.  Locate 
your  practice  where  the  people  live  and  be  convenient  for  your 
patients.  Office  condominiums  in  our  medical  and  dental  park  are 
available  for  lease  or  sale.  Join  other  successful  doctors  who  have 
started  their  practice  at:  Cannon  Professional  Park,  1110  William  Can- 
non Drive,  Austin,  Texas.  Call  Barbara  McEachern  or  Kevin  Wood- 
worth  at  Pence  Properties,  512  476-9200.  Our  rent  is  only  $10.80  per  sq. 
ft.  per  year,  with  an  option  to  purchase. 

OPHTHALMOLOGIST  & ENT — a great  opportunity  awaits  you  at  the 
Arlington  Medical  Plaza  to  set  up  your  practice  in  the  largest  specialty 
space  in  Texas.  There  is  an  excellent  pharmacy,  radiology,  as  well  as 
complete  optical  shop  and  hearing  aid  dispensary.  Located  two  blocks 
north  of  an  outstanding  hospital.  Call  Ms.  Cooper,  817  265-7862  or 
Mr.  Rothrock,  214  696-8883. 


FOR  SALE:  Successful  IM  practice  in  desirable  community  between 
San  Antonio  and  Austin.  Outstanding  office  employees  will  stay  on 
and  owner  will  introduce  to  community  for  three  months  after  sale. 
Currently  grossing  140K  with  significant  potential  for  increasing  in- 
come. Please  reply  to  Ad-522,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


FAMILY  PRACTITIONER  OR  GENERAL  PRACTITIONER  needed  immedi- 
ately to  take  over  active  practice  left  due  to  sudden  death  of  doctor 
in  Alice,  Texas.  Solo  practice  established  for  25  years.  48  miles  south- 
west of  Corpus  Christi,  Texas.  Will  rent  fully  equipped  office  building, 
1,648  square  feet,  four  examining  rooms,  small  lab,  x-ray.  Will  sell 
equipment  for  appraised  value.  Financing  available.  Experienced  em- 
ployees available.  Close  to  hospital  and  good  schools.  Contact:  Hector 
Lopez,  Administrator  for  the  Estate;  512  664-3363  or  512  664-6866. 


FOR  SALE:  ACTIVE  PRACTICE  in  an  underserved  area  of  Texas.  Town 
of  12,000,  county  of  16,000,  trade  area  of  20,000.  Medical  building  and 
instruments  included.  Ample  parking  area.  Grossing  over  $200,000. 
Please  reply  to  Ad-536,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701 


FOR  SALE:  Quality  internal  medicine  practice  for  sale  in  elite  North 
Dallas,  Gross  $300,000  plus.  Available  immediately.  Asking  $175,000. 
P.O.  Box  670913,  Dallas,  Texas  75367-0913. 


OB/GYN  SOLO  PRACTICE  FOR  SALE— Dallas  metroplex,  Texas.  Ad- 
jacent hospital.  Has  full  time  neonatologist.  Will  assist  the  BE  or  BC 
candidate  during  transition.  Reply  to  Ad-539,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 


TEMPLE  NEEDS  PHYSICIAN  to  take  over  general  practice  clinic  due 
to  the  death  of  doctor.  Clinic  has  approximately  2,000  sq.  ft.  Fully 
equipped,  business  office,  four  examining  rooms,  x-ray  room,  lab  and 
private  offices.  Additional  1,000  sq.  ft.  presently  leased  to  a dentist. 
Easy  access  to  Scott  & White  and  Kings  Daughters  Hospitals.  Financing 
available.  Write  to  Rogers  Bruce,  P.O  Box  584,  Temple,  Texas  76503. 


TWO  DOCTOR  CLINIC  centrally  located  between  Abilene  and  Fort 
Worth  Less  than  one  year  old,  completely  equipped  with  lab,  x-ray 
and  minor  surgery  rooms.  Gross  in  excess  of  $300,000  a year.  For  more 
information  call  Mary  Burkett  915  672-6924  or  Senter  Realtors,  915 
677-1811. 


FOR  LEASE  IN  DALLAS — New  medical  building  in  fantastic  heart  of 
North  Dallas.  One  block  north  of  Medical  City  Hospital.  Single  story 
atrium  building  with  ample  parking.  Free  storage  loft  space  adjoining 
each  office.  Competitively  priced.  1,500  to  19,000  square  foot  space 
available.  Call  Suzanne  Mintz,  Broker.  214  644-1150  or  214  386-0550. 


Business  and  Financial  Services 


PHYSICIAN'S  SIGNATURE  LOANS  to  $50,000.  Up  to  seven  years  to  re- 
pay. No  prepayment  penalties.  Prompt,  courteous  service.  Competitive 
fixed  rate,  with  no  points,  fees  or  charges  of  any  kind.  Physicians 
Service  Association,  Atlanta,  Georgia.  Toll  free  800-241-6905.  Serving 
MDs  for  over  ten  years. 


FOR  ADOPTION  OUR  PATIENT  NEWSLETTER.  Save  your  time  to 
practice  medicine  while  we  help  keep  your  communication  lines  open. 
Our  quarterly  educational  newsletter  gets  excellent  marks  with  patients 
for  its  content,  clarity,  and  quality.  Send  today  for  free  sample;  rates. 
Marilyn  Baker  & Associates,  PO  Box  9802-610,  Austin,  TX  78766;  Ph. 
512  346-6549. 


FILM-VIDEOTAPE  PRODUCTION  Have  you  ever  considered  making  a 
film  for  presentation  to  patients  or  doctors?  If  you  have,  then  contact 
a company  that  specializes  in  the  production  and  marking  of  medical 
films.  South  Coast  Video,  Inc.,  an  award  winning  company  is  interested 
in  assisting  you  plan  and  produce  your  film.  Our  crews  have  filmed 
worldwide  and  no  project  is  too  small  for  our  consideration.  Call  or 
write  South  Coast  Video,  6503  Mapleridge,  Houston,  Texas  77081;  713 
661-3550.  Let's  talk  about  your  ideas. 


Miscellaneous 


ABORTION  ALTERNATIVES!  Licensed  maternity  service  offers  residen- 
tial and  non-residential  program  with  counseling  and  medical  plan  for 
the  expectant  mother  wno  is  planning  adoption  for  her  baby.  Costs 
adjusted  to  ability  to  pay.  MARYWOOD,  510  West  26th  Street,  Austin, 
Texas  78705.  Phone  512-472-9251.  (Formerly  HOME  OF  THE  HOLY  IN- 
FANCY.) 


DOCTOR,  YOU  CANT  BEAT  THE  quality  or  the  price!  Holter  Monitor 
Scanning  Service.  Physician  owned,  trained,  and  supervised.  Now 
using  UP  Service  for  faster  turnaround  time.  No  contracts  to  sign.  We 
can  arrange  for  lease/purchase  of  Holter  equipment.  New  Holter 
recorders  $1,550.  DCG  Interpretation  (313)  879-8860. 


PRACTICE  WANTED — Wanted  to  buy  general  practice  or  general  prac- 
tice with  general  surgery.  Prefer  small  or  medium  size  community. 
Licensed  in  Texas.  Could  take  over  the  practice  immediately.  Please 
reply  to  Ad-534,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


SEMINARS — Hilton  Head  Island,  Weekly  Business  Management  Semi- 
nars Accredited,  live  presentations.  Key  note  lecture  bv  Eliot  Janeway. 
Spring,  Summer  and  Fall  sessions  at  Sea  Pines  Plantation.  1-800- 
542-5428. 
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A specialized  hospital  dedicated  to  the 

physical,  mental  and  spiritual  treatment 
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F.  E.  Seale,  M.D.  Annabelle  Lindner 
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JCAH:  ACCREDITED 


Endangered  Species 

The  American  physician  isn't  extinct.  But  your  freedom  to 
practice  is  endangered.  Increasing  government  interven- 
tion is  threatening  the  quality  of  medicine  — and  your  right  to 
function  as  an  independent  professional.  The  government, 
responding  to  myriad  cost-containment  pressures,  has  taken 
a greater  role  in  legislating  reimbursement  methods,  payment 
levels  and  even  access  to  care. 

You  can  fight  back.  The  American  Medical  Association  is 
your  best  weapon.  No  other  organization  can  so  effectively 
reach  the  national  policymakers  who  will  help  determine 
your  future  and  the  future  of  medicine. 

Join  the  AMA.  We're  fighting  for  you  — and  your  patients. 
For  information,  call  collect  (312)  645-4783. 

The  American  Medical  Association 

535  North  Dearborn  Chicago,  Illinois  60610 
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CONTINUING  EDUCATION  DIRECTORY 


COURSES 


JUNE 

Family  Medicine 

June  8,  1985 

FAMILY  PRACTICE:  CLINICAL  APPROACHES  TO  COMMON  PROB- 
LEMS. D1 .600,  UT  Health  Science  Center  at  Dallas  Fee  $1 00 
Category  1 , AMA  Physician's  Recognition  Award;  AAFP  prescribed; 
8 hours.  Contact  Kerry  Sheets,  Division  of  Continuing  Education, 
UTHSC  at  Dallas,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235 
(214)688-2166 

General  Medicine 

June  6-7,  1985 

WEST  TEXAS  RURAL  HEALTH  CONFERENCE  Odessa,  Tex  Fee 
TBA.  Category  1 , AMA  Physician's  Recognition  Award.  Contact 
Vicki  Hollander,  Texas  Tech  University  Health  Sciences  Center, 
Office  of  Continuing  Medical  Education,  Lubbock,  TX  79430 
(806)743-2929 

June  28-29,  1985 

3RD  ANNUAL  CONFERENCE  ON  INNOVATIONS  IN  SPORTS  MEDI- 
CINE. Learning  Center,  UT  Medical  Branch,  Galveston,  Tex.  Fee 
$1 30-physicians;  $75-residents,  nonphysicians.  Credit  Category  1, 
AMA  Physician's  Recognition  Award.  Contact  Gayle  McKay,  Coordi- 
nator, Office  of  Continuing  Education,  UTMB,  Galveston,  TX  77550 
(409)761-2934 

Obstetrics  & Gynecology 

June  6-9,  1985 

WORKSHOPS  IN  FERTILITY  SURGERY  INCLUDING  USE  OF  THE 
LASER  AND  MICROSURGICAL  REVERSAL  OF  STERILIZATION. 
Sheraton  Park  Central,  Dallas.  Fee  for  Basic  Microsurgery  Work- 
shop-$650;  Advanced  Workshop  in  Gynecological  Microsurgery 
with  Basic  Laser-$825;  Basic  and  Advanced  Workshops-$1 ,275;  In- 
troductory Course  in  Gynecological  Laser  Surgery-$425;  Didactic 
Session  only-$85;  Discount  of  $1 00  for  workshops  to  Residents  and 
Fellows  in  training.  Credit  for  Basic  Course — Category  1 , AMA  Phy- 
sician’s Recognition  Award;  21  hours;  21  Cognates;  Advanced 
Course — Category  1 , AMA  Physician's  Recognition  Award;  29 
hours;  29  Cognates;  Intro  Course  to  Laser  Surgery — AMA  Physi- 
cian’s Recognition  Award;  13  hours;  13  Cognates.  Contact  Lela 
Breckenridge,  Continuing  Medical  Education,  Presbyterian  Hospital 
of  Dallas,  Dallas,  TX  75231  (214)696-8458 

Ophthalmology 

June  6-8,  1985 

1ST  INTERNATIONAL  CORNEA  & EYE  BANKING  SYMPOSIUM 
Hotel  InterContinental,  San  Diego.  Fee  $250  Credit  TBA.  Contact 
Lila  Lerner,  Symposium  Coordinator,  Office  of  Continuing  Education, 
Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 
(713)799-6020 

June  15,  1985 

OPHTHALMOLOGY  AND  VISUAL  SCIENCES  ANNUAL  MEETING 
Texas  Tech  University  Health  Science  Center,  Lubbock,  Tex  Fee 
TBA.  Category  1 , AMA  Physician's  Recognition  Award.  Contact 
Vicki  Hollander,  Office  of  Continuing  Medical  Education,  TTUHSC, 
Lubbock,  TX  79430  (806)743-2929 


Otolaryngology 

June  7, 1985 

VISITING  PROFESSORSHIP  IN  OTORHINOLARYNGOLOGY  Wynd- 
ham  Hotel,  Dallas.  Fee  $70.  Category  1 , AMA  Physician's 
Recognition  Award;  7 hours.  Contact  Gale  Quilter,  Division  of  Con- 
tinuing Education,  UTHSC  at  Dallas,  5323  Harry  Hines  Blvd,  Dallas, 
TX  75235  (214)688-2166 

June  27-29,  1985 

SURGERY  OF  THE  LARYNX.  San  Luis  Hotel,  Galveston,  Tex.  Fee 
$200-physicians;  $1 00-residents,  nonphysicians.  Category  1,  AMA 
Physician's  Recognition  Award;  14  hours.  Contact  Martha  Berlin, 
Coordinator,  Office  of  Continuing  Education,  UT  Medical  Branch, 
Galveston,  TX  77550-2782  (409)761-3248 

Pediatrics 

June  10-14,  1985 

ACUTE  CARE  PEDIATRICS:  REVIEW  AND  UPDATE  OF  THE  STATE 
OF  THE  ART  Mariner's  Inn,  Hilton  Head  Island,  SC.  Fee  $325.  Cate- 
gory 1 , AMA  Physician's  Recognition  Award;  AAFP  prescribed;  25 
hours.  Contact  Vicki  L.  Forgac,  Program  Coordinator,  Office  of  Con- 
tinuing Education,  Baylor  College  of  Medicine,  One  Baylor  Plaza, 
Houston,  TX  77030  (713)799-6020 

June  13-14,  1985 

PRACTICAL  APPROACHES  TO  NUTRITION  SUPPORT  IN  PEDI- 
ATRIC ILLNESSES.  UT  Health  Science  Center  at  Dallas.  Fee  TBA 
Category  1 , AMA  Physician's  Recognition  Award;  14  hours.  Contact 
Gale  Quilter,  Division  of  Continuing  Education,  UTHSC  at  Dallas, 
5323  Harry  Hines  Blvd,  Dallas.  TX  75235  (214)688-2166 

June  13-15,  1985 

1985  ANNUAL  PEDIATRIC  REVIEW  & UPDATE.  San  Luis  Hotel,  Gal- 
veston, Tex.  Fee  before  5/13/85:  $275-physicians;  $140-residents, 
nonphysicians;  after  5/13/85:  $31 5-physicians,  $160-residents,  non- 
physicians.  Category  1 , AMA  Physician's  Recognition  Award;  AAFP 
prescribed;  PREP  1 5 hours.  Contact  Gayle  McKay,  Coordinator, 
Office  of  Continuing  Education,  UT  Medical  Branch,  Galveston,  TX 
77550-2782  (409)761-2934 

JULY 

General  Medicine 

July  19-20,  1985 

5TH  CONGRESS  OF  COLOMBIAN  DOCTORS  IN  THE  USA.  Las 
Vegas.  Fee  $225.  Category  1 , AMA  Physician's  Recognition  Award, 
10  hours.  Contact  Marjorie  Kraft,  PO  Box  20367,  Houston,  TX  77225 
(713)792-4671 

AUGUST 

Family  Medicine 

Aug  5-9,  1985 

ANNUAL  REVIEW  OF  INTERNAL  MEDICINE.  Lakeway  Resort,  Aus- 
tin, Tex.  Fee  TBA.  Credit  TBA.  Contact  LeRoy  J.  Pickles,  Director  of 
Continuing  Medical  Education,  Scott  & White,  Room  101, 2401  S 
31  st  St,  Temple,  TX  76508  (81 7)774-4083 

SEPTEMBER 

Anesthesiology 

Sept  6-7,  1985 

BAYLOR  ANESTHESIA  REVIEW  1985  III  Houston.  Contact  Carol 
Soroka  or  Lynne  Tiras,  Office  of  Continuing  Education,  Rm  1 84A, 
One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 
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Cardiovascular  Disease 

Sept  12-14,  1985 

INTERNATIONAL  SYMPOSIUM  ON  CARDIOVASCULAR  SURGERY 
- 1985  Houston  Contact  Debby  Butler,  Office  of  Medical  Director, 
Texas  Heart  Institute,  PO  Box  20269,  Houston,  TX  77225 
(713)791-2157 

General  Medicine 

Sept  6-8,  1985 

PROTECTING  YOUR  MEDICAL  PRACTICE  PLANNING  FOR  PAY- 
MENT CHANGES.  San  Antonio,  Tex.  Contact  SMA,  PO  Box  1 90088, 
Birmingham,  AL  53219  (205)323-4400 

Sept  6-8,  1985 

SURVIVAL  OF  QUALITY  MEDICAL  CARE  IN  A COMPETITIVE 
ARENA  San  Antonio,  Tex.  Contact  SMA,  PO  Box  190088,  Bir- 
mingham, AL  53219  (205)323-4400 

Sept  6-8,  1985 

MALPRACTICE  PROPHYLAXIS  San  Antonio,  Tex.  Contact  SMA,  PO 
Box  190088,  Birmingham,  AL  53219  (205)323-4400 

Obstetrics  & Gynecology 

Sept  21-22,  1985 

7TH  ANNUAL  SEMINAR  IN  OBSTETRICS  AND  GYNECOLOGY 
Lubbock,  Tex.  Contact  Vicki  Hollander,  Office  of  Continuing  Medical 
Education,  TTUHSC,  Lubbock,  TX  79430  (806)743-2929 

Oncology 

Sept  5-7,  1985 

AMERICAN  CANCER  SOCIETY  SECOND  NATIONAL  CONFER- 
ENCE ON  DIET,  NUTRITION  AND  CANCER.  Houston.  Contact  ACS 
Second  National  Conference  on  Diet,  Nutrition  and  Cancer,  90  Park 
Avenue,  New  York,  NY  1 001 6 

Ophthalmology 

Sept  7,  1985 

ND  YAG,  DYE  AND  EXCIMER  LASERS:  CURRENT  AND  FUTURE 
TRENDS.  Dallas.  Contact  Barbara  Grayson,  A.  Webb  Roberts  Cen- 
ter for  Continuing  Education,  3500  Gaston  Ave,  Dallas,  TX  75246 
(214)820-2317 

OCTOBER 

Anesthesiology 

Oct  10-11,  1985 

BAYLOR  ANESTHESIA  REVIEW  1985  IV  San  Francisco.  Contact 
Lila  Lerner  or  Carol  Soroka,  Baylor  College  of  Medicine,  One  Baylor 
Plaza,  Office  of  Continuing  Education,  Houston,  TX  77030 
(713)799-6020 

General  Medicine 

Oct  25-26,  1985 

AN  UPDATE  IN  PARKINSON'S  DISEASE  AND  MOVEMENT  DISOR- 
DERS. Houston.  Contact  Carol  Soroka  or  Lynne  Tiras,  Baylor 
College  of  Medicine,  One  Baylor  Plaza,  Office  of  Continuing  Educa- 
tion, Houston,  TX  77030  (713)799-6020 

Oct  25-26,  1985 

BENIGN  ESSENTIAL  BLEPHAROSPASM  RESEARCH  FOUNDA- 
TION. Houston.  Contact  Carol  Soroka  or  Vicki  Forgac,  Baylor 
College  of  Medicine,  One  Baylor  Plaza,  Office  of  Continuing  Educa- 
tion, Houston,  TX  77030  (713)799-6020 


Oct  26,  1985 

THE  SHORT  (65cm)  FLEXIBLE  FIBEROPTIC  COLONOSCOPE: 
PRACTICAL  OFFICE  APPLICATIONS— SEMINAR  AND  WORK- 
SHOP Dallas.  Contact  Barbara  Grayson,  A.  Webb  Roberts  Center 
for  Continuing  Education,  3500  Gaston  Ave,  Dallas,  TX  75246 
(214)820-2317 

Obstetrics  & Gynecology 

Oct  21 -22,  1985 

CONFERENCE  ON  NEONATAL  AND  MATERNAL  SEXUALLY 
TRANSMITTED  DISEASES.  Austin,  Tex.  Contact  Texas  Department 
of  Health,  Venereal  Disease  Control  Division,  Neonatal  Conference, 

1 100  W 49th  St,  Austin,  TX  78756 

Orthopedics 

Oct  31 -Nov  2,  1985 

DALLAS  SHORT  COURSE:  ORTHOTICS  AND  PROSTHETICS. 
Dallas.  Contact  Ann  Carlton,  RPT,  Course  Registrar,  Orthopedics, 
UTHSC  at  Dallas,  7323  Harry  Hines  Blvd,  Dallas,  TX  75235 
(214)688-3524 

Pediatrics 

Oct  4-5,  1985 

9TH  ANNUAL  PEDIATRICS  POSTGRADUATE  CONFERENCE.  Lub- 
bock, Tex.  Contact  Vicki  Hollander,  Office  of  Continuing  Medical 
Education,  TTUHSC,  Lubbock,  TX  79430  (806)743-2929 

NOVEMBER 

General  Medicine 

Nov  8-9,  1985 

BAY-CAP  X:  RISK  MANAGEMENT  OF  THE  PATIENT  WITH  CAR- 
DIOVASCULAR DISEASE  Houston.  Contact  Lynne  Tiras  or  Lila 
Lerner,  Baylor  College  of  Medicine,  One  Baylor  Plaza,  Office  of  Con- 
tinuing Education,  Houston,  TX  77030  (713)799-6020 

Ophthalmology 

Nov  8-10,  1985 

SOUTHERN  REGIONAL  UPDATE  COURSE,  Section  4,  Houston. 
Contact  American  Academy  of  Ophthalmology,  1 833  Fillmore  St, 

San  Francisco,  CA  94120 


REGULARLY  SCHEDULED  ACTIVITIES 


Monday-Friday 

POSTGRADUATE  WORKSHOP  IN  NEURORADIOLOGY  (Date  as- 
signed by  individual  request.)  Methodist  Hospital,  Houston.  Fee 
$450  Category  I,  AMA  Physician's  Recognition  Award,  40  hours. 
Contact  Vicki  Sayre,  Office  of  Continuing  Education,  Baylor  College 
of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

Monday-Friday 

POSTGRADUATE  WORKCOURSE  IN  DIAGNOSTIC  ULTRASOUND. 
(Date  assigned  by  individual  request.)  Ben  Taub  General  Hospital, 
Houston.  Fee  $450.  Category  1 , AMA  Physician’s  Recognition 
Award,  40  hours.  Contact  Vicki  Sayre,  Office  of  Continuing  Educa- 
tion, Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)799-6020 

Tuesdays,  12  pm 

MEDICAL  AND  SURGICAL  REVIEWS.  Sierra  Medical  Center,  El 
Paso.  Category  1 , AMA  Physician's  Recognition  Award;  1 hour 
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weekly.  Contact  M.  Nazemi,  MD,  Sierra  Medical  Center,  1 625  Medi- 
cal Center  Dr,  El  Paso,  TX  79902 

Tuesdays  (all  but  last  Tuesday  of  each  month) 

SURGICAL  GRAND  ROUNDS.  Board  Room,  Brackenridge  Hospital, 
Austin,  Tex.  Free.  Category  1 , AMA  Physician's  Recognition  Award; 

1 hour-session.  Contact  Nancy  Strandhagen,  Surgery  Education, 
Central  Texas  Medical  Foundation,  601  E 15th  St,  Austin,  TX  78701 
(512)476-6461  ext  51 72 

Wednesdays,  12  pm 

CONTINUOUS  REVIEW  OF  INTERNAL  MEDICINE.  Sid  Richardson 
Auditorium,  Scott  and  White  Memorial  Hospital,  Temple,  Tex.  Cate- 
gory 1 , AMA  Physician's  Recognition  Award,  1 hour  weekly.  Con- 
tact Lynn  Calvert,  Office  of  Continuing  Medical  Education,  Scott 
and  White  Memorial  Hospital,  2401  S 31  st,  Temple,  TX  76508 
(817)774-2350 

Thursdays,  8 am 

INTERNAL  MEDICINE  GRAND  ROUNDS.  Brackenridge  Hospital, 
Austin,  Tex.  Category  1 , AMA  Physician's  Recognition  Award;  1 hour 
weekly.  Contact  Marianne  Foley,  MS,  Central  Texas  Medical  Founda- 
tion, 1500  E Ave,  Austin,  TX  78701  (512)476-6461  ext  5606 

Thursdays,  12  pm 

UROLOGY  CORE  CURRICULUM.  Scott  and  White  Memorial  Hospi- 
tal, Temple,  Tex.  Category  1 , AMA  Physician's  Recognition  Award; 

1 hour  weekly.  Contact  Lynn  Calvert,  Office  of  Continuing  Medical 
Education,  Scott  and  White  Memorial  Hospital,  2401  S 31  st,  Temple, 
TX  76508  (817)774-2350 

Thursday-Friday 

POSTGRADUATE  WORKSHOP  IN  REAL-TIME  OBSTETRICAL 
ULTRASONOGRAPHY.  (Date  assigned  by  individual  request.) 
Jefferson  Davis  Hospital,  Houston.  Fee  $350.  Category  1 , AMA  Phy- 
sician's Recognition  Award;  1 6 hours.  Contact  Vicki  Sayre,  Office  of 
Continuing  Education,  Baylor  College  of  Medicine,  One  Baylor 
Plaza,  Houston,  TX  77030  (713)799-6020 

Fridays,  12  pm 

NEUROLOGY  GRAND  ROUNDS.  Sid  Richardson  Auditorium,  Scott 
and  White  Memorial  Hospital,  Temple,  Tex.  Category  1 , AMA  Physi- 
cian's Recognition  Award;  1 hour  weekly.  Contact  Lynn  Calvert, 
Office  of  Continuing  Medical  Education,  Scott  and  White  Memorial 
Hospital,  2401  S 31  st,  Temple,  TX  76508  (81 7)774-2350 

Fridays,  12  pm  (2nd  and  4th) 

TEACHING  CASE  CONFERENCE  Park  Place  Hospital,  Port  Arthur, 
Tex.  Category  1 , AMA  Physician's  Recognition  Award;  2 hours 
monthly.  Contact  Phil  Newman,  MD,  Box  1648,  Port  Arthur,  TX  77640 
(409)983-4951 

Date  assigned  by  individual  request 

POSTGRADUATE  WORKSHOP  IN  CLINICAL  NMR.  Biomedical 
NMR  Center,  Baylor  College  of  Medicine,  Houston.  Fee  $1 ,000  Cat- 
egory 1 , AMA  Physician’s  Recognition  Award;  40  hours.  Contact 
Vicki  Sayre,  Office  of  Continuing  Education,  Baylor  College  of  Medi- 
cine, One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 


TELECONFERENCE  NETWORK  OF  TEXAS 


Wednesdays 

PEDIATRICS  FOR  THE  PRACTITIONER  UT  Health  Science  Center 
at  San  Antonio  and  teleconference  network  sites.  Fee  $80-series; 
$20-session.  Category  1 , AMA  Physician's  Recognition  Award.  Con- 
tact Phyllis  Wood,  Coordinator,  Teleconference  Network  of  Texas, 
7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (51 2)691-7291 


Every  other  Thursday,  1 2:30  pm 

CLINICAL  TOPICS  IN  MEDICINE.  UT  Health  Science  Center  at  San 
Antonio  and  teleconference  network  sites.  Fee  $35-program,  hospi- 
tal subscription  program.  Category  1 , AMA  Physician’s  Recognition 
Award.  Contact  Phyllis  Wood,  Coordinator,  Teleconference  Network 
of  Texas,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (51 2)691  -7291 

CALENDAR  OF  MEETINGS  -Denotes  Texas  Meetings 


MAY 

■AEROSPACE  MEDICAL  ASSOCIATION,  San  Antonio,  May  12-16, 
1985.  R.  R.  Hessberg,  MD,  Washington  National  Airport, 
Washington,  DC  20001 

AMERICAN  ACADEMY  OF  OTOLARYNGIC  ALLERGY,  Miami,  May 
26,  1985.  Beth  Morin,  1101  Vermont  Ave,  NW,  Suite  302,  Washing- 
ton, DC  20005 

■AMERICAN  ACADEMY  OF  PEDIATRICS,  TEXAS  CHAPTER,  San 
Antonio,  May  1 1 , 1985.  Mary  Greene,  1801  N Lamar  Blvd,  Austin, 

TX  78701 

AMERICAN  ASSOCIATIuN  FOR  THE  ADVANCEMENT  OF  SCI- 
ENCE, Los  Angeles,  May  23-28,  1985.  Catherine  Borras,  1776 
Massachusetts  Ave,  NW,  Washington,  DC  20036 

AMERICAN  ASSOCIATION  OF  ANATOMISTS,  Toronto,  May  5-9, 
1985.  William  P.  Jollie,  MD,  Box  101 , MCV  Station,  Richmond,  VA 
23298 

AMERICAN  CLEFT  PALATE  ASSOCIATION,  Miami,  May  5-12, 1985. 
Jane  Angelone  Graminski,  University  of  Pittsburgh,  331  Salk  Hall, 
Pittsburgh,  PA  15261 

AMERICAN  COLLEGE  HEALTH  ASSOCIATION,  Washington,  DC, 
May  30-June  2,  1 985.  James  W.  Dilley,  1 52  Rollins  Ave,  Suite  208, 
Rockville,  MD  20852 

AMERICAN  COLLEGE  OF  LEGAL  MEDICINE,  New  Orleans,  May 
8-11 , 1985  Betty  Hanna,  213  W Institute  PI,  Suite  412,  Chicago,  IL 
60610 

AMERICAN  COLLEGE  OF  OBSTETRICIANS  AND  GYNECOLO- 
GISTS, Washington,  DC,  May  13-16,  1985.  W.  H McDannel,  600 
Maryland  Ave,  SW,  Washington,  DC  20024 

AMERICAN  GASTROENTEROLOGICAL  ASSOCIATION,  New  York, 
May  11-15,1 985.  Charles  B.  Slack,  6900  Grove  Rd,  Thorofare,  NJ 
08086 

AMERICAN  LARYNGOLOGICAL,  RHINOLOGICAL  AND 
OTOLOGICAL  SOCIETY,  Miami  Beach,  Fla,  May  24-25,  1985  Ann 
Holm,  2954  Dorman  Rd,  Broomall,  PA  19008 

AMERICAN  LUNG  ASSOCIATION/AMERICAN  THORACIC  SO- 
CIETY, Anaheim,  Calif,  May  12-15,  1985.  Sandy  R.  lanotta,  1740 
Broadway,  New  York,  NY  10019 

AMERICAN  MEDICAL  WOMEN'S  ASSOCIATION,  San  Juan,  Puerto 
Rico,  May  30-June  2,  1 985.  Karen  Bader,  465  Grand  St,  New  York, 
NY  10002 

AMERICAN  PEDIATRIC  SOCIETY,  Washington,  DC,  May  7-1 0,  1 985. 
Audrey  Brown,  MD,  450  Clarkson  Ave,  Brooklyn,  NY  1 1 203 

■AMERICAN  PSYCHIATRIC  ASSOCIATION,  Dallas,  May  1 8-24, 

1985.  Kathleen  D.  Bryan,  1400  K St,  NW,  Washington,  DC  20005 
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AMERICAN  SOCIETY  FOR  GASTROINTESTINAL  ENDOSCOPY, 

New  York,  May  11-17,  1 985  William  T.  Maloney,  1 3 Elm  St,  Man- 
chester, MA01944 

AMERICAN  SOCIETY  FOR  HEAD  & NECK  SURGERY,  Cerromar 
Beach,  Puerto  Rico,  May  5-8,  1985.  W.  E.  Fee,  Jr,  MD,  Div  of  Oto/ 
Head  & Neck  Surgery,  Stanford  University  Medical  Center,  Stanford, 
CA  94305 

AMERICAN  THORACIC  SOCIETY,  Anaheim,  Calif,  May  12-15,  1985. 
Sandy  R.  lannotta,  1 740  Broadway,  New  York,  NY  10019 

AMERICAN  UROLOGICAL  ASSOCIATION,  Atlanta,  May  12-16, 

1985.  Louisa  Shaw,  AUA  Office  of  Education,  Box  25147,  Houston, 
TX  77265 

ASSOCIATION  FOR  THE  ADVANCEMENT  OF  MEDICAL  INSTRU- 
MENTATION, Boston,  May  4-8,  1 985.  Isabelle  L.  Howes,  1 901  N Ft 
Meyer  Dr,  Suite  602,  Arlington,  VA  22209 

ASSOCIATION  OF  AMERICAN  PHYSICIANS,  Washington,  DC,  May 
3-6,  1985.  J.  D.  Wilson,  UT  Health  Science  Center,  5323  Harry  Hines 
Blvd,  Dallas,  TX  75235 

■FLYING  PHYSICIANS  ASSOCIATION,  Texas  Chapter,  San  Antonio, 
May  9,  1 985.  Don  McCord,  MD,  Clifton  Medical  & Surgical  Clinic, 

201  S Avenue  T,  Clifton,  TX  76634 

■INTERNATIONAL  COLLEGE  OF  SURGEONS,  TEXAS  STATE  SUR- 
GICAL DIVISION,  San  Antonio,  May  9,  1985.  Martin  L.  Lazar,  MD, 
7777  Forest  Ln,  Dallas,  TX  75230 

■TEXAS  DENTAL  ASSOCIATION,  San  Antonio,  May  2-5,  1985. 
Michelle  Zavala,  1 946  S IH  35,  Austin,  TX  78704 

■TEXAS  MEDICAL  ASSOCIATION,  San  Antonio,  May  8-12,  1985 
C.  Lincoln  Williston,  CAE,  1 801  N Lamar  Blvd,  Austin,  TX  78701 

■TEXAS  NEUROLOGICAL  SOCIETY,  San  Antonio,  May  8-12,  1985. 
Alan  G.  Nogen,  MD,  1516  Cooper,  Fort  Worth,  TX  76104 

■TEXAS  OCCUPATIONAL  MEDICAL  ASSOCIATION,  San  Antonio, 
May  1985.  Carter  V.  Beghtol,  MD,  Texaco,  Inc,  Box  52332,  Houston, 
TX  77052 

■TEXAS  OPHTHALMOLOGICAL  ASSOCIATION,  San  Antonio,  May 
9-1 1 , 1985.  Iris  Wenzel,  1801  N Lamar  Blvd,  Austin,  TX  78701 

■TEXAS  RHEUMATISM  ASSOCIATION,  Houston,  May  1985.  Richard 
Pope,  MD,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 

■TEXAS  SOCIETY  OF  ANESTHESIOLOGISTS,  San  Antonio,  May 
11-12,  1985.  Mary  Jones,  1905  N Lamar  Blvd,  Austin,  TX  78705 

■TEXAS  SOCIETY  OF  PATHOLOGISTS,  San  Antonio,  May  12,  1985. 
Iris  Wenzel,  1801  N Lamar  Blvd,  Austin,  TX  78701 

■TEXAS  SOCIETY  OF  PLASTIC  AND  RECONSTRUCTIVE  SUR- 
GEONS, San  Antonio,  May  10-11,  1985.  Frank  J,  Gerow,  MD,  6560 
Fannin,  #1034,  Houston,  TX  77030 

■TEXAS  SOCIETY  OF  SPORTS  MEDICINE,  San  Antonio,  May  10, 

1 985.  Ted  L.  Edwards,  Jr,  MD,  461 5 Bee  Caves  Rd,  Austin,  TX 
78746 

UNIVERSITY  ASSOCIATION  FOR  EMERGENCY  MEDICINE,  Kansas 
City,  Mo,  May  1 9-24,  1 985.  Judith  E.  Tintinalli,  MD,  900  W Ottawa, 
Lansing,  Ml  48915 


JUNE 

AMERICAN  ACADEMY  OF  FACIAL  & PLASTIC  RECONSTRUCTIVE 
SURGERY,  Miami  Beach,  Fla,  June  1 , 1985.  Mary  Kowanski,  1101 
Vermont  Ave,  NW,  Suite  304,  Washington,  DC  20005 

AMERICAN  DIABETES  ASSOCIATION,  Baltimore,  June  16-18, 

1 985.  Carolyn  Sciortino,  2 Park  Ave,  New  York,  NY  10016 

AMERICAN  MEDICAL  ASSOCIATION,  Chicago,  June  16-20,  1985. 
Felix  Niespodziewanski,  535  N Dearborn  St,  Chicago,  IL  60610 

AMERICAN  MEDICAL  ASSOCIATION  AUXILIARY,  Chicago,  June 
16-19,  1985.  Hazel  J.  Lewis,  535  N Dearborn  St,  Chicago,  IL  60610 

AMERICAN  PHYSICAL  THERAPY  ASSOCIATION,  New  Orleans, 
June  16-20,  1985.  Bonnie  Polvinale,  1 1 1 1 N Fairfax  St,  Alexandria, 
VA  22314 

■TEXAS  HEARING  AID  ASSOCIATION,  Fort  Worth,  June  13-1 6, 
1985.  Jim  Wilson,  801  W Magnolia,  Fort  Worth,  TX  76104 

■TEXAS  HOSPITAL  ASSOCIATION,  Dallas,  June  3-5,  1 985.  Nancy  L. 
Ebert,  Box  15587,  Austin,  TX  78761 

JULY 

AMERICAN  ASSOCIATION  FOR  CLINICAL  IMMUNOLOGY  AND 
ALLERGY,  San  Francisco,  July  13-16,  1985.  Howard  Silber,  Box 
912-DTS,  Omaha,  NE  68101 

AMERICAN  ASSOCIATION  FOR  RESPIRATORY  THERAPY,  Steam- 
boat Springs,  Colo,  July  26-28,  1 985.  Sherry  Milligan,  1 720  Regal 
Row,  Suite  1 1 2,  Dallas,  TX  75235 

AMERICAN  GERIATRICS  SOCIETY,  INC,  New  York,  July  11-12, 

1985.  Audrey  M.  Seth,  10  Columbus  Circle,  Suite  1470,  New  York, 
NY  10019 

■AMERICAN  HEART  ASSOCIATION,  TEXAS  AFFILIATE,  San  An- 
tonio, July  13-14,  1985.  Michael  Wolf,  Box  15186,  Austin,  TX  78761 

AMERICAN  HOSPITAL  ASSOCIATION,  Chicago,  July  29-31 , 1985. 
Edward  W.  Weimer,  840  N Lake  Shore  Dr,  Chicago,  IL  6061 1 

FLYING  PHYSICIANS  ASSOCIATION,  Sun  Valley,  Idaho,  July  14-19, 
1985.  Albert  Camere,  801  Green  Bay  Rd,  Lake  Bluff,  IL  60044 

■TEXAS  SOCIETY  FOR  RESPIRATORY  THERAPY,  San  Antonio,  July 
1 6-20,  1 985.  Mike  Marks,  506  W 1 2th  St,  Austin,  TX  78701 
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Heimlich  maneuver  in  children 
Sudden  cardiac  death  in  adolescents 
Ethics  in  cancer  patient  care 
Risk  management  advice 


CT  scan-directed  stereotactic  neurosurgery 


library. 

O.C.  SAN  FRANCISCO 


tEorbett-^uicljmgs-Jimutfy  ^memorial  hospital 

an b ®nrb0tt-^Sntcl|tngs-^mttl]  (Cltntc 

322  COLEMAN  STREET 

4®tarlm,  ZEexas  76661 

TELEPHONE: 

POST  OFFICE  BOX  60 

(817)  883-3561 

GENERAL  SURGERY 

FAMILY  PRACTICE 

* NEUROPSYCHIATRY 

Howard  I..  Smith,  M.D.,  F.A.C.S. 

OBSTETRICS  AND  PEDIATRICS 

S.  B.  Morrison,  M.D. 

D R.  Swetland,  M.D.,  F.A.C.S. 

William  Pickvance,  M.D. 

* NEUROSURGERY 

INTERNAL  MEDICINE 

Barry  E.  Phillips,  M.D. 

Harry  W.  Slade,  M.D.,  F.A.C.S. 

W.  F.  McKinley,  Jr.,  M.D. 

GENERAL  DENTISTRY 

* DERMATOLOGY 

James  S.  Bussell,  M.D. 

G.  Glenn  Rose,  D.D.S. 

Maurice  C.  Barnes,  M.D.,  D.A.B.D. 

C.  G.  Brown,  M.D. 

* DENTISTRY  FOR  CHILDREN 

ADMINISTRATOR 

EYE,  EAR,  NOSE,  AND  THROAT 

T.  Brad  Willis,  D.D.S. 

J.  D.  Norris,  Jr. 

S.  W Hughes,  M.D. 

RADIOLOGY 

ASSISTANT  ADMINISTRATOR 

ALLERGY 

J.  M.  Brown,  M.D.,  F.A.C.R. 

W.  R.  Lux,  Jr. 

S.  W.  Hughes,  M.D. 

* PATHOLOGY 

DIRECTOR  COORDINATOR,  NURSING 

TRAUMATIC  AND  ORTHOPEDIC 

Ronald  E.  Henderson,  Jr.,  M.D. 

SERVICE 

SURGERY 

David  M.  McTaggart,  M.D. 

Diane  Howton,  R.N. 

D.  R.  Swetland,  M.D.,  F.A.C.S. 

S.  M.  Bunn,  Jr.,  M.D. 

DIRECTOR  OF  PATIENT  CARE 

CARDIOLOGY 

E.  B.  Morrison,  M.D. 

Marie  Kotch,  R.N. 

W.  F.  McKinley,  Jr.,  M.D. 

UROLOGY 

Howard  L.  Smith,  M.D.,  F.A.C.S. 

The  original  hospital  was  founded  by  Dr.  J. 

* Consultants 

W.  Torbett  in  1898,  and  Howard  O.  Smith,  M.D,  FACS,  past  president,  expired  May  17,  1977. 

THE  DALLAS  MEDICAL  & SURGICAL 
CLINIC  AND  HOSPITAL 


4105  Live  Oak  Street 


DALLAS,  TEXAS  75211 


Telephone  823-415  1 


INTERNAL  MEDICINE 
Morris  E Magers,  M D , DAB  I M 
Channing  Woods,  M I) 

Richard  C.  Stone,  M I)  , Gastroenterology  & Endoscopy 
l andon  W.  Stewart,  M I)  , D A B.I.M 
Cloyce  L.  Stetson,  Jr.,  M D , D A. B.I.M. 

David  S.  Sowell,  III,  M D , D.A. B.I.M.,  Cardiology 
Don  E.  Cheatum,  M I)  , D. A. B.I.M  , and  D A B Rhu, 
F.A.C.P.,  F.C.C.P.,  Rheumatology 
W.  Mark  Armstrong,  M.D.,  D. A B.I.M. 

Sam  W Waters,  M.D. 

Steven  P Bowers,  M I)  , D. A. B.I.M. 

Elizabeth  M.  Polanco,  M.D. 

Robert  C.  Dinwiddie,  M.D.,  D A B.I  M 
Endocrinology  and  Diabetes 

OBSTETRICS  AND  GYNECOLOGY 
John  B Miller,  III.  M.D.,  D A B O.G.,  F.A.C.O  G 
Verme  D.  Bodden,  M.D.,  D.A.B.O.G.,  F.A.C.O.G. 

PEDIATRICS 

Halcuit  Moore,  M.D  , D A B P.,  F A A P 
P F..  Luecke,  Jr,  M.D,  D A B P,  F.A.A  P 
Peter  C.  Ray,  M.D. 

GENERAL  SURGERY 

George  P Fosmire,  M.D.  DABS,  FA  C S. 

Charles  W.  Coleman,  M.D,  D.A  B.S. 


RADIOLOGY 

Joe  B Caldwell,  M.D  , D.A.B.R. 

James  B.  Evans,  M.D  , D.A.B.R 

DERMATOLOGY 

William  N New,  M.D,  F.A.A. D,  F.A.C.P 
Constance  Shadwick,  M D , D.A.B  D. 

OTOIARYNGOLOGY  AND  OTOLOGIC  SURGERY 
D W Shuster,  M D,  D A BO. 

OPHTHALMOLOGY 

James  M.  Copps,  M.D,  D A.B.O 
R Roy  Whitaker,  M.D,  D A B O. 

DENTISTRY  AND  DENTAL  SURGERY 
William  F Walton,  D.D.S. 

ADMINISTRATION 

Alan  G.  Kennon,  Administrator 

Russell  E.  McKee,  Associate  Administrator  for  Financial 
Affairs 

Mrs.  Connie  S.  McNamire,  R.N.  B.S.N.,  Associate  Admin- 
istrator  of  Hospital  Operations  and  Personnel 

INACTIVE  STATUS 

Adam  D.  Green,  M.D.  Surgery 
John  B Bourland,  M.D,  D A B O.G. 


UROLOGY 

Harry  M Spence,  M.D,  D A B.U.,  F.A.C.S. 
William  H Hoffman,  M.D  , D.A.B.U.,  F.A  C.S. 
Richard  B Dulany,  M.D,  D.A.B.U.,  F A C S. 


COMPLETE 

LABORATORY 

DOCUMENTATION  . . . EXTENSIVE 

CLINICAL  PROOF 


FOR  THE  PREDICTABILITY 
CONFIRMED  BY  EXPERIENCE 

DALMANE® 

flurozepom  HCI/Roche 

THE  COMPLETE  HYPNOTIC 
PROVIDES  ALL  THESE  BENEFITS: 

• Rapid  sleep  onset16 

• More  total  sleep  time1 6 

• Undiminished  efficacy  for  at  least 
28  consecutive  nights'4 

• Patients  usually  awake  rested  and  refreshed79 

• Avoids  causing  early  awakenings  or  rebound 
insomnia  after  discontinuation  of  therapy251012 


Caution  patients  about  driving.  <>'  crating  hazardous  machinery  or  drinking 
alcohol  during  therapy.  Limit  dose  to  15  mg  in  elderly  or  debilitated  patients. 
Contraindicated  during  pregnancy 


DALMANE 

flurozepom  HCI/Poche 

References:  1.  Kales  J et  al  Clin  Phannacol  Ther 
12  691  -697,  Jul-Aug  1971,  2.  Kales  A et  al  Clin  Phar- 
macol Ther  78:356-363,  Sep  1975.  3.  Kales  A et  al. 

Clin  Pharmacol  Ther  79:576-583,  May  1976.  4.  Kales  A 
et  al:  Clin  Pharmacol  Ther  32:781-788,  Dec  1982. 

5.  Frost  JD  Jr,  DeLucchi  MR:  J Am  Geriatr  Soc 
27:541-546,  Dec  1979.  6.  Kales  A,  Kales  JD:  J Clin 
Pharmacol  3:140-150,  Apr  1983.  7.  Greenblatt  DJ, 

Allen  MD,  Shader  Rl:  Clin  Pharmacol  Ther  27:355-361, 
Mar  1977.  8.  Zimmerman  AM:  Curr  Ther  Res 
73:18-22,  Jan  1971  9.  Amrein  R et  al:  Drugs  Exp  Clin 
Res  9(1):85-99,  1983.  10.  Monti  JM:  Methods  Find  Exp 
Clin  Pharmacol  3: 303-326,  May  1981.  11.  Greenblatt  DJ 
et  al:  Sleep  5(Suppl  1):S18-S27,  1982.  12.  Kales  A 
et  al  Pharmacology  26  121-137,  1983 


DALMANE*  @ 

flurazepam  HCI/Roche 

Before  prescribing,  please  consult  complete 
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barter  Medical  Corporation. 


For  many  patients,  the  most  effective 
treatment  can  be  best  delivered  by 
psychiatrists,  working  with  highly 
qualified  professimials,  in  a free- 
standing hospital  whose  entire  staff 
is  dedicated  to  ipudity  psychiatric  care. 

Commitment  to  this  philosophy 
is  exemplified  in  each  and  every 
Charter  Medical  Hospital.  All  across 
America.  Without  exception. 

You  can  depend  on  the  fact  that 
the  staff  will  work  with  you  to  design 
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treatment  plan  for  your  patient. 
Involvement  of  the  patient’s  family 
in  the  treatment  process  will  be 
encouraged.  There  will  be  regular 
communication,  between  the  hospital 
and  the  referring  professional,  about 
the  patient’s  status.  All  psychiatrists 
on  staff  are  Board  Certified  or  Board 
Eligible.  There  is  a wide  variety  of 
therapies  available  to  enhance 
individualized  treatment.  And  every 
Charter  Medical  Hospital  has  been 
designed  to  provide  a modern  thera- 
peutic environment  to  promote  your 
patient’s  recovery. 
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EDITORIAL 


The  physician’s  responsibility  to  AIDS  patients 

The  Texas  Medical  Association  position  regarding  the  physi- 
cian’s responsibility  in  the  diagnosis  and  treatment  of  AIDS 
was  adopted  by  the  Executive  Board  in  August  of  1983. 

This  statement  was  developed  in  July  1 983  by  the  Council 
on  Public  Health  during  a meeting  with  the  Committee  on 
Sexually  Transmitted  Diseases  and  presented  to  the  Execu- 
tive Board. 

All  of  you  remember  the  hysteria  at  that  time — a deadly 
disease  with  inflammatory  social  implications,  threatened  our 
entire  society,  causing  emotions  in  all  of  us  ranging  from  feel- 
ings of  helplessness  to  pity  to  anger. 

The  atmosphere  demanded  a restatement  of  medical  eth- 
ical principles  directed  toward  this  particular  situation — and 
so  you  may  hear  a note  of  negativism  in  it.  But  the  statement 
is  clear: 

"Physicians  shall  deny  no  class  or  group  of  persons  medi- 
cal care,  since  such  denial  could  constitute  a threat  to  public 
health  and  goes  against  the  principle  of  good  medicine.  AIDS 
patients  should  receive  no  less  care  than  any  other  patients 
requiring  medical  help. 

“Physicians  are  morally  bound  to  treat  persons  who  have 
AIDS.  They  should  use  good  medical  judgment  and  care  to 
prevent  themselves  and  their  assistants  from  acquiring  the 
syndrome.” 

That’s  the  statement  and  that’s  the  position.  But  I want  to 
embellish  that  position  with  a few  of  my  own  observations — 
which  are  no  more  world-shaking  than  the  position  itself. 

History  has  given  us  many  guidelines  to  ease  the  burden 
of  decision-making  in  this  current  crisis.  Our  forebears  have 
had  to  deal  with  diseases  which  decimated  their  societies — 
we  are  all  familiar  with  them:  smallpox,  plague,  malaria, 
many  more.  All  were  poorly  understood  at  the  time,  if  indeed 
understood  at  all.  Methods  of  contagion  were  learned  pain- 
fully, and  often  too  late. 

The  rapid  spread  of  syphilis  throughout  Europe  in  the  16th 
century  produced  problems  similar  to  those  we  face  now. 

Perhaps  the  closest  to  home  here  in  Texas,  certainly  the 
most  poignant,  is  the  problem  that  the  city  of  San  Antonio 
had  with  the  disease  known  as  consumption  in  its  early  years. 

Tuberculosis  was  rampant  in  many  parts  of  the  United 
States,  and  San  Antonio  was  the  recipient  of  many  serious 
cases  because  of  its  climate  and  the  city’s  medical  interest  in 
disease  at  the  time.  The  city  fathers  even  then,  as  now,  had 
enthusiasm  for  developing  San  Antonio  as  a medical  center, 
and  encouraged  people  to  seek  help  for  their  infirmities  in 
this  great,  health-promoting  southwestern  city. 

Trainloads  of  people  came  to  the  city,  month  after  month, 
seriously,  mortally  infected  with  the  tubercle  bacillus,  and  the 
threat  to  the  local  citizens  was  soon  perceived. 

Chaos  abounded  in  the  conflict  between  personal  safety 
and  public  health  needs.  All  sorts  of  new  ordinances  were 
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hastily  passed  in  an  attempt  to  protect  the  citizens.  The  city 
government  actually  bought  railroad  tickets  for  these  unfortu- 
nate people  to  send  them  back  home,  some  to  die  en  route. 

In  other  times  and  in  other  places,  societies  have,  in  fear 
and  in  panic,  confused  witches  and  mosquitoes,  sorcerers 
and  ticks — with  devastating  results. 

Through  all  these  centuries  the  challenge  and  the  respon- 
sibility of  physicians  has  not  changed,  and  it  is  no  different 
now. 

Our  responsibility  is  to  care  for  the  sick  and  to  preserve 
and  protect  the  public  health.  We  are  the  advocates  for  indi- 
vidual patients  of  this  state  and  this  country,  and  their  health 
needs  are  our  responsibility. 

The  law  prescribes  minimum  standards  of  behavior  of  a 
physician  in  our  society,  and,  in  our  state  this  comes  in  the 
form  of  licensure  and  regulation  by  the  Texas  State  Board  of 
Medical  Examiners. 

Our  association  together  as  physicians  demands  much 
more  of  us,  however,  and  the  ethical  behavior  we  expect  of 
each  other  is  the  ideal,  not  the  minimum.  That’s  what  medical 
ethics  is  all  about.  Ideal  behavior  cannot  be  enforced  by  law, 
but  our  organization  can  define  it. 

This  ideal  is  simple.  It  has  been  passed  from  generation  to 
generation  since  the  earliest  days  of  our  civilization.  We 
pledged  ourselves  to  do  no  harm,  to  care  for  the  sick,  to  teach 
the  novice,  and  to  share  our  knowledge  with  our  colleagues. 

It’s  just  that  simple — we  do  not  judge,  we  do  not  convict, 
we  do  not  punish. 

Doctors  take  care  of  sick  people. 

George  G.  Alexander,  MD 

7676  Woodway,  #1 12,  Houston,  TX  77063. 


Could  I stay  just  one  more  day,  doctor? 

Everyone  who  practices  medicine  in  a hospital  hears  them 
every  day:  “I  don’t  have  anyone  to  come  get  me  until  tomor- 
row night,”  or,  “I  need  one  or  two  more  days  to  regain  my 
strength,”  or,  “I  live  alone  and  there  is  no  one  to  look  after 
me.  I’ve  got  to  stay  here  until  I’m  100%  recuperated.” 

It  doesn’t  matter  what  the  words  are,  the  message  is  the 
same:  the  patient  does  not  want  to  leave  the  hospital.  The 
motives  are  as  diverse  as  human  nature,  but  there  is  a com- 
mon underlying  theme:  someone  else  will  pay  for  it.  The  ap- 
peal of  the  easiest  course  of  action  (giving  in  to  the  patient)  is 
obvious.  Every  doctor  wants  the  best  of  care  for  his  patients, 
and  many  of  us  perceive  an  extra  day  in  the  hospital  as  the 
mark  of  a cautious  and  caring  physician. 

Moreover,  fear  of  complications  and  resultant  malpractice 
litigation  often  persuade  a doctor  to  yield  to  the  patient’s 
wishes.  Extra  tests  and  extra  hospital  days  are  a legacy  of 
the  defensive  medicine  fostered  by  the  ongoing  malpractice 
crisis. 

Time  pressure  is  another  ally  of  the  patient  bent  on  abus- 
ing his  insurance  carrier  (deliberately  or  unconsciously).  It  is 
far  easier  for  the  harried  physician  to  accede  to  a patient’s 
demands  than  to  gently  explain  that  more  hospital  time  is 
both  unnecessary  and  impossible.  After  all,  why  should  any 
doctor  spend  5 or  1 0 minutes  in  discussion  just  to  save  some 
insurance  company  money? 
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But  those  extra  hospital  days  add  up.  The  annual  days  of 
hospitalization  per  one  thousand  subscribers  is  the  most 
sensitive  indicator  of  over-utilization  in  an  insurance  risk 
group.  If  every  hospitalization  were  shortened  by  one  day, 
the  statistical  impact  would  be  enormous.  As  the  cost  of 
medical  care  passes  10%  of  our  gross  national  product,  each 
of  us  needs  to  assume  the  unwanted  responsibility  of  practic- 
ing cost  effective  medicine.  Persistent  determination  to  prac- 
tice quality  medicine  without  regard  to  cost  can  only  result  in 
alienation  of  our  legislative  allies,  and  the  political  process 
will  inevitably  result  in  the  destruction  of  whatever  freedoms 
remain  in  the  practice  of  medicine  as  we  know  it. 

What  about  the  utilization  review  committee?  Most  of  us  fill 
in  the  boxes  about  expected  additional  days  and  additional 
diagnoses  automatically.  Oh,  to  be  sure,  the  notice  may  oc- 
casionally be  placed  on  the  chart  just  in  time  to  be  pointed 
out  to  an  argumentative  patient,  but  somehow  the  patients 
can  sense  that  the  doctor  knows  a way  around  the  regula- 
tions and  take  for  granted  that  he  or  she  will  make  an  excep- 
tion to  the  rule. 

Let  me  tell  you  how  I usually  deal  with  this  problem.  While 
my  customary  response  to  a request  for  an  extended  hospital 
stay  may  not  be  the  whole  truth  and  nothing  but  the  truth,  it  is 
honest  and  certainly  is  true  to  the  intent  of  the  insurance 
policy. 

I usually  say  something  like  this:  "Of  course  I want  you  to 
stay  in  the  hospital  until  you  are  completely  well.  But  these 
new  computers  at  the  insurance  companies  occasionally  re- 
fuse to  pay  for  such  a long  stay.  Just  make  an  additional  de- 
posit in  the  hospital  business  office  of  $1 65,  or  whatever  the 
day  rate  is  (it’s  written  on  the  admission  sheet).  This  deposit 
will  be  refunded  to  you  as  soon  as  the  insurance  company 
pays  the  hospital.  I’m  sure  there  won’t  be  any  problem.”  This 
meets  with  a variety  of  responses,  usually  an  attempt  to  re- 
treat without  a loss  of  pride. 

While  direct  financial  rewards  are  among  the  most  effec- 
tive motivational  tools  known  to  man,  most  doctors  can  be 
guided  by  other  means.  Altruism,  or  concern  for  the  general 
welfare  of  society,  is  probably  not  enough  to  make  your  aver- 
age tired  doctor  argue  with  an  insistent  mother  about  a fully 
insured  additional  day  in  the  hospital.  Not  even  an  appeal  to 
his  sense  of  fair  play  is  likely  to  do  this;  those  other  people 
and  their  insurance  rates  are  just  too  remote.  We  must  rely 
on  enlightened  self  interest  for  now.  All  that  should  be  neces- 
sary is  to  point  out  the  experience  of  the  medical  profession 
in  all  the  other  industrialized  nations  on  this  planet.  The 
mood  of  the  public  in  general  and  legislators  in  particular  is 
such  that  drastic  changes  are  going  to  be  made,  and  indeed 
are  being  made,  in  the  delivery  of  health  care.  One  answer  to 
the  question,  “What  can  I do?”  is:  Discharge  the  patient 
today. 

There  is  a message  in  this  article  for  hospital  administra- 
tors, those  who  design  health  insurance  policies,  and  those 
who  purchase  health  care  coverage  for  their  employees. 

Bernard  W.  Palmer,  MD 

Madison  Square  Medical  Building,  Suite  303,  31 1 Camden  St,  San  Antonio, 

TX  78215. 
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AIDS  and  the  general  public 

AIDS  appears  to  be  a more  lethal  disease  than  we  had  ex- 
pected! The  mortality  rate  of  AIDS  patients  at  three  years  is 
in  excess  of  80%.  In  addition  to  having  to  deal  with  this  dis- 
ease, homosexuals  are  now  encountering  prejudice  based 
on  the  unfounded  fear  of  AIDS  transmission  to  the  general 
public. 

There  are  no  scientific  or  medical  data  to  support  such  a 
conclusion.  Hirsch  and  others,  including  Robert  C.  Gallo, 

MD,  (discoverer  of  the  AIDS  virus  HTLV-III),  reports  in  the 
Jan  3, 1 985,  issue  of  the  New  England  Journal  of  Medicine 
that  the  AIDS  virus  HTLV-III  was  not  transmitted  to  any  of  the 
medical  personnel  who  worked  closely  with  AIDS  patients 
over  a sustained  period  of  time.  The  AIDS  virus  likewise  was 
not  documented  in  health  care  workers  who  accidentally  in- 
oculated themselves  with  needles  used  in  care  of  AIDS 
patients  with  the  virus  (1 ).  In  the  four  years  since  we  have 
followed  this  tragic  disease,  not  a single  case  of  AIDS  has 
been  documented  and  linked  to  caring  for  AIDS  patients  or 
being  around  AIDS  patients  (2). 

We  continue  to  believe  that  exposure  to  the  virus  via  trans- 
fusion of  blood  or  blood  products,  or  exposure  to  infected 
secretions  over  a prolonged  period  of  time,  is  necessary  for 
spread  of  the  disease  (3).  Most  experts  also  agree  that  un- 
specified "co-factors”  such  as  intercurrent  viral  infections  or 
other  sexually  transmitted  diseases  are  a necessary  sub- 
strate for  becoming  infected  with  the  virus  in  the  first  place. 

Obviously  much  needs  to  be  done  in  order  to  develop  an 
adequate  therapy  for  this  disorder,  but  in  the  meantime  phy- 
sicians must  seek  a realistic  balance  between  reasonable 
precaution  and  undue  alarm. 

Paul  R.  Gustafson,  MD 

The  University  of  Texas  Medical  School  at  Houston,  Department  of  Internal 

Medicine,  M D Anderson  KS/AIDS  Study  Group,  PO  Box  20767,  Houston, 

TX  77054. 
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The  first  class  accommodations  of  the  Clarion  Hotel  offer  the  medical 
business  traveler  special  services  at  very  affordable  rates.  Located 
on  world  famous  Canal  Street  with  easy  access  from  the  airport  and 
I- 10;  near  the  historic  French  Quarter,  Superdome,  and  the  St.  Charles 
trolley  line,  we’re  the  closest  of  the  Central  Business  District  hotels 

to  the  Downtown  Medical  Complex. 

We  offer  759  richly  decorated  guest  rooms  and  25  meeting  and 
conference  rooms  to  accommodate  groups  of  10  to  2,000. 

Special  commercial  rates  and  valet  parking  make  business  at  the 

Clarion  a true  pleasure. 

Savor  the  pleasures  of  Clarion, 

WE’D  LOVE  TO  HAVE  YOU! 


CJARJQN  HOTEL 

NEW  ORLEANS 

1500  Canal  Street  New  Orleans,  LA  70112  504-522-4500 

or  make  the  Clarion  Call* 
toll  free:  1-800-824-3359 
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Turn  of  the  century 
trephine  forcranial  surgery 
and  tonsillotome  for 
removing  tonsils. 


We’ve  been  defending 
doctors  since 
these  were  the 
state  of  the  art. 


These  instruments  were  the  best  available  at 
the  turn  of  the  century.  So  was  our  professional 
liability  coverage  for  doctors.  In  fact,  we 
pioneered  the  concept  of  professional 
protection  in  1899  and  have  been  providing 
this  important  service  exclusively  to  doctors 
ever  since. 


You  can  be  sure  we’ll  always  offer  the  most 
complete  professional  liability  coverage  you 
can  carry.  Plus  the  personal  attention  and 
claims  prevention  assistance  you  deserve. 

For  more  information  about  Medical 
Protective  coverage,  contact  your  Medical 
Protective  Company  general  agent. 


'3KSX 

Migm ffi-v  r,  P aos  e «.<»  w t y a 


Bruce  Crim,  Keith  H.  Prince,  Charles  F.  Curtice,  Daniel  S.  Marley  Wayne  L.  Kirk,  Mark  Lee  Gunter 

Suite  570,  Allied  Lakewood  Bank  Center,  6301  Gaston  Avenue  Suite  155,  7887  Katy  Freeway 

Dallas  TX  75214,  (214)  821-4640  Katy  Hollow  Office  Park 

Houston,  TX  77024,  (713)  682-8024 


Michael  Rollans 
Suite  512,  GPM  Building 
South  Tower,  800  NW  Loop  410 
San  Antonio,  TX  78216,  (512)  344-5901 
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NEWS 


TMA  IN  ACTION 

TMA  endorses 
gold  Mastercard 

Texas  Medical  Association,  through  an 
agreement  with  Trans  National  Finan- 
cial Services  of  Boston,  has  endorsed 
the  gold  MasterCard^  Program.  The 
card  offers  TMA  members  a credit  line 
of  up  to  $15,000. 

The  program  began  in  March  1985 
with  the  approval  of  the  Council  on 
Member  Services. 

In  addition  to  the  high  credit  line,  the 
gold  MasterCard  carries  other 
amenities,  including  no  finance  charge 
on  accounts  paid  in  full  when  due,  no 
first  year  fee,  no  charge  for  a second 
card  for  a family  member,  and  $500,000 
travel  insurance  at  no  additional  cost 
when  travel  arrangements  are  pur- 
chased on  the  card. 

Other  benefits  include  $5,000  emer- 
gency cash  and  airline  tickets  and 
$1 ,000  auto  rental  deductible  insurance. 
The  program  also  provides  $1 ,250 
reimbursement  for  loss  of  luggage  and 
personal  effects  checked  on  any  US 
common  carrier  when  tickets  are  pur- 
chased with  the  card.  Some  card  hold- 
ers will  be  entitled  to  a 3%  credit  on  all 
finance  charges  paid  during  the  year, 
as  long  as  the  account  is  current. 

Lost  card  registration  also  is  provided 
at  no  extra  cost. 

The  gold  MasterCard  is  issued  by 
Maryland  Bank,  NA  of  Newark,  Del.  For 
further  information  call  TELASERV  at 
1-800-847-7378. 

“Typical”  delegate  is  Texas  grad 
rendering  primary  care 

A typical  voting  member  of  Texas  Medi- 
cal Association’s  House  of  Delegates  is 
a Texas  medical  school  graduate  in  his 
50s  who  renders  primary  care  in  a di- 
rect patient  care  setting. 

A survey  of  the  344  voting  members 
of  the  house  shows  that  322  of  the 
delegates,  or  93.6%,  are  in  direct  pa- 
tient care.  Almost  half  of  the  delegates 
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practice  primary  care  specialties.  One- 
third  of  the  house  members,  or  1 1 4 
physicians,  are  family  physicians  or 
general  practitioners.  The  other  pri- 
mary care  specialties  are  pediatrics, 
internal  medicine,  and  obstetrics- 
gynecology. 

Forty-one  percent  of  the  members 
are  in  the  50  to  59  age  bracket,  and 
two-thirds  of  the  membership  received 
their  degrees  from  Texas  medical 
schools. 

TMA,  THA  join  forces 
to  increase  transplantations 

Pursuant  to  its  goal  of  increasing  the 
number  of  human  organs  available  for 
transplantation,  Texas  Medical  Associ- 
ation's Council  on  Scientific  Affairs  has 
joined  forces  with  the  Texas  Hospital 
Association  in  a statewide  educational 
effort. 

THA  President  O.  Ray  Hurst  is  en- 
couraging member  hospitals  to  align 
themselves  with  an  accessible  trans- 
plant center.  A memorandum  from  Mr 
Hurst  also  encourages  hospitals  to  en- 
sure that  bylaws  permit  procurement 
activities,  establish  criteria  for  brain 
death,  and  develop  an  appropriate  pro- 
tocol for  identification  of  potential  organ 
donors. 

Noting  that  procurement  and  educa- 
tion programs  are  essential,  Mr  Hurst’s 
message  continued,  . .the  people  of 
Texas  expect  organ  and  tissue  trans- 
plants, but  they  have  not  made  a com- 
mitment for  organ  and  tissue  donation.” 

TMA’s  Council  on  Scientific  Affairs, 
chaired  by  William  T.  Hill,  MD,  Houston, 
has  taken  a leadership  role  in  as- 
sembling a coalition  to  promote  aware- 
ness and  education  about  the  need  for 
greater  availability  of  organs.  In  addi- 
tion to  the  Texas  Hospital  Association, 
groups  invited  to  participate  include 
The  Living  Bank,  Texas  Society  of 
Pathologists,  Texas  Society  of  Anes- 
thesiologists, Texas  Nurses  Associa- 
tion, and  Texas  Osteopathic  Medical 
Association. 

Gerald  Beathard,  MD,  and  Jack 


Moncrief,  MD,  cochairmen  of  the  Gov- 
ernor’s Coordinating  Committee  to  Fa- 
cilitate Organ  Transplants,  also  have 
met  with  the  council  and  contributed  to 
the  planning  process. 

The  council  is  exploring  the  pos- 
sibilities of  sponsoring  continuing 
education  programs  on  organ  trans- 
plantation. 

TMA  to  mail  directory 
of  members 

Texas  Medical  Association’s  1 985 
membership  directory  will  be  mailed  to 
regular  and  provisional  members  in  late 
June  or  early  July. 

Medical  student,  leave  of  absence, 
emeritus,  honorary,  inactive,  and  life 
members  may  receive  the  directory 
upon  request. 

In  addition  to  the  names,  addresses, 
telephone  numbers,  specialties,  types 
of  practice,  and  AMA  status  of  mem- 
bers, the  directory  includes  a geo- 
graphical listing  of  physician  members, 
with  specialty,  and  a listing  of  county 
medical  society  presidents  and  execu- 
tive staff,  with  addresses  and  telephone 
numbers.  Other  features  are  the  names 
and  photographs  of  TMA  officers;  chair- 
men of  TMA  boards,  councils,  and  com- 
mittees with  addresses,  telephone 
numbers,  and  staff  contacts;  and  an  or- 
ganizational chart  of  TMA  boards, 
councils,  and  committees. 

The  directory  also  includes  an  orga- 
nizational chart  of  TMA  divisions  and 
departments  and  a listing  of  related 
organizations,  including  state,  federal, 
and  voluntary,  with  addresses  and  tele- 
phone numbers.  A summary  of  TMA 
headquarters  divisions,  departments, 
and  office  functions,  including  names  of 
directors  also  is  featured. 

A revised  page  format  will  allow  for 
four  columns  per  page,  resulting  in  one- 
third  more  listings  per  page  and  fewer 
total  pages  than  in  the  1 984  directory. 

Copies  of  the  1985  Physician  Mem- 
bership Directory  may  be  purchased 
from  the  TMA  Business  Office,  1801  N 
Lamar  Blvd,  Austin,  TX  78701 ; (512) 
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477-6704.  Payment  must  accompany 
the  order. 

Association  members  may  purchase 
additional  directories  for  $10  each,  plus 
514%  state  sales  tax. 

Nonprofit  organizations  may  pur- 
chase directories  for  $20  each  plus 
5V8%  sales  tax  if  applicable,  and  all 
others  may  purchase  copies  at  $40  per 
directory,  plus  5V8%  sales  tax. 

1984  marks  record  increase 
in  resident  membership 

The  year  1984  marked  a record  in- 
crease in  Texas  Medical  Association  s 
resident  physician  membership. 

Resident  physician  members  num- 
bered 1 ,049  as  the  year  came  to  a 
close,  indicating  a net  increase  of  246, 
or  31%,  over  1983. 

An  activity  survey  by  the  American 
Medical  Association  ranked  Texas  sixth 
in  the  nation  for  the  number  of  resident 
physicians  who  were  members  in  1 983. 
TMA  had  820  resident  members  that 
year.  Ohio  led  the  nation  with  1 ,500 
resident  members,  followed  by  Massa- 
chusetts, with  1 ,028;  Pennsylvania, 
958;  Illinois,  878;  and  California,  871 . 

During  the  same  year,  Texas  ranked 
fifth  in  resident  population,  with  4,309 
residents  in  the  state.  New  York  had 
10,853  residents;  California,  8,156;  Illi- 
nois 4,576;  and  Pennsylvania,  4,572, 
placing  those  states  first  through  fourth, 
respectively.  Statistics  for  1 983  also  re- 
veal that  only  1 9%  of  Texas’  resident 
physicians  were  members  of  TMA, 
making  the  state  1 1th  among  state 
medical  societies. 

However,  with  1 ,806  Texas  residents 
holding  membership  in  the  AMA,  Texas 
had  the  third  largest  number  of  resident 
members  in  the  national  association, 
exceeded  by  New  York  (3,065)  and 
California  (2,294). 

Texas  is  one  of  1 9 states  that  provide 
funding  for  residents  to  attend  AMA 
meetings  and  one  of  eight  states  in 
which  a resident  is  a member  of  the 
AMA  delegation. 


Insurance  applications  increase 
by  14%  during  1984 

A 1 4%  increase  in  applications  for  cov- 
erage indicates  that  interest  in  Texas 
Medical  Association  s group  insurance 
program  remains  high. 

The  association’s  insurance  office  re- 
ceived 9,133  applications  during  1984, 
compared  to  7,989  in  1983. 

Applications  from  physicians  repre- 
sented 4,574  of  the  1984  total,  an  in- 
crease of  7%  over  1983.  Applications 
from  physicians’  employees  numbered 
4,559,  an  increase  of  22%. 

Office  overhead  was  the  only  plan 
that  had  fewer  applications  in  1984 
than  in  1983.  The  426  applications  for 
coverage  represented  a drop  of  8.5%. 
The  decrease  in  applications  appears 
to  reflect  a trend  toward  group  prac- 
tices. With  one  physician  out  or  dis- 
abled, groups  are  better  able  to  continue 
their  operations,  in  contrast  to  those  in 
solo  practice  or  limited  partnership. 

Along  with  the  increased  enrollment 

George  G.  Alexander,  MD,  Houston,  1984-1985 
president  ot  the  Texas  Medical  Association,  ac- 
cepts a plaque  from  Joseph  F.  Boyle,  MD,  Los  An- 
geles, 1 984  - 1 985  president  of  the  American 


in  the  insurance  program,  claims  in 
1984  increased  by  26%,  from  31 ,800  to 
40,048. 

HEALTH  LINE 

NIH  reports  on  cholesterol 
and  heart  disease 

A National  Institutes  of  Health  (NIH) 
statement  on  lowering  blood  cholesterol 
to  prevent  heart  disease  is  available 
from  the  NIH  Office  of  Medical  Applica- 
tions of  Research. 

The  report  was  prepared  by  a panel 
of  experts,  which  considered  scientific 
evidence  presented  at  a consensus  de- 
velopment conference.  Sitting  on  the 
panel  were  lipoprotein  experts,  car- 
diologists, primary  care  physicians,  epi- 
demiologists, biomedical  scientists, 
biostatisticians,  experts  in  preventive 
medicine,  and  lay  representatives. 

Among  the  questions  investigated 
were.  Is  the  relationship  between  blood 
cholesterol  levels  and  coronary  heart 

Medical  Association.  The  plaque  recognizes  TMA 
for  exceeding  its  memberships  in  the  national 
association  tor  the  eighth  consecutive  prior  year. 
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disease  causal?  Will  reduction  of  blood 
cholesterol  levels  help  prevent  coro- 
nary heart  disease?  Under  what  cir- 
cumstances and  at  what  level  of  blood 
cholesterol  should  dietary  or  drug  treat- 
ment be  started?  Should  an  attempt  be 
made  to  reduce  the  blood  cholesterol 
levels  of  the  general  population?  What 
research  directions  should  be  pursued 
on  the  relationship  between  blood  cho- 
lesterol and  coronary  heart  disease? 

Free  single  copies  of  the  consensus 
statement  on  lower  blood  cholesterol  to 
prevent  heart  disease  are  available 
from:  Michael  J.  Bernstein,  Office  of 
Medical  Applications  of  Research,  Na- 
tional Institutes  of  Health,  Building  1, 
Room  216,  Bethesda,  MD  20205. 

Laboratory  services  available 
through  EPSDT  program 

The  Texas  Department  of  Human  Re- 
sources encourages  all  physicians  who 
are  performing  Early,  Periodic  Screen- 
ing, Diagnosis  and  Treatment  (EPSDT) 
medical  screening  services  to  take  ad- 
vantage of  the  laboratory  screening  op- 
portunities available  under  the  EPSDT 
program.  Despite  the  requirement  for 
blood  testing  and  the  availability  of  sup- 
plies, the  Texas  Department  of  Human 
Resources  advises  that  some  physi- 
cians are  either  neglecting  to  do  these 
blood  tests  or  are  absorbing  the  cost  of 
these  tests. 

Laboratory  screening  services,  con- 
sistent with  the  age  and  medical  history 
of  the  child,  are  a necessary  and  re- 
quired component  of  a completed 
EPSDT  medical  screening.  Laboratory 
screening  services  available  to  par- 
ticipating physicians  include  the  new- 
born screening;  hemoglobin  level; 
erythrocyte  protoporphyrin;  screening 
for  lead,  hemoglobinopathies,  and 
rubella;  and  the  RPR  card  test.  These 
tests  are  performed  by  the  Texas  De- 
partment of  Health  under  contract  with 
the  Texas  Department  of  Human  Re- 
sources. All  laboratory  supplies  are 
available  free  of  charge  to  every  physi- 
cian for  EPSDT-eligible  children. 
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The  required  laboratory  tests  and  the 
optional  times  that  they  may  be  per- 
formed are  included  within  the  peri- 
odicity schedule  shown  on  page  2.7  of 
the  EPSDT  services  provider  manual. 
For  example,  a child  is  eligibfe  for  four 
medical  screenings  during  the  age  pe- 
riod 6 months  through  3 years,  and  a 
hemoglobin  test  is  mandatory  during 
one  of  these  four  screens.  Although  the 
EPSDT  program  regulations  do  not  re- 
quire a particular  laboratory  test  to  be 
repeated  during  every  screening,  the 
regulations  do  require  that  the  test  be 
performed  at  least  once  during  a range 
of  periodic  screenings.  If  there  is  any 
doubt  in  the  physician’s  mind  as  to 
whether  the  test  was  completed  during 
a prior  medical  screen,  or  if  the  child  is 
a new  EPSDT-eligible  child,  the  physi- 
cian should  go  ahead  and  do  the  test. 
Also,  based  on  the  child’s  medical  his- 
tory and  physical  findings,  the  physi- 
cian at  his  or  her  discretion  may  request 
any  of  the  available  tests  more  fre- 
quently than  required  by  the  periodicity 
schedule.  These  additional  tests  may 
be  performed  at  no  cost  to  the  provider. 

For  more  information  about  labora- 
tory screening  procedures  under  the 
EPSDT  program,  call  the  EPSDT  pro- 
gram toll-free  WATS  line  at  the  Texas 
Department  of  Human  Resources  at 
1-800-792-1061. 

Grants  offered  for  leukemia 
related  disorders  research 

The  Leukemia  Society  of  America  is  ac- 
cepting applications  for  1 986  grants  to 
encourage  research  at  both  the  basic 
science  and  clinical  levels  in  the  fields 
of  leukemia  and  related  diseases. 

The  society  offers  three  awards:  (1) 
five-year  scholar  grants  for  a total  of 
$1 50,000  to  researchers  who  have 
demonstrated  for  a period  of  five  years 
or  more  their  abilities  to  conduct  origi- 
nal investigations  in  the  specified  fields; 
(2)  three-year  special  fellow  grants  for  a 
total  of  $63,000  for  those  investigators 
in  the  intermediate  stages  of  career  de- 
velopment; and  (3)  two-year  fellow 


grants  for  a total  of  $34,000  for  promis- 
ing investigators  with  no  or  minimal 
prior  experience  assisting  and  training 
with  scientists  and  physicians  in  the  re- 
lated fields.  In  all  categories,  candi- 
dates should  hold  a doctoral  degree  but 
may  not  have  attained  tenure  status. 

Deadline  for  filing  applications  is 
Sept  1 , 1 985.  Only  one  application  in 
each  grant  category  from  any  one  de- 
partment or  faculty  sponsor  may  be 
submitted.  Proposals  will  be  evaluated 
on  a competitive  basis  by  the  society’s 
grant  review  subcommittee  in  January 
1 986  with  funding  to  start  July  1 , 1 986. 

For  application  forms  and  additional 
information,  write  to  the  Research 
Grant  Coordinator,  Leukemia  Society  of 
America,  733  Third  Ave,  New  York,  NY 
10017. 

SOCIOECONOMICS 

HCFA  warns  physicians 
against  waiving  deductibles 

Physicians  and  suppliers  who  “rou- 
tinely and  consistently”  waive  Medicare 
deductibles  and  coinsurance  may  be  vi- 
olating the  Medicare  law  and  therefore 
subject  to  a $2,000  fine  per  occurrence 
and,  in  the  case  of  repeated  violations, 
exclusion  from  the  program. 

The  American  Medical  Association 
reports  that  the  Health  Care  Financing 
Administration  has  directed  intermedi- 
aries and  carriers  to  take  corrective  ac- 
tion in  the  wake  of  "dramatic  growth”  in 
the  practice. 

HCFA  told  carriers  to  “aggressively 
seek  out  instances  of  routine  waiver 
and  to  make  specific  reductions  in 
charge  screens  for  these  providers,” 
according  to  the  report.  The  agency 
also  instructed  carriers  to  review  adver- 
tising for  any  statement  indicating  that 
waivers  would  be  made. 

The  AMA  stated  that  failure  to  try  to 
collect  deductibles  and  coinsurance  “is 
a violation  because  it  lowers  the  physi- 
cian’s actual  charge  and  the  Medicare 
program  is  only  responsible  for  reim- 
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bursing  80%  of  this  actual  charge.  For 
example,  if  the  normal  and  allowed 
charge  is  $100,  the  Medicare  program 
reimburses  80%,  or  $80.  However,  if 
the  physician  waives  the  deductible, 
the  actual  charge  is  now  deemed  to  be 
$80,  then  the  Medicare  program  is  re- 
quired to  reimburse  only  $64." 

Physicians  who  sometimes  waive 
deductibles  where  financial  circum- 
stances warrant  it  are  not  the  target  of 
the  HCFA  directive,  as  are  physicians, 
groups,  or  suppliers  who  "routinely  and 
consistently”  waive  collection. 

According  to  the  AMA’s  report, 
“Offenders  are  to  be  warned  by  carriers 
that  they  are  in  potential  violation  of  the 
law  and  at  risk  of  having  their  custom- 
ary charges  reviewed,  overpayments 
assessed  and  of  being  subject  to  crimi- 
nal prosecution  by  the  Department  of 
Justice.” 

AMA  announces  plan 
to  evaluate  PROs 

The  American  Medical  Association 
asks  physicians  and  hospital  medical 
staffs  to  share  their  experiences,  both 
good  and  bad,  with  peer  review  organi- 
zations as  the  association  undertakes  a 
new  study. 

PROs  review  a percentage  of  all 
Medicare  discharges  with  respect  to  a 
set  of  quality  and  utilization  objectives 
contractually  agreed  to  by  each  PRO 
with  the  Health  Care  Financing 
Administration. 

While  the  AMA  is  interested  in  all 
relevant  experiences,  areas  of  particu- 
lar interest  include:  changes  in  length  of 
stay,  admission  and  discharge  policies, 
preadmission  certification  procedures, 
utilization  and  quality  review  results, 
administrative  relations  between  hospi- 
tals and  physicians  and  the  PROs,  any 
demonstrable  impact  that  PRO  review 
may  have  on  the  cost  or  quality  of  care, 
and  the  results  of  any  PRO  efforts  to 
review  patients  other  than  Medicare 
beneficiaries. 

The  association  will  keep  all  sources 
of  information  confidential.  The  data  will 


be  analyzed  and  the  results  used  as  the 
AMA  pursues  further  involvement  with 
the  PROs  and  develops  new  ways  to 
assist  physicians  and  medical  staffs  in 
dealing  with  this  program. 

Letters  should  be  addressed  to  AMA 
PRO  Monitoring  Project,  Department  of 
Health  Care  Financing  and  Organiza- 
tion, American  Medical  Association, 

PO  Box  1 0947,  Chicago,  IL  60610. 

CAPITAL  COMMENTS 

Congress  continues 
budget  debate 

At  press  time,  debate  in  Washington 
continued  as  the  US  Senate  Budget 
Committee  completed  a budget  guide- 
line package  for  fiscal  year  1 986. 

Although  the  Senate  Budget  Com- 
mittee's guidelines  are  not  binding  on 
various  authorizing  committees  that  re- 
view savings  targets  for  programs 
under  their  control,  the  committees 
were  to  be  instructed  to  complete  their 
reconciliation  action  by  June  15. 

At  press  time,  the  House  of  Repre- 
sentatives had  not  developed  a budget 
resolution. 

The  Senate’s  policy  guideline  pro- 
posals related  to  health  care  included 

Senator  Lloyd  Bentsen  (D-Houston),  center, 
greets  Texas  physicians  and  medical  society  ex- 
ecutives during  their  recent  visit  to  Washington  to 
discuss  health  legislation  Pictured  left  to  right  are 
John  P.  Coughlin,  MD,  San  Angelo;  John  R 
Rainey,  MD,  Austin ; Charles  Tandy,  MD,  Dallas, 


reducing  by  half  Medicare's  indirect 
support  of  graduate  medical  education, 
freezing  Medicare  payments  for  resi- 
dent salaries,  and  eliminating  health 
professions  education  funding  as  pro- 
posed by  the  Reagan  Administration. 

If  an  Administration  proposal  is  ap- 
proved, the  current  $250  million  ceiling 
on  Health  Education  Assistance  Loans 
(HEAL)  would  be  lowered  to  $1 00 
million. 

George  T.  Bryan,  MD,  vice-president 
for  academic  affairs  and  dean  of  medi- 
cine, The  University  of  Texas  Medical 
Branch  at  Galveston,  discussed  the  im- 
pact such  a reduction  would  have. 

“In  the  present  year,  we  have  ap- 
proved HEAL  loans  for  31 8 students, 
averaging  $6,767  each  and  totaling 
$2,148,777.  For  those  students  in  the 
1 985-1 986  year  for  whom  HEAL  fund- 
ing is  not  possible,  we  have  no  alter- 
nate source  of  aid  to  offer,  and  the 
potential  loss  of  enrollment  is  consider- 
able because  of  our  inability  to  fund 
established  financial  need.” 

Responding  to  an  Administration  pro- 
posal that  there  be  no  new  federal  capi- 
tal allocated  for  Health  Professions 
Student  Loans  (HPSL),  Dr  Bryan  said, 
“Our  collections  are  such  that  our  re- 
volving fund  for  medical  students 

Robert  Barr,  MD,  Houston;  Senator  Bentsen; 

Ruth  M.  Bam,  MD,  Austin;  Jim  Bob  Brame,  MD, 
Eldorado;  Charles  D.  Bessire,  MD,  Pasadena; 
Clifford  L.  Montgomery,  MD,  Lubbock;  and  John 
Kemp,  CAE,  Austin. 
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Sounds  good,  it  is  good,  and  it  happened.  During  1984,  100  percent 
of  the  premium  was  directed  towards  providing  insurance  benefits  to 
participants.  All  expenses  of  the  TMA  Insurance  Service  Office  and 
the  entire  retention  of  our  underwriting  company,  Prudential,  were  paid 
from  interest  earned  on  reserve  funds. 

TEXAS  MEDICAL  ASSOCIATION  INSURANCE  PROGRA 

underwritten  by 

PRUCO  LIFE  INSURANCE  COMPANY  OF  TEXAS 

a subsidiary  of  The  PRUDENTIAL 
FOR  MORE  INFORMATION  CALL: 

TEXAS  MEDICAL  ASSOCIATION  INSURANCE  SERVICE  OFFICE 

1-800-252-9318 
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seems  to  be  sufficient  to  meet  our  stu- 
dents' eligibility  for  this  loan  fund.  This 
is  not  the  case,  however,  in  the  Health 
Professions  Loan  Fund  for  nursing  stu- 
dents. Continued  failure  to  provide  ad- 
ditional funds  in  that  program  seriously 
impairs  our  ability  to  meet  the  financial 
need  of  our  nursing  students.’’ 

Lawmakers  file  bills, 
constitutional  changes 

When  the  period  for  routine  filing  ex- 
pired, lawmakers  in  the  69th  Texas 
Legislature  had  filed  3,592  bills. 

At  the  deadline,  2,374  bills  and  88 
proposed  changes  in  the  State  Consti- 
tution had  been  filed  in  the  House,  and 
senators  had  filed  1 ,21 8 bills  and  37 
proposed  constitutional  amendments. 

The  July  issue  of  Texas  Medicine  will 
feature  a roundup  of  the  activities  of  the 
1985  legislative  session. 

NEWSMAKERS 

BROOKS  F.  BOCK,  MD,  has  been 
named  chief  of  emergency  medicine  at 
Detroit  Receiving  Hospital  and  Univer- 
sity Health  Center.  Dr  Bock  formerly 
was  medical  director  of  emergency  ser- 
vices at  Seton  Medical  Center  and  staff 
emergency  physician  at  Brackenridge 
Hospital,  both  in  Austin. 

O.  HOWARD  FRAZIER,  MD,  Houston, 
has  been  appointed  to  the  National 
Heart,  Lung,  and  Blood  Advisory  Coun- 
cil of  the  US  Department  of  Health  and 
Human  Services’  National  Heart,  Lung, 
and  Blood  Institute.  Dr  Frazier  is  as- 
sociate professor  of  surgery  at  The 
University  of  Texas  Medical  School, 
Houston,  and  director  of  the  Cardio- 
vascular Surgery  Research  Laboratory 
at  the  Texas  Heart  Institute. 

CALIANN  T.  LUM,  MD,  the  first  woman 
to  be  appointed  to  the  surgical  faculty  at 
The  University  of  Texas  Health  Science 
Center  at  San  Antonio,  has  been  chosen 
to  direct  the  university’s  organ  trans- 


plantation program  in  addition  to  serv- 
ing as  associate  professor  in  the 
medical  school.  Dr  Lum  formerly  was 
assistant  professor  of  surgery  and  de- 
veloper and  director  of  the  transplanta- 
tion program  at  the  Milton  S.  Hershey 
Medical  Center  at  the  Pennsylvania 
State  University  College  of  Medicine. 

C.C.  EDGAR,  MD,  a longtime  Mexia 
physician,  was  honored  with  a March 
reception  celebrating  his  retirement 
after  50  years  of  practicing  medicine.  A 
family  physician,  Dr  Edgar  established 
and  operated  the  Christoffer-Edgar 
Hospital  and  served  as  city  health 
officer  for  Mexia. 

MICHAEL  F.  COLLINS,  MD,  Lubbock, 
has  been  chosen  to  serve  as  chairman 
of  the  AMA  Ad  Hoc  Committee  on 
Young  Physicians.  The  committee  was 
appointed  by  the  AMA  Board  of  Trust- 
ees in  September  1 984  to  study  the 
concerns  of  young  physicians  and  to 
identify  ways  in  which  organized  medi- 
cine can  be  more  responsive  to  such 
concerns.  Dr  Collins,  assistant  dean  for 
patient  care  resources  at  Texas  Tech 
University  Health  Sciences  Center,  will 
serve  a two-year  term  as  chairman  of 
the  committee. 


Michael  F.  Collins,  MD 


JOSEPH  T.  AINSWORTH,  MD, 
Houston,  has  been  named  vice  presi- 
dent for  patient  care  at  The  University 
of  Texas  M.D.  Anderson  Hospital  and 
Tumor  Institute.  A member  of  the  M.D. 
Anderson  staff  for  eight  years,  Dr 
Ainsworth  has  served  as  assistant, 
then  associate  vice  president  for  pa- 
tient care.  For  four  years,  he  was  direc- 
tor of  the  Personnel  Health  Service.  Dr 
Ainsworth  serves  as  a delegate  to  the 
American  Medical  Association  from  the 
Texas  Medical  Association. 

WILLIAM  AUBREY  GODFREY,  JR, 

MD,  Dallas,  has  assumed  office  as  a 
governor  of  the  American  College  of 
Physicians  and  will  serve  as  governor 
for  northern  Texas  for  four  years.  Dr 
Godfrey  is  clinical  associate  professor 
of  internal  medicine  at  Southwestern 
Medical  School. 

PETER  OSTROW,  MD,  PHD,  is  the 
new  associate  dean  for  curriculum  and 
academic  affairs  for  the  School  of  Medi- 
cine at  the  State  University  of  New  York 
at  Buffalo.  Dr  Ostrow  had  been  a fac- 
ulty member  at  The  University  of  Texas 
Medical  School  at  Houston  from  1977 
through  1984. 


Joseph  T.  Ainsworth,  MD 
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Recommend  the  Tradition  of  Value. 


When  you  recommend  a hotel  in 
Houston’s  medical  center,  that  hotel 
should  offer  free  transportation  to  and 
from  the  medical  center,  special  diets 
upon  request,  a complimentary  infor- 
mation packet,  free  parking,  a close 
proximity  to  the  medical  center  and  a 
mature,  experienced  staff  serving 
your  referral  patients. 

That  hotel  is  Houston’s  Shamrock 
Hilton.  We  were  the  first  hotel  in  the 


medical  center  area.  And  we  continue 
to  deliver  the  best  hotel  service  for 
medical  center  visitors.  We  call  it 
Hilton  Class. 

For  reservations  and  information 
call:  713/668-9211,  your  local  Hilton 
Reservation  Service  or  your  travel 
agent.  For  Brochures,  Write:  Director 
Of  Medical  Guest  Services,  Houston’s 
Shamrock  Hilton,  P.O.  Box  2848, 
Houston,  Texas  77252-9955. 


T he  first  hotel  in 
Houston  s Medical  Center 
area  is  still  offering  the 
best  value  at$60. 

(one  or  two  persons ) 


HOUSTON’S 


(QHA3 


THE  VALUE  OF  EXPERIENCE. 

At  The  Medical  Center. 

© Copyright  1985,  Shamrock  Hilton  Hotel,  Houston.  Texas. 
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Before  prescribing,  see  complete  prescribing  information  in  SK&F  CO 
literature  or  POR  The  following  is  a brief  summary. 


WARNING 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or  hypertension 
Edema  or  hypertension  requires  therapy  titrated  to  the  individual  If  this 
combination  represents  the  dosage  so  determined,  its  use  may  be 
more  convenient  in  patient  management.  Treatment  of  hypertension 
and  edema  is  not  static,  but  must  be  reevaluated  as  conditions  in 
each  patient  warrant. 


In  Hypertension*... 
When  Need  to 


Contraindications:  Concomitant  use  with  other  potassium-sparing  agents 
such  as  spironolactone  or  amiloride.  Further  use  in  anuria,  progressive 
renal  or  hepatic  dysfunction,  hyperkalemia.  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  component  or  other  sulfonamide- 
derived  drugs. 

Warnings:  Do  nol  use  potassium  supplements,  dietary  or  otherwise,  unless 
hypokalemia  develops  or  dietary  intake  of  potassium  is  markedly  impaired. 

If  supplementary  potassium  is  needed,  potassium  tablets  should  not  be 
used  Hyperkalemia  can  occur,  and  has  been  associated  with  cardiac  irregu- 
larities It  is  more  likely  in  the  severely  ill,  with  urine  volume  less  than 
one  liter/day,  the  elderly  and  diabetics  with  suspected  or  confirmed  renal 
insufficiency.  Periodically,  serum  K+  levels  should  be  determined  If  hyper- 
kalemia develops,  substitute  a thiazide  alone,  restrict  K+  intake.  Asso- 
ciated widened  ORS  complex  or  arrhythmia  requires  prompt  additional 
therapy.  Thiazides  cross  the  placental  barrier  and  appear  in  cord  blood. 
Use  in  pregnancy  requires  weighing  anticipated  benefits  against  possible 
hazards,  including  fetal  or  neonatal  jaundice,  thrombocytopenia,  other 
adverse  reactions  seen  in  adults.  Thiazides  appear  and  triamterene  may 
appear  in  breast  milk.  If  their  use  is  essential,  the  patient  should  stop 
nursing  Adequate  information  on  use  in  children  is  not  available.  Sensitivity 
reactions  may  occur  in  patients  with  or  without  a history  of  allergy  or 
bronchial  asthma  Possible  exacerbation  or  activation  of  systemic  lupus 
erythematosus  has  been  reported  with  thiazide  diuretics. 

Precautions:  The  bioavailability  of  the  hydrochlorothiazide  component  of 
'Dyazide’  is  about  50%  of  the  bioavailability  of  the  single  entity  Theoreti- 
cally. a patient  transferred  from  the  single  entities  of  Dyrenium  (triamterene. 
SK&F  CO.)  and  hydrochlorothiazide  may  show  an  increase  in  blood  pressure 
or  fluid  retention.  Similarly,  it  is  also  possible  that  the  lesser  hydro- 
chlorothiazide bioavailability  could  lead  to  increased  serum  potassium  levels. 
However,  extensive  clinical  experience  with  Oyazide'  suggests  that  these 
conditions  have  not  been  commonly  observed  in  clinical  practice  Do 
periodic  serum  electrolyte  determinations  (particularly  important  in  patients 
vomiting  excessively  or  receiving  parenteral  fluids,  and  during  concurrent 
use  with  amphotericin  B or  corticosteroids  or  corticotropin  [ACTH]). 
Periodic  BUN  and  serum  creatinine  determinations  should  be  made, 
especially  in  the  elderly,  diabetics  or  those  with  suspected  or  confirmed 
renal  insufficiency.  Cumulative  effects  of  the  drug  may  develop  in  patients 
with  impaired  renal  function.  Thiazides  should  be  used  with  caution  in 
patients  with  impaired  hepatic  function.  They  can  precipitate  coma  in 
patients  with  severe  liver  disease  Observe  regularly  for  possible  blood 
dyscrasias.  liver  damage,  other  idiosyncratic  reactions.  Blood  dyscrasias 
have  been  reported  in  patients  receiving  triamterene,  and  leukopenia, 
thrombocytopenia,  agranulocytosis,  and  aplastic  and  hemolytic  anemia 
have  been  reported  with  thiazides  Thiazides  may  cause  manifestation  of 
latent  diabetes  mellitus.  The  effects  of  oral  anticoagulants  may  be 
decreased  when  used  concurrently  with  hydrochlorothiazide:  dosage  adjust- 
ments may  be  necessary.  Clinically  insignificant  reductions  in  arterial 
responsiveness  to  norepinephrine  have  been  reported.  Thiazides  have  also 
been  shown  to  increase  the  paralyzing  effect  of  nondepolarizing  muscle 
relaxants  such  as  tubocurarine.  Triamterene  is  a weak  folic  acid  antagonist. 
Do  periodic  blood  studies  in  cirrhotics  with  splenomegaly.  Antihypertensive 
effects  may  be  enhanced  in  post-sympathectomy  patients.  Use  cautiously 
in  surgical  patients.  Triamterene  has  been  found  in  renal  stones  in  asso- 
ciation with  the  other  usual  calculus  components.  Therefore,  Oyazide' 
should  be  used  with  caution  in  patients  with  histories  of  stone  formation. 
A few  occurrences  of  acute  renal  failure  have  been  reported  in  patients  on 
Oyazide'  when  treated  with  indomethacin.  Therefore,  caution  is  advised  in 
administering  nonsteroidal  anti-inflammatory  agents  with  Oyazide',  The 
following  may  occur:  transient  elevated  BUN  or  creatinine  or  both,  hyper- 
glycemia and  glycosuria  (diabetic  insulin  requirements  may  be  altered), 
hyperuricemia  and  gout,  digitalis  intoxication  (in  hypokalemia),  decreasing 
alkali  reserve  with  possible  metabolic  acidosis.  Oyazide’  interferes  with 
fluorescent  measurement  of  quinidine.  Hypokalemia  is  uncommon  with 
'Dyazide’,  but  should  it  develop,  corrective  measures  should  be  taken  such 
as  potassium  supplementation  or  increased  dietary  intake  of  potassium- 
rich  foods.  Corrective  measures  should  be  instituted  cautiously  and  serum 
potassium  levels  determined.  Discontinue  corrective  measures  and 
Oyazide’  should  laboratory  values  reveal  elevated  serum  potassium 
Chloride  deficit  may  occur  as  well  as  dilutional  hyponatremia.  Concurrent 
use  with  chlorpropamide  may  increase  the  risk  of  severe  hyponatremia. 
Serum  PBI  levels  may  decrease  without  signs  of  thyroid  disturbance.  Cal- 
cium excretion  is  decreased  by  thiazides.  Dyazide'  should  be  withdrawn 
before  conducting  tests  for  parathyroid  function. 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive 
drugs. 

Diuretics  reduce  renal  clearance  of  lithium  and  increase  the  risk  of  lithium 
toxicity. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  headache,  dry 
mouth;  anaphylaxis,  rash,  urticaria,  photosensitivity,  purpura,  other  dermat- 
ological conditions;  nausea  and  vomiting,  diarrhea,  constipation,  other 
gastrointestinal  disturbances;  postural  hypotension  (may  be  aggravated  by 
alcohol,  barbiturates,  or  narcotics).  Necrotizing  vasculitis,  paresthesias, 
icterus,  pancreatitis,  xanthopsia  and  respiratory  distress  including  pneu- 
monitis and  pulmonary  edema,  transient  blurred  vision,  sialadenitis,  and 
vertigo  have  occurred  with  thiazides  alone.  Triamterene  has  been  found  in 
renal  stones  in  association  with  other  usual  calculus  components.  Rare 
incidents  of  acute  interstitial  nephritis  have  been  reported.  Impotence  has 
been  reported  in  a few  patients  on  'Dyazide',  although  a causal  relationship 
has  not  been  established. 

Supplied:  'Dyazide'  is  supplied  as  a red  and  white  capsule,  in  bottles  of 
1000  capsules;  Single  Unit  Packages  (unit-dose)  of  100  (intended  for 
institutional  use  only);  in  Patient-Pak™  unit-of-use  bottles  of  100. 

BRS-DZ139 


Conserve  K+ 


Remember  the  Unique 
Red  and  White  Capsule: 
Your  Assurance  of 


SK&F  Quality 


Potassium-  Sparing 

DYAZIDE 

25  mg  Hydrochlorothiazide/50  mg  Triamterene/SKF 

Over  19  Years  of  Confidence 


The  unique 
red  and  white 
Dyazide®  capsule: 
\bur  assurance  of 
SK&F  quality. 


a product  of 

SK&F  CO. 

Carolina,  P R.  00630 


©SK&F  Co.,  1983 


On  nitrates, 
but  angina  still 


«is. 


After  a nitrate, 

add  ISOPTIN 

(verapamil  HCl/KnoII) 


To  protect  your  patients,  as  well  as  their  quality  of  life, 
add  Isoptin  instead  of  a beta  blocker. 

First,  Isoptin  not  only  reduces  myocardial  oxygen  demand 
by  reducing  peripheral  resistance,  but  also  increases  coro- 
nary perfusion  by  preventing  coronary  vasospasm  and 
dilating  coronary  arteries  — both  normal  and  stenotic. 

These  are  antianginal  actions  that  no  beta  blocker 
can  provide. 

Second,  Isoptin  spares  patients  the 
beta-blocker  side  effects  that  may 
compromise  the  quality  of  life. 

With  Isoptin,  fatigue,  bradycardia  and  mental 
depression  are  rare.  Unlike  beta  blockers, 

Isoptin  can  safely  be  given  to  patients  with 
asthma,  COPD,  diabetes  or  peripheral 
vascular  disease.  Serious  adverse 
reactions  with  Isoptin  are  rare 
at  recommended  doses;  the 
single  most  common  side 
effect  is  constipation  (6.3%). 

Cardiovascular  contra- 
indications to  the  use  of 
Isoptin  are  similar  to  those 
of  beta  blockers:  severe 
left  ventricular  dysfunction, 
hypotension  (systolic  pres- 
sure <90  mm  Hg)  or  cardio- 
genic shock,  sick  sinus  syndrome 
(if  no  artificial  pacemaker  is  present) 
and  second-  or  third-degree  AV  block. 

So,  the  next  time  a nitrate  is  not  enough,  add 
Isoptin ...  for  more  comprehensive  antianginal 
protection  without  side  effects  which  may 
cramp  an  active  life  style. 


ISOPTIN.  Added 
antianginal  protection 
without  beta-blocker 
side  effects. 


Please  see  brief  summary  on  following  page 


ISOPTIN 

(verapamil  HCI/Knoll) 

80  mg  and  120  mg  scored, film-coated  tablets 

Contraindications:  Severe  left  ventricular  dysfunction  (see  Warnings),  hypo- 
tension (systolic  pressure  < 90  mm  Hg)  or  cardiogenic  shock,  sick  sinus  syn- 
drome (except  in  patients  with  a functioning  artificial  ventricular  pacemaker), 
2nd-  or  3rd-degree  AV  block.  Warnings:  ISOPTIN  should  be  avoided  in  patients 
with  severe  left  ventricular  dysfunction  (e  g , ejection  fraction  < 30%  or 
moderate  to  severe  symptoms  of  cardiac  failure)  and  in  patients  with  any 
degree  of  ventricular  dysfunction  if  they  are  receiving  a beta  blocker,  (See 
Precautions .)  Patients  with  milder  ventricular  dysfunction  should,  if  possible,  be 
controlled  with  optimum  doses  of  digitalis  and/or  diuretics  before  ISOPTIN  is 
used,  (Note  interactions  with  digoxin  under  Precautions.)  ISOPTIN  may  occa- 
sionally produce  hypotension  (usually  asymptomatic,  orthostatic,  mild  and  con- 
trolled by  decrease  in  ISOPTIN  dose).  Elevations  of  transaminases  with  and 
without  concomitant  elevations  in  alkaline  phosphatase  and  bilirubin  have  been 
reported.  Such  elevations  may  disappear  even  with  continued  treatment;  how- 
ever, four  cases  of  hepatocellular  injury  by  verapamil  have  been  proven  by  re- 
challenge Periodic  monitoring  of  liver  function  is  prudent  during  verapamil 
therapy.  Patients  with  atrial  flutter  or  fibrillation  and  an  accessory  AV  pathway 
(e  g.  W-P-W  or  L-G-L  syndromes)  may  develop  increased  antegrade  conduction 
across  the  aberrant  pathway  bypassing  the  AV  node,  producing  a very  rapid 
ventricular  response  after  receiving  ISOPTIN  (or  digitalis).  Treatment  is  usually 
D C. -cardioversion,  which  has  been  used  safely  and  effectively  after  ISOPTIN 
Because  of  verapamil's  effect  on  AV  conduction  and  the  SA  node,  1°  AV  block 
and  transient  bradycardia  may  occur  High  grade  block,  however,  has  been 
infrequently  observed.  Marked  1°  or  progressive  2°  or  3°  AV  block  requires  a 
dosage  reduction  or,  rarely,  discontinuation  and  institution  of  appropriate 
therapy  depending  upon  the  clinical  situation  Patients  with  hypertrophic  car- 
diomyopathy (IHSS)  received  verapamil  in  doses  up  to  720  mg/day.  It  must  be 
appreciated  that  this  group  of  patients  had  a serious  disease  with  a high  mor- 
tality rate  and  that  most  were  refractory  or  intolerant  to  propranolol  A variety 
of  serious  adverse  effects  were  seen  in  this  group  of  patients  including  sinus 
bradycardia,  2°  AV  block,  sinus  arrest,  pulmonary  edema  and/or  severe  hypo- 
tension. Most  adverse  effects  responded  well  to  dose  reduction  and  only  rarely 
was  verapamil  discontinued.  Precautions:  ISOPTIN  should  be  given  cautiously 
to  patients  with  impaired  hepatic  function  (in  severe  dysfunction  use  about 
30%  of  the  normal  dose)  or  impaired  renal  function,  and  patients  should  be 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  exces- 
sive pharmacologic  effects.  Studies  in  a small  number  of  patients  suggest  that 
concomitant  use  of  ISOPTIN  and  beta  blockers  may  be  beneficial  in  patients 
with  chronic  stable  angina.  Combined  therapy  can  also  have  adverse  effects  on 
cardiac  function.  Therefore,  until  further  studies  are  completed,  ISOPTIN  should 
be  used  alone,  if  possible.  If  combined  therapy  is  used,  close  surveillance  of  vital 
signs  and  clinical  status  should  be  carried  out.  Combined  therapy  with  ISOPTIN 
and  propranolol  should  usually  be  avoided  in  patients  with  AV  conduction 
abnormalities  and/or  depressed  left  ventricular  function.  Chronic  ISOPTIN  treat- 
ment increases  serum  digoxin  levels  by  50%  to  70%  during  the  first  week  of 
therapy,  which  can  result  in  digitalis  toxicity.  The  digoxin  dose  should  be  re- 
duced when  ISOPTIN  is  given,  and  the  patients  should  be  carefully  monitored  to 
avoid  over-  or  under-digitalization.  ISOPTIN  may  have  an  additive  effect  on 
lowering  blood  pressure  in  patients  receiving  oral  antihypertensive  agents. 
Disopyramide  should  not  be  given  within  48  hours  before  or  24  hours  after 
ISOPTIN  administration  Until  further  data  are  obtained,  combined  ISOPTIN  and 
quimdine  therapy  in  patients  with  hypertrophic  cardiomyopathy  should  prob- 
ably be  avoided,  since  significant  hypotension  may  result  Clinical  experience 
with  the  concomitant  use  of  ISOPTIN  and  short-  and  long-acting  nitrates  sug- 
gest beneficial  interaction  without  undesirable  drug  interactions.  Adequate  ani- 
mal carcinogenicity  studies  have  not  been  performed.  One  study  in  rats  did  not 
suggest  a tumorigenic  potential,  and  verapamil  was  not  mutagenic  in  the  Ames 
test  Pregnancy  Category  C There  are  no  adequate  and  well-controlled  studies 
in  pregnant  women.  This  drug  should  be  used  during  pregnancy,  labor  and 
delivery  only  if  clearly  needed.  It  is  not  known  whether  verapamil  is  excreted  in 
breast  milk;  therefore,  nursing  should  be  discontinued  during  ISOPTIN  use. 
Adverse  Reactions:  Hypotension  (2.9%),  peripheral  edema  (17%),  AV  block 
3rd  degree  (0.8%),  bradycardia:  HR  < 50/min  (1.1%),  CHF  or  pulmonary 
edema  (0.9%),  dizziness  (3.6%),  headache  (18%),  fatigue  (1.1%),  constipa- 
tion (6.3%),  nausea  (1.6%),  elevations  of  liver  enzymes  have  been  reported. 
(See  Warnings.)  The  following  reactions,  reported  in  less  than  0.5%,  occurred 
under  circumstances  where  a causal  relationship  is  not  certain:  ecchymosis, 
bruising,  gynecomastia,  psychotic  symptoms,  confusion,  paresthesia,  insomnia, 
somnolence,  equilibrium  disorder,  blurred  vision,  syncope,  muscle  cramp,  shaki- 
ness,  claudication,  hair  loss,  macules,  spotty  menstruation  How  Supplied: 
ISOPTIN  (verapamil  HCI)  is  supplied  in  round,  scored,  film-coated  tablets  con- 
taining either  80  mg  or  120  mg  of  verapamil  hydrochloride  and  embossed  with 
"ISOPTIN  80"  or  "ISOPTIN  120"  on  one  side  and  with  "KNOLL"  on  the  reverse 
side  Revised  August,  1984  2385 
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EMPLOYEES 
APPRECIATE 
THE  PAYROLL 
SAVINGS  PLAN. 

JUSTASK 
THE  PEOPLE  AT 
E-SYSTEMS. 


“Bonds  are  a good 
liquid  investment, 
and  if  I don’t  use 
them,  they  continue 
to  earn  interest.” 

— L.A.  Fulcher 


“I  put  myself  and 
my  children  through 
school  with  Savings 
Bonds.  They’re 
great! 

—Ken  Sclater,  Jr. 


“I  save  them,  but 
when  I want  some- 
thing extra,  1 know 
they’re  there.  They’re 
great  for  emergencies.” 

—Jose  Acosta 


U.S.  Savings  Bonds  now  offer 
higher,  variable  interest  rates  and  a 
guaranteed  return.  Your  employees 
will  appreciate  that.  They’ll  also 
appreciate  your  giving  them  the 
easiest,  surest  way  to  save. 

For  more  information,  write  to: 
Steven  R.  Mead,  Executive  Director, 
U.S.  Savings  Bonds  Division,  Depart- 
ment of  the  Treasury,  Washington,  DC 
20226. 


US.  SAVINGS  BONDS 


Paying  Better  Than  Ever 


A public  service  of  this  publication. 


DIAGNOSIS 


Finally, 

A Medical  Management 
System  that  Speaks  the 
Doctor’s  Language* 


Logos  MDII™  is  the  pre 
f erred  database  man- 
agement system  for 
growing  practices. 

Logos  MDII  is  much 
more  than  just  a 
sophisticated  billing 
system.  It  has  advanced 
and  physician-tested  fea- 
tures that  address  the  intricacies  of  the  modem 
medical  practice.  And,  the  system  allows  your 
practice  to  grow  without  adding  office  personnel. 

■ Easy  to  Learn  and  Use:  Logos  MDII  is  fully 
menu  directed.  The  exclusive  Action  Block™ 
on  every  screen  guides  office  and  medical  per- 
sonnel with  no  computer  experience. 

■ Fast  and  Flexible:  With  the  AutoLeam™  fea- 
ture, there  is  no  need  to  add  information  to 
your  database  prior  to  using  Logos  MDII,  or  to 
move  from  screen  to  screen  to  do  so. 

■ Gives  You  More  Control:  Logos  MDII  displays 
and/or  prints  over  twenty  vital  reports  to  help 
improve  practice  efficiency  and  aid  in  research. 

■ Choose  Special  Features:  The  optional 
DocuFile™  lets  you  personalize  documents  and 
orders  for  patients  and  other  correspondents. 
X-Ray  Log  module  and  24-hour  Appointments 
Calendar  are  also  available. 


To  find  out  more  about  Logos 
MDII,  write  for  our  informative 
brochure.  Or,  call  our  toll-free 
number  (800)  231-0709.  In 
Texas,  (800)  392-5374. 


Logos  MicroSystems 


An  IBM  Value  Added  Dealer 

6565  West  Loop  South,  Suite  520 
Bellaire  (Houston),  Texas  77401 

(713)661-9504 


Chronic 

Doctor 

Anxiety. 


APS  TREATMENT: 

Total 

Insurance 

Services. 

The  right  malpractice  insurance  is  a neces- 
sity to  your  modem  practice.  Protect  your 
investment  and  your  future  with  the  recog- 
nized leader — API. 

API’s  specialty  is  in  the  design  of  profes- 
sional liability  programs  for  physicians.  If 
you’re  suffering  from  Chronic  Doctor  Anx- 
iety, call  for  the  API  treatment  in  Total  In- 
surance Services.  Arkansas  800/527-1414, 
Texas  800/442-0939,  Dallas  214/559-4800. 


Managed  By 

aps 
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■ Sen/ice  Group,  inc . 
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THE  NEW  HIGHPOINT 
MEDICAL  CAMPUS 


Among  floodlit  jogging  trails,  surrounded 
by  park,  lakes  and  trees,  will  stand  the 
Diagnostic,  Aerobic  and  Rehabilitation 
Centers  of  Highpoint.  Highpoint  Medical 
Campus  represents  the  heart  of  the  Highlands  of 
Arlington,  a 340-acre  City  for  the  21st  Century. 

The  planned  230,000  square  ft.  of  Medical  Office 
Buildings  and  other  primary  care  facilities  are 
minutes  from  Arlington's  major  hospitals. 
Highpoint ...  the  medical  campus  of  the  future. 


KELTON 


MATHES 


DEVELOPMENT  CORPORATION 
3612  Matlock  Road,  Suite  104  • Arlington,  Texas  76015 


g*' 


•'■■..TV. , ' 

' ■ ■. 


For  information  on  Retail,  Medical  and  Office  Space  . . . please  call  817  / 467-3031 


v.  ...  - • ■ . . . • . •' 


DIAGNOSIS 


For  a free  copy  of  our  “Guide  to  Leasing,"  call  or  write  us. 


CURRY  AUTO  LEASING 

LEASING  SPECIALISTS  FOR  15  YEARS. 

5422  Alpha  Rd.  (at  Montfort)  Dallas  75240 
(214)  239-1111 


APS  TREATMENT: 

Practice 

Management 

Services. 

Keeping  up  with  the  employment  needs, 
taxes,  pension  planning,  compensation  plans, 
etc.  for  any  practice  can  create  mountainous 
headaches  that  cost  a lot  of  money  to  cure. 
Using  APS  Practice  Management  Services 
can  relieve  most  of  your  problems. 

The  APS  program,  designed  specifically 
for  doctors,  delivers  full-time  resident  man- 
agers supported  by  a senior  advisory  team. 

If  you’re  suffering  from  Massive  Employ- 
ment Costs,  call  for  the  APS  treatment 
in  Practice  Management  Services.  U.S. 
800/626-2450,  Texas  800/252-3447,  Austin 
512/328-0888. 
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. . . You’d  own  a part  of  the  Texas  Hill 
Country.  NOW  YOU  CAN.  In  Horseshoe 
Bay.  A peaceful  place  . . . created  for  plea- 
sure. 54  holes  of  golf  designed  by  Robert 
Trent  Jones.  23-mile  long,  constant-level 
Lake  LBJ.  Private  airport  with  6,000-ft. 
lighted  runway.  Marina,  tennis  center, 
clubs,  restaurants,  shops,  chapel,  stables 
. . . and  the  views! 

Choose  property  on  the  golf  course,  by 
the  water,  in  the  hills.  Purchase  an  exist- 
ing home,  townhome  or  condo  ...  or 
select  from  our  collection  of  home  designs 
to  be  built  on  your  site.  If  you  could  . . . 
you’d  choose  Horseshoe  Bay  for  your 
primary  or  vacation  home.  Find  out 
more.  Let  us  send  you  our  special  video 
presentation  to  view  in  the  privacy  of 
your  own  home.  We  believe  what  we 
have  achieved  speaks  for  itself. 


Find  out  more. 

CALL  (512)  598-2553. 

IN  TEXAS:  1-800-292-1545. 


HORSESHOE  6ASJ  CORP 


If  only 
you 
could,,. 


THE  FIRST  ANNUAL 
HUMANA  HOSPITAL- 
SAN  ANTONIO 


June  22,  1985 
Hyatt  Regency 
San  Antonio,  Texas 


An  Educational  Seminar 
presented  by 


The  Digestive  Disease  Treatment  Center 
at  Humana  Hospital-San  Antonio  in  Coopera- 
tion with  the  Department  of  Surgery,  Uni- 
versity of  Texas  Health  Science  Center  at 
San  Antonio. 

This  comprehensive  seminar  is  intended 
for  Family  Practitioners,  Internists,  and 
General  Surgeons  and  is  designed  to  pre- 
sent current  developments  in  evaluation, 
recognition  and  early  detection  of  malignant 
and  pre-malignant  recto-sigmoid  diseases. 


Participants  will  receive  hands-on  instruc- 
tion in  small  breakout  groups  by  experienced 
gastroenterologists  on  the  technique  of  fiber- 
optic sigmoidoscopy  and  biopsy  using  colon 
models. 


FOR 
REGISTRATION 
INFORMATION 


please  contact: 
Melinda  Puente 
Humana  Hospital-San  Antonio 
8026  Floyd  Curl  Drive 
San  Antonio,  Texas  78229 
(512)  692-7875 


DIAGNOSIS: 

Terminal 

Illness. 


APS  TREATMENT: 

Computer 

Management. 

APS  PRO-LINK  NETWORK  guarantees 
you  the  flexibility  and  ease  of  operation  of  an 
IBM  PC  or  other  personal  computer,  with 
the  power  and  superior  service  of  a mainframe. 
How?  APS  PRO-LINK  is  the  connection. 

The  PRO-LINK  system  costs  much  less  than 
“turn-key”,  and  with  more  advantages. 

With  APS  PRO-LINK  NETWORK,  your 
computer  works  for  you,  instead  of  vice/versa. 

APS  is  the  nation’s  largest  single  source 
for  Automated  Office  Systems  designed  for 
the  health-care  industry.  Our  automated 
systems— PRO-LINK  NETWORK,  PRO- 
SHARE NETWORK,  PRO-KEY  System, 
and  PRO-BATCH  System — guarantee 
the  answer  for  Solo  or  Group  Practices, 
Clinics,  Medical  Schools  and  Dental  Practices. 

If  your  practice  is  suffering  from  computer 
terminal  illness,  call  for  the  APS  Treatment 
in  Computer  Management. 

U.S.  800/626-2450,  Texas  800/252-3447, 

San  Antonio  512/736-2871. 

aps 

■ American  Riysicians 

■ Service  Group,  Inc. 
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The  Texas  Medical  Association 
endorsed  I.C.  System’s  collection 
program  on  February  7,  1983 


Already,  over  2,200  member  practices  are 
enrolled  and  have  recovered  some 
$5.6  million  in  overdue  receivables. 


I.C.  System  is  endorsed  as  a responsible  alternative  for  members  who  need  help 
keeping  their  receivables  under  control.  All  collection  practices  are  legal,  ethical 
and  professional.  The  objective  is  to  collect  without  harming  the  doctor  patient 
relationship.  That’s  important. 

In  these  economic  times  you  need  a collection  program  you  can  turn  to  in 
confidence.  Consider  I.C.  System.  Return  this  form.  The  system  is  endorsed  by 
the  Association.  The  System  Works! 


Tell  me  more  about  this  program  endorsed  by  the 
Texas  Medical  Association. 

Practice 

Address 

City State Zip 

Phone 

Send  to  I.C.  System,  Inc. 

6301  Heron  Drive 
Austin,  Texas  78759 
512/250-9720 
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TEXAS  MEDICINE 


Dr  Burross,  on  assuming  the  presidency. . . 


D.  Clifford  Burross,  MD,  was  born  and  reared  in  Wichita 
Falls  and  left  the  community  only  long  enough  to  pursue  his 
medical  education  and  to  serve  in  the  US  Army  Corps,  but 
his  professional  achievements  have  taken  him  a long  way. 
On  May  11,  he  assumed  the  presidency  of  Texas  Medical 
Association  during  ceremonies  held  in  conjunction  with  the 
annual  session  in  San  Antonio. 

Dr  Burross,  55,  and  his  wife  Delia  are  the  parents  of  three 
grown  children.  He  has  practiced  family  medicine  in  his  na- 
tive city  since  1957.  He  is  a graduate  of  Midwestern  State 
University,  Wichita  Falls,  and  The  University  of  Texas  South- 
western Medical  School,  Dallas. 

Dr  Burross'  involvement  with  TMA  intensified  in  1968, 
when  he  became  an  alternate  delegate  representing  Wichita 
County  Medical  Society.  Since  then,  he  has  assumed  lead- 
ership roles  as  the  vice-speaker  and  speaker  of  the  House 
of  Delegates  and  as  a member  of  the  Committee  on  Profes- 
sional Liability  Insurance  and  Council  on  Legislation. 

He  also  has  served  as  a member  of  the  Texas  State  Board 
of  Medical  Examiners,  a position  he  was  legally  bound  to 
resign  as  he  became  TMA’s  president,  and  has  held  several 
academic  appointments. 

In  addition  to  his  professional  activities,  Dr  Burross  has 
been  involved  in  civic  activities,  having  served  as  a member 
of  the  Board  of  Aldermen  and  the  Civil  Service  Commission, 
City  of  Wichita  Falls;  president  of  the  Texas  Municipal 
League;  member  and  chairman  of  the  original  Board  of  the 
Wichita  County  Tax  Appraisal  District;  as  well  as  holding 
several  leadership  positions  with  the  First  Presbyterian 
Church,  Wichita  Falls. 

During  a recent  interview,  Dr  Burross  looked  forward  to 
the  challenges  he  faces  as  TMA's  new  president. 


Texas  Medicine:  What  is  the  biggest  challenge  facing  the 
Texas  Medical  Association  and  the  medical  profession? 

Dr  Burross:  I think  the  biggest  challenge  that  medicine  is 
looking  at  is  to  portray  to  the  public  the  same  image  that 
physicians  have  with  their  patients.  Individually,  we  always 
have  gotten  along  with  our  private  patients,  and  national 
studies  always  have  indicated  that  physicians  are  held  in 
high  regard.  As  a profession,  however,  we  have  not  had  that 
same  image.  Dr  George  Alexander  has  done  an  excellent  job 
in  his  campaign  to  improve  the  image  of  the  practice  of  medi- 
cine. I think  that  is  one  of  the  things  that  needs  to  be  carried 
on — not  only  continued,  but  emphasized  more. 

Texas  Medicine:  Do  you  have  other  goals  as  president? 

Dr  Burross:  Yes,  I do.  I think  that  the  issue  that  is  paramount 
in  everyone's  mind,  whether  they  be  consumers  of  medical 


services  or  providers,  is  the  cost  of  medical  care.  TMA  has 
always  insisted  on  a three-pronged  attack  that  is  like  three 
legs  on  a stool.  We  attack  in  terms  of  cost,  and  at  the  same 
time,  quality  and  accessibility  of  care. 

We  should  work  with  state  agencies,  and  certainly,  the 
governor,  who  has  expressed  a very  strong  commitment  to 
work  with  us.  Also,  it’s  a topic  in  which  associations  like  the 
American  Association  of  Retired  Persons  have  expressed  an 
interest,  and  I think  a lot  of  people  have  misunderstood  them. 
For  a while,  I thought  they  were  talking  just  about  cost,  but 
the  AARP,  I’m  happy  to  say,  shares  our  concerns  about 
quality  and  accessibility.  The  business  coalition,  too,  is  be- 
ginning to  understand  that  this  is  not  just  a question  of  cost  of 
medical  care,  and  that  these  other  factors  must  be  given 
equal  priority.  So,  another  goal  is  to  work  with  those  organi- 
zations and  perpetuate  the  feeling  that  we  should  attack  the 
problem  from  three  bases. 

Texas  Medicine:  What  part  of  the  presidency  makes  you 
feel  anxious? 

Dr  Burross:  First,  if  they’re  honest  with  themselves,  every- 
one coming  into  this  position  must  feel  that  it  is  a big  respon- 
sibility, as  well  as  an  honor.  The  responsibility  is  that  you 
hope  that  you  represent  the  profession  in  an  appropriate  and 
proper  manner. 

From  a practical  standpoint,  I am  concerned  because  I feel 
there  is  some  fragmentation  of  the  practice  of  medicine.  We 
are  seeing  so  many  individuals  who,  seemingly  for  their  own 
goals,  are  interested  in  setting  up  closed  panels  and  PPOs 
and  HMOs.  I really  feel  that  if  the  American  public  is  to  be 
served,  all  of  those  avenues  of  care  should  be  available,  but 
let’s  not  do  it  by  exclusion.  Let’s  have  it  open.  . .the  public 
should  have  the  right  to  choose  the  physician  who  can  best 
serve  their  needs. 

Some  people  have  suddenly  found  that  the  company  they 
work  for  has  changed  the  method  of  its  medical  care.  That 
change  puts  employees  in  the  unenviable  position  of  having 
to  break  long-time  and  comfortable  relationships  with  physi- 
cians who  have  been  giving  them  care.  I’ve  had  that  experi- 
ence with  a family  recently.  The  company  that  they  worked 
for  is  considering  changing  the  type  of  care.  I delivered  two 
babies  for  them,  and  the  husband  is  the  personnel  manager 
of  the  company,  but  he  talked  to  me  because  he  was  very 
concerned  about  having  to  make  that  choice.  He  chose  to 
pay  the  extra  premium  and  retain  the  family’s  option  to  re- 
main my  patients.  I consider  that  a compliment,  but  it  brought 
me  closer  the  fact  that  a lot  of  people  are  having  to  make 
very,  very  emotional  choices,  and  that  they  are  doing  so 
knowing  that  it  will  cost  them  more  money  if  they  stay  with 
the  physician  they  are  used  to. 
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Texas  Medicine:  Which  part  of  the  presidency  are  you  look- 
ing forward  to? 

Dr  Burross:  I’m  looking  forward  to  one  of  the  truly  gratifying 
experiences  in  my  life.  I started  working  at  the  TMA  1 7 or  1 8 
years  ago,  and  I’ve  always  enjoyed  working  with  the  people, 
not  only  the  physicians  that  I meet  across  the  state,  but  also 
the  staff.  And,  I’m  looking  forward  to  that.  I think  that’s  going 
to  be  a pleasure.  Dr  Alexander  has  done  an  outstanding  job 
in  making  contacts  with  every  county  society  across  the 
state,  and  I’m  looking  forward  to  making  as  many  as  I possi- 
bly can. 

Texas  Medicine:  What  personal  characteristics  are  going  to 
help  you  through  the  coming  year? 

Dr  Burross:  One  of  the  characteristics  that  I have,  and  I tend 
to  recognize  this  as  both  a strength  and  a weakness,  is  the 
fact  that  I have  the  propensity  of  trying  to  be  honest  in  my 
dealings  with  people,  and  I sometimes  appear  to  be  judg- 
mental or  abrupt.  I’m  going  to  have  be  careful  that  I don’t  do 
that,  but  at  the  same  time,  I think  most  people  appreciate 
honest  dealings. 

Occasionally,  when  I see  something  that  I just  don’t  agree 
with,  I point  that  out,  but  I do  try  to  consider  human  feelings. 
When  I was  on  the  Board  of  Aldermen  of  Wichita  Falls  I be- 
came known  for  calling  shots  as  I saw  them.  I think  that  if  you 
call  the  shots  as  you  see  them,  people  respect  you,  and 
friendships  will  continue  if  you’re  honest. 

I have  been  able  to  work  with  staff,  and  also  with  the 
House  of  Delegates  as  a delegate  and  through  experience 
as  vice-speaker  and  speaker. 

Texas  Medicine:  Why  did  you  want  to  be  president? 

Dr  Burross:  I don’t  know  that  I can  answer  that,  but  I'll  try.  I 
really  and  truthfully  thought  that  I was  through  with  organized 
medicine  from  the  standpoint  of  trying  to  hold  a position.  I 
enjoyed  the  speakership  tremendously.  At  a past  meeting  in 
San  Antonio,  I was  asked  if  I would  consider  running  for  the 
presidency,  and  I said,  “No.”  The  person  was  Dr  Max  Cole.  A 
year  later  he  and  I went  out  for  lunch  and  talked.  I had  given 
the  matter  more  thought,  and  he  asked  me  if  I would  seri- 
ously consider  it.  I did  so,  and  I thought  that  I was  capable  of 
doing  it,  and  I thought  that  the  organization  would  benefit  by 
my  serving,  so  I decided  to  become  a candidate. 

Texas  Medicine:  Do  you  have  any  message  for  the 
membership? 

Dr  Burross:  I think  that  anybody  can  do  their  job  in  this  orga- 
nization with  the  good  will  and  support  and  help  of  the  physi- 


cians whom  they  represent,  and,  equally,  the  TMA  staff.  I 
keep  hearing  that  from  those  who  have  served  as  president, 
and  I certainly  know  it  was  my  experience  as  vice-speaker 
and  speaker. 

Texas  Medicine:  Have  you  set  your  practice  aside  in  order  to 
have  time  for  the  presidency? 

Dr  Burross:  A long  time  ago,  I guess  I made  a decision.  For 
six  years  I was  on  the  city  council  and  never  missed  on  my 
coverage  with  my  associates.  We  traded  coverage  some- 
times, but  I never  missed  my  rotation.  And,  during  the  time  I 
spent  as  vice-speaker  and  speaker  I also  was  on  the  State 
Board  of  Medical  Examiners,  which  has  taken  a lot  of  time. 
(Of  course,  I will  submit  my  resignation  from  the  board  to  the 
governor  effective  the  10th  of  May  because  I have  to  under 
the  law.)  But,  it  is  inconceivable  to  me  that  this  job,  as  much 
time  as  it  takes,  could  be  more  demanding  than  those  two 
together.  So,  I think  it  will  take  time,  but  it’s  time  well  spent. 
My  family  has  been  very  supportive,  my  wife  particularly. 


D.  Clifford  Burross,  MD,  Texas  Medical  Association  ’s  new  president. 
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Dr  Alexander,  on  leaving  the  presidency 


During  the  presidency  of  George  G.  Alexander,  MD,  Texas 
Medical  Association  has  increased  its  membership  to  an  all- 
time  high,  expanded  member  services  and  communications 
programs,  and  established  liaison  with  the  American  Asso- 
ciation of  Retired  Persons. 

Dr  Alexander  assumed  the  presidency  in  May  1984  fol- 
lowing a long  history  of  service  to  the  Association.  He  is  a 
former  member  of  TMA’s  Board  of  Trustees,  and  a past 
chairman  of  the  TEXPAC  Board  of  Directors,  and  he  serves 
as  a Texas  delegate  to  the  American  Medical  Association. 
He  also  has  been  active  in  the  Harris  County  Medical  So- 
ciety, having  served  as  president. 

A native  Texan,  Dr  Alexander  attended  The  University  of 
Texas  and  Baylor  College  of  Medicine,  and  interned  at 
Jefferson  Davis  Hospital  in  family  pactice.  Following  service 
in  the  US  Army  during  World  War  II,  he  returned  to  Texas  to 
practice  family  medicine  in  Pasadena.  He  is  chairman  and 
chief  executive  officer  of  HEI  Corporation,  a private  firm  that 
owns  several  hospitals  and  publishes  the  medical  maga- 
zine, Medical  World  News. 

As  Dr  Alexander  approached  the  end  of  his  term,  he  re- 
flected on  the  accomplishments  and  disappointments  of  the 
past  year  and  what  lies  ahead. 


Texas  Medicine:  What  has  been  your  most  important  ac- 
complishment as  TMA’s  president? 

Dr  Alexander:  I’m  not  sure  I’ll  claim  accomplishments,  but 
the  most  important  thing  that  happened  was  the  attempt  to 
unify  the  federation  and  visit  the  county  societies,  stimulating 
interest  not  only  in  the  American  Medical  Association,  but 
also  in  the  local  societies.  We’ve  had  an  absolute  increase,  a 
percentage  increase,  in  the  number  of  AMA  members  and 
the  number  of  dollars  to  the  AMA.  I believe  that  we  had  in- 
creases in  TMA  membership  above  what  we  might  think. 
Those  are  hard  numbers  to  evaluate  properly. 

Texas  Medicine:  How  far  did  you  get  in  your  plan  to  visit  all 
the  county  medical  societies  in  the  state? 

Dr  Alexander:  We  got  pretty  close.  I have  a map  with  a little 
circle  around  every  city  we  visited,  and  it  has  gotten  real 
weighty  with  circles.  I think  that  the  number  exceeds  60  for 
me  personally,  and  then  when  you  add  Milton  (Milton  V. 
Davis,  MD,  Dallas)  and  Cliff  (Burross)  and  Val  Borum,  and 
some  others  along  the  way,  we  came  pretty  close  to  visiting 
them  all. 

Texas  Medicine:  What’s  the  biggest  disappointment  about 
the  year? 


Dr  Alexander:  Just  not  doing  everything  that  I set  out  to  do.  I 
have  a long  list  of  undone  things  in  life.  I’m  a little  bit  disap- 
pointed that  I haven’t  been  able  to  pass  along  my  enthusiasm 
for  the  idea  of  developing  TMA's  Kerrville  property  into  a re- 
tirement village  or  something  similar  for  physicians.  Maybe  it 
isn’t  as  good  an  idea  as  I think  it  is,  or  it  needs  refinement. 

We  have  a beautiful  piece  of  property  down  there  that  Dr 
Thompson  left  to  us,  and  we’re  trying  to  do  something  about 
it,  but  I’m  just  a little  bit  disappointed  that  it  hasn’t  gone  faster. 
Maybe  I’m  just  impatient. 

Texas  Medicine:  Do  you  think  it’s  a dead  issue? 

Dr  Alexander:  I don’t  think  it’s  a dead  issue  at  all.  It’s  prog- 
ressing, but  slowly. 

Texas  Medicine:  Are  there  any  programs  that  you  didn’t 
finish  that  you  would  like  to  see  carried  on? 

Dr  Alexander:  I’ll  continue  to  work  for  any  programs  that  I 
want  picked  up  and  carried  on.  I don’t  want  to  leave  a legacy 
of  programs  for  somebody  else  to  wade  through. 

Texas  Medicine:  What  involvement  do  you  expect  to  have  in 
TMA  and  organized  medicine  in  the  future? 

Dr  Alexander:  Well,  in  the  immediate  future,  I intend  to  sup- 
port Cliff  Burross  and  help  make  his  year  profitable  and  en- 
joyable. That’s  the  main  thing  that  I should  and  will  focus  on 
during  the  next  year. 

Texas  Medicine:  Do  you  have  any  long-term  plans  at  the 
national  level? 

Dr  Alexander:  I’m  a delegate  to  the  AMA,  and  other  than 
that  role,  I don’t  have  any  long-term  plans.  I do  have  one 
long-term  commitment — I will  be  a volunteer  for  whatever 
cause  or  program  that  I can  help.  But,  it  isn’t  in  my  future  in 
any  way,  shape,  or  form  to  be  (TMA)  staff.  I’ve  had  that  ques- 
tion asked  me.  It  isn’t  in  my  plan,  and  I won’t  change  my  plan. 

Texas  Medicine:  Do  you  think  that  your  business  back- 
ground was  helpful  in  carrying  out  your  duties  as  president? 

Dr  Alexander:  It  makes  me  be  whatever  I am,  I suppose.  I 
think  that  it  helps  me  realize  that  we  need  to  strengthen  the 
organization’s  activities.  We  must  get  our  organizations 
streamlined. 

Texas  Medicine:  Do  you  mean  in  the  headquarters,  or  in  the 
committee  and  council  structure? 
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Dr  Alexander:  Just  in  general,  and  in  the  relationship  among 
the  components  of  the  federation,  the  relationship  between 
the  specialty  societies  and  the  federation  that  we  have,  among 
all  of  the  ancillary  activities  undertaken  as  an  association.  All 
of  these  things  have  to  work  together.  We  have  to  take  pres- 
sure off  of  the  dues  dollar  at  all  levels  if  we’re  going  to  remain 
viable. 

I’m  not  a prophet  of  doom,  but  there’s  an  indifference 
among  the  younger  physicians  and  outright  antagonism  from 
governmental  agencies  and  regulatory  people.  We  have  to 
do  something  to  maintain  membership  levels.  Only  about 
35%  of  the  country’s  younger  physicians  are  members  of  the 
federation  of  medicine,  particularly  at  the  national  level.  We 
have  to  make  ourselves  relevant  to  the  younger  doctors,  the 
teachers,  the  researchers,  those  employed  physicians  who 
are  not  part  of  the  good-old-boy  circuit,  and  the  foreign  medi- 
cal graduates — relevant  to  all  of  the  people  who  are  eligible 
for  membership.  If  we  don’t  do  that,  our  membership  will 
erode. 


who  thought,  “This  is  not  only  expected  of  me,  but  I want  to 
do  it.”  Today,  that’s  not  the  way  it  is.  To  a certain  extent,  that’s 
still  true,  but  other  forces  attack  the  idea  and  keep  people 
out.  We  have  to  make  ourselves  service-oriented.  We  have 
to  chase  these  people  to  get  them  in  the  organization,  and 
we  have  to  be  something  besides  a quasi-social  fraternity. 
TMA  renders  so  many  services  that  are  really  meaningful, 
that  make  the  practice  of  medicine,  the  teaching,  and  the 
research  better  and  easier.  . . . There  are  so  many  things  we 
can  do.  TMA’s  insurance  is  the  best  program  for  the  doctors 
and  their  staffs.  And,  we  need  to  market  it  to  them.  We  need 
to  provide  liability  insurance  to  the  doctors  of  this  state,  and 
we  need  to  work  hard  to  let  them  know  about  it. 

We  need  to  make  everybody  know  that’s  why  they  ought  to 
be  a member.  We  ought  to  be  into  practice  management, 
collections,  location  and  locum  tenens,  and  continuing  medi- 
cal education.  We  ought  to  be  into  the  whole  gamut  of  ser- 
vices to  members.  All  of  these  things  are  being  done,  but  we 
need  to  do  more  of  it. 


Texas  Medicine:  What  can  be  done  to  attract  these 
physicians? 


Texas  Medicine:  What  was  the  most  difficult  part  of  the 
presidency? 


Dr  Alexander:  It  hasn’t  been  long  since  the  impetus  for 
membership  in  organized  medicine  came  from  the  applicant, 


George  G.  Alexander,  MD,  the  association  ’s  immediate  past  president. 


Dr  Alexander:  Getting  in  place  for  the  job  and  learning  the 
things  that  I needed  to  know  and  the  people  that  I needed  to 
know,  and  then  doing  all  of  things  that  I could  and  should  do. 
All  of  those  are  an  impossibility  in  a year’s  time,  and  I realized 
it  when  I started.  The  most  difficult  thing  was  the  frustration  of 
knowing  that  I couldn’t  do  it  all. 

Texas  Medicine:  Do  you  think  the  president  should  have  a 
longer  term? 

Dr  Alexander:  Oh,  no.  I think  you  just  adjust  to  that,  and 
don’t  expect  it  of  yourself. 

Texas  Medicine:  What  did  you  enjoy  most  about  the 
presidency? 

Dr  Alexander:  Going  around  the  state,  and  renewing  all  the 
friendships  that  I’ve  had  through  the  years  and  making  new 
ones — seeing  all  my  colleagues  in  their  places  and  how  im- 
portant they  are  to  their  communities.  It  was  thrilling. 

Texas  Medicine:  What  did  you  learn  about  the  organization 
during  your  tenure,  and  did  you  see  any  areas  that  need 
improvement? 

Dr  Alexander:  All  of  the  activities  need  to  be  integrated 
somehow  without  changing  the  broad-based  policymaking 
mechanism.  We  have  many  individual  fiefdoms  within  the  or- 
ganization, and,  that’s  not  all  bad.  It  stimulates  more  people 
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to  work  and  be  interested  and  to  spread  the  word.  But,  it  also 
fuels  management  problems. 

Texas  Medicine:  Do  you  have  any  thoughts  regarding  the 
transition  of  leadership  when  Executive  Director  Line  Williston 
retires? 

Dr  Alexander:  Line  has  been  the  soul  of  this  organization  for 
30  years,  and  it’s  going  to  be  a very  traumatic  experience 
rearranging  it  in  any  way.  Fortunately,  he’s  so  dedicated  to 
the  organization  that  he’ll  be  around  and  do  whatever  it  takes 
to  make  it  easier. 


Texas  Medicine:  What  advice  would  you  offer  Dr  Burross? 

Dr  Alexander:  Dr  Burross  doesn’t  need  any  advice  from  me 
Quite  the  contrary,  I’m  asking  him  for  advice. 

Texas  Medicine:  What  message  would  you  like  to  send  the 
membership? 

Dr  Alexander:  I’d  like  to  say  thanks  for  letting  me  represent 
them.  It’s  been  great. 


herpes 


labialis 


“HERPECIN-L  is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 


“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DDS,  MN 


“HERPECIN-L^.  . . a conservative  approach 
with  low  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-L  . .proven  far  superior.”  DDS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


HeRpecin- 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories, 
Inc..  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 

10150 


In  Texas  HERPECIN-L  is  available  at  all  Revco 
Drug  Stores  and  other  select  pharmacies. 


This  Summer ... 


Take  the  Winter  Park  Challenge! 


Award  winning  Pole  Creek  Golf  Course  Whitewater  rafting  on  the  Colorado  River 


You're  invited  to  take  the  Winter  Park 
Challenge  and  enjoy  your  best  summer 
vacation  ever. 

When:  June  through  September,  1 985 

Where:  Winter  Park,  Colorado... 
conveniently  located  just  67  miles 
from  Denver. 

Activities:  Horseback  riding,  hiking 
and  mountain  climbing,  jeep  tours,  jazz 
festival,  water  sports,  rodeos,  Alpine 
Art  Affair,  chairlift  rides  and  more. 


Accommodations:  Your  own 
secluded  mountain  home  at  The 
Summit.  Priced  from  $39/night  rental 
with  sale  prices  starting  at  $79,900. 

This  summer,  come  up  to  the  best! 


An  offering  statement  for  this  subdivision  has  been  filed  with  the  Iowa  Real  Estate  Commission  and  a copy  of  such  offering  statement  is  available  from  the  subdivider  upon  request. 


For  reservations  and  sales  information 
please  call  or  return  this  coupon  to: 


Name 


THE  SUMMIT  AT  WINTER  PARK 


PO.  Box  3 1 57, 

Winter  Park,  CO  80482 
Telephone:  (303)  726-8834, 
Toll  Free  Outside  Colorado: 
(800)  443-2781,  Ext.  A50M 


Address 

City State Zip 

Telephone,  (business) (home) 
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Recommendi 
Step-1  there 
hypertension  < 


The  addition  of  a diuretic 
enhances  the  efficacy 
of  the  beta-blocker. 


IN  HYPERTENSION 
END  POINT: 


mm 


CONTROL, 

COMPLIANCE, 

CONVENIENCE 

When  hypertension  control  is  complicated  by  the  need  for 
a beta-blocker  plus  a thiazide.  C0RZ1DE®  simplifies  patient 
compliance  with  reliable  once-a-day  dosing  in  a single  tablet. 


CORZIDE 

(nadolol-bendroflumethiazide  tablets) 

Makes  good  sense 


SQUIBB 


Innovators  in  cardiovascular  medicine 


■Joint  National  Committee  on  Detection,  Evaluation  and  Treatment  of  High  Blood  Pressure: 
The  1984  report  of  the  Joint  National  Committee  on  Detection,  Evaluation  and  Treatment  of 
High  Blood  Pressure.  Arch  Intern  Med  144:1045-1057, 1984. 


Please  see  brief  summary  of  prescribing  information  on  following  page 


(nadolol-bendroflumethiazide  tablets) 


CORZIDE'  40/5 
CORZIDE®  80/5 

Nadolol-Bendrotlumethiazide  Tablets 

DESCRIPTION:  CORZIDE  (Nadolol-Bendroflumethiazide  Tablets)  for  oral  administration 
combines  two  antihypertensive  agents:  CORGARD®  (nadolol),  a nonselective  beta-adrener- 
gic blocking  agent,  and  NATURETIN®  (bendroflumethiazide),  a thiazide  diuretic-antihyper- 
tensive.  Formulations:  40  mg  and  80  mg  nadolol  per  tablet  combined  with  5 mg  bendroflu- 
methiazide 

CONTRAINDICATIONS:  Nadolol  — Bronchial  asthma,  sinus  bradycardia  and  greater  than 
first  degree  conduction  block,  cardiogenic  shock,  and  overt  cardiac  failure  (see  WARNINGS) 
Bendroflumethiazide  — Anuria,  and  in  those  with  previous  hypersensitivity  to  bendroflu- 
methiazide or  other  sulfonamide-derived  drugs, 

WARNINGS:  Nadolol  — Cardiac  Failure  — Sympathetic  stimulation  may  be  a vital  com- 
ponent supporting  circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibi- 
tion by  beta-blockade  may  precipitate  more  severe  failure.  Although  beta-blockers  should  be 
avoided  in  overt  congestive  heart  failure,  if  necessary,  they  can  be  used  with  caution  in 
patients  with  a history  of  failure  who  are  well  compensated,  usually  with  digitalis  and  diuretics. 
Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart 
muscle.  IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta- 
blockers  can,  in  some  cases,  lead  to  cardiac  failure.  Therefore,  at  the  first  sign  or  symptom  of 
heart  failure,  digitalize  and/or  give  diuretics,  and  closely  observe  response,  or  discontinue 
nadolol  (gradually,  if  possible). 


Information  for  Patients  — Warn  patients,  especially  those  with  evidence  of  coronary  artery 
insufficiency,  against  interruption  or  discontinuation  of  nadolol  without  physician's  advice. 
Although  cardiac  failure  rarely  occurs  in  properly  selected  patients,  advise  patients  being 
treated  with  beta  adrenergic  blocking  agents  to  consult  physician  at  the  first  sign  or  symptom 
of  impending  failure  Advise  patients  of  proper  course  if  dose  inadvertently  missed 
Laboratory  Tests  — Regularly  monitor  serum  and  urine  electrolyte  levels  (see  WARNINGS, 
Bendroflumethiazide,  and  PRECAUTIONS,  General,  Bendroflumethiazide). 

Drug  Interactions  — Nadolol  — When  administered  concurrently  the  following  drugs  may 
interact  with  beta-adrenergic  blocking  agents:  Anesthetics,  general  — exaggeration  of 
anesthetic-induced  hypotension  (see  WARNINGS,  Nadolol,  Major  Surgery).  Antidiabetic 
drugs  (oral  agents  and  insulin)  — hypoglycemia  or  hyperglycemia:  adjust  antidiabetic  drug 
dosage  accordingly  (see  WARNINGS.  Nadolol,  Diabetes  and  Hypoglycemia).  Catechol- 
amine-depleting drugs  (e.g.,  reserpine)  — additive  effect:  monitor  closely  for  evidence  of 
hypotension  and/or  excessive  bradycardia 

Bendroflumethiazide  — When  administered  concurrently  the  following  drugs  may  interact 
with  thiazide  diuretics  Alcohol,  barbiturates,  or  narcotics  — may  potentiate  orthostatic 
hypotension  Antidiabetic  drugs  (oral  agents  and  insulin)  — thiazide-induced  hypergly- 
cemia may  require  adjustment  of  antidiabetic  drug  dosage  Other  antihypertensive 
drugs  — additive  or  potentiated  effect  Corticosteroids,  ACTH  — intensified  electrolyte  de- 
pletion. particularly  hypokalemia  Ganglionic  or  peripheral  adrenergic  blocking  drugs  — 
potentiated  effect  Preanesthetic  and  anesthetic  agents  — effects  may  be  potentiated: 
adjust  dosage  accordingly  Pressor  amines  (e.g.,  norepinephrine)  — possible  decrease 
response  but  not  sufficient  to  preclude  their  use  Skeletal  muscle  relaxants,  nondepolar- 
izing (e.g.,  tubocurarine)  — possible  increased  response 

Drug/Laboratory  Test  Interactions  — Discontinue  thiazides  before  tests  for  parathyroid 
function  (see  PRECAUTIONS,  General,  Bendroflumethiazide). 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility  — Nadolol  — In  t to  2 years  oral 
toxicologic  studies  in  mice,  rats,  and  dogs,  nadolol  did  not  produce  significant  toxic  effects.  In 
2-year  oral  carcinogenic  studies  in  rats  and  mice,  nadolol  did  not  produce  neoplastic,  preneo- 
plastic.  or  nonneoplastic  pathologic  lesions  Bendroflumethiazide  — Long-term  studies  in  i 
animals  have  not  been  performed 

Pregnancy  — Teratogenic  Effects  — Nadolol  — Category  C.  In  animal  reproduction 
studies  with  nadolol,  evidence  of  embryo-  and  fetotoxicity  was  found  in  rabbits,  but  not  in  rats 
or  hamsters,  at  doses  5 to  10  times  greater  (on  a mg/kg  basis)  than  the  maximum  indicated 
human  dose,  no  teratogenic  potential  was  seen  in  any  of  these  species.  There  are  no  well-con- 
trolled  studies  in  pregnant  women,  therefore,  use  nadolol  in  pregnant  women  only  if  potential  i 
benefit  justifies  potential  risk  to  the  fetus  Bendroflumethiazide  — Category  C.  Animal 
reproduction  studies  have  not  been  conducted.  This  drug's  effect  on  the  fetus  when  adminis- 
tered to  a pregnant  woman  or  its  effect  on  reproductive  capacity  is  not  known.  Bendroflu- 
methiazide should  be  given  to  a pregnant  woman  only  if  clearly  needed  Nonteratogenic 
Effects  — Since  thiazides  cross  the  placental  barrier  and  appear  in  cord  blood,  weigh  antici-  ‘ 
pated  benefit  of  the  drug  in  pregnant  women  against  possible  hazards  to  the  fetus:  these 
hazards  include  fetal  or  neonatal  jaundice,  thrombocytopenia,  and  possibly  other  reactions 
which  have  occurred  in  adults 


Exacerbation  of  Ischemic  Heart  Disease  Following  Abrupt  Withdrawal  — 

Hypersensitivity  to  catecholamines  has  been  observed  in  patients  withdrawn  from 
beta-blocker  therapy:  exacerbation  of  angina  and,  in  some  cases,  myocardial  infarc- 
tion have  occurred  after  abrupt  discontinuation  of  such  therapy  When  discontinuing 
chronic  use  of  nadolol,  particularly  in  patients  with  ischemic  heart  disease,  gradually 
reduce  dosage  over  a 1-  to  2-week  period  and  carefully  monitor  the  patient 
Reinstitute  nadolol  promptly  (at  least  temporarily)  and  take  other  measures  appro- 
priate for  management  of  unstable  angina  if  angina  markedly  worsens  or  acute 
coronary  insufficiency  develops.  Warn  patients  not  to  interrupt  or  discontinue 
therapy  without  physician's  advice.  Because  coronary  artery  disease  is  common 
and  may  be  unrecognized,  it  may  be  prudent  not  to  discontinue  nadolol  therapy 
abruptly  even  in  patients  treated  only  for  hypertension. 


Nonailergic  Bronchospasm  (e.g.,  chronic  bronchitis,  emphysema)  — PATIENTS  WITH 
BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA-BLOCKERS. 
Administer  nadolol  with  caution  since  it  may  block  bronchodilation  produced  by  endogenous 
or  exogenous  catecholamine  stimulation  of  beta2  receptors  Major  Surgery  — Because  beta 
blockade  impairs  the  ability  of  the  heart  to  respond  to  reflex  stimuli  and  may  increase  the  risks 
of  general  anesthesia  and  surgical  procedures,  resulting  in  protracted  hyfjotension  or  low 
cardiac  output,  it  has  generally  been  suggested  that  such  therapy  should  be  withdrawn 
several  days  prior  to  surgery  Recognition  of  the  increased  sensitivity  to  catecholamines  of 
patients  recently  withdrawn  from  beta-blocker  therapy,  however , has  made  this  recommenda- 
tion controversial.  If  possible,  withdraw  beta-blockers  well  before  surgery  takes  place.  In 
emergency  surgery,  inform  the  anesthesiologist  that  the  patient  is  on  beta-blocker  therapy. 
Use  of  beta-receptor  agonists  such  as  isoproterenol,  dopamine,  dobulamine.  or  levarterenol 
can  reverse  the  effects  of  nadolol.  Difficulty  in  restarting  and  maintaining  the  heart  beat  has 
also  been  reported  with  beta-adrenergic  receptor  blocking  agents.  Oiabetes  and  Hypogly- 
cemia — Beta-adrenergic  blockade  may  prevent  the  appearance  of  premonitory  signs  and 
symptoms  (e  g , tachycardia  and  blood  pressure  changes)  of  acute  hypoglycemia  This  is 
especially  important  with  labile  diabetics.  Beta-blockade  also  reduces  release  of  insulin  in  re- 
sponse to  hyperglycemia:  therefore,  it  may  be  necessary  to  adjust  dose  of  antidiabetic  drugs. 
Thyrotoxicosis  — Beta-adrenergic  blockade  may  mask  certain  clinical  signs  (e.g.,  tachy- 
cardia) of  hyperthyroidism.  To  avoid  abrupt  withdrawal  of  beta-adrenergic  blockade  which 
might  precipitate  a thyroid  storm,  carefully  manage  patients  suspected  of  developing 
thyrotoxicosis 

Bendrollumethiazide  — Use  with  caution  in  severe  renal  disease.  In  patients  with  renal 
disease,  azotemia  may  be  precipitated.  With  impaired  renal  function,  effects  of  the  drug  may 
be  cumulative.  Use  with  caution  in  impaired  hepatic  function  or  progressive  liver  disease, 
since  minor  alterations  of  fluid  and  electrolyte  balance  may  precipitate  hepatic  coma.  Sensi- 
tivity reactions  may  occur  in  patients  with  a history  of  allergy  or  bronchial  asthma  Possibility 
of  exacerbation  or  activation  of  systemic  lupus  erythematosus  has  been  reported 
PRECAUTIONS:  General  — Nadolol  — Use  with  caution  in  patients  with  impaired  hepatic 
or  renal  function  (see  DOSAGE  AND  ADMINISTRATION). 

Bendroflumethiazide  — At  appropriate  intervals,  perform  serum  electrolytes  determination 
to  detect  possible  electrolyte  imbalance  warning  signs  of  which  are  dryness  of  mouth,  thirst, 
weakness,  lethargy,  drowsiness,  restlessness,  muscle  pains  or  cramps,  muscular  fatigue, 
hypotension,  oliguria,  tachycardia,  and  G.l.  disturbances  such  as  nausea  and  vomiting. 
Observe  patients  for  clinical  signs  of  fluid  or  electrolyte  imbalance:  namely,  hyponatremia, 
hypochloremic  alkalosis,  hypokalemia.  Serum  and  urine  electrolyte  determinations  are  partic- 
ularly important  when  the  patient  is  vomiting  excessively  or  receiving  parenteral  fluids.  Drugs 
such  as  digitalis  may  influence  serum  electrolytes.  Hypokalemia  may  develop,  especially  with 
brisk  diuresis,  in  presence  of  severe  cirrhosis.  Interference  with  adequate  oral  electrolyte 
intake  will  also  contribute  to  hypokalemia.  Response  of  the  heart  to  toxic  effects  of  digitalis 
can  be  exaggerated  with  hypokalemia.  Use  potassium  supplements  such  as  high  potassium 
foods  to  avoid  or  treat  hypokalemia.  Any  chloride  deficit  is  generally  mild  and  usually  does  not 
require  specific  therapy  except  under  extraordinary  circumstances  (as  in  liver  or  renal 
disease).  Dilutional  hyponatremia  may  occur  in  edematous  patients  in  hot  weather;  appro- 
priate therapy  is  water  restriction  rather  than  salt  administration  except  in  rare  instances 
when  the  hyponatremia  is  life  threatening.  In  actual  salt  depletion,  appropriate  replacement  is 
the  therapy  of  choice 

Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain  thiazide-treated 
patients.  Latent  diabetes  mellitus  may  become  manifest  during  thiazide  therapy.  Antihyper- 
tensive effects  of  bendroflumethiazide  may  be  enhanced  in  the  postsympathectomy  patient. 

Careful  reappraisal  of  therapy  and  consideration  given  to  withholding  or  stopping  diuretic 
therapy  is  necessary  if  rising  nonprotein  nitrogen  or  BUN  (indicative  of  progressive  renal  im- 
pairment) occurs.  Thiazides  may  decrease  serum  PBI  levels  without  signs  of  thyroid  distur- 
bance. Thiazides  decrease  calcium  excretion.  Pathologic  changes  in  parathyroid  gland  with 
hypercalcemia  and  hypophosphatemia  have  been  occasionally  observed  with  prolonged 
therapy.  Common  complications  of  hyperparathyroidism  have  not  been  seen 


Nursing  Mothers  — Both  nadolol  and  bendroflumethiazide  are  excreted  in  human  milk 
Because  of  the  potential  for  serious  adverse  reactions  in  nursing  infants  either  discontinue 
nursing  or  discontinue  therapy,  taking  into  account  the  importance  of  CORZIDE  (Nadolol- 
Bendroflumethiazide  Tablets)  to  the  mother 

Pediatric  Use  — Safety  and  effectiveness  in  children  have  not  been  established 
ADVERSE  REACTIONS:  Nadolol  — Most  adverse  effects  have  been  mild  and  transient  and 
have  rarely  required  nadolol  withdrawal.  Cardiovascular — Bradycardia  with  heart  rales  of 
less  than  60  beats  per  minute  occurs  commonly,  and  heart  rates  below  40  beats  per  minute 
and/or  symptomatic  bradycardia  were  seen  in  about  2 of  100  patients.  Symptoms  of 
peripheral  vascular  insufficiency,  usually  of  the  Ftaynaud  type,  have  occurred  in  approxi- 
mately 2 of  100  patients.  Cardiac  failure,  hypotension,  and  rhythm/conduction  disturbances 
have  each  occurred  in  about  1 of  100  patients  Single  instances  of  first  degree  and  third 
degree  heart  block  have  been  reported,  intensification  of  AV  block  is  a known  effect  of  beta- 
blockers  (see  also  CONTRAINDICATIONS.  WARNINGS,  and  PRECAUTIONS)  Central  Ner- 
vous System  — Dizziness  or  fatigue  reported  in  approximately  2 of  100  patients,  pares- 
thesias, sedation,  and  change  in  behavior  reported  in  approximately  6 of  1000  patients. 
Respiratory — Bronchospasm  reported  in  approximately  1 of  1000  patients  (see 
CONTRAINDICATIONS  and  WARNINGS)  Gastrointestinal  — Nausea,  diarrhea,  abdominal 
discomfort,  constipation,  vomiting,  indigestion,  anorexia,  bloating,  and  flatulence  each 
reported  in  1 to  5 of  1000  patients  Miscellaneous  — Each  of  the  following  reported  in  1 to  5 
of  1000  patients  rash,  pruritus,  headache,  dry  mouth,  eyes,  or  skin;  impotence  or  decreased 
libido,  facial  swelling,  weight  gam,  slurred  speech;  cough;  nasal  stuffiness,  sweating;  tinnitus; 
blurred  vision.  Although  relationship  to  drug  usage  is  not  clear,  sleep  disturbances  have  been 
reported  The  oculomucocutaneous  syndrome  associated  with  practolol  has  not  been 
reported  with  nadolol  The  following  adverse  reactions  may  also  occur  Central  Nervou: 
System  — reversible  mental  depression  progressing  to  catatonia,  visual  disturbances; 
hallucinations,  an  acute  reversible  syndrome  characterized  by  disorientation  for  time  an t1 
place,  short-term  memory  loss,  emotional  lability  with  slightly  clouded  sensorium,  decrease 
performance  on  neuropsychometrics  Gastrointestinal  — mesenteric  arterial  thrombosii 
ischemic  colitis  Hematologic  — agranulocytosis,  thrombocytopenic  or  nonthrombocyti 
pemc  purpura.  Allergic  — fever  combined  with  aching  and  sore  throat;  laryngospasn 
respiratory  distress  Miscellaneous  — reversible  alopecia,  Peyronie's  disease; 
erythematous  rash,  arterial  insufficiency. 

Bendrollumethiazide  — Gastrointestinal  System  — anorexia,  gastric  irritation,  nausea, 
vomiting,  cramping,  diarrhea,  constipation,  jaundice  (intrahepatic  cholestatic  jaundice),  pan- 
creatitis Central  Nervous  System  — dizziness,  vertigo,  paresthesia,  headache,  xanth 
sia  Hematologic  — leukopenia,  agranulocytosis,  thrombocytopenia,  aplastic  anemia, 
Dermatologic-Hypersensitivity  — purpura,  photosensitivity,  rash,  urticaria,  necrotizini 
angiitis  (vasculitis,  cutaneous  vasculitis)  Cardiovascular  — orthostatic  hypotension  maj 
occur  Other  — hyperglycemia,  glycosuria,  occasional  metabolic  acidosis  in  diabetici 
hyperuricemia,  allergic  glomerulonephritis,  muscle  spasm,  weakness,  restlessness  When 
ever  adverse  reactions  are  moderate  or  severe,  thiazide  dosage  should  be  reduced  or  therapy 
withdrawn. 


OVERDOSAGE:  Nadolol  may  cause  excessive  bradycardia,  cardiac  failure,  hypotension,  or 
bronchospasm  if  overdosed  Overdosage  of  thiazides  may  cause  lethargy,  which  may  pri 
gress  to  coma  within  a few  hours,  with  minimal  depression  of  respiration  and  cardiovascular] 
function  and  without  evidence  of  serum  electrolyte  changes  or  dehydration.  Gastrointestina" 
irritation  and  hypermotility  may  occur  Transitory  increase  in  BUN  and  serum  electrolyti 
changes  may  occur,  especially  in  patients  with  renal  impairment. 

Treatment  — Nadolol  can  be  removed  from  the  general  circulation  by  hemodialysis.  In  deter- 
mining duration  of  corrective  therapy,  take  note  of  the  long  duration  of  the  effect  of  nadolol.  In 
addition  to  gastric  lavage,  employ  the  following  measures,  as  appropriate  Exces- 
sive Bradycardia  — Administer  atropine  (0.25  to  1 0 mg).  If  there  is  no  response  to  vagal 
blockade,  administer  isoproterenol  cautiously.  Cardiac  Failure  — Administer  a digitalis 
glycoside  and  diuretic  It  has  been  reported  that  glucagon  may  also  be  useful  in  this  situation. 
Hypotension  — Administer  vasopressors,  e g , epinephrine  or  levarterenol.  (There  is  evi- 
dence that  epinephrine  may  be  the  drug  of  choice  ) Bronchospasm  — Administer  a beta,- 
stimulating  agent  and/or  a theophylline  derivative.  Stupor  or  Coma  — Supportive  therapy  as 
warranted  Gastrointestinal  Effects  — Symptomatic  treatment  as  needed  BUN  and/or 
Serum  Electrolyte  Abnormalities  — Institute  supportive  measures  as  required  to  maintain 
hydration,  electrolyte  balance,  respiration,  and  cardiovascular  and  renal  function. 

DOSAGE  AND  ADMINISTRATION:  DOSAGE  MUST  BE  INDIVIDUALIZED  Patients  with 
renal  failure  require  adjustment  in  dosing  interval,  see  package  insert  for  dosage  in  the! 
patients. 

Consult  package  insert  before  prescribing  CORZIDE  (Nadolol-Bendroflumethia; 
Tablets). 

HOW  SUPPLIED:  Available  as  scored  tablets  containing  40  mg  nadolol  combined  with  5 mg  bei 
droflumethiazide  and  80  mg  nadolol  combined  with  5 mg  bendroflumethiazide  in  bottles  of  100. 


buprofen,  Upphn 

600 mg  Tablets 


SOOmt 


More  convenient  for  your  patients 


984  The  Upjohn  Company 


The  Upjohn  Company  • Kalamazoo,  Michigan  4<?001  USA 


J-4044  January  1984 


OutsmartingThe  Bear. 


You  never  know  when  you’ll  run  into  the  bear 
on  Wall  Street  But  when  the  bull  gets  sluggish 
and  rates  decline,  you’ll  know  he’s  around.  And 
large  investors  may  have  cause  to  worry. 

The  bear  can  be  mean,  but  there  is  a way  to  out- 
smart him.  Just  join  the  Payroll  Savings  Plan 
and  buy  U.S.  Savings  Bonds. 

Bonds  have  a variable  interest  rate  so  you  can 
share  in  the  higher  returns  during  a bull  market 
There’s  no  limit  on  how  much  you  can  earn. 


But  suppose  it  turns  into  a bear  market?  Now 
you’re  protected  by  a guaranteed  minimum,  nc 
matter  how  fierce  the  bear  turns. 


So,  no  need  to  run,  fight  or  hide 
from  the  bear.  The  smartest 
move  you  can 
make  is  the 
move  to  U.S. 

Savings  Bonds. 


Take  f ^4 
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Brief  Summary  of  Prescribing  Information 

NORLESTRIN*  (norethindrone  acetate  and  ethinyl  estradiol  tablets,  USP) 

See  section  under  Special  Notes  on  Administration  and  HOW  SUPPLIED. 

Before  prescribing,  please  see  full  prescribing  information  A Brief  Summary  follows. 

DESCRIPTION 

Norlestrin  Products  are  progestogen-estrogen  combinations. 

INDICATIONS  AND  USAGE 

Norlestrin  Products  are  indicated  for  the  prevention  of  pregnancy  in  women  who  elect  to  use 
oral  contraceptives  as  a method  of  contraception 
In  clinical  trials  with  Norlestrin  1/50  involving  25,983  therapy  cycles,  there  was  a preg- 
nancy rate  of  0.05  per  100  woman-years,  in  clinical  trials  with  Norlestrin  2.5/50  involving 
96,388  cycles,  there  was  a pregnancy  rate  of  0,22  per  100  woman-years 
Dose-Related  Risk  of  Thromboembolism  from  Oral  Contraceptives:  Studies  have 
shown  a positive  association  between  the  dose  of  estrogens  in  oral  contraceptives  and  the 
risk  of  thromboembolism  It  is  prudent  and  in  keeping  with  good  principles  of  therapeutics  to 
minimize  exposure  to  estrogen  The  oral  contraceptive  prescribed  for  any  given  patient 
should  be  that  product  which  contains  the  least  amount  of  estrogen  that  is  compatible  with 
an  acceptable  pregnancy  rate  and  patient  acceptance 
CONTRAINDICATiONS 

1  Thrombophlebitis  or  thromboembolic  disorders 

2.  A past  history  of  deep-vein  thrombophlebitis  or  thromboembolic  disorders 

3 Cerebral  vascular  or  coronary  artery  disease 

4 Known  or  suspected  carcinoma  of  the  breast 

5 Known  or  suspected  estrogen-dependent  neoplasia 

6.  Undiagnosed  abnormal  genital  bleeding 

7 Known  or  suspected  pregnancy  (See  WARNING  No.  5) 

8 Benign  or  malignant  liver  tumor  which  developed  during  the  use  of  oral  contraceptives 
or  other  estrogen-containing  products. 

WARNINGS 

Cigarette  smoking  increases  the  risk  of  serious  cardiovascular  side  effects  from 
oral  contraceptive  use.  The  risk  increases  with  age  and  with  heavy  smoking  (15  or 
more  cigarettes  per  day)  and  is  quite  marked  in  women  over  35  years  of  age. 

Women  who  use  oral  contraceptives  should  be  strongly  advised  not  to  smoke. 

The  use  of  oral  contraceptives  is  associated  with  increased  risk  of  several  serious 
conditions  including  thromboembolism,  stroke,  myocardial  infarction,  hepatic  ade- 
noma, gallbladder  disease,  and  hypertension  Practitioners  prescribing  oral  contracep- 
tives  should  be  familiar  with  the  following  information  relating  to  these  risks 

1 Thromboembolic  Disorders  and  Other  Vascular  Problems.  An  increased  risk  of  throm- 
boembolic and  thrombotic  disease  associated  with  the  use  of  oral  contraceptives  is  well- 
established.  Studies  have  demonstrated  an  increased  risk  of  fatal  and  nonfatal  venous 
thromboembolism  and  stroke,  both  hemorrhagic  and  thrombotic 

Cerebrovascular  Disorders:  In  a collaborative  study  in  women  with  and  without  predispos- 
ing causes,  it  was  estimated  that  the  risk  of  hemorrhagic  stroke  was  2.0  times  greater  in 
users  than  nonusers,  and  the  risk  of  thrombotic  stroke  was  4 0 to  9.5  times  greater. 
Myocardial  Infarction:  An  increased  risk  of  myocardial  infarction  associated  with  oral 
contraceptives  has  been  reported  confirming  a previously  suspected  association  These 
studies  found  that  the  greater  the  number  of  underlying  risk  factors  (cigarette  smoking, 
hypertension,  hypercholesterolemia,  obesity,  diabetes,  history  of  preeclamptic  toxemia)  for 
coronary  artery  disease,  the  higher  the  risk  of  developing  myocardial  infarction,  regardless 
of  whether  the  patient  was  an  oral  contraceptive  user  or  not.  Oral  contraceptives,  however, 
were  found  to  be  a clear  additional  risk  factor 
It  has  been  estimated  that  users  who  do  not  smoke  (smoking  is  considered  a maior  pre- 
disposing condition  to  myocardial  infarction)  are  about  twice  as  likely  to  have  a fatal  myo- 
cardial infarction  as  nonusers  who  do  not  smoke.  Oral  contraceptive  users  who  are  smokers 
have  about  a fivefold  increased  risk  of  fatal  infarction  compared  to  users  who  do  not  smoke, 
but  about  a tenfold  to  twelvefold  increased  risk  compared  to  nonusers  who  do  not  smoke 
The  amount  of  smoking  is  also  an  important  factor 

Risk  of  Dose:  In  an  analysis  of  data,  British  investigators  concluded  that  the  risk  of  throm- 
boembolism, including  coronary  thrombosis,  is  directly  related  to  the  dose  of  estrogen  used 
in  oral  contraceptives,  however,  the  quantity  of  estrogen  may  not  be  the  sole  factor  involved. 
Persistence  of  Risk:  Two  studies  have  suggested  that  an  increased  risk  may  persist  for  as 
long  as  6 years  after  discontinuation  of  oral  contraceptive  use  for  cerebrovascular  disease 
and  9 years  for  myocardial  infarction  In  addition,  a prospective  study  suggested  the  per- 
sistence of  risk  for  subarachnoid  hemorrhage 

Estimate  of  Excess  Mortality  from  Circulatory  Diseases:  The  risk  of  diseases  of  the  cir- 
culatory system  is  concentrated  in  older  women,  in  those  with  a long  duration  of  use.  and  in 
cigarette  smokers. 

A study  of  available  data  from  a variety  of  sources  concluded  that  the  mortality  associated 
with  all  methods  of  birth  control  is  low  and  below  that  associated  with  childbirth,  with  the 
exception  of  oral  contraceptives  in  women  over  40  who  smoke 
The  risk  of  thromboembolic  and  thrombotic  diseases  associated  with  oral  contraceptives 
increases  with  age  after  approximately  age  30  and,  for  myocardial  infarction,  is  further 
increased  by  hypertension,  hypercholesterolemia,  obesity  diabetes,  or  history  of  pre- 
eclamptic toxemia,  and  especially  by  cigarette  smoking 
The  physician  and  the  patient  should  be  alert  to  the  earliest  manifestations  of  thromboem- 
bolic and  thrombotic  disorders.  Should  any  occur  or  be  suspected,  the  drug  should  be  dis- 
continued immediately. 

A fourfold  to  sixfold  increased  risk  of  postsurgery  thromboembolic  complications  has 
been  reported  in  users.  If  feasible,  oral  contraceptives  should  be  discontinued  at  least  four 
weeks  before  surgery  of  a type  associated  with  an  increased  risk  of  thromboembolism  or 
prolonged  immobilization 

2 Ocular  Lesions  Neuro-ocular  lesions,  such  as  optic  neuritis  or  retinal  thrombosis,  have 
been  associated  with  the  use  of  oral  contraceptives  Discontinue  the  oral  contraceptive  if 
there  is  unexplained  sudden  or  gradual,  partial,  or  complete  loss  of  vision;  onset  of  propto- 
sis or  diplopia;  papilledema;  or  retinal  vascular  lesions 

3 Carcinoma.  Long-term  continuous  administration  of  estrogen  in  certain  animal  species 
increases  the  frequency  of  carcinoma  of  the  breast,  cervix,  vagina,  and  liver 

In  humans,  an  increased  risk  of  endometrial  carcinoma  associated  with  the  prolonged 
use  of  exogenous  estrogen  in  postmenopausal  women  has  been  reported  However,  there 
is  no  evidence  suggesting  increased  risk  of  endometrial  cancer  in  users  of  conventional 
combination  or  progestogen-only  oral  contraceptives. 

Studies  found  no  evidence  of  increase  in  breast  cancer  in  women  taking  oral  contracep- 
tives; however,  an  excess  risk  in  users  with  documented  benign  breast  disease  was 
reported 

There  is  no  confirmed  evidence  of  an  increased  risk  of  cancer  associated  with  oral  contra- 
ceptives. Close  clinical  surveillance  of  users  is,  nevertheless,  essential  In  cases  of  undiag- 
nosed persistent  or  recurrent  abnormal  vaginal  bleeding,  appropriate  diagnostic  measures 
should  be  taken  to  rule  out  malignancy  Women  wilh  a strong  family  history  of  breast  cancer 
or  who  have  breast  nodules,  fibrocystic  disease,  or  abnormal  mammograms,  should  be 
monitored  wilh  particular  care 

4 Hepatic  Tumors  Benign  hepatic  adenomas  have  been  found  to  be  associated  with  oral 
contraceptives.  Because  hepatic  adenomas  may  rupture  and  may  cause  death  through 
intra-abdominal  hemorrhage,  they  should  be  considered  in  women  presenting  abdominal 
pain  and  tenderness,  abdominal  mass,  or  shock 

A few  cases  of  hepatocellular  carcinoma  have  been  reported  in  women  taking  oral  contra- 
ceptives. The  relationship  of  these  drugs  to  this  type  of  malignancy  is  not  known  at  this  lime 

5 Usage  in  or  Immediately  Preceding  Pregnancy  Birth  Detects  in  Offspring . and  Malig- 
nancy in  Female  Offspring.  During  early  pregnancy  female  sex  hormones  may  seriously 
damage  the  offspring 

An  increased  risk  of  congenital  anomalies,  including  heart  defects  and  limb  defects,  has 
been  reported  with  the  use  of  oral  contraceptives  in  pregnancy. 

There  is  some  evidence  that  triploidy  and  possible  other  types  of  polyploidy  are  increased 
among  abortuses  from  women  who  become  pregnant  soon  after  ceasing  oral 
contraceptives 

Pregnancy  should  be  ruled  out  before  continuing  an  oral  contraceptive  in  any  patient  who 
has  missed  two  consecutive  menstrual  periods.  If  the  patient  has  not  adhered  to  the  sched- 


ule, the  possibility  of  pregnancy  should  be  considered  at  the  time  of  the  first  missed  period, 
and  oral  contraceptives  should  be  withheld  until  pregnancy  has  been  ruled  out.  If  preg- 
nancy is  confirmed,  the  patient  should  be  apprised  of  the  potential  risks  to  the  fetus  and  the 
advisability  of  continuation  of  the  pregnancy  should  be  discussed 
Women  who  discontinue  oral  contraceptives  with  the  intent  of  becoming  pregnant  should 
use  an  alternate  form  of  contraception  for  a period  of  time  before  attempting  to  conceive 
Administration  of  progestogen-only  or  progestogen-estrogen  combinations  to  induce 
withdrawal  bleeding  should  not  be  used  as  a test  of  pregnancy 

6.  Gallbladder  Disease.  Studies  report  an  increased  risk  of  surgically  confirmed  gallblad- 
der disease  in  users  of  oral  contraceptives. 

7.  Carbohydrate  and  Lipid  Metabolic  Effects  Because  decreased  glucose  tolerance  has 
been  observed  in  a significant  percentage  of  patients,  prediabetic  and  diabetic  patients 
should  be  carefully  observed  while  receiving  oral  contraceptives. 

An  increase  in  triglycerides  and  total  phospholipids  has  been  observed 

8 Elevated  Blood  Pressure  An  increase  in  blood  pressure  has  been  reported  in  patients 
receiving  oral  contraceptives.  The  prevalence  in  users  increases  with  longer  exposure  Age 
is  also  strongly  correlated  with  development  of  hypertension  Women  who  previously  have 
had  hypertension  during  pregnancy  may  be  more  likely  to  develop  elevation  of  blood 
pressure 

9 Headache  Onset  or  exacerbation  of  migraine  or  development  of  headache  of  a new 
pattern  which  is  recurrent,  persistent,  or  severe,  requires  discontinuation  of  oral 
contraceptives 

10  Bleeding  Irregularities  Breakthrough  bleeding,  spotting,  and  amenorrhea  are  fre- 
quent reasons  for  patients  discontinuing  oral  contraceptives.  In  breakthrough  bleeding, 
nonfunctional  causes  should  be  borne  in  mind  In  undiagnosed  abnormal  bleeding  from  the 
vagina,  adequate  diagnostic  measures  are  indicated  to  rule  out  pregnancy  or  malignancy 

Women  with  a past  history  of  oligomenorrhea  or  secondary  amenorrhea,  or  young  women 
without  regular  cycles  should  be  advised  that  they  may  have  a tendency  to  remain  anovula- 
tory or  to  become  amenorrheic  after  discontinuation  of  oral  contraceptives 

11  Ectopic  Pregnancy.  Ectopic  as  well  as  intrauterine  pregnancy  may  occur  in  contracep- 
tive failures 

12  Breast-Feeding.  Oral  contraceptives  may  interfere  with  lactation  Furthermore,  a small 
fraction  of  the  hormonal  agents  in  oral  contraceptives  has  been  identified  in  the  milk  of  moth- 
ers receiving  these  drugs 

PRECAUTIONS 

1 A complete  medical  and  family  history  should  be  taken  prior  to  the  initiation  of  oral  con- 
traceptives. The  pretreatment  and  periodic  physical  examinations  should  include  special 
reference  to  blood  pressure,  breasts,  abdomen,  and  pelvic  organs,  including  Papanicolaou 
smear  and  relevant  laboratory  tests.  As  a general  rule,  oral  contraceptives  should  not  be 
prescribed  for  longer  lhan  one  year  without  another  examination 

2 Preexisting  uterine  leiomyomata  may  increase  in  size 

3.  Patients  with  a history  of  psychic  depression  should  be  carefully  observed  and  the  drug 
discontinued  if  depression  recurs  to  a serious  degree 

4 Oral  contraceptives  may  cause  fluid  retention  and  should  be  prescribed  with  caution, 
and  only  with  careful  monitoring,  in  patients  with  conditions  which  might  be  aggravated 

5 Patients  with  a past  history  of  jaundice  during  pregnancy  have  an  increased  risk  of 
recurrence  of  jaundice.  If  jaundice  develops,  the  medication  should  be  discontinued 

6 Steroid  hormones  may  be  poorly  metabolized  and  should  be  administered  with  caution 
in  patients  with  impaired  liver  function. 

7 Users  may  have  disturbances  in  normal  tryptophan  metabolism,  which  may  result  in  a 
relative  pyridoxme  deficiency. 

8.  Serum  folate  levels  may  be  depressed 

9 The  pathologist  should  be  advised  of  oral  contraceptive  therapy  when  relevant  speci- 
mens are  submitted 

10  Certain  endocrine  and  liver  function  tests  and  blood  components  may  be  affected 
(a)  Increased  sulfobromophthalein  retention  (b)  Increased  prothrombin  and  factors  VII, 

VIII,  IX,  and  X,  decreased  antithrombin  3;  increased  norepinephrine-induced  platelet  aggre- 
gability  (c)  Increased  thyroid-binding  globulin  (TBG)  leading  to  increased  circulating  total 
thyroid  hormone  (d)  Decreased  pregnanediol  excretion  (e)  Reduced  response  to  melyra- 
pone  test 

Drug  Interactions:  Reduced  efficacy  and  increased  incidence  of  breakthrough  bleeding 
have  been  associated  with  concomitant  use  of  rifampin  A similar  association  has  been  sug- 
gested with  barbiturates,  phenylbutazone,  phenytoin  sodium,  tetracycline,  and  ampicillin 

ADVERSE  REACTIONS 

An  increased  risk  of  the  following  serious  adverse  reactions  has  been  associated  with  oral 
contraceptives:  thrombophlebitis;  pulmonary  embolism;  coronary  thrombosis,  cerebral 
thrombosis;  cerebral  hemorrhage,  hypertension;  gallbladder  disease,  benign  hepatomas; 
congenital  anomalies 

There  is  evidence  of  an  association  between  the  following  conditions  and  the  use  of  oral 
contraceptives,  although  additional  confirmatory  studies  are  needed:  mesenteric  thrombo- 
sis, neuro-ocular  lesions,  eg,  retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  have  been  reported  in  patients  receiving  oral  contracep- 
tives and  are  believed  to  be  drug  related  nausea  and/or  vomiting,  usually  the  most  com- 
mon adverse  reactions,  occur  in  approximately  10%  or  less  of  patients  during  the  first  cycle. 
Other  reactions,  as  a general  rule,  are  seen  much  less  frequently  or  only  occasionally; 
gastrointestinal  symptoms;  breakthrough  bleeding;  spotting;  change  in  menstrual  flow; 
dysmenorrhea,  amenorrhea  during  and  after  treatment,  temporary  infertility  after  discon- 
tinuance of  treatment;  eciema;  chloasma  or  melasma;  breast  changes;  change  in  weight; 
change  in  cervical  erosion  and  cervical  secretion;  possible  diminution  in  lactation  when 
given  immediately  postpartum,  cholestatic  |aundice;  migraine;  increase  in  size  of  uterine 
leiomyomata;  rash  (allergic);  mental  depression;  reduced  tolerance  to  carbohydrates; 
vaginal  candidiasis;  change  in  corneal  curvature;  intolerance  to  contact  lenses 
The  following  adverse  reactions  have  been  reported  and  the  association  has  been  neither 
confirmed  nor  refuted  premenstrual-like  syndrome;  cataracts;  changes  in  libido;  chorea; 
changes  in  appetite;  cystitis-like  syndrome;  headache;  nervousness,  dizziness;  hirsutisrr); 
loss  of  scalp  hair;  erythema  multiforme;  erythema  nodosum;  hemorrhagic  eruption;  vaginitis; 
porphyria 

Special  Notes  on  Administration 

Menstruation  usually  begins  two  or  three  days,  but  may  begin  as  late  as  the  fourth  or  fifth 
day,  after  discontinuing  medication 

After  several  months  on  treatment,  bleeding  may  be  reduced  to  a point  of  virtual  absence; 
reduced  flow  may  be  a result  of  medication  and  not  indicative  of  pregnancy, 

HOW  SUPPLIED 
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Norlestrin  [SiJ  2.5/50  is  available  in  compacts  each  containing  21  tablets.  Each  tablet 
contains  2.5  mg  of  norethindrone  acetate  and  50  meg  of  ethinyl  estradiol.  Available  in  pack- 
ages of  five  compacts  and  packages  of  five  refills 
Norlestrin  [E2  1/50  is  available  in  compacts  each  containing  21  yellow  tablets  and  7 
brown  tablets  Each  yellow  tablet  contains  1 mg  of  norethindrone  acetate  and  50  meg  of 
ethinyl  estradiol.  Each  brown  tablet  contains  75  mg  of  ferrous  fumarate,  USP  Available  in 
packages  of  five  compacts  and  packages  of  five  refills. 

Norlestrin  [FE]  2 5/50  is  available  in  compacts  each  containing  21  pink  tablets  and  7 
brown  tablets  Each  pink  tablet  contains  2 5 mg  of  norethindrone  acetate  and  50  meg  of 
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packages  of  five  compacts  and  packages  of  five  refills 
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Code  of  ethics  for  The  University  of  Texas  System  Cancer 
Center  M.D.  Anderson  Hospital  and  Tumor  Institute 
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MS;  B.  J.  Kolenda,  BA;  Roy  S.  Martin,  D Min;  Stanley  J. 
Reiser,  PhD,  MD;  C.  C.  Shullenberger,  MD;  Andrew  C.  von 
Eschenbach,  MD 

The  mission  of  The  University  of  Texas  System  Cancer  Cen- 
ter and  its  component  institutions  is  to  eliminate  cancer  as  a 
significant  health  problem  in  Texas  by  developing  and  main- 
taining patient  care,  research,  education,  and  programs  that 
prevent  the  development  of  cancer,  particularly  in  persons 
who  are  at  high  risk,  and  improve  the  detection,  diagnosis, 
and  treatment  of  cancer  for  those  who  develop  cancer  or  al- 
lied diseases.  Traditionally  the  institution  has  sought  to  fulfill 
its  mission  through  direct  therapy  for  patients  with  cancer, 
clinical  research  to  improve  the  mode  of  cancer  care,  and 
basic  research  into  the  etiology  and  pathophysiology  of  can- 
cer. In  addition,  parallel  approaches  to  the  psychosocial  di- 
mensions of  cancer  are  being  pursued. 

In  this  wide  range  of  goals  and  objectives,  frequent  ten- 
sions arise  between  the  demands  of  research,  care,  and 
education  when  measured  against  perceived  personal  moral 
obligations.  A comprehensive  cancer  center  has  a very  wide 
range  of  professions,  supportive  personnel,  and  administra- 
tion. In  addition,  the  degree  to  which  individuals  are  involved 
in  solving  the  problems  of  cancer,  as  contrasted  to  caring  for 
and  curing  the  patient  with  cancer,  varies  widely. 

Individual  professionals  such  as  nurses,  pharmacists,  and 
physicians  all  have  professional  codes  of  ethics.  Those 
codes  have  contributed  greatly  to  the  moral  and  professional 
integrity  of  various  disciplines.  However,  such  codes  are  spe- 
cific for  a profession  and  general  for  the  institutions  and  lo- 
cales where  such  professions  are  practiced. 

Whenever  a group  of  professionals  and  individuals  with 
specific  skills  are  gathered  in  one  comprehensive  center  and 
dedicate  themselves  to  a singular  problem,  unique  problems 
arise.  For  this  reason,  it  was  thought  that  a unique  code  of 
ethics  for  the  institution  would  serve  as  a document  against 
which  individuals  could  test  their  moral  perceptions. 

In  1 983,  Charles  A.  LeMaistre,  MD,  president  of  the  cancer 
center,  appointed  a committee  to  draft  a code  of  ethics.  The 
members  of  that  committee  are  represented  among  the  au- 
thors of  this  article.  They  were  not  selected  to  represent  a 
constituency,  but  rather  to  reflect  various  viewpoints.  They 
included  a pediatrician,  a basic  scientist,  a nurse,  a surgeon, 
a senior  internist,  a staff  counselor,  and  a research  analyst. 


Jan  van  Eys,  PhD,  MD;  James  M Bowen,  PhD;  Joyce  Alt,  MS;  B.  J Kolenda, 
BA;  Roy  S Martin.  D Min;  Stanley  J Reiser.  PhD.  MD:  C.  C.  Shullenberger. 
MD:  Andrew  C.  von  Eschenbach,  MD,  The  University  of  Texas  System  Cancer 
Center,  M.D.  Anderson  Hospital  and  Tumor  Institute,  Texas  Medical  Center, 
Houston,  TX  77030 


In  addition,  a professional  ethicist  acted  as  advisor  to  the 
committee. 

Procedure 

The  committee  worked  from  the  premise  that  a code  deals 
with  ethical  decision  making,  but  not  through  the  generation 
of  guidelines.  A code  only  reinforces  moral  courage  to  make 
decisions.  The  concept  behind  a code  of  the  type  that  was 
generated  for  our  institution  is  that  freedom  is  both  a privilege 
and  a burden.  Every  member  of  the  staff  was  considered  to 
be  an  individual  with  independent  personhood.  The  freedom 
to  make  ethical  decisions  does  place  a burden  on  the  individ- 
ual to  be  accountable  for  those  decisions.  A code  gives 
impetus  and  direction  to  thinking  about  moral  and  ethical 
problems,  but  it  does  not  solve  the  problems. 

The  committee  designed  a set  of  steps  to  follow  in  the 
drafting  of  a code.  In  each  case,  a problem  was  defined.  An 
actual  example,  or  set  of  examples,  of  the  problems  was  dis- 
cussed. Following  that,  a statement  to  address  the  problem 
was  formulated.  Each  principle  was  refined  during  several 
meetings,  and  a draft  form  was  developed. 

Finally,  a complete  draft  of  the  code  of  ethics  was  circu- 
lated to  the  entire  institution  for  open  discussion.  Individual 
as  well  as  collective  comments  were  received  through  de- 
partmental or  divisional  discussions.  Such  comments  were 
tabulated  and  reviewed  by  the  committee 

A conference  was  held  at  the  end  of  April  1984  on  “The 
Common  Bond:  Ethics  in  a Categorical  Institution."  Invited 
speakers  from  outside  the  institution  had  given  thoughtful 
consideration  of  the  problems  behind  any  one  of  the  ten  prin- 
ciples. Afterward,  the  speaker  and  a person  from  the  M.D. 
Anderson  family  who  had  direct  experience  with  the  specific 
problems  discussed  the  issues,  and  attendees  participated. 
Group  leaders  led  the  discussions.  The  use  of  outside  speak- 
ers generated  the  focus  that  helped  broaden  the  perceptions 
of  all  persons  who  discussed  the  code.  The  discussions  were 
recorded  and  comments  were  summarized  and  tabulated. 

In  addition  to  the  committee  work  and  the  conference,  an 
outside  advisory  committee  helped  prepare  the  conference, 
reviewed  the  code,  and  gave  specific  input. 

After  all  comments  were  collected  and  ordered,  the  com- 
mittee met  again  to  incorporate  those  points  that  were  not 
counterbalanced  by  a comment  of  an  opposite  view. 

Discussion  of  the  final  code 

A number  of  small  but  significant  differences  between  the 
draft  code  and  the  final  version  deserve  further  discussion. 

First,  several  individuals  raised  the  issue  of  whether  a code 
was  necessary  at  all,  and  discussion  took  one  of  two  direc- 
tions. Some  persons  considered  the  code,  as  written,  to  be 
trivial.  They  felt  that  the  impact  of  a code  would  be  negligible, 
and  that  it  should  have  been  much  more  directive.  While  the 
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Code  of  ethics 


7.  The  University  of  Texas  System  Cancer  Center  M.D.  Anderson  Hospital 
and  Tumor  Institute  Code  of  Ethics. 


PREAMBLE 

Our  institution  is  a specialized  center  devoted  to  the  care  of  patients  with 
cancer  and  to  the  prevention  and  eradication  of  malignant  disease.  We  strive 
to  combine  the  activities  of  patient  care,  education,  and  research  to  benefit 
not  only  patients  currently  receiving  care  but  also  future  generations.  In  this 
diversity,  there  is  often  tension;  therefore,  we  hold  before  us  this  code  of 
basic  moral  principles  against  which  to  measure  our  service  and  to  bond 
patients  and  staff  together  in  the  difficult  task  of  contending  with  cancer. 

PRINCIPLE  1 

Reverence  for  the  patients  for  whom  we  are  privileged  to  care  is  our  primary 
concern.  Such  reverence  affirms  the  value  and  dignity  of  life. 

PRINCIPLE  2 

Acknowledging  the  value  and  dignity  of  life,  we  dedicate  ourselves  to  provide 
our  best  care  and  to  use  our  knowledge  to  attempt  cure  of  the  disease  in 
each  patient  while  pursuing  understanding  of  the  basic  biologic  nature  and 
eradication  of  cancer. 

PRINCIPLE  3 

The  presence  of  cancer  may  justify,  but  not  demand,  heroic  measures  Cur- 
ing disease,  reducing  suffering,  and  sustaining  an  acceptable  quality  of  life, 
as  defined  by  the  patient  with  the  help  of  health-care  professionals,  are 
central  goals  of  this  institution 

PRINCIPLE  4 

All  who  serve  in  this  institution  have  specific  tasks  and  roles,  yet  all  are  equal 
as  potential  friends  to  patients.  Because  of  these  vocational  and  personal 
bonds,  each  of  us  bears  individual  moral  obligations  to  each  patient 

PRINCIPLE  5 

Knowlege-seeking  research  and  knowledge-disseminating  instruction  are 
valued  institutional  goals.  These  pursuits  require  at  least  three  conditions: 
participants  who  are  informed  about  risks  and  benefits;  actions  that  do  not 
undermine  the  patients'  therapeutic  needs;  the  transmission  of  truthful  infor- 
mation that  is  based  on  sound  evidence 

PRINCIPLE  6 

The  diagnosis  of  cancer  is  not  just  an  identification  of  a disease  but  also 
carries  with  it  a potential  burden  for  patients,  who  may  feel  stigmatized,  and 
for  those  close  to  them,  who  share  the  impact  We  must  understand  their 
perceptions  and  help  them  to  come  to  terms  with  their  altered  lives 

PRINCIPLE  7 

Patients  justly  expect  personal  information  to  be  confidential,  yet  their  medi- 
cal records  are  accessible  to  all  health-care  providers  All  information  must 
be  recorded  responsibly.  Access  also  confers  a moral  obligation.  Access 
must  be  justified  and  not  harmful  to  the  patients'  interests. 

PRINCIPLE  8 

Since  our  specialized  roles  result  in  varying  levels  of  function  and  decision- 
making, we  affirm  the  need  to  demonstrate  mutual  respect  and  to  acknowl- 
edge interdependence  as  co-workers  responsible  for  the  welfare  of  patients. 

PRINCIPLE  9 

The  immediacy  of  patient  care  tends  to  obscure  the  relevance  of  basic  bio- 
logic research.  We  affirm  that  research,  responsibly  conceived  and  scien- 
tifically sound,  establishes  an  environment  of  learning,  encourages  exacting 
practice,  fosters  new  knowledge,  and  creates  realistic  prospects  of 
eradicating  cancer,  thus  promoting  a favorable  balance  of  risks  and  benefits. 

PRINCIPLE  10 

Cancer  therapy  and  research  are  expensive  endeavors  demanding  conscien- 
tious stewardship;  however,  financial  considerations  should  never  dictate  the 
quality  of  care  offered  to  each  patient. 
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word  “trivial”  was  used  frequently,  its  users  discussed  the 
code  vehemently  and  therefore  the  argument  of  triviality  van- 
ished quickly.  At  the  other  extreme  were  individuals  who  felt 
that  the  need  for  a code  expressed  a certain  impoverishment 
of  ethics  in  the  institution.  The  argument  was  that  a code 
ought  not  to  be  necessary.  That  argument  is  acceptable  in 
theory,  but  in  practice,  codes  always  have  been  extremely 
helpful  documents  in  rallying  groups  around  a common 
cause  or  assisting  in  structuring  common  purpose. 

A second  group  of  questions  revolved  around  the  issue  of 
“Why  now?”  In  general,  codes  are  generated  at  times  of  tur- 
moil and  uncertainty.  No  specific  incident  precipitated  the 
writing  of  the  code;  however,  there  is  a great  deal  of  ques- 
tioning about  the  moral,  ethical,  and  economic  implications  of 
our  current  approach  to  cancer.  There  is  tension  between  the 
basic  research  and  the  clinical  care.  It  is  this  general  impetus 
that  led  the  institution  to  draft  this  code. 

The  code  was  an  attempt  to  be  general  for  all  employees, 
but  specific  for  a cancer  center.  A number  of  professionals 
perceived  the  code  as  being  too  general  for  their  particular 
professional  perspective;  in  fact,  several  groups  completely 
rewrote  the  code.  Such  well  meaning  suggestions  were 
tabled  because  they  undermined  our  attempt  to  generate  a 
unifying  code  for  the  entire  institution. 

A number  of  people  asked  for  a code  that  would  give  spe- 
cific instructions  for  action  in  specific  circumstances.  Again, 
the  committee's  intent  was  to  draft  a code  that  generated  and 
stimulated  thought  rather  than  one  that  dealt  with  answers  to 
questions. 

A significant  number  of  persons  said  that  the  perspective 
of  autonomy  of  the  patient  was  not  sufficiently  apparent.  The 
comments  generally  requested  that  the  code  be  more  explicit 
about  informed  consent  issues.  A survey  of  100  patients  by  a 
physician-patient  did  not  generate  that  response.  The  code  is 
explicit  on  patient  autonomy,  and  it  clearly  incorporates  the 
concepts  of  compassion.  It  was  of  interest  that  one  of  the 
outside  discussants  addressed  the  issue  of  autonomy  at 
length  and  strongly  endorsed  it.  However,  his  suggested  re- 
wording of  the  code  would  have  given  the  patient  and  physi- 
cian an  equal  role  in  decision  making,  while  our  code  gives 
the  power  of  final  decision  to  the  patient,  and  places  the 
health  care  team  in  an  advisory  role. 

Codes  are  very  carefully  worded.  Each  sentence  was 
weighed  and  discussed,  and  certain  word  choices  were 
deliberate.  As  expected,  extensive  debate  focused  on  the 
phrase  “reverence  for  the  patient."  The  possible  alternatives 
most  frequently  mentioned  “reverence  for  life,”  or  “respect 
for  the  patient,”  were  thought  to  be  weaker  and  not  indicative 
of  the  thrust  of  thought.  During  the  conference,  discussants 
voted  on  that  principle,  and  the  majority  overwhelmingly  fa- 
vored the  phraseology  as  it  appears  in  the  final  code.  Vig- 
orous debate  occurred  over  the  choice  of  the  term  “friends. 
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Again,  the  concept  of  friends  was  strongly  endorsed  in  open 
discussions. 

Likewise,  omissions  generally  were  deliberate.  Some 
wanted  statements  of  principle  immediately  directed  towards 
patients,  but  the  patients  themselves  did  not  suggest  such  a 
principle.  Autonomy  was  not  their  dominant  concern;  knowl- 
edgeable and  compassionate  help  was. 

The  final  code 

The  final  code  is  not  written  in  a parliamentary  fashion,  but  it 
is  a product  of  rank  and  file  input.  The  process  of  developing 
a code  was,  in  itself,  a significant  event  and  heightened  the 
atmosphere  of  ethical  concern  in  the  institution.  The  final 
document  spans  the  scope  of  basic  science  to  clinical  con- 
cern. Patient  concerns  were  dominant  in  the  rank  ordering  of 
the  principles.  When  there  are  multiple  definitions  of  a word, 
a dictionary  rank  orders  them  in  frequency  of  usage,  and  in  a 
sense  the  code  was  ordered  the  same  way. 

A second  consideration  was  heavy  emphasis  on  the  indi- 
viduality and  moral  responsibility  of  each  member  of  the  in- 
stitution. This  was  an  important  consideration  and  addressed 
many  of  the  problems  inherent  in  high  technology  medicine. 

Finally,  the  code  emerged  in  its  current  form  in  a way  that 
shows  some  of  the  traditional  values  of  medicine:  compas- 
sion and  support.  All  the  individuals  involved  showed  them- 
selves to  view  medicine  not  as  a business,  but  as  an  enter- 
prise engaged  in  helping  patients  in  time  of  need.  This  was 
most  clearly  illustrated  by  a discussion  of  whether  the  term 
"patients"  should  be  replaced  by  the  term  “clients,"  a noun 
vehemently  rejected  Everyone  involved  in  finalizing  the  code 
saw  the  cancer  center  as  a composite  of  individually  con- 
cerned individuals  rather  than  a concerned  institution  with 
employees. 

This  tenor  of  the  code  contrasts  somewhat  with  the  prevail- 
ing literature  emanating  from  the  professional  ethics  com- 
munity. As  a living  document,  it  reflects  the  feelings  of  the 
people  for  whom  it  is  intended.  There  are  many  signs  outside 
the  professional  ethics  literature  that  seem  to  suggest  a gen- 
eral reversal  of  the  perception  of  medicine  as  a business  and 
care  as  a commodity. 

Significance 

This  code  is  unique  because  of  its  attempt  to  bridge  profes- 
sions while  addressing  a specific  problem  of  a categorical 
institution.  There  is  no  doubt  that  the  science  of  medicine  will 
force  more  and  more  specialization  in  the  attack  on  major 
life-threatening  diseases.  The  problems,  professional  inter- 
relationships, and  moral  and  ethical  dilemmas  can  vary  from 
disease  to  disease.  Therefore,  it  is  highly  likely  that  other  cat- 
egorical centers  will  follow  suit. 

The  use  of  a code  of  ethics  as  a means  of  bonding  a group 
of  people  together  with  a common  goal  is  philosophically  far 


different  than  using  public  relations  inspired  efforts.  Pub- 
lic relations  inspired  efforts  include  attempts  at  unification 
through  news  organs,  common  events,  slogans,  and  em- 
ployee rewards.  Those  efforts  can  be  important,  but  they  do 
not  fundamentally  bond  an  institution  together.  It  is  at  the 
level  of  moral  decision  making  that  the  people  must  feel  com- 
fortable with  each  other. 

Future  plans 

There  is  always  the  danger  that  the  enthusiasm,  interest,  and 
debate  engendered  by  the  process  of  developing  this  code 
will  die  down  once  the  code  is  finalized.  It  is  important  that 
questions  continue  to  be  raised.  Continued  debate  is  not  just 
healthy,  it  is  vital.  Attacking  the  code  is  better  than  ignoring  it. 
The  code  is  less  likely  to  die  from  vigorous  debate  and  attack 
than  it  is  from  being  ignored.  We  intend  to  reexamine  the 
code  periodically.  Even  if  the  intent  does  not  change,  lan- 
guage evolves  rapidly  and  wording  may  need  to  be  changed. 
Furthermore,  as  society  evolves  and  expectations  change, 
even  some  of  the  principles  may  require  rethinking. 

There  will  be  an  annual  forum  on  the  code  of  ethics  through 
the  mechanisms  of  institutional  grand  rounds.  In  addition,  we 
hope  that  enough  national  attention  will  be  focused  on  the 
code  to  make  the  members  of  our  community  think  about  the 
opinion  of  outsiders.  It  is  in  that  spirit  that  we  bring  the  code 
to  the  attention  of  the  medical  community  in  Texas.  Not  only 
does  the  institution  welcome  comments,  criticisms  and  en- 
couragement, but  we  consider  it  vital  for  a continued  moral 
and  ethical  undergirding  of  our  service. 
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CT  scan-directed 

stereotactic 

neurosurgery 

A new  generation  of  stereotactic  systems  which  trans- 
late CT  scan-generated  data  into  stereotactic  coordi- 
nates has  extended  the  neurosurgeon’s  technical  capa- 
bilities. We  report  our  clinical  experience  with  one  such 
system. 


The  development  of  CT  scan-directed  stereotactic  surgical 
systems  has  renewed  the  neurosurgeon's  interest  in  the 
once  arcane  area  of  stereotactic  neurosurgery.  Some  of 
these  modern  systems  represent  complex  hybrids  of  the  tra- 
ditional stereotactic  systems  adapted  to  CT  scan  technology, 
while  others  are  newly  designed  and  constructed  specifically 
for  CT  compatibility  (1  -3).  Despite  certain  technical  differ- 
ences among  the  various  systems,  they  have  in  common  the 
capability  of  using  CT-generated  data  for  localizing  intra- 
cranial targets.  The  translation  of  such  geometrically  accu- 
rate data  into  stereotactic  coordinates  permits  extraordinary 
precision  in  target  localization  and  trajectory  calculation. 


7.  Base  ring  is  affixed  to  patient's  skull.  Localizer  rod  frame  is  attached 
to  ring. 


Indeed,  targeting  within  1 mm  accuracy  is  the  norm  (3). 
Furthermore,  CT  localization  of  intracranial  targets  obviates 
the  use  of  ventriculography  in  many  cases,  thereby  increas- 
ing safety,  versatility,  and  procedural  ease  in  stereotactic  sur- 
gery. This  report  presents  an  overview  of  the  Brown- 
Roberts-Wells  (BRW)  stereotactic  system  (manufactured  by 
Trent  Wells,  Inc,  Southgate,  Calif,  distributed  by  Radionics, 
Inc,  Burlington,  Mass)  and  its  operation  and  describes  our 
experience  with  CT-directed  stereotactic  neurosurgery. 

Methods  and  materials 

THE  BRW  STEREOTACTIC  SYSTEM 
It  is  appropriate  to  describe  briefly  the  functional  components 
of  the  BRW  system,  for  they  are  representative  generally  of 
this  new  class  of  stereotactic  devices. 

A base  ring  (Fig  1 ) attaches  with  skeletal  pins  to  the  pa- 
tient’s skull.  This  base  ring  represents  the  inferior-most  plane 
of  the  stereotactic  space.  The  other  components  attach  to 
this  base  ring 

A localizing  frame  (Fig  1 ) supports  three  pairs  of  vertical 
rods.  Each  of  three  other  rods  is  disposed  diagonally  be- 
tween each  pair  of  vertical  rods.  This  frame  is  placed  over  the 
patient's  head  and  attached  to  the  base  ring  during  the  scan- 
ning procedure.  Each  of  these  nine  rods  leaves  a “reference 
dot”  (Figs  4-6)  on  the  CT  slice,  to  which  the  scanner  at- 
taches x and  y coordinate  values  (representing  the  antero- 
posterior and  lateral  axes) . These  values  are  ultimately 
translated  into  the  three-dimensional  coordinates  of  the  tar- 
get, thus  establishing  the  target’s  position  in  the  stereotactic 
space.  No  modification  of  the  scanner  is  necessary. 

A complex  arc  system  (Fig  2)  holds  the  stereotactic  probe 
and  is  attached  to  the  base  ring  during  the  surgical  proce- 
dure. Rotation  of  the  four  components  of  the  arc  system  es- 
tablishes the  direction  of  a probe’s  tip  to  any  point  within  the 
stereotactic  space  of  the  system. 

A phantom  base  (Fig  2)  is  used  to  simulate  both  the  ster- 
eotactic target  and  the  selected  entry  point.  The  stereotactic 
surgical  procedure  itself  may  be  simulated  on  this  base. 

A programmed  calculator  or  portable  computer  translates 
CT  data  into  stereotactic  coordinates.  Several  programs  are 
available.  Using  CT-generated  data,  these  programs  can  cal- 
culate a trajectory  from  a preselected  bur  hole  to  a target, 
select  a “nearest-to-target”  bur  hole,  establish  coordinates 
for  the  placement  of  probe  arrays,  and  plan  a trajectory  for 
multiple  biopsies  along  a single  path. 

A simple  coupling  device  attaches  the  head  ring  to  the 
standard  Mayfield  head  support  system.  A head  stand  is 
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available  for  traditional  functional  neurosurgery  with  this 
system. 

THE  SURGICAL  PROCEDURE 

On  the  morning  of  surgery  the  patient  s head  is  appropriately 
shaved,  local  anesthetic  is  administered,  and  the  base  ring  is 
attached  to  the  patient's  skull  with  head  pins.  The  patient  is 
then  taken  from  the  hospital  room  to  the  CT  suite.  Here  the 
localizer  frame  is  attached  to  the  base  ring  and  the  scan  per- 
formed (Fig  3).  Since  the  localizer  frame  defines  the  relation- 
ship of  the  CT  slice  to  other  points  within  the  stereotactic 
space,  perfect  anteroposterior  and  lateral  positioning  of  the 
head  within  the  scanner  is  not  critical.  The  CT  scan  slice  best 
displaying  the  target  is  selected.  The  coordinates  of  the  lo- 
calizing “dots"  and  of  the  target  on  this  slice  are  assigned  x 
and  y values  by  the  scanner.  AIM  8 x and  y values  are  re- 
corded manually  on  the  data  sheet  by  the  neuroradiologist. 
The  scanning  procedure  and  data  gathering  usually  require 
less  than  30  min. 

After  the  CT  scan  is  finished,  the  localizing  frame  is  re- 
moved, and  the  patient  is  taken  to  surgery.  There,  the  patient 
is  appropriately  positioned  on  the  operating  room  table,  and 
the  base  ring  which  will  support  the  patient's  head  throughout 
the  procedure  is  attached  to  the  standard  Mayfield  head  rest 
i support  with  the  coupling  device.  For  biopsy  we  have  used 
local  anesthesia  with  intravenous  sedative  augmentation. 
General  endotracheal  anesthesia  is  used  if  one  expects  to 
proceed  to  craniotomy. 

While  the  patient's  head  is  being  prepared  and  draped,  the 
surgeon  enters  the  18  coordinate  values  from  the  data  sheet 
into  the  programmed  calculator.  Within  one  minute  the  ante- 
roposterior, lateral,  and  vertical  coordinates  of  the  target  are 
printed  out.  These  coordinates  localize  the  target  within  the 
system’s  stereotactic  space  and  are  used  to  simulate  the  in- 
tracranial target  above  the  phantom  base.  The  sterile  arc 
system  is  then  placed  on  the  base  ring  over  the  patient's 
head  and  the  desired  entry  point  is  marked  on  the  scalp.  A 
blunt  probe  suspended  from  the  arc  system  is  advanced  to 
this  point.  The  tip  of  the  blunt  probe  now  represents  the  entry 
point.  The  arc  system  with  the  affixed  probe  is  then  removed 
from  the  base  ring  and  placed  on  the  phantom  base,  where 
the  anteroposterior,  lateral,  and  vertical  axes  of  the  entry 
point  are  directly  measured.  These  values  also  are  entered 
into  the  calculator.  The  calculator  then  prints  out  the  arc  sys- 
tem settings  which  describe  the  trajectory  and  depth  from  the 
bur  hole  to  the  target.  As  a check,  the  procedure  may  then  be 
simulated  on  the  phantom  base  (Fig  2)  before  it  is  performed 


on  the  patient.  Finally,  a bur  hole  is  made,  the  arc  system 
is  replaced  on  the  base  ring,  the  biopsy  probe  is  passed 
through  the  bur  hole  to  the  target,  and  a given  procedure  is 
performed  (Fig  4).  The  total  time  in  surgery  for  most  proce- 
dures is  usually  less  than  1 Vz  hours. 

Case  material 

CT-directed  stereotactic  biopsy  was  performed  on  23  pa- 
tients between  December  1982  and  March  1985  (Fig  7). 
Twenty-one  of  these  patients  presented  with  mass  lesions  in 
functionally  eloquent  regions  of  the  brain  or  with  lesions 
otherwise  not  amenable  to  management  by  formal  cranio- 
tomy. These  patients  underwent  diagnostic  biopsy.  Four  pa- 
tients with  acquired  immunodeficiency  syndrome  (AIDS) 
were  in  this  group,  but  for  purposes  of  analysis  they  are  listed 


2.  Arc  system  is  placed  atop  phantom  base , probe  touches  phantom  target 
in  simulated  biopsy  procedure. 


Volume  81  June  1985 


45 


CT  scan 


3.  Patient  with  attached  localizer  frame  is  in  CT  scanner  Frame  is  not  at- 
tached to  scanner  palate. 


4.  Cursor  (cross)  targets  thalamic  tumor.  Dots  surrounding  skull  are  reference 
points  left  by  localizer  rods 


5.  Cursor  (enhanced  on  photograph)  targets  glial  neoplasms  of  optic  tract. 
Note  adjacent  cyst. 


6 Cursor  targets  site  of  biopsy-proven  Cryptococcus  cerebritis. 
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separately.  Two  patients  underwent  therapeutic  stereotactic 
procedures.  Representative  cases  are  summarized  below. 

BIOPSY  FOR  CNS  NEOPLASM  AND  INFECTION 
Case  1 — A 15-year-old  boy  presented  with  signs  and  symp- 
toms of  increased  intracranial  pressure.  CT  scanning  demon- 
strated a right-sided  thalamic  mass  (Fig  4).  Biopsy  material 
demonstrated  a low-grade  astrocytoma  with  coagulation 
necrosis.  X-ray  therapy  followed  a shunting  procedure. 

Case  2 — A 1 9-year-old  woman  was  found  to  have  a neo- 
plasm and  associated  cyst  near  the  right  optic  tract  (Fig  5) 
when  evaluated  for  a visual  field  defect.  Biopsy  material  dem- 
onstrated a low-grade  astrocytoma.  Therapeutic  cyst  aspira- 
tion was  accomplished  along  the  same  trajectory.  She  has 
undergone  x-ray  therapy. 

Case  3 — A 60-year-old  woman  had  undergone  de- 
compressive left  frontal  lobectomy  for  low-grade  astrocytoma 
1 6 months  before  the  return  of  symptoms.  Radiographically, 
one  could  not  differentiate  between  tumor  recurrence  and  ra- 
diation necrosis.  CT-directed  stereotactic  biopsy  demon- 
strated tumor  recurrence. 

Case  4 — A 57-year-old  woman  exhibited  rapid  neuro- 
logical deterioration.  CT  scanning  demonstrated  a large 
dominant  hemisphere  lesion  with  an  apparently  cystic  center 
and  transcallosal  spread.  A CT-directed  stereotactic  biopsy 
was  undertaken  to  establish  a histological  diagnosis  and  to 
evacuate  the  cyst.  The  tumor  proved  to  be  a glioblastoma 
with  a necrotic  center  which  was  too  viscous  for  aspiration. 
Hemorrhage  within  the  tumor  occurred  during  the  biopsy, 
and  we  were  compelled  to  perform  the  craniotomy  which  we 
had  hoped  to  avoid.  This  patient  died  one  week  after  surgery. 

Case  5 — A 44-year-old  man  was  transferred  to  our  institu- 
tion for  a second  opinion  after  a large  mass  in  the  basal 
ganglia  region  was  found  by  CT  scanning  (Fig  6).  Angio- 
graphic findings  were  not  typical  of  high-grade  glial  neo- 
plasm. Open  biopsy,  decompressive  frontal  lobectomy,  and 
x-ray  therapy  had  been  considered.  Biopsy  material  from  the 
caudate  region  demonstrated  Cryptococcus  cerebritis.  The 
patient  received  medical  treatment. 

7.  Breakdown  of  CT  scan-directed  stereotactic  procedure  (December 
1984 -March  1985). 

I Biopsy  identification  of  primary  glial  neoplasms:  16  patients 

II  Biopsy-proven  infection  (excluding  AIDS  patients):  1 patient 

III.  Therapeutic  stereotactic  procedures:  2 patients 

IV.  Biopsy  diagnoses  in  AIDS  patients:  4 patients 
A.  Toxoplasmosis:  2 patients 

B Multifocal  leukoencephalopathy  (viral  infection):  1 patient 
C.  Immunoblastic  lymphoma:  1 patient 


CEREBRAL  BIOPSY  IN  AIDS  PATIENTS 
Case  1 — A 44-year-old  man  believed  to  have  AIDS  pre- 
sented with  focal  motor  seizures  and  left  upper  extremity 
weakness.  CT  scanning  revealed  two  mass  lesions.  Biopsy 
material  demonstrated  toxoplasmosis. 

Case  2 — A 44-year-old  AIDS  patient  presented  with  a 
facial  palsy,  bilateral  intranuclear  ophthalmoplegias,  and 
left  upper  extremity  numbness.  CT  scanning  revealed  a 
contrast-enhancing  lesion  encircling  the  fourth  ventricle  and 
a lesion  of  the  corpus  callosum.  Biopsy  of  the  latter  lesion 
demonstrated  demyelination  and  astrocytes  containing  in- 
tranuclear inclusion  bodies.  This  patient  had  multifocal 
leukoencephalopathy. 


8.  This  small  AVM  (arrow)  was  stereotactically  localized  before  excision  by 
traditional  techniques.  Dashed  line  represents  blunt  probe  tract. 


Volume  81  June  1985 


47 


CT  scan 


STEREOTACTIC  PROCEDURES  OTHER  THAN  BIOPSY 
CT-directed  stereotaxy  is  used  for  other  intracerebral  proce- 
dures that  require  accurate  target  localization  and  thus  ex- 
ploits CT  stereotactic  precision. 

Case  1 — A 1 9-year-old  man  had  hemorrhaged  from  a 
small,  deep  parietal  arteriovenous  malformation  (AVM)  (Fig 
8).  We  solved  the  technical  difficulties  of  its  removal  by  plac- 
ing stereotactically  a small  blunt  guide  tube  alongside  the 
AVM.  We  could  then  follow  the  guide  tube  directly  to  the 
lesion  and  excise  it  with  only  limited  brain  dissection.  Post- 
operatively  the  patient  exhibits  no  neurologic  defects.  This 
case  is  representative  of  many  others  whose  best  manage- 
ment combines  stereotactic  localization  and  conventional 
microsurgical  techniques. 

Case  2 — A 52-year-old  patient  with  a cauda  equina  injury 
underwent  placement  of  a thalamic  stimulating  electrode  for 
the  treatment  of  chronic  pain  (Fig  9). 

Discussion 

CT-directed  stereotactic  surgical  systems  are  powerful  and 
versatile  tools  of  the  computer  era.  These  new  systems, 
which  permit  the  translation  of  CT-generated  data  into  ster- 
eotactic coordinates,  have  already  extended  the  neuro- 
surgeon's technical  capabilities.  This  report  has  presented 
some  aspects  of  our  clinical  experience  with  the  Brown- 


Roberts-Wells  (BRW)  CT-directed  stereotactic  surgical 
sysem. 

Brain  tumor  biopsy  is  currently  the  archetypal  CT-directed 
stereotactic  surgical  procedure.  Over  the  past  27  months  our 
group  has  selected  21  candidates  for  such  biopsy.  In  these 
candidates,  clinical  and  neuroradiological  studies  demon- 
strated brain  lesions  whose  location  or  clinical  behavior 
weighed  against  the  advisability  of  craniotomy.  These  21  pa- 
tients comprised  approximately  1 3%  of  our  group’s  patients 
presenting  with  intracerebral  mass  lesions  (exclusive  of  hem- 
atomas) during  this  period.  If  this  percentage  holds  for  most 
neurosurgical  practices  statewide,  then  the  numbers  assume 
added  significance:  These  are  patients  who,  without  the 
availability  of  CT  scan-directed  stereotactic  systems,  would 
undergo  freehand  biopsy,  biopsy  by  craniotomy,  or  x-ray 
therapy  without  histological  diagnosis.  All  of  these  proce- 
dures have  glaring  safety-related  disadvantages. 

Even  CT  scan-directed  stereotactic  procedures  are  not 
without  hazard:  The  threat  of  hemorrhage  invariably  accom- 
panies brain  tumor  biopsy  performed  by  any  technique.  How- 
ever, CT-directed  stereotactic  biopsy  is  safer  than  other 
techniques  because  the  least  vascular  portion  of  a mass  can 
be  identified  and  targeted  by  contrast  CT  scanning  and  be- 
cause the  stereotactic  accuracy  of  the  biopsy  probe  ensures 
that  a single  pass  through  brain  tissue  will  obtain  the  desired 


9.  Electrode  for  thalamic  stimulation  (arrows)  was  placed  by  CT-directed 
stereotaxy. 
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material.  In  fact,  in  one  large  series,  only  1 % of  patients  who 
underwent  CT-directed  stereotactic  biopsy  experienced 
hemorrhagic  complications.  Two  of  our  patients,  however, 
exhibited  biopsy-related  hemorrhagic  complications.  One  of 
these  died;  the  other  experienced  a transient,  self-resolving 
paresis.  Because  of  the  risk  of  hemorrhage  associated  with 
cerebral  biopsy,  we  routinely  perform  cerebral  angiography 
on  patients  whose  CT-scan  features  suggest  a vascular 
neoplasm  and  obtain  platelet  counts  on  potential  biopsy 
candidates.  Highly  vascular  masses  and  thrombocytopenia 
are  clear  contraindications  to  cerebral  biopsy.  A treatment 
plan  based  on  a presumptive  diagnosis  may  be  necessary  in 
such  cases. 

It  appears  acceptable  to  undertake  treatment  without  con- 
clusive tissue  diagnosis  in  certain  other  cases.  Specifically, 
x-ray  therapy  followed  with  sequential  CT  scanning  is  appro- 
priate in  some  patients  with  pineal  region  tumors  and  in 
others  with  multiple  intracranial  metastases  and  a known  pri- 
mary neoplasm.  Apart  from  these  exceptions,  we  generally 
require  histopathologic  diagnosis  before  beginning  definitive 
treatments.  Our  patient  with  Cryptococcus  cerebritis  (case 
5)  is  an  ever-present  reminder  of  the  need  for  conclusive 
tissue  diagnosis. 

Patients  with  acquired  immunodeficiency  syndrome  (AIDS) 
present  an  unaccustomed  dimension  to  the  practice  of  neu- 
rology. Some  30%  to  75%  of  AIDS  patients  exhibit  neu- 
rological signs  and  symptoms  during  their  course  of  illness. 
CT  scanning  demonstrates  multiple  brain  lesions  in  many  of 
these  patients.  The  variety  of  opportunistic  neoplasms  and 
infections  which  cause  these  brain  lesions  in  AIDS  patients 
prevents  confident  diagnosis  without  cerebral  biopsy  (10). 

We  have  identified  cerebral  toxoplasmosis  in  two  AIDS  pa- 
tients, immunoblastic  lymphoma  in  another,  and  multifocal 
leukoencephalopathy  in  a fourth. 

The  remarkable  precision  of  CT-directed  stereotaxy  has 
expanded  the  neurosurgeon’s  technical  capabilities  in  areas 
other  than  biopsy.  As  reported  in  case  1 , a blunt  guide  tube 
was  stereotactically  placed  alongside  a small,  deep  arterio- 
venous malformation.  This  ‘‘pathfinder"  proved  to  be  a major 
contribution  to  the  localization  and  removal  of  this  technically 
difficult  lesion.  In  another  case,  a deep  brain  stimulating  elec- 
trode was  placed  into  a discrete  thalamic  location  in  a patient 
under  treatment  for  chronic  pain.  Other  series  report  a fur- 
ther diversity  of  CT-directed  stereotactic  procedures  which 
require  extraordinary  accuracy.  These  refined  procedures  in- 
clude the  therapeutic  aspiration  of  brain  abscesses  and  hem- 
atomas (6,7),  the  placement  of  recording  electrodes  for  the 


analysis  of  seizure  problems  (8),  the  placement  of  radioac- 
tive seed  arrays  for  interstitial  irradiation  therapy  of  malignant 
brain  tumors  (7),  and  the  guidance  of  intracerebral  endo- 
scopes (7).  It  is  with  great  enthusiasm,  therefore,  that  neu- 
rosurgeons welcome  these  new  tools  of  the  imaging  era. 
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Early  antenatal 
diagnosis  and  natural 
progression  of 
untreated  posterior 
urethral  valve 
syndrome 

A 19-year-old  woman  (gravida  2,  para  1)  was  found  to 
have  anti-M  antibody  at  19  weeks  gestation.  Sonography 
to  evaluate  fetal  status  detected  a 6-by-4  cm  fetal  ab- 
dominal cystic  mass,  bilateral  hydroureter,  and  hydro- 
nephrosis. Appropriate  evaluation  and  counseling  at  20 
weeks  was  offered,  but  the  patient  declined  fetal  bladder 
decompression  by  memory  catheter  technique  for  prob- 
able posterior  urethral  valve  syndrome.  The  natural 
course  of  the  disease  was  observed,  and  serial  sonogra- 
phy demonstrated  the  progressive  damage  to  the  renal 
parenchyma.  Labor  was  induced  at  36Y2  weeks.  A viable 
male  infant  with  mild  pulmonary  compromise  and  sig- 
nificant renal  damage  was  delivered  on  May  17, 1983.  At 
1 year  of  age,  the  infant  has  chronic  renal  disease  and 
failure  to  thrive.  The  need  for  renal  transplants  is  antici- 
pated in  the  second  year  of  life.  This  article  describes 
antenatal  diagnosis  and  treatment  and  briefly  reviews 
the  literature. 


Antenatal  diagnosis  of  fetal  anomalies  has  become  progres- 
sively easier  with  the  increased  use  of  sonography.  Antenatal 
diagnosis  and  treatment  of  urinary  tract  obstruction  is  now  a 
reality.  This  case  report  provides  information  on  the  outcome 
of  fetal  urinary  tract  obstruction  discovered  at  20  weeks  ges- 
tational age. 

The  patient  was  a 1 9-year-old  black  woman  (gravida  2, 
para  1 ) who  presented  for  prenatal  care  at  1 0 weeks  esti- 
mated gestational  age.  Her  obstetrical  history  was  significant 
for  a previous  term  pregnancy,  but  she  denied  previous  his- 
tory of  other  surgery  or  transfusions.  This  pregnancy  was  the 
first  by  her  current  spouse.  On  examination,  fundal  size  was 
consistent  with  menstrual  dates,  and  routine  laboratory  data 


were  within  normal  limits  except  for  the  antibody  screen, 
which  was  positive.  Anti-M  antibody  was  identified  from  addi- 
tional sera  submitted  for  evaluation.  Since  anti-M  occasion- 
ally has  been  associated  with  hemolytic  disease  of  the  new- 
born (1 ),  sonography  was  performed  on  the  patient  at  1 95/7 
weeks  with  an  ADR  2130  real-time  ultrasound  unit  which 
showed  the  fetus  in  vertex  presentation  with  a 4.6  cm  bi- 
parietal  diameter  consistent  with  20-minus  weeks  (±11 
days).  A posterior  fundal  placenta  was  seen  and  amniotic 
fluid  volume  was  thought  to  be  either  adequate  or  slightly 
decreased.  Normal  fetal  cardiac  activity,  fetal  brain,  and  spi- 
nal column  were  noted,  but  there  was  a large  cystic  mass  in 
the  fetal  abdomen  (Fig  1 ).  The  better  resolution  obtained  with 
a sector  scanner  delineated  the  cystic  structure  which  ex- 
tended into  the  pelvis  and  measured  5.8  cm  x 4.3  cm  x 4.8  cm 
with  a calculated  volume  of  62  cc.  The  kidneys  were  sono- 
lucent.  The  diagnosis  of  urinary  obstruction  by  posterior 
urethral  valves  and  hydronephrosis  was  proposed.  The  pa- 
tient was  transferred  to  Wilford  Hall  USAF  Medical  Center  at 
Lackland  Air  Force  Base,  San  Antonio,  for  further  evaluation 
and  possible  treatment.  Evaluation  of  the  anti-M  antibody 
showed  it  to  consist  of  IgM,  and  the  husband/father  was 
blood-typed  as  M-negative. 

Additional  sonography  showed  that  the  renal  pelves  were 
dilated,  and  accurate  assessment  of  remaining  renal  cortex 
was  not  possible.  Increased  kidney  circumference-to- 
abdominal  circumference  (right  = 0.36,  left  = 0.33,  normal  = 
0.27-0.30)  confirmed  the  clinical  impression  of  bilateral  hy- 
dronephrosis. The  patient  was  presented  with  three  options: 
placement  of  a Silastic  memory  catheter  in  the  fetal  bladder; 
awaiting  term  delivery  without  intervention,  probably  assur- 
ing delivery  of  a severely  compromised  infant  with  stigmata 
of  prune-belly  syndrome  and  pulmonary  and  renal  hypo- 
plasia; inducing  labor  at  35  to  36  weeks  without  guarantee  of 
improved  outcome.  The  patient  understood  the  options  and 
declined  intervention  at  that  time;  she  was  followed  in  the 
high-risk  obstetrics  clinic  at  Darnall  Army  Community  Hospi- 
tal. Sonography  repeated  at  24  weeks  showed  a biparietal 
diameter  of  6.0  cm  consistent  with  24  weeks,  plus  worsened 
hydronephrosis  and  hydroureter.  The  patient  reconsidered 
her  options  and  was  reevaluated  at  Wilford  Hall  USAF  Medi- 
cal Center  on  March  10-12,  1983,  her  27th  week  of  preg- 
nancy. Repeat  sonogram  showed  that  the  fetal  bladder  and 
kidney  size  had  increased  markedly  over  the  intervening 
seven  weeks.  Virtually  no  renal  parenchyma  was  discernible, 
and  the  kidneys  almost  touched  the  midline.  The  treatment 
options,  benefits,  and  maternal  risks,  including  infection,  pos- 
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sible  hysterectomy,  loss  of  fertility,  and  fetal  risks  of  trauma, 
prematurity,  infection,  and  death  were  explained.  Again  she 
declined  intervention. 

Reexamination  of  the  patient  at  36  weeks  showed  a 37  cm 
fundal  height,  maternal  blood  pressure  of  96/60,  and  a 9 lb 
weight  gain  during  the  previous  ten  weeks.  Sonography 
showed  a biparietal  diameter  of  8.5  cm  consistent  with  the 
tenth  percentile  at  36  weeks.  Abdominal  measurement  at  the 
umbilical  vein  was  1 1 .7  cm  by  1 2.6  cm.  Some  fetal  renal  par- 
enchyma and  oligohydramnios  were  noted.  Renal  and  blad- 
der sonographic  measurements  were  not  obtainable  due  to 
markedly  distorted  anatomy.  The  patient’s  cervix  was  dilated 
3 cm,  there  was  80%  effacement,  and  a vertex  at  - 1 station. 


The  patient  was  transferred  to  Wilford  Hall  USAF  Medical 
Center  for  neonatal  consideration.  Induced  labor  resulted  in 
the  vaginal  delivery  of  a 3, 1 1 8 g male  infant  (Apgar  8/8)  at  36 
weeks  estimated  gestational  age. 

Neonatal  course  was  significant  only  for  minimal  respira- 
tory difficulty.  The  infant  was  supported  by  an  oxyhood  (F,02 
= 0.35);  intubation  was  not  required.  Minimal  laxness  of  the 
abdominal  wall  was  noted.  Attempted  catheterization  was 
unsuccessful,  suggesting  a posterior  urethral  valve.  Per- 
cutaneous cystostomy  was  performed  on  the  day  of  birth  to 
decompress  the  massively  dilated  ureters  and  bladder.  Di- 
verting percutaneous  ureterostomies  were  performed  on  day 
3.  An  intravenous  pyelogram  showed  small  dysplastic  kid- 


1.  A fetal  cystic  abdominal  mass  Is  easily  seen  on  this  real-time  sonographic 
image  photograph.  This  was  the  appearance  of  the  mass  at  19V?  weeks  men- 
strual age. 
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2.  Neonatal  intravenous  pyelogram  shows  an  enlarged  bladder,  hydroureter, 
and  small  kidney. 
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neys,  bilateral  ureterovesical  junction  obstruction,  and  a 
prostatic  urethral  valve  (Fig  2).  On  day  10  the  patient  under- 
went surgery  to  develop  diverting  pyeiostomies.  Renal  bi- 
opsy showed  dysplastic  cystic  kidneys.  The  infant  exhibited 
no  evidence  of  intestinal  malrotation,  nor  were  there  skeletal 
or  facial  manifestations  of  Potter  s syndrome.  Pertinent  neo- 
natal laboratory  data  showed  peak  serum  blood  urea  nitro- 
gen (BUN)  and  creatinine  levels  of  28  mg/dL  and  5 mg/dL, 
respectively,  by  2 weeks  of  age.  The  levels  fell  to  1 5 mg/dL 
and  1 .5  mg/dL  by  5 weeks  of  age.  A reticulocyte  count  of 
0.9%  suggested  decreased  erythropoietin  activity.  The  pa- 
tient has  required  blood  transfusions  in  addition  to  those  usu- 
ally given  to  replace  iatrogenic  loss.  The  high  flow  chronic 
renal  failure  and  associated  metabolic  problems  have  inter- 
fered with  weight  gain. 

The  infant  grew  normally  for  six  months,  but  during  the 
next  six  months  he  failed  to  thrive,  and  his  growth  curve  al- 
most flattened.  This  may  be  as  a result  of  his  mildly  acidotic 
metabolic  state  caused  by  inconsistent  medication  admin- 
istration by  the  parents.  His  creatinine  levels  have  remained 
in  the  1.7- 1.9  mg/dL  range  (normal  ssO. 5 mg/dL).  His  weight 
at  1 1 Vfe  months  was  6.2  kg  (13.6  lbs).  Continuous  ambulatory 
peritoneal  dialysis  was  begun  at  that  age.  The  infant  will  be  a 
candidate  for  transplantation  when  he  weighs  10-11  kg 
(22-25  lbs).  The  parents  have  since  left  the  state. 

Discussion 

The  serendipitous  discovery  of  the  anomaly  and  the  patient’s 
subsequent  prenatal  course  of  this  case  have  provided  a 
case  study  of  urinary  tract  obstruction.  A significant  obstruc- 
tion was  manifested  as  early  as  1 95/7  weeks.  A review  of 
nearly  70  cases  in  the  literature  showed  that  this  is  one  of  the 
earliest  times  in  pregnancy  that  a urinary  tract  obstructive 
lesion  has  been  reported.  Harrison  et  al  (3)  presented  a se- 
ries of  1 3 obstetrical  patients  in  whom  sonography  demon- 
strated fetal  renal  anomalies.  Six  of  the  infants  died  of  dys- 
plastic lesions.  Four  fetuses  had  unilateral  lesions  (three 
hydronephrotic,  one  multicystic).  These  infants  had  ade- 
quate contralateral  function  and  were  alive  and  well  at  time  of 
the  article’s  publication.  Three  fetuses  had  bilateral  hydro- 
nephrosis secondary  to  urethral  obstruction.  Two  who  were 
born  near  term  died  of  hypoplastic  lungs,  end-stage  hydro- 
nephrosis, and  facial  and  skeletal  deformities.  Diagnoses  in 
these  two  cases  occurred  at  34  and  31  weeks.  A third  case 
I involved  diagnosis  of  bilateral  hydronephrosis  at  29  weeks, 
hydroureters,  and  megacystitis  secondary  to  urethral  ob- 
struction. Successful  intervention  consisted  of  attempted 


bladder  aspiration,  steroid  therapy  for  fetal  lung  maturity,  and 
induction  of  labor  for  vaginal  delivery  at  37  weeks  of  a 1 .5  kg 
male  infant.  Cystotomy  and  subsequent  ureterostomies  were 
performed.  Type  4 cystic  renal  changes  were  noted  at  biopsy. 
The  authors  ascribed  this  improved  outcome  not  to  a milder 
degree  of  obstruction,  but  to  early  delivery  and  decompres- 
sion which  abrogated  extra-renal  sequelae  of  pulmonary 
hypoplasia  and  facial  and  skeletal  deformities.  The  early  in- 
tervention also  preserved  sufficient  renal  function  to  permit 
survival. 

Golbus  et  al  (4)  described  placement  of  an  indwelling  su- 
prapubic catheter  in  utero  in  a twin  pregnancy  in  the  fetal 
bladder  at  32  weeks  after  an  unsuccessful  attempt  at  30 
weeks.  The  woman  delivered  spontaneously  at  34  weeks  a 
2,300  g female  (Apgar  4/8)  and  a 2,080  g male  (Apgar  2/6). 
Affected  twin  B had  prune-belly  syndrome  with  bulging  flanks 
and  bilateral  undescended  testes  and  intestinal  malrotation. 

Harrison  et  al  (5)  described  fetal  surgery  for  congenital  hy- 
dronephrosis in  an  18-year-old  primigravida  in  whom  bilateral 
hydronephrosis,  dilated  redundant  ureters,  and  a large,  thick- 
walled  bladder  with  a dilated  bladder  neck  were  diagnosed 
sonographically  at  20  weeks.  Renal  function  was  detected  by 
refilling  of  the  fetal  bladder  after  transabdominal  bladder  as- 
piration, but  the  ureters  and  kidneys  remained  dilated.  Bilat- 
eral ureterostomy  was  performed  on  the  fetus.  The  urinary 
tract  decompressed  completely  but  oligohydramnios  per- 
sisted. Autopsy  findings  on  the  neonate  at  35  weeks  esti- 
mated gestational  age  showed  Potter  type  IV  cystic  renal 
dysplasia  and  Potter’s  syndrome.  That  was  consistent  with 
damage  due  to  early  severe  obstruction. 

The  differential  diagnosis  of  a fluid-filled  fetal  abdominal 
mass  includes  urinary  tract  abnormalities  such  as  mega- 
cystitis, hydroureter,  and  hydronephrosis;  ovarian  cyst;  me- 
conium pseudocyst;  and  dilated  bowel  loops  (3).  The  case 
described  in  this  report  is  significant  for  the  practicing  obste- 
trician because  the  disorder  was  discovered  by  an  obste- 
trician with  level  one  sonographic  skills  using  a real-time  ma- 
chine designed  for  office  use.  The  diagnosis  also  allowed 
early  counseling  for  possible  intervention.  With  this  skill  ap- 
parently available  and  applicable  in  some  cases  of  similar 
anomalies,  the  obstetrician  must  be  acquainted  with  prenatal 
fetal  therapy.  Harrison  (3)  has  suggested  an  algorithm  for  dif- 
ferential diagnosis  and  treatment  of  a fluid-filled  mass  in  the 
fetal  abdomen. 

Clearly,  more  data  are  required  for  careful  evaluation  of 
fetal  renal  function.  The  onset  of  an  anomaly  is  quite  variable. 
Sonographic  measurement  of  fetal  urine  production  was  in- 
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vestigated  by  Campbell,  Wladimiroff,  and  Dewhurst  (6)  using 
a longitudinal  Compound  B scan  of  the  maternal  abdomen. 
Serial  sections  of  the  fetal  bladder  were  taken  to  obtain  three 
measurements  from  which  bladder  volume  could  be  calcu- 
lated. Diameter  A was  the  longitudinal  section  from  the  fun- 
dus of  the  bladder  to  the  bladder  neck.  Diameter  B was  the 
maximum  transverse  diameter  obtained  by  transverse  sec- 
tion. Diameter  C,  the  anteroposterior  diameter,  was  also  ob- 
tained from  the  transverse  section.  These  dimensions  were 
used  in  the  formula: 

Volume  = 4/3  x Pi  x Diameter  A/2  x Diameter  B/2  x Diameter  C/2. 

The  validity  of  this  formula  was  tested  by  scanning  imme- 
diately after  birth  the  bladder  of  a term  stillborn  infant  whose 
bladder  was  filled  with  volumes  of  water  (from  4 to  39  mL) 
through  a polyethylene  catheter.  The  average  error  was  0.7 
mL.  Wladimiroff  and  Campbell  (7)  measured  hourly  fetal 
urine  production  rate  (HFUPR)  in  92  normal  patients  using 
sonographic  technique.  There  was  a rapid  and  linear  rise  in 
the  mean  HFUPR  from  9.6  mL  at  30  weeks  to  27.3  mL  at  40 
weeks  menstrual  age.  No  circadian  variation  was  noted.  Also 
there  was  no  technique  to  measure  low  flow  urine  excretion 
(“dribbling  ”)  from  a partially  obstructed  bladder. 

Hadlock  et  al  (8)  reviewed  1 3 of  their  own  cases  plus  41 
cases  in  the  English  literature  of  fetal  urinary  tract  abnor- 
malities. They  stated  that  although  fetal  kidney  visualization 
by  sonography  has  been  reported  as  early  as  1 5 weeks  (9), 
the  visualization  of  internal  renal  architecture  is  usually  not 
possible  until  after  20  menstrual  weeks.  The  fetal  kidneys 
grow  rapidly  throughout  pregnancy,  and  normal  renal  size 
has  been  established  as  a function  of  gestational  age  (10,11) 
The  normal  fetal  kidney  circumference  in  transverse  section 
increases  from  1 .79  cm  (SD  ±0.64  cm)  at  1 6 weeks  to  8.42 
cm  (SD  ±0.39  cm)  at  term.  The  kidney  circumference-to- 
abdominal  ratio  remains  relatively  constant  throughout  preg- 
nancy (0.27-0.30).  Therefore  absolute  measurements  (1 1 ) 
are  available  for  diagnosis  of  hydronephrosis  at  any  gesta- 
tional age  as  seen  in  this  case.  Current  sonographic  equip- 
ment, technique,  and  physical  properties  of  relative  soft 
tissue  densities  probably  do  not  permit  sufficient  quantitation 
of  fetal  renal  cortex.  The  attending  radiologist  in  this  case 
was  not  able  to  evaluate  the  amount  of  renal  cortex  by  more 
than  the  semi-quantitative  terms  of  “markedly  decreased,” 
“mildly  decreased,”  and  “normal.” 


Summary 

Antenatal  diagnosis  of  urinary  tract  outflow  obstruction  can 
be  made  sonographically.  The  early  experience  suggests 
that  intervention  is  still  experimental  and  without  guaranteed 
results.  In  utero  decompression  of  the  fetal  bladder  probably 
decreases  complications  of  hydronephrosis  and  hydroureter 
from  posterior  urethral  valve  syndrome.  This  case  report 
provides  insight  into  the  sequelae  of  urinary  tract  outflow 
obstruction  diagnosed  at  195/z  weeks  gestational  age. 
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Sudden  cardiac  death 
in  adolescents 

Hypertrophic  cardiomyopathy  is  present  in  approxi- 
mately 75%  of  adolescents  dying  a sudden  cardiac 
death.  Other  less  common  causes  include  coronary  ar- 
tery anomalies,  “silent"  aortic  stenosis,  mitral  valve  pro- 
lapse, and  dysrhythmias.  The  detection  of  an  underlying 
disorder  in  the  history  and  physical  examination  of  os- 
tensibly healthy  patients  may  allow  prevention  of  sud- 
den catdiac  death.  A history  of  premature  or  unexpected 
early  deaths  in  a family,  chest  pain,  or  syncope  warrants 
further  investigation.  Abnormally  deep  “Q”  waves  and 
abnormally  inverted  “T”  waves  on  the  electrocardiogram 
should  raise  suspicions  of  cardiomyopathy.  Echocardio- 
graphy is  diagnostic  in  hypertrophic  cardiomyopathy, 
but  should  not  be  used  for  routine  screening  because  of 
the  high  cost.  The  overall  incidence  of  sudden  cardiac 
death  in  adolescents  is  fortunately  low. 

Implicit  in  the  term  sudden  cardiac  death”  is  the  firm  belief 
that  the  victim  was  in  perfect  health,  that  there  were  no  pre- 
monitory signs  oi  symptoms,  and  no  history  to  suggest  that 
such  an  event  could  possibly  occur.  This  argument  is  intrin- 
' sically  flawed  and  in  most  instances  of  sudden  adolescent 
cardiac  death  some  indications  of  disease  may  be  present, 

I although  subtle  Most  studies  indicate  that  some  form  of  hy- 
pertrophic cardiomyopathy  is  responsible  for  75%  of  the 
cases  Physiciai  is  taking  care  of  adolescents  should  be  alert 
foi  potential  victims 

Case  report 

A 14-year-old  white  boy  collapsed  while  playing  basketball 
in  the  school  yard.  He  was  rushed  to  a local  emergency 
< room  where  he  died  after  65  minutes  of  vigorous  attempts  at 
resuscitation. 

His  medical  history  included  several  heart  and  respiratory 
problems.  He  was  born  at  32  weeks'  gestation  when  he 
weighed  1 ,550  g.  His  neonatal  course  was  complicated  by 
hyaline  membrane  disease,  Rh  incompatibility  requiring  two 
exchange  transfusions,  and  congestive  heart  failure  caused 
by  a ventricular  septal  defect.  The  ventricular  septal  defect 
had  been  diagnosed  by  cardiac  catheterization  when  the  in- 
fant was  7 weeks  old.  He  was  given  digoxin  for  8 months.  By 


the  time  of  his  last  cardiology  follow-up  visit  in  1 975,  the  ven- 
tricular septal  defect  was  thought  to  be  spontaneously  closed 
or  extremely  small. 

The  boy’s  medical  history  also  included  multiple  emer- 
gency room  visits  for  asthma,  several  hospital  admissions  for 
asthma,  and  treatment  at  an  allergy  and  immunology  clinic. 
His  last  admission  was  in  1 981  for  a hydrocelectomy.  A grade 
2/6  ejection  murmur  was  noted  on  almost  every  examination 
up  to  and  including  his  last  emergency  room  visit  in  March 
1 983.  Because  of  his  asthma,  multiple  chest  roentgenograms 
were  obtained,  and  the  heart  size  and  pulmonary  vascularity 
were  always  reported  to  be  normal.  Electrocardiograms 
(ECG),  most  of  them  reported  as  being  normal,  were  ob- 
tained until  1975.  Review  of  his  previous  electrocardiograms 
showed  that  significant  Q waves  had  been  present  in  limb 
lead  3,  AVF,  and  V6  since  1 971  (Fig  1 ).  Autopsy  demon- 
strated asymmetric  hypertrophic  cardiomyopathy. 

Discussion 

When  an  ostensibly  healthy  adolescent  collapses  and  dies, 
the  community  inevitably  wonders  whether  the  death  could 
have  been  prevented  or  underlying  disorders  detected.  Con- 
ditions known  to  be  associated  with  sudden  cardiac  death 
are  listed  in  Fig  2. 

HYPERTROPHIC  CARDIOMYOPATHY 
Hypertrophic  cardiomyopathy  is  characterized  by  inordinate 
hypertrophy  of  the  ventricular  myocardium,  usually  of  the  left 
ventricle  and  interventricular  septum,  but  sometimes  involv- 
ing the  right  ventricle  as  well.  The  condition  may  appear  de 
novo  but  is  frequently  transmitted  as  an  autosomal  dominant 
trait  with  a high  degree  of  penetrance  (1  -3). 

The  hypertrophy  may  be  either  concentric,  in  which  the 
myocardium  is  diffusely  enlarged,  or  asymmetric  with  dis- 
proportionate hypertrophy,  usually  of  the  interventricular  sep- 
tum in  the  region  beneath  the  aortic  valve  and  opposite  the 
mitral  valve  (4,5). 

Hypertrophic  cardiomyopathy  produces  its  effects  in  sev- 
eral ways.  First,  the  large  muscle  mass  may  simply  outstrip 
its  blood  supply  during  periods  of  increased  demand  and, 
second,  the  asymmetric  form  of  hypertrophy  may  produce 
obstruction  to  left  ventricular  ejection  by  anterior  displace- 
ment of  the  anterior  leaflet  of  the  mitral  valve  towards  the 
septum  during  systole  (2).  Increased  heart  rate  and  increased 
contractility  can  aggravate  the  obstruction  to  a point  where 
the  cardiac  output  cannot  meet  demands,  and  collapse  and 
death  may  occur. 
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Many  individuals  with  hypertrophic  cardiomyopathy  may 
remain  asymptomatic  for  extended  periods  of  time,  but  there 
are  reports  of  families  in  which  more  than  50%  of  those  who 
died  of  hypertrophic  cardiomyopathy  were  less  than  25  years 
old  and  1 6%  were  less  than  1 0 years  of  age  (6,7). 

VALVULAR  AORTIC  STENOSIS 

It  is  extremely  unusual  for  valvular  aortic  stenosis  to  be  silent, 
and  patients  with  valvular  aortic  stenosis  usually  must  restrict 
in  their  activities.  The  ECG  is  not  diagnostic  of  severe  left 
ventricular  hypertrophy  in  all  cases,  and  there  are  well  docu- 
mented cases  of  ‘‘critical”  aortic  stenosis  without  evidence  of 
significant  hypertrophy  or  strain  (8).  Patients  suspected  of 
having  or  known  to  have  aortic  stenosis  should  be  very  care- 
fully screened  and  evaluated  before  being  allowed  to  play 
any  sports. 


MITRAL  VALVE  DISORDERS 

Prolapse  of  the  mitral  valve  is  a fairly  common  anomaly, 

present  more  in  females  than  in  males,  that  has  been  impli- 


7. Standard  12-lead  ECG  taken  in  1975.  Although  not  grossly  abnormal,  the 
presence  of  a 6 mm  O wave  in  V5  and  a 5 mm  0 wave  in  V6  should  alert  the 
physician  to  the  possibility  of  hypertrophic  cardiomyopathy 
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cated  in  the  production  of  chest  pain,  syncope,  arrhythmias, 
and  sudden  death.  One  problem  encountered  when  consid- 
ering the  mitral  valve  prolapse  syndrome  is  that  prolapse 
occurs  with  other  conditions  such  as  congestive  cardiomyo- 
pathy, hypertrophic  cardiomyopathy,  ischemic  heart  disease, 
and  Marfan’s  syndrome.  In  these  cases,  the  primary  disease 
rather  than  the  mitral  prolapse  may  be  the  actual  cause  of 
death.  However,  a variety  of  mitral  prolapse  with  myxoma- 
tous changes  in  the  mitral  valve  is  well  recognized  in  its  asso- 
ciation with  dysrhythmias  and  sudden  death.  Premature 
ventricular  contractions  are  associated  with  mitral  prolapse  in 
a fairly  high  percentage  of  cases  (9). 

CORONARY  ARTERY  ABNORMALITIES 
Although  uncommon  and  rarely  present  without  a strong 
family  history,  premature  atherosclerosis  is  still  cause  for 
sudden  death  in  young  people. 

When  either  the  left  or  right  coronary  artery  arises  anoma- 
lously from  the  right  or  left  sinus  of  Valsalva,  the  coronary 
artery  passes  between  the  aorta  and  right  ventricular  infun- 
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dibulum,  and  this  may  lead  to  compression  of  the  coronary 
artery  and  reduction  of  flow  during  exercise.  The  abnormal 
course  may  also  predispose  to  the  development  of  thrombi  in 
the  coronary  artery.  In  some,  the  ostium  of  the  coronary  ar- 
tery is  also  small  and  slip-like,  and  in  others,  proximal  left 
coronary  artery  stenosis  by  atherosclerotic  plaque  occurs 
(10,1 1).  Occasionally,  the  left  coronary  artery  may  be  con- 
genitally hypoplastic. 

In  Kawasaki  disease,  approximately  1 5%  of  affected  pa- 
tients develop  aneurysms  of  the  coronary  arteries,  and  an 
undetermined  number  die  suddenly  (12,13). 

DYSRHYTHMIAS 

Dysrhythmias  are  probably  the  final  common  pathway  and 
cause  of  death  in  all  the  conditions  mentioned.  Dysrhythmias 
can  be  fatal  when  the  cardiac  output  is  compromised  by  a 
combination  of  reduced  ejection  of  blood  as  might  occur  in  a 
rapid  tachycardia  or  in  the  total  lack  of  forward  flow  that  oc- 
curs with  ventricular  fibrillation. 

Most  adolescents  can  tolerate  supraventricular  tachycar- 


2. Conditions  known  to  be  associated  with  sudden  cardiac  death. 


I.  Hypertrophic  cardiomyopathy 

A.  Asymmetric — obstructive 

— nonobstructive 

B.  Concentric 

II.  Valvular  aortic  stenosis 

III.  Mitral  prolapse 
Myxomatous  mitral  valve 

IV.  Coronary  artery  anomalies 
A.  Premature  atherosclerosis 

B Anomalous  origin  from  coronary  sinuses 

C.  Congenital  hypoplasia  of  coronary  artery 

D.  Kawasaki  disease 

V.  Dysrhythmias 

A Atrial  flutter/fibrillation  with  WPW 
B Ventricular  tachycardia  associated  with 

1.  Mitral  prolapse 

2.  Hypertrophic  cardiomyopathy 

3.  Dilated  cardiomyopathy 

4.  Prolonged  QT  syndrome 

VI.  Myocarditis 

VII.  Trauma 

A.  Blunt  chest  trauma 

B.  Marfan’s  syndrome 


dias  with  rates  of  1 80  beats  per  minute  for  a period  of  time 
even  though  their  blood  pressure  may  be  quite  low  (Fig  3). 
Atrial  flutter  or  fibrillation  in  a patient  with  Wolff-Parkinson- 
White  syndrome  could  result  in  a very  rapid  heart  rate  or  the 
induction  of  ventricular  tachycardia  or  fibrillation. 

Syncope  or  sudden  death  due  to  ventricular  tachycardia 
(14,15)  is  associated  with  a familial,  genetically  transmitted 
disorder  associated  in  some  cases  with  deafness:  the 
Romano-Ward  or  Jervell  and  Lange-Nielsen  syndrome. 
These  must  be  suspected  in  any  patient  with  a history  of  syn- 
cope and  a prolonged  Q-T  interval  on  ECG  (Fig  4).  Mitral 
prolapse  is  also  associated  with  ventricular  ectopy  and  ta- 
chycardias (9).  A small  number  of  young  people  suffer  from 
actual  sinus  node  disease  presenting  with  sinus  arrest  and 
syncope. 

MYOCARDITIS 

Although  it  is  rare,  a few  patients  die  of  complications,  prob- 
ably dysrhythmia,  associated  with  previously  undetected  car- 
diomyopathy or  myocarditis.  There  is  a link  between  certain 


3.  Recordings  from  a teenage  patient  with  supraventricular  tachycardia 
(SVT)  showing  the  drop  in  blood  pressure  following  the  onset  of  SVT.  Femoral 
artery  pressures  (FAP)  fell  from  140170  mm  Hg  to  90/60  mm  Hg. 
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viral  upper  respiratory  tract  infections  and  the  development 
of  myocarditis,  and  patients  should  be  warned  against  heavy 
exercise  during  viral  illness. 

TRAUMA 

Blunt  trauma  to  the  chest,  especially  to  the  anterior  chest  wall 
as  might  occur  in  automobile  accidents,  can  produce  severe 
myocardial  injury  with  subsequent  rupture.  Vital  structures 
such  as  a papillary  muscle  or  part  of  the  ventricular  wall  can 
rupture,  resulting  in  death  (16,17).  Aortic  dissection  is  a se- 
rious complication  of  Marfan’s  syndrome.  Blunt,  relatively 
mild  trauma  to  the  chest,  as  might  occur  during  sports,  may 
be  sufficient  to  initiate  aortic  dissection. 

Incidence 

Reviews  of  the  literature,  show  that  the  incidence  of  sudden 
cardiac  death  is  low,  but  it  is  difficult  to  determine  exactly, 
partly  because  of  the  way  the  cause  of  death  is  listed  on  the 
death  certificate  and  partly  because  of  the  way  the  causes  of 
death  are  grouped  in  statistical  reports.  One  of  the  more  il- 
luminating reviews  of  sudden  death  in  young  athletes  cited 
only  29  cases  between  the  years  1950-1979  (18).  All  were 
involved  in  competitive  athletics.  Of  the  29  subjects,  22  had 
unequivocal  autopsy  evidence  of  cardiovascular  disease,  the 
majority  having  asymmetric  hypertrophic  cardiomyopathy. 
The  remainder  of  this  group  was  equally  divided  into  anoma- 
lies of  the  coronary  arteries,  premature  arteriosclerotic  heart 
disease,  and  traumatic  rupture  of  the  aorta.  A small  group  of 
six  had  probable  heart  disease,  five  with  marked,  diffuse  con- 
centric hypertrophy  and  one  with  hypoplasia  of  the  coronary 
arteries.  Only  one  had  no  demonstrable  heart  disease.  Con- 


fusion exists  about  the  entity  known  as  “athlete’s  heart”  in 
which  cardiomegaly  and  myocardial  hypertrophy  are  de- 
scribed. Mitral  prolapse,  with  a family  history  of  mitral  pro- 
lapse, was  associated  with  hypertrophic  cardiomyopathy  in 
one  case.  In  only  seven  instances  was  cardiac  disease  sus- 
pected before  death,  and  in  only  two  was  the  correct  diag- 
nosis made.  Why  the  patients  with  these  conditions  were 
permitted  to  continue  in  competitive  sports  is  not  known. 

Prevention 

One  major  concern  of  physicians  is  the  question  of  liability 
when  performing  physical  examinations  for  participation  in 
sports  or  certain  occupations.  Sudden  death  in  young  ado- 
lescents, especially  those  participating  in  sporting  activities, 
may  be  minimized  by  ensuring  that  a complete  and  thorough 
history  and  examination  is  performed.  This  can  obviously  pro- 
duce serious  logistical  problems  for  most  high  school  athletic 
programs.  In  spite  of  this,  physicians  involved  in  screening 
competitive  athletes  should  make  every  effort  to  discover 
potential  victims  by  being  extremely  thorough  in  their  evalua- 
tions. There  is  no  easily  performed,  cost-effective  method  of 
screening. 

Evaluation 

Examination  of  athletes  should  include  detailed  history  with 
specific  emphasis  on  premature  or  unexpected  early  deaths 
in  the  family.  A complete  and  thorough  physical  examination 
should  emphasize  accurate  blood  pressure  determinations 
and  especially  evaluations  of  lower  limb  pulses.  ECG  and 
chest  roentgenograms  are  indicated  only  if  positive  history 
suggests  cardiac  disease.  Suspicious  findings  such  as 


4.  ECG  tracing  from  a patient  with  the  prolonged 
O-T syndrome  and  episodes  of  ventricular  ta- 
chycardia. A short  run  of  ventricular  tachycardias 
at  a rate  of  between  250-300/min  is  seen.  The 
O-T  interval  is  markedly  prolonged  and  is  more 
obvious  in  the  immediate  post-tachycardia  beats. 
Reprinted  with  permission  from  Casta  A:  Prolon- 
gation of  Q-T interval  and  increased  amplitude  of 
the  T wave  after  termination  of  ventricular  ta- 
chycardia. Am  J Cardiol  51 : 1467,  1983 
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prominent  Q wave  and  T wave  abnormalities  on  the  ECG 
tishould  be  investigated  until  the  disease  or  abnormality  is 
■excluded. 

Echocardiography  is  the  best  and  most  sensitive  method 
of  diagnosing  hypertrophic  cardiomyopathy  and  mitral  pro- 
lapse. The  severity  of  aortic  stenosis  can  also  be  gauged  by 
echo.  There  is,  however,  a tendency  to  overuse  this  test  be- 
cause of  its  safety  and  easy  availability.  Considering  the  cost, 
in  excess  of  $500  if  both  M-mode  and  2-D  echoes  are  per- 
formed, echocardiography  should  be  reserved  for  patients 
for  whom  there  is  a high  index  of  suspicion,  a positive  family 
history,  or  positive  knowledge  of  preexisting  disease.  Clini- 
cally detected  dysrhythmias  or  suspected  tachycardias 
based  on  a history  of  palpitations,  light-headedness,  presyn- 
cope, or  syncope  warrant  the  use  of  Holter  monitoring.  Un- 
less symptoms  are  frequent,  Holter  monitoring  has  a low 
yield  and  repeated  examinations  are  not  cost  effective. 
Vague,  infrequent  episodes  lasting  less  than  2-3  minutes 
are  better  evaluated  using  small  monitors  with  self-contained 
memory  that  allows  for  playback  of  the  episodes  to  a remote 
monitoring  center.  The  use  of  one  of  these  monitors  for  one 
month  costs  about  as  much  as  a single  24-hour  Holter  re- 
cording. Finally,  any  athletic  adolescent  with  a suspect  his- 
tory and  few  or  no  positive  findings  or  occasional  dysrhyth- 
mias may  benefit  from  a stress  test  on  a treadmill  or  bicycle 
ergometer. 

Management 

Any  adolescent  with  hypertrophic  cardiomyopathy  or  exer- 
cise-induced dysrhythmias  or  evidence  of  myocardial  isch- 
emia should  be  excluded  from  all  strenuous  activities.  Appro- 
priate treatment  with  beta  blockers  or  specific  anti-arrhythmic 
drugs  should  be  prescribed  where  indicated.  An  exercise 
prescription  based  on  the  response  to  exercise  testing  and 
New  York  Heart  Association  Classification  can  be  devised  for 
most  patients  who  have  undergone  surgery  for  atrial  septal 
defect,  ventricular  septal  defect,  or  coarctation  of  the  aorta  or 
who  have  other  cardiac  problems  that  do  not  require  total 
exclusion  from  sports. 
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Heimlich  maneuver  in 
children 

Since  1974,  the  Heimlich  abdominal  thrust  has  gained 
acceptance  as  an  effective  emergency  maneuver  for  air- 
way obstruction.  The  medical  community  has  been  re- 
luctant to  accept  the  maneuver,  however,  and  continues 
to  rely  on  the  more  traditional  “backslap”  technique.  We 
describe  two  instances  of  complete  airway  obstruction 
in  children  for  whom  backslaps  failed  but  for  whom 
abdominal  thrust  was  immediately  effective.  We  also 
discuss  laboratory  evaluations  of  the  two  maneuvers, 
showing  the  effectiveness  of  the  abdominal  thrust. 


Foreign  body  airway  obstruction  and  choking  is  the  sixth 
leading  cause  of  accidental  death  in  the  overall  population, 
and  in  the  home  it  is  the  leading  cause  of  accidental  death  for 
children  less  than  1 year  of  age  (1 ).  In  1 978  more  than  450 
childhood  deaths  were  caused  by  airway  obstruction  result- 
ing from  inhalation  of  objects  or  foods  (2).  The  American 
Academy  of  Pediatrics,  the  American  Heart  Association,  the 
American  Red  Cross,  and  others  have  recommended  back- 
slaps  as  the  initial  treatment  for  the  choking  child,  although 
numerous  instances  of  unsuccessful  attempts  have  been  re- 
ported. In  1 974,  Heimlich  (3,4)  introduced  the  idea  of  sub- 
diaphragmatic  abdominal  thrusts  as  an  alternative  technique 
to  dislodge  foreign  bodies  obstructing  the  respiratory  pas- 
sages. This  technique  has  gained  increasing  favor  since 
being  introduced  and  sometimes  has  been  effective  after 
backslaps  failed. 

Despite  increasing  laboratory  and  clinical  evidence  that 
backslaps  may  be  ineffective,  the  medical  community  has 
been  reluctant  to  accept  the  Heimlich  maneuver.  Heimlich 
has  called  this  a “medical  Watergate"  and  continues  to 
champion  the  abdominal  thrust  technique.  Two  experiences 
by  one  of  the  authors  (RJA)  during  the  past  two  years  have 
led  to  this  report  and  subsequent  recommendations. 

Case  reports 

Case  1 — A 6V2-year-old  boy  was  running  on  the  beach  while 
eating  a hot  dog  at  a family  outing.  A 2.5  cm  section  of  the 
hot  dog  became  lodged  in  the  his  airway  and  led  to  complete 
airway  obstruction  and  cyanosis.  Attempts  by  family  mem- 
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bers,  including  a licensed  vocational  nurse,  to  dislodge  the 
obstruction  using  backslaps  were  unsuccessful.  One  appli- 
cation of  the  abdominal  thrgst  maneuver  by  one  of  us  (RJA) 
led  to  immediate  dislodgment  of  the  foreign  body  and  rapid 
return  of  breathing  and  color . 

Case  2 — A 10-year-old  girl  was  dining  at  a local  pizza  res- 
taurant with  her  family.  Upon  completing  her  meal,  she  began 
eating  a peppermint  candy  given  at  the  restaurant.  Aspiration 
of  the  candy  led  to  total  airway  obstruction  and  cyanosis. 
Backblows  by  family  members  failed  to  remove  the  obstruc- 
tion. The  abdominal  thrust  maneuver  applied  by  one  of  the 
authors  (RJA)  was  initially  unsuccessful.  A second  attempt 
led  to  forceful  dislodgment  of  the  candy  and  return  of  airway 
patency. 

Discussion 

Before  1 974,  emergency  treatment  of  airway  obstruction  due 
to  a foreign  body  was  limited  to  backslaps  and  finger  sweep 
maneuvers  to  aid  in  dislodging  the  obstructing  object.  Both 
methods  are  unreliable  and  may  lead  to  further  impaction  of 
the  foreign  body  (3).  Introduction  of  the  subdiaphragmatic 
abdominal  thrust  by  Heimlich  (3,4)  in  1 974  began  an  era  of 
controversy  regarding  the  optimal  approach  to  management 
(5).  Laboratory  investigation  comparing  backslaps  with  ab- 
dominal thrusts  has  been  contradictory. 

The  American  Heart  Association,  using  largely  unpub- 
lished data,  produced  a survey  of  more  than  200  cases  of 
airway  obstruction.  All  procedures  recommended  were  found 
to  be  efficacious;  backslaps  dislodged  obstructing  objects  in 
half  of  the  cases,  fingersweeps  in  55%,  and  abdominal  thrust 
in  85%.  In  1980,  the  committee  on  emergency  medical  ser- 
vices of  the  National  Academy  of  Sciences  recommended, 
with  the  qualification  that  further  research  be  done  on  the 
effectiveness  of  the  maneuvers,  that  backblows  be  used  ini- 
tially in  emergency  treatment  of  complete  airway  obstruction 
(5).  The  AHA  study  was  conducted,  however,  with  no  stan- 
dard methodology  or  controls.  In  a critique  of  this  survey 
Heimlich  states,  “When  backblows  failed  and  were  followed 
by  abdominal  thrusts,  which  expelled  an  object  from  the  air- 
way, the  AHA  survey  recorded  three  “successes,”  one  for 
backblows,  one  for  abdominal  thrusts,  and  one  for  the  com- 
bination of  the  two  methods.  The  AHA  reported  588  “suc- 
cesses,” 244  more  than  the  actual  number  of  choking  vic- 
tims (6).” 

Gordon  and  coworkers  (7)  demonstrated  the  effectiveness 
of  backblows  between  the  shoulder  blades  of  anesthetized 
adults  with  a closed  airway.  They  reported  that  abdominal 
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thrusts  yielded  an  average  pressure  of  13  mm  Hg,  whereas 
backblows  produced  brief  pressure  spikes  which  averaged 
32.5  mm  Hg.  The  study  did  not  address  laryngeal  spasm  in 
the  choking  victim,  nor  did  it  address  the  ability  of  backblows 
to  move  an  object  lodged  in  the  throat.  Additionally,  Gordon’s 
subjects  were  supine  and  anesthetized  and  therefore  not 
able  to  be  positioned  properly  for  the  abdominal  thrust. 

Day  and  coworkers  (8)  recently  compared  the  effective- 
ness of  backblows  with  abdominal  thrusts  and  evaluated  the 
effect  of  acceleration  on  supraglottic  foreign  bodies  in  back- 
blow  maneuvers  applied  to  models. 

Backblows  applied  with  vigorous  force  between  the  shoul- 
der blades  caused  acceleration  in  two  planes,  forward  and 
upward.  Consistent  with  Newton's  third  law  of  motion,  “to 
every  action  there  is  an  equal  and  opposite  reaction,”  there 
was  an  opposing  reaction  force  on  the  foreign  body.  A for- 
ward acceleration  of  the  model’s  head  resulted  in  a backward 
acceleration  of  the  supraglottic  foreign  body  of  one  and  one 
half  times  the  force  of  gravity.  The  upward  acceleration  of  the 
head  and  neck  caused  by  the  straightening  of  the  spine  dur- 
ing backblows  resulted  in  a downward  acceleration  of  three 
times  the  force  of  gravity  on  the  supraglottic  foreign  body. 
This  backward  and  downward  acceleration  of  the  foreign 
body  is  actually  in  a direction  opposite  of  the  desired  effect, 
thus  lodging  the  foreign  body  further  down  the  airway. 

Day  and  colleagues  (8)  also  demonstrated  the  effective- 
ness of  abdominal  thrusts  vs  backblows  in  three  separate 
models  by  measuring  the  change  in  air  pressure.  One  of  the 
models  also  demonstrated  the  duration  of  the  elevation  in  air 
pressure  (Fig  1 ).  The  findings  from  all  three  models  were  the 
reverse  of  those  found  by  Gordon  et  al.  The  first  two  models 
were  simple  devices  which  showed  that  the  abdominal  thrust 
moved  an  object  simulating  a partial  airway  obstruction  two 
to  three  times  the  distance  obtained  by  backblows.  The  mod- 
els also  showed  that  abdominal  thrusts  produced  airway 
pressures  of  20-30  mm  Hg,  substantially  greater  than  the 
pressures  that  accompanied  backblow  (less  than  1 0 mm  Hg). 
Most  convincing,  however,  was  the  measurement  of  intra- 
thoracic  pressure  change  and  duration  of  pressure  change 
using  body  plethysmography.  Alveolar  pressures  of  7- 1 3 
mm  Hg  continued  against  a closed  glottis  for  0.01  sec  dur- 
ing backblows.  Using  abdominal  thrust  alveolar  pressure, 
changes  averaging  23  mm  Hg  for  0.70  sec  were  noted.  In 
each  of  these  three  methods,  the  abdominal  thrust  produced 
at  least  twice  the  pressure  change  as  a backblow.  Further- 
more, the  duration  of  the  increase  in  intrathoracic  pressure 
produced  by  abdominal  thrust  was  70  times  greater  than  that 
produced  by  backblow. 


scribed  by  Heimlich  should  be  the  primary  mode  of  emer- 
gency treatment  for  complete  airway  obstruction. 
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1.  Volume  change  of  air  in  lungs  shown  by  use  of  body  plethysmograph.  This 
demonstrates  both  increased  change  in  volume  and  duration  of  change 
(Printed  with  permission  from  Day  et  al  (8)  Pediatrics  70:113-119,  1982). 
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Conclusion 

There  are  reports  of  successful  attempts  to  clear  the  airways 
of  infants  and  children  using  backblows,  abdominal  thrusts, 
or  both  in  combination.  Recent  laboratory  data,  however, 
seem  to  support  the  abdominal  thrust  as  the  most  effective 
maneuver  in  emergency  treatment  of  complete  airway  ob- 
struction. In  our  limited  experience,  the  abdominal  thrust 
proved  effective  when  backblows  failed.  Instead  of  risking  the 
lodgment  of  a foreign  body  further  down  the  airway  with 
backblows,  perhaps  the  use  of  the  abdominal  thrust  as  de- 
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Clinical  abstracts  are  selected  from  current  reviews  in  1 00 
internationally  recognized  journals  received  by  the  TMA  Me- 
morial Library  each  month. 


Hypersensitivity  pneumonitis.  Michael  B Levy,  MD,  and 
Jordan  N.  Fink,  MD.  American  College  of  Allergists,  Annals 
of  Allergy,  vol  54,  March  1985,  pp  167-171. 

Hypersensitivity  pneumonitis,  or  extrinsic  allergic  alveolitis,  is 
a disease  which  occurs  as  the  result  of  an  immunologic  in- 
flammatory reaction  to  the  inhalation  of  any  of  a variety  of 
organic  dusts.  The  disease  is  diagnosed  by  a combination  of 
characteristic  symptoms,  physical  findings,  chest  x-ray,  and 
pulmonary  function  abnormalities,  and  immunologic  studies. 
The  spectrum  of  the  disease  with  particular  emphasis  on 
clinical  presentation  and  diagnostic  considerations  is  re- 
viewed by  the  authors. 

In-111  labeled  leukocytes:  a review  of  problems  in  image 
interpretation.  John  G.  McAfee,  MD,  and  Ami  Samin,  MD. 
The  Radiological  Society  of  North  America,  Radiology,  vol 
155,  1985,  pp  221 -229. 

Leukocyte  suspensions  labeled  with  ln-1 1 1 oxine  or  tro- 
polone  were  administered  intravenously  to  1 50  patients  for 
the  detection  of  suspected  foci  of  bacterial  infection  by  gamma 
camera  imaging.  The  results  were  correlated  with  other 
imaging  modalities,  and  clinical,  laboratory,  and  surgical  find- 
ings after  a minimum  follow-up  period  of  six  months.  Twenty- 
five  of  29  foci  of  bacterial  infection  were  demonstrated  on  the 
leukocyte-labeled  images  (sensitivity  of  detection  = 86%). 
Three  of  the  four  missed  lesions  were  chronic  active  os- 
teomyelitis. The  specificity  of  detection  proved  difficult  to 
define,  varying  with  different  criteria  for  a false  positive  diag- 
nosis. In  every  region  of  the  body,  a variety  of  lesions  other 
than  foci  of  bacterial  infection  produced  positive  uptake  of  the 
labeled  leukocytes.  An  intense  focal  uptake  was  uncommon 
in  lesions  other  than  abscesses  and  hematomas.  It  was  con- 
cluded that  imaging  with  labeled  leukocytes  is  valuable  for 
demonstrating  sites  of  infection  in  conjunction  with  other  di- 
agnostic methods.  Detectable  leukocytic  infiltration,  how- 
ever, may  occur  in  inflammatory  lesions  of  any  cause  and  in 
some  noninflammatory  states  as  well. 


Carcinoma  of  the  gallbladder:  autopsy  findings  in  287 
cases  and  review  of  the  literature.  H.U.  Sons,  MD,  PhD;  F. 
Borchard,  MD;  and  B.S.  Joel.  Alan  R.  Liss,  Inc,  Journal  of 
Surgical  Oncology,  vol  28, 1985,  pp  199-206. 

From  1 950  to  1 982,  autopsies  were  performed  on  287  pa- 
tients with  cancer  of  the  gallbladder.  The  ratio  of  men  to 
women  was  1 : 3.7.  The  average  age  of  women  was  70  years; 
that  of  men  was  69.5  years.  Most  tumors  (67.7%)  had  grown 
by  diffuse  infiltration  and  one  third  (32.3%)  were  polypous- 
exophytic.  Fundus  and  collum  of  the  gallbladder  showed  an 
equal  frequency  (24%)  of  tumor  localization.  The  percentage 
of  all  gallbladder  malignomas  that  were  adenocarcinomas  of 
various  differentiation  was  84.6,  and  10.9%  were  anaplastic 
carcinomas;  the  rest  consisted  of  squamous  cell  carcinomas 
(3.7%)  and  sarcomas  (0.8%).  Metastases  were  found  in  265 
cases  (92.3%).  Tumorous  infiltration,  lymph  node  metasta- 
ses, and  visceral  metastases  are  discussed.  A cholelithiasis 
was  found  in  78.4%.  The  results  are  compared  with  the 
literature. 


Importance  of  total  life  consumption  of  cigarettes  as 
a risk  factor  for  coronary  artery  disease.  William  S. 
Weintraub,  MD;  Lloyd  W.  Klein,  MD;  Paul  A.  Seelaus,  BS,  et 
al.  Technical  Publishing,  American  Journal  of  Cardiology,  vol 
55,  1985,  pp  669-672. 

Cigarette  smoking  is  an  established  risk  factor  for  the  occur- 
rence of  cardiovascular  events  and  mortality.  Whether  recent 
smoking  history  or  total  life  consumption  best  represents  the 
increased  risk  due  to  smoking  has  not  been  previously  estab- 
lished. Thus,  stepwise  logistic  regression  analysis  was  used 
to  determine  the  relative  contributions  of  these  factors  to  the 
risk  of  having  significant  coronary  artery  disease  in  1 ,349  pa- 
tients who  underwent  cardiac  catheterization.  Six  risk  factors 
were  analyzed:  total  pack-years,  current  number  of  packs 
smoked  per  day,  age,  gender,  family  history,  and  symp- 
tomatic status.  The  results  of  this  analysis  showed  that  total 
pack-years,  but  not  current  packs  per  day,  is  a significant  in- 
dependent risk  factor  for  the  development  of  coronary  artery 
disease.  This  was  true  in  every  age  group  up  to  but  not  older 
than  age  70  years.  Although  the  overall  risk  was  lower  in 
younger  patients  and  in  patients  with  less  typical  symptoms 
of  angina,  the  relative  risk  in  cigarette  smokers  relative  to 
pack-years  was  consistently  greater.  The  risk  of  total  life  con- 
sumption of  cigarettes  is  thus  greater  than  has  heretofore 
been  realized,  particularly  in  persons  who  would  otherwise 
be  categorized  as  low  risk. 
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Risk  management: 

One  way  to  fight  malpractice  suits 


As  physicians  struggle  with  expensive  professional  liability 
insurance  premiums  and  an  increasing  number  of  malprac- 
tice lawsuits,  many  are  fighting  back  on  their  own  turf— in 
their  offices  and  in  hospitals.  Their  tactics  fall  under  the 
heading  of  risk  management. 

In  its  extreme  form,  risk  management  can  make  an  about- 
face— rather  than  fight,  physicians  surrender.  Physicians  In- 
surors  Association  of  America  president  James  S.  Todd, 

MD,  notes  that  27%  of  1,600  respondents  to  a physician  poll 
will  retire  early  rather  than  try  to  cope  with  an  increasingly 
litigious  society. 

In  another  state,  entrepreneurs  established  a business 
that  provided  doctors  with  the  legal  histories  of  prospective 
patients,  including  whether  they  had  ever  filed  malpractice 
suits. 

In  its  more  conservative  form,  risk  management  has 
prompted  books,  films,  seminars,  and  philosophical 
discussion. 

Although  three  experts  from  Texas  agree  that  the  informa- 
tion and  advice  offered  in  the  different  media  may  be  valid,  a 
measure  of  the  media's  effectiveness  eludes  them.  Another 
point  of  discussion  is  an  ethical  question:  Does  the  concept 
of  risk  management  put  the  physician's  welfare  before  the 
patient's  welfare? 

This  article  provides  an  overview  of  mainstream  risk  man- 
agement techniques  and  experts’  thoughts  on  the  related 
issues.  Commenting  on  these  topics  are:  C.  Kenneth  Land- 
rum, MD,  McAllen,  an  obstetrician-gynecologist  in  private 
practice  and  a former  member  of  both  the  governing  board 
and  the  underwriting  committee  of  the  Texas  Medical  Lia- 
bility Trust;  David  W.  Bilheimer,  MD,  Dallas,  chairman  of 
Parkland  Memorial  Hospital’s  quality  assurance  committee 
and  associate  dean  for  clinical  affairs,  The  University  of 
Texas  Southwestern  Medical  School;  and  V.  Randolph 
Gleason,  Houston,  general  counsel,  Hermann  Hospital. 


In  addition  to  guaranteeing  patient  safety,  risk  management 
encompasses  a variety  of  efforts  to  minimize  exposure  to 
financial  loss.  In  the  larger  sense,  health  care  delivery  in 
various  settings  includes  risks  related  to  everything  from 
maintaining  a safe  premises  for  visitors  to  an  employee’s  ex- 
posure to  a dangerous  chemical.  Professional  malpractice  is 
only  a part  of  the  liability  picture,  but  it  is  foremost  in  the 
thoughts  of  physicians  as  they  pay  increasingly  high  profes- 
sional liability  insurance  premiums  and  try  to  avoid  paying 
the  financial  and  emotional  price  of  a lawsuit. 

Tips  for  minimizing  a physician’s  exposure  to  legal  liability 
appear  in  books,  professional  journals,  and  films.  They  are  a 
popular  topic  for  lecturers.  And,  they  appear  to  be  coming  in 
response  to  physician  interest.  In  a survey  by  Texas  Medical 
Liability  Trust,  Texas  Medical  Association  members  ranked 
physician  education  number  one  on  the  list  of  measures  an 
insurance  company  can  take  to  prevent  malpractice  claims 
and  second  among  the  most  important  services  an  insurance 
company  provides.  TMLT  is  a physician-owned  insurance 
company  created  by  TMA. 

In  a six-part  videotape  series  “Physician  at  Risk”  TMLT 
describes  preventive  techniques  related  to  informed  consent, 
standard  of  care,  high  risk  areas,  vicarious  liability,  medical 
recordkeeping,  and  interpersonal  relationships. 

A tape  on  informed  consent  reminds  the  audience  that 
without  informed  consent,  a physician  can  be  charged  with 
battery  in  some  states.  It  is  a doctor’s  job,  the  narrator  says, 
to  talk  to  the  patient  and  make  sure  he  or  she  understands 
alternatives  and  risks  associated  with  the  prescribed  treat- 
ment before  consent  is  given.  Such  conversations  should  be 
noted  in  the  medical  record. 

A plaintiff’s  attorney  must  prove  that  a physician  breached 
a standard  of  care,  another  tape  notes.  Although  this  stan- 
dard traditionally  was  a local  one,  the  courts  have  expanded 
it  to  a national  standard,  which  normally  is  established  by  an 


Expert  Advice 

The  Texas  Medical  Liability  Trust  videotape  series,  “Physi- 
cian at  Risk,"  offers  these  tips  for  avoiding  professional  lia- 
bility litigation  and/or  securing  the  best  defense: 

INTERPERSONAL  RELATIONSHIPS 

1 . Be  sure  the  patient  understands  his  own  condition  and 
what  can  be  expected  and  the  physician’s  capabilities. 

2.  Don't  “talk  down”  to  allied  health  professionals. 

3.  Don’t  speak  for  another  physician,  either  a partner  or  a 
consultant. 

4.  When  calling  in  a physician  for  a consultation,  be  clear 
about  who  will  manage  the  case  and  provide  follow-up  care. 

5.  Be  sure  everyone  on  the  health  care  team  understands 
his  or  her  responsibilities. 
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MEDICAL  RECORDS 

1.  The  record  must  be  timely.  It  should  be  dated,  and 
even  include  the  hour  in  acute  cases. 

2.  The  record  should  reflect  the  physician’s  thought  pro- 
cess and  why  he  or  she  made  certain  decisions. 

3.  If  another  appointment  is  suggested,  it  should  be  noted 
in  the  record. 

4.  Do  not  alter  the  record  after  receiving  notice  of  legal 
action. 

INFORMED  CONSENT 

1 . The  patient  should  know  alternative  solutions  and  their 
side  effects. 

2.  A signed  consent  form  does  not  necessarily  mean  that 
a doctor  has  done  everything  he  or  she  should.  It’s  a doc- 
tor’s job  to  talk  to  the  patient  and  make  sure  the  patient 
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expert  witness.  The  tape  advises  doctors  to  “stay  in  the 
mainstream  of  medicine”  and  exercise  caution  when  using 
experimental  treatments. 

The  series  advises  physicians  in  high-risk  specialties, 
where  there  have  been  “great  technical  advances  without  ac- 
companying advances  in  understanding  of  legal  conse- 
quences,” to  take  patients  into  their  confidence,  so  that  they 
will  have  confidence  in  the  physician.  Another  tape  warns 
that  a physician  is  not  without  vicarious  liability  even  though 
the  courts  have  weakened  the  “captain  of  the  ship”  doctrine, 
whereby  physicians  were  responsible  for  the  actions  of  every 
member  of  a surgical  team.  The  “doctrine  of  the  borrowed 
servant"  may  implicate  a physician  when  his  or  her  instruc- 
tions to  a hospital  employee  leads  to  a personal  injury.  That 
same  liability  can  extend  to  the  doctor’s  office  staff  who  gives 
faulty  advice  over  the  phone,  to  his  answering  service,  and  to 
his  partner.  “Be  careful  who  you  practice  medicine  with,”  the 
narrator  warns. 

Taking  up  what  some  experts  consider  the  most  important 
tool  in  defending  a malpractice  suit,  another  tape  calls  medi- 
cal records  “the  mirror  of  how  the  physician  practices  medi- 
cine.” It  suggests  that  such  records  be  prepared  in  a timely 
fashion  and  reflect  the  physician’s  thought  processes. 

Turning  to  interpersonal  relationships,  widely  regarded  as 
an  important  preventive  technique,  the  series  advises  physi- 
cians that  the  patient  shares  responsibility  for  what  happens, 
and  therefore  should  be  well  informed. 

V.  Randolph  Gleason,  Houston,  general  counsel  for  Her- 
mann Hospital,  expanded  on  the  importance  of  the  physi- 
cian-patient relationship.  Hermann’s  risk  management  pro- 
gram for  physicians,  which  is  incidental  to  minimizing  risk  for 
the  hospital  corporation,  emphasizes  that  relationship  be- 
cause a tertiary  care  institution  like  Hermann  does  not  inher- 
ently foster  communication.  Interns  and  residents  care  for 
patients  in  rushed,  emergency  situations,  but  rapport  is  no 


less  important  than  it  is  in  other  health  care  settings. 

“Physicians  in  training  do  not  have  a long-standing,  close 
physician-patient  relationship  that  would  make  them  likely  to 
give  the  physician  the  benefit  of  the  doubt,”  he  said.  “So,  we 
stress  the  importance  of  establishing  rapport  with  the  patient, 
of  keeping  the  channels  of  communication  open.” 

If  communication  is  not  established  at  the  outset,  it  some- 
times can  be  salvaged  after  a claim  notice  reveals  the  pa- 
tient's dissatisfaction. 

“Many  times  after  we  receive  a 60-day  notice  letter,  we 
have  gotten  our  doctors  together  with  the  plaintiff’s  attorney 
and  sometimes  with  the  patient’s  family,  and  we  have  worked 
these  things  out.  The  claim  has  been  dropped  because  we 
got  everybody  together  and  provided  a forum  for  communi- 
cation— to  establish  the  kind  of  communication  that  wasn’t 
there  while  the  patient  was  in  the  hospital.  We  have  helped 
our  doctors  by  establishing  this  communication  and  showing 
people  that  our  doctors  are  good. 

“Studies  show  that  there  is  a tendency  for  physicians  not 
to  pay  attention  to,  or  to  deal  with,  the  patient’s  own  concept 
of  what  is  wrong  with  him,"  Mr  Gleason  added.  “We  make  our 
physicians  aware  of  these  studies  and  the  need  to  discuss 
with  the  patient  his  explanatory  model.” 

He  emphasized  that  "everybody  who  takes  care  of  pa- 
tients, including  nurses,  pharmacists,  laboratory  technicians, 
respiratory  therapists,  orthopedic  and  surgical  technicians, 
and  physicians  of  all  specialties”  should  be  aware  of  risk 
management  techniques. 

Hermann’s  risk  manager  Barbara  Durham  added,  “One  of 
the  most  important  things  that  a risk  management  program 
can  do  is  develop  a network  of  communication  throughout 
the  health  care  team,  and  have  visibility.”  Toward  that  end, 
Hermann  offers  risk  management  consulting  to  more  than  30 
affiliated  hospitals  throughout  the  state. 

“We  can't  be  there  all  the  time,  but  we  do  try  to  provide 


understands.  That  conversation  should  be  noted  in  the 
record. 

3.  Be  aware  of  the  current  activities  of  the  State  Medical 
Disclosure  Board,  which  lists  surgical  procedures  that  have 
elements  that  must  be  relayed  to  patients. 

VICARIOUS  LIABILITY 

1 . Remember  that  when  a physician  directs  an  employee 
of  the  hospital  and  that  direction  causes  injury,  the  physi- 
cian may  be  liable. 

2.  The  doctor’s  liability  can  extend  to  his  office  staff,  his 
answering  service,  and,  in  some  cases,  a physician  partner 
or  a resident  physician  whom  the  physician  supervises. 


Contributing  editor  Stu  Chapman  adds  this  advice  in  the 


April  1983  issue  of  Physician's  Management: 

1.  Monitor  patients  closely  when  prescribing. 

2.  Scrutinize  office  practices  and  staff.  “Discussion  with 
your  staff,  setting  up  of  appointments,  waiting  room  time, 
correspondence,  and  billing  affect  your  patient's  impres- 
sions and  could  influence  whether  a malpractice  claim  is 
filed,”  Mr  Chapman  writes. 

3.  Be  strict  about  confidentiality.  “Information  imparted  to 
curious  relatives  and  friends — even  if  it  is  done  with  the 
best  of  intentions — can  create  embarrassment  and  legal  dif- 
ficulties. . . . The  design  of  your  office  should  also  be  con- 
sistent with  your  standards  of  confidentiality.  . . .” 

4.  Consider  your  duty  to  consult.  “Numerous  court  rulings 
have  focused  on  the  duty  of  general  practitioners  to  consult 
a specialist  or  refer  a patient  when  they  recognize  their  own 
limitations.” 
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help  over  the  telephone,  and  if  there  is  a request,  we  provide 
risk  management  presentations,”  Mr  Gleason  said. 

C.  Kenneth  Landrum,  MD,  McAllen,  offers  a different  ap- 
proach to  risk  control.  Dr  Landrum,  an  obstetrician-gynecolo- 
gist in  private  practice,  formerly  was  associated  with  TMLT  as 
a member  of  both  its  board  and  underwriting  committee. 

Although  a recent  public  survey  by  Louis  Harris  and  asso- 
ciates confirms  the  value  Mr  Gleason  and  Ms  Durham  place 
on  the  physician-patient  relationship,  Dr  Landrum  downplays 
its  importance  in  avoiding  a lawsuit  in  the  wake  of  a bad  re- 
sult. “If  a patient  gets  a bad  result,  she  will  sue  no  matter  how 
much  she  likes  me,”  he  said. 

He  contends  that  the  best  way  to  manage  risk  is  through 
accurate  and  complete  medical  records  that  will  hold  up  in 
court. 

“When  you  have  a bad  result,  whether  it  be  a baby  being 
born  with  a problem  or  a bad  result  from  a surgical  proce- 
dure, identify  the  situation  as  soon  as  it  occurs.  For  medical 
and  legal  reasons,  be  sure  that  the  record  is  accurate,  com- 
plete, and  reflects  the  reasoning  for  your  decisions,”  he 
advises. 

By  way  of  example,  he  hypothesized:  “If  a baby  is  deliv- 
ered, and  judged  to  be  Apgar  8,  which  is  a perfectly  healthy, 
normal  baby,  it  should  be  noted  in  the  medical  record.  It  is 
possible  that  such  a baby  could  have  problems  after  delivery, 
such  as  an  episode  of  apnea,  causing  possible  brain  dam- 
age. It  is  not  in  any  way  related  to  the  labor  and  delivery.  But 
if  the  doctor  does  not  state  in  the  record  that  the  baby  was 
born  healthy,  he  has  lost  the  best  piece  of  evidence  he  could 
have  (if  a lawsuit  ensues).” 

Dr  Landrum  said  he  often  has  observed  interns  and  resi- 
dents breaching  guidelines  for  keeping  accurate  and  com- 
plete records,  a practice  he  views  as  "a  terrible  mistake.” 

Considering  the  means  used  to  educate  physicians  about 
risk  management  techniques,  Dr  Landrum  describes  semi- 
nars as  “being  of  limited  value.” 

A Houston  surgeon  who  was  the  object  of  a lawsuit  ob- 
served, “The  trouble  is,  you  don’t  ever  absorb  that  informa- 
tion until  you  need  it.  It’s  just  hard  to  get  doctors  to  listen." 

The  same  physician  suggested  that  a mock  trial  would 
be  an  effective  mechanism  for  conveying  risk  avoidance 
techniques. 

David  W.  Bilheimer,  MD,  Dallas  joins  the  two  physicians  in 
questioning  large  seminars  as  a means  of  teaching.  Dr 
Bilheimer  is  chairman  of  Parkland  Memorial  Hospital’s  quality 
assurance  committee  and  associate  dean  for  clinical  affairs, 
The  University  of  Texas  Southwestern  Medical  School. 

“I  can  tell  you  from  trying  to  communicate  to  a large  group 
of  people  in  that  fashion  that  the  only  time  it  comes  home  to 
roost  and  it  truly  has  an  impact  is  when  the  individual  is  told  in 
the  field  that  (if  he  doesn’t  follow  correct  procedures)  he’ll 
lose  his  privileges.  That’s  the  only  way  it  will  have  any  im- 
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pact,”  he  said.  He  added  that  any  physician  in  training  at 
Parkland  who  repeatedly  violates  recordkeeping  standards 
or  other  procedural  standards  has  his  paycheck  withheld. 
"They're  told  in  orientation  what  is  required  of  them,  but  they 
probably  forget  about  90%  of  it.  Experience  is  the  greatest 
teacher,”  Dr  Bilheimer  said. 

Mr  Gleason  and  Drs  Bilheimer  and  Landrum  agreed  that 
there  is  no  tangible  measure  of  the  effectiveness  of  various 
risk  control  programs. 

Although  the  concept  is  not  an  alternative  to  risk  manage- 
ment, quality  assurance  programs  represent  a different, 
more  positive  approach  to  controlling  professional  liability 
problems,  according  to  Dr  Bilheimer. 

“We’re  looking  into  how  well  the  hospital  and  the  people  in 
it  function,  whether  they  deliver  the  best  care  they  can  to  the 
patients,”  Dr  Bilheimer  said.  The  program  brings  Parkland 
into  compliance  with  the  Joint  Commission  on  Accreditation 
of  Hospitals  accreditation  standards  requiring  ongoing,  coor- 
dinated hospital-wide  programs  for  all  departments.  The 
programs  systematically  evaluate  quality  of  care,  identify 
problems,  and  take  action  to  resolve  them. 

Dr  Bilheimer  described  the  term  “risk  management”  as  a 
way  of  self-protection  for  the  physician  as  “distasteful”  be- 
cause it  implies  self  interest  on  the  part  of  the  physician. 

He  concluded,  “It  may  be  a matter  of  semantics,  but  it  is  a 
reflection  of  attitudes.  What  I would  like  to  say  about  the 
medical  profession  is,  ‘Let’s  protect  the  patient,’  and  I think  by 
doing  that,  doctors  will  come  out  OK.” 

Donna  B.  Jones 

News  Editor,  Texas  Medicine 

EDITOR'S  NOTE 

For  information  on  publications  and  videotapes  on  malprac- 
tice risk  management,  and  physician-patient  communication, 
contact  TMA’s  Memorial  Library,  1801  N Lamar  Blvd,  Austin, 
TX  78701,  phone  (512)474-6704. 

The  six-part  videotape  series  “Physician  at  Risk”  is  avail- 
able for  purchase  from  Texas  Medical  Liability  Trust,  PO  Box 
1 4746,  Austin,  TX  78761 , phone  1 -800-252-  91 79. 
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TEXAS  MEDICAL  LIABILITY  TRUST 


The  Texas  Medical  Liability 
Trust  is  an  organization  otter- 
ing professional  liability  insur- 
ance responsive  to  the  needs 
of  Texas  physicians. 

Our  philosophy  is  to  pro- 
vide an  enduring  source  of  lia- 
bility insurance,  impact  on  the 
overall  malpractice  insurance 
market  by  our  presence,  pro- 
vide loss  prevention  and  risk 
management  education  to 
minimize  malpractice  prob- 
lems and  to  effectively  handle 
claims  with  personal  attention 
to  our  policyholders.  This  phi- 
losophy results  in  the  highest 
quality  liability  insurance  for 
Texas  physicians. 

Today,  the  health  care  in- 
dustry is  in  an  era  of  change. 
Cost  containment  incentives, 
DRG  systems,  competitive  en- 


vironment, and  rising  costs  of 
health  care;  plus  new  laws  and 
liberal  legal  trends  are,  more 
than  ever  before,  affecting  the 
Texas  physician.  The  Texas 
Medical  Liability  Trust  is 
acutely  aware  of  these  trends. 
Our  priority  to  anticipate  the 
future  and  understand  the 
staggering  problems  of  profes- 
sional liability  are  a vital  part 
of  the  quality  service  offered. 
And  it  is  because  of  this 
awareness  and  our  understand- 
ing of  the  industry  that  TMLT 
has  emerged  as  a dynamic 
leader  in  the  field  of  profes- 
sional liability  insurance. 

The  Texas  Medical  Liability 
Trust  . . . quality  insurance 
services  to  match  quality 
medical  practices. 


nr 


THE  HIGHEST  QUALITY  LIABILITY  INSURANCE  FOR  TEXAS  PHYSICIANS 

Created  by  the  Texas  Medical  Association 


Statewide  Service  Center:  1-800-252-9179/P.O.  Box  14746,  Austin,  Texas  78761 
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TEXAS  MEDICINE 


MANAGE  YOUR  OFFICE  MORE  EFFECTIVELY  WITH 
THE  MPM  1000  SYSTEM  AVAILABLE  THROUGH 
SOUTHERN  MEDICAL  ASSOCIATIONS 
PHYSICIANS’  PURCHASING  PROGRAM 


Manage  your  office  more 
effectively  with  the  MPM 
1000  System  available 
through  the  Physicians’ 
Purchasing  Program. 

Managing  your  office 
shouldn’t  be  hard; 
however,  with  the  current 
insurance  requirements  and 


the  impending  Medicare 
changes  looming  on  the 
horizon,  it  will  get  more 
difficult.  You  should  call 
Curtis  1000  Information 
Systems  or  Southern 
Medical  Association  to  find 
out  how  the  MPM  1000  can 
help  make  your  practice 
run  more  effectively. 


AVAILABLE  ON  IBM  A/T 


MPM  1000  Simplifies  Your  Paperwork 

You  will  be  able  to  reduce  the  mountains  of  paper- 
work by  using  your  MPM  1000  system  to  process  all 
your  insurance,  complete  your  billing  plus  instan- 
taneously sort  and  file  necessary  information. 

MPM  1000  Speeds  Up  Your  Cash  Flow 

The  MPM  1000  system  will  increase  your  daily  bank 
deposits  by  processing  all  your  insurance  and  pa- 
tients’ receivables  quickly. 

MPM  1000  Improves  Your  Practice  Management 

With  the  MPM  1000  system  you  can  easily  and  intel- 
ligently manage  your  practice  with  computer  gene- 
rated reports.  Trends  and  problems  are  easily  iden- 
tified so  you  can  take  corrective  action  before  they 
become  serious. 


MPM  1000  Is  A One  Source  Solution 

The  MPM  1000  is  a one  source  solution.  With  your 
system  you  receive  all  hardware  (IBM  or  Texas  In- 
struments), software,  complete  five  day  training  pro- 
gram and  responsive  after  sale  support. 

IBM  PC/AT  At  Discount 

Best  of  all,  these  systems  are  available  through  SMA 
Services,  Inc.,  Physicians’  Purchasing  Program  with 
substantial  discounts  on  IBM  and  Texas  Instrument 
equipment. 

FOR  MORE  INFORMATION,  please  fill  out  the 
coupon  below  and  mail  it  to  Southern  Medical  Asso- 
ciation, or  for  faster  service  call  Southern  Medical  at 
(205) -945- 1840  or  Curtis  1000  Information  Systems  at 
800-241-4780. 


□ YES!  I would  like  more  information  on  MPM  1000 

My  interests  are:  □ Immediate  □ Long  term  □ Please  contact  me  for  a survey 
I am  a member  of  SMA  □ 


Name 

(Please  Print) 

Address 

City 

State 

( 

Zip 

) 

Specialty  Office  Phone 

Mail  to:  CURTIS  1000  INFORMATION  SYSTEMS 


2296  Henderson  Mill  Road 
Suite  402 

Atlanta,  Georgia  30345 
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Consider  the 
causative  organisms... 


cefaclor 


250-mg  Pulvules  t.i.d. 


offers  effectiveness  against 
the  major  causes  of  bacterial  bronchitis 


H.  influenzae , H.  influenzae,  S.  pneumoniae,  S. 

(ampicillin-susceptible)  (ampicillin-resistant) 


pyogenes 


Brief  Summary  Consul!  the  package  literature  for  prescribing 
information 

Indications  and  Usage  Ceclor*  (cefaclor.  Lilly)  is  indicated  in  the 
treatment  ol  the  following  infections  when  caused  by  susceptible 
strains  ol  the  designated  microorganisms 
Lower  respiratory  infections  including  pneumonia  caused  by 
Streptococcus  pneumoniae  tDiplococcus  pneumoniae),  Haemoph 
ilus  mtluen/ae  and  S pyogenes  (group  A beta-hemolytic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be 
performed  to  determine  susceptibility  of  the  causative  organism 
to  Ceclor 

Contraindication  Ceclor  is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics 

Warnings  IN  PENICILLIN-SENSITIVE  PATIENTS.  CEPHALO- 
SPORIN ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY 
THERE  IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL 
CROSS-ALLERGENICITY  OF  THE  PENICILLINS  ANO  THE 
CEPHALOSPORINS  AND  THERE  ARE  INSTANCES  IN  WHICH 
PATIENTS  HAVE  HAD  REACTIONS  INCLUDING  ANAPHYLAXIS 
TO  BOTH  ORUG  CLASSES 

Antibiotics  including  Ceclor.  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  lorm  ol  allergy 
particularly  to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  (including  macrolides.  semisynthetic 
penicillins,  and  cephalosporins);  therefore  it  is  important  to 
consider  its  diagnosis  in  patients  who  develop  diarrhea  in 
association  with  the  use  of  antibiotics  Such  colitis  may  range  in 
severity  from  mild  to  life-threatening 
Treatment  with  broad-spectrum  antibiotics  alters  the  normal 
flora  of  the  colon  and  may  permit  overgrowth  ol  Clostridia  Studies 
indicate  that  a toxin  produced  by  Clostridium  difficile  is  one 
primary  cause  ol  antibiotic-associated  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to 
drug  discontinuance  alone  In  moderate  to  severe  cases  manage- 


ment should  include  sigmoidoscopy  appropriate  bacteriologic 
studies  and  lluid  electrolyte  and  protein  supplementation 
When  the  colitis  does  not  improve  after  the  drug  has  been 
discontinued  01  when  it  is  severe  oral  vancomycin  is  the  drug 
of  choice  lor  antibiotic  associated  pseudomembranous  colitis 
produced  by  C ditticile  Other  causes  ol  colitis  should  be 
ruled  out 

Precautions  General  Precautions  - II  an  allergic  reaction  to 
Ceclor  ’ (cefaclor  Lilly)  occurs,  the  drug  should  be  discontinued 
and  it  necessary  the  patient  should  be  treated  with  appropriate 
agents  e g pressor  amines  antihistamines  or  corticosteroids 
Prolonged  use  of  Ceclor  may  result  in  the  overgrowth  ol 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  If  superinleciion  occurs  during  therapy  appropriate 
measures  should  be  taken 

Positive  direct  Coombs  tests  have  been  reported  during  neat 
ment  with  the  cephalosporin  antibiotics  In  hematologic  studies 
or  in  transfusion  cross  matching  procedures  when  antiglobulm 
tests  are  performed  on  the  minor  side  or  in  Coombs  testing  ol 
newborns  whose  mothers  have  received  cephalosporin  antibiotics 
befoie  parturition  it  should  be  recognized  that  a positive 
Coombs  test  may  be  due  to  the  drug 
Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  conditions  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  safe  dosage  may  be  lowei  than  that  usually  lecommended 
As  a result  ol  administration  ol  Ceclor  a false  positive  reaction 
tor  glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict's  and  Fehlmg  s solutions  and  also  with  ClimtesP 
tablets  but  not  with  Tes  Tape’  (Glucose  Enzymatic  Test  Strip 
USP  Lilly) 

Broad  spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease  particularly 
colitis 

Usage  in  Pregnancy  - Pregnancy  Category  B - Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  12 
times  the  human  dose  and  in  ferrets  given  three  times  the  maximum 


human  dose  and  have  revealed  no  evidence  ol  impaired  fertility 
or  harm  to  the  fetus  due  to  Ceclor’  (cefaclor.  Lilly)  There  are 
however  no  adequate  and  well  controlled  studies  in  pregnant 
women  Because  animal  reproduction  studies  are  not  always 
predictive  of  human  response  this  drug  should  be  used  during 
pregnancy  only  if  clearly  needed 
Nutsing  Mothers  Small  amounts  of  Ceclor  have  been  detected 
in  mother's  milk  following  administration  ol  single  500-mg  doses 
Average  levels  were  0 18,  0 20  0 21  and  0 16  mcg/ml  at  two. 
three  four,  and  five  hours  respectively  Trace  amounts  were 
detected  at  one  hour  The  effect  on  nursing  infants  is  not  known 
Caution  should  be  exercised  when  Ceclor  is*  administered  to  a 
nursing  woman 

Usage  in  Children  - Safety  and  effectiveness  of  this  product  for 
use  in  infants  less  than  one  month  ol  age  have  not  been  established 
Adverse  Reactions  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 
Gastrointestinal  symptoms  occur  in  about  2 5 percent  ol 
patients  and  include  diarrhea  (1  in  70) 

Symptoms  of  pseudomembranous  colitis  may  appear  either 
during  or  after  antibiotic  treatment  Nausea  and  vomiting  have 
been  reported  rarely 

Hypersensitivity  reactions  have  been  reported  in  about  15 
ercent  of  patients  and  include  morbilitorm  eruptions  (1  in  100) 
ruritus  urticaria,  and  positive  Coombs'  tests  each  occur  in  less 
than  l in  200  patients  Cases  of  serum  sickness-like  reactions 
(erythema  multiforme  or  the  above  skin  manifestations  accompanied 
by  arthritis/arthralgia  and  frequently  fever)  have  been  reported 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor  Such  reactions  have  been  reported  more  frequently 
in  children  than  in  adults  Signs  and  symptoms  usually  occur  a lew 
days  after  initiation  of  therapy  and  subside  within  a few  days 
afiei  cessation  of  therapy  No  serious  sequelae  have  been  reported 
Antihistamines  and  corticosteroids  appeal  to  enhance  resolution 
of  the  syndrome 

Cases  ol  anaphylaxis  have  been  reported,  half  of  which  have 


occurred  in  patients  with  a history  of  penicillin  allergy 

Other  effects  considered  related  to  therapy  included 
eosmophilia  (1  in  50  patients)  and  genital  pruritus  or  vaginitis 
(less  than  1 in  100  patients) 

Causal  Relationship  Uncertain  - Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported  Although  they 
were  of  uncertain  etiology,  they  are  listed  below  to  serve  as 
alerting  information  lor  the  physician 

Hepatic  - Slight  elevations  in  SGOT,  SGPT.  or  alkaline 
phosphatase  values  (1  in  40) 

Hematopoietic  - Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  (1  in  40) 

Renal  - Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200) 

1 06 1 782R ) 


Note  Ceclor’  (cefaclor,  Lilly)  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporins  and  should  be  given 
cautiously  to  penicillin-allergic  patients 
Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  lever  See  prescribing  information 
© 1984.  ELI  LILLY  AND  COMPANY 


Additional  information  available  lo 
the  profession  on  request  trom 
Eh  Lilly  and  Company 
Indianapolis  Indiana  46285 

Ell  Lilly  Industries,  Inc 

Carolina  Puerto  Rico  00630 
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reserpine  0.1  mg,  hydralazine  hydrochloride  25  mg,  hydrochlorothiazide  15  mg 


TEXAS  MEDICAL  LIABILITY  TRUST 

COMMITTED 
TO  QUALITY 
SERVICE 

The  Texas  Medical  Liability 
Trust  is  an  organization  offering 
professional  liability  insurance 
responsive  to  the  needs  of  Texas 
physicians. 

The  Texas  Medical  Liability 
Trust  . . . quality  insurance  ser- 
vices to  match  quality  medical 
practices. 

CALL  TOLL  FREE 

1-800-252-9179 

mr 

THE  HIGHEST  QUALITY  LIABILITY  INSURANCE  LOR  TEXAS  PHYSICIANS. 

P.O.  Box  14746,  Austin,  Texas  78761 


Starlite  Village 

Hospital 

Center  Point,  Texas 

Ph.  634-2212 
634-2213 

- - - A specialized  hospital  dedicated  to  the 
physical,  mental  and  spiritual  treatment 
of  men  and  women  suffering  from 
alcoholic  and  similar  disturbances. 

F.  E.  Seale,  M.D.  Annabelle  Lindner 

Medical  Director  Administrator 

CHAMPUS  APPROVED 
JCAH:  ACCREDITED 
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When  does 
two  equal  four? 


UUhen  you  prescribe 

VELOSEFcspsules 

(Cephradine  Capsules  USP] 

Two  capsules  of  Velosef  500  mg  BID 
can  be  as  effective  as  250  mg 
QID  — four  capsules  — of  the 
leading  oral  cephalosporin... 
decide  for  yourself! 

Velosef  provides  BID  effectiveness  in  upper 
and  lower  respiratory  tract  infections. . . in  uri- 
nary tract  infections,  including  cystitis  and  pros- 
tatitis. . . in  skin/skin  structure  infections  when  due 
to  susceptible  organisms. 

Please  see  prescribing  information  that  follows. 


...at  the  same  time  become  eligible  for  our 
“Computers  in  Health  Care  Drauuing.” 

Have  your  name  entered  for  a chance  to  win 
your  own  Office  Computer  Diagnosis  Center 
or  other  valuable  “user-friendly”  prizes. 

□ Five  [5]  Grand  Prizes . . . OFFICE  COMPUTER  DIAGNOSIS  CENTER ...  an 
IBM-PC  computer  with  software  that  encompasses  hundreds  of  diseases, 
thousands  of  symptoms!  A $5, BOO. 00  value! 

□ Five  (53  First  Prizes ...  a briefcase-size  Hewlett-Packard  Portable 
Computer  valued  at  $3,900.00. 

□ 500  Second  Prizes ...  a copy  of  Computerizing  Your  Medical  Office: 

A Guide  for  Physicians  and  Their  Staffs  valued  at  $1 7. 50 

Just  complete  and  return  the  attached  reply  card! 


OFFICIAL  RULES:  “Computers  in  Health  Care  Drawing” 

NO  PURCHASE  NECESSARY 

(1.)  On  an  official  entry  form  handprint  your  name,  address  and  zip  code. 
You  may  also  enter  by  handprinting  your  name,  address  and  zip  code  and 
the  words  "Velosef -Computers  in  Health  Care"  on  a 3"  x 5”  piece  of  paper 
Entry  forms  may  not  be  mechanically  reproduced.  (2.)  Enter  as  often  as 
you  wish,  but  each  entry  must  be  mailed  separately  to:  "COMPUTERS  IN 
HEALTH  CARE  DRAWING,"  PO  Box  3036,  Syosset,  NY  11775.  All  entries 
must  be  received  by  September  9, 1985.  (3.)  Winners  will  be  selected 
in  random  drawings  from  among  ail  entries  received  by  the 
National  Judging  Institute,  Inc.,  an  independent  judging  organi- 
zation whose  decisions  are  final  on  all  matters  relating  to  this 
sweepstakes.  All  prizes  will  be  awarded  and  winners  notified  by 


mail.  Only  one  prize  to  an  individual  or  household.  Prizes  are 
nontransferable  and  no  substitutions  or  cash  equivalents  are 
allowed.  Taxes,  if  any,  are  the  responsibility  of  the  individual 
winners.  No  responsibility  is  assumed  for  lost,  misdirected  or 
late  mail.  Winners  may  be  asked  to  execute  an  affidavit  of  eligi- 
bility and  release.  (4.)  Sweepstakes  open  only  to  physicians  residing  in 
the  U S A.,  except  employees  and  their  families  of  E.R.  SQUIBB  & SONS, 
INC.,  its  affiliates,  subsidiaries,  advertising  agencies,  and  Don  Jagoda 
Associates,  Inc.  This  otter  is  void  wherever  prohibited,  and  subject  to  all 
federal,  state  and  local  laws  (5.)  For  a list  of  major  prize  winners, 
send  a stamped,  self-addressed  envelope  to:  “COMPUTERS  IN 
HEALTH  CARE”  WINNERS  LIST,  P.O.  Box  3154,  Syosset,  NY 
11775. 


VELOSEF®  CAPSULES 
Cephradine  Capsules  USP 

VELOSEF®  FOR  ORAL  SUSPENSION 
Cephradine  for  Oral  Suspension  USP 

DESCRIPTION:  Velosef  '250'  Capsules  and  Velosef  500'  Capsules 
(Cephradine  Capsules  USP)  provide  250  mg  and  500  mg  cephradine, 
respectively,  per  capsule.  Velosef  125'  for  Oral  Suspension  and  Velosef  '250' 
for  Oral  Suspension  (Cephradine  for  Oral  Suspension  USP)  after  constitution 
provide  125  and  250  mg  cephradine,  respectively,  per  5 ml  teaspoonful. 

INDICATIONS  AND  USAGE:  These  preparations  are  indicated  tor  the 
treatment  of  infections  caused  by  susceptible  strains  of  designated 
microorganisms  as  follows:  Respiratory  Tract  Infections  (e  g.,  tonsillitis, 
pharyngitis,  and  lobar  pneumonia)  due  to  S.  pneumoniae  (formerly  D pneu- 
moniae) and  group  A bela-hemolytic  streptococci  [penicillin  is  the  usual  drug 
of  choice  in  the  treatment  and  prevention  of  streptococcal  infections,  includ- 
ing the  prophylaxis  of  rheumatic  fever;  Velosef  (Cephradine,  Squibb)  is 
generally  effective  in  the  eradication  of  streptococci  from  the  nasopharynx; 
substantial  data  establishing  the  efficacy  of  Velosef  in  the  subseguent  preven- 
tion of  rheumatic  fever  are  not  available  at  present];  Otitis  Media  due  to  group 
A beta-hemolytic  streptococci,  H.  influenzae,  staphylococci,  and  S.  pneu- 
moniae; Skin  and  Skin  Structures  Infections  due  to  staphylococci  and  beta- 
hemolytic  streptococci;  Urinary  Tract  Infections,  including  prostatitis,  due  to 
E.  coli,  P.  mirabilis,  Klebsiella  species,  and  enterococci  (S.  faecalis). 

Note:  Culture  and  susceptibility  tests  should  be  initiated  prior  to  and  dur- 
ing therapy. 

CONTRAINDICATIONS:  In  patients  with  known  hypersensitivity  to  the 
cephalosporin  group  of  antibiotics. 

WARNINGS:  Use  cephalosporin  derivatives  with  great  caution  in  penicillin- 
sensitive  patients  since  there  is  clinical  and  laboratory  evidence  of  partial 
cross-allergenicity  of  the  two  groups  of  antibiotics;  there  are  instances  of 
reactions  to  both  drug  classes  (Including  anaphylaxis  after  parenteral  use). 

In  persons  who  have  demonstrated  some  form  of  allergy,  particularly  to 
drugs,  use  antibiotics,  including  cephradine,  cautiously  and  only  when  abso- 
lutely necessary. 

Pseudomembranous  colitis  has  been  reported  with  the  use  of 
cephalosporins  (and  other  broad  spectrum  antibiotics);  therefore, 
it  is  important  to  consider  its  diagnosis  in  patients  who  develop 
diarrhea  in  association  with  antibiotic  use.  Treatment  with  broad  spec- 


trum antibiotics  alters  normal  flora  ot  the  colon  and  may  permit  overgrowth  of 
Clostridia.  Studies  indicate  a toxin  produced  by  Clostridium  diflicile  is  one 
primary  cause  of  antibiotic-associated  colitis.  Cholestyramine  and  colestipol 
resins  have  been  shown  to  bind  the  toxin  in  vitro.  Mild  cases  of  colitis  may 
respond  to  drug  discontinuance  alone.  Manage  moderate  to  severe  cases 
with  fluid,  electrolyte  and  protein  supplementation  as  indicated.  Oral  vanco- 
mycin is  the  treatment  of  choice  for  antibiotic-associated  pseudomembra- 
nous colitis  produced  by  C.  difficile  when  the  colitis  is  severe  or  is  not 
relieved  by  drug  discontinuance;  consider  other  causes  of  colitis. 

PRECAUTIONS:  General:  Follow  patients  carefully  to  detect  any  side 
effects  or  unusual  manifestations  of  drug  idiosyncrasy.  If  a hypersensitivity 
reaction  occurs,  discontinue  the  drug  and  treat  the  patient  with  the  usual 
agents,  e g , pressor  amines,  antihistamines,  or  corticosteroids.  Administer 
cephradine  with  caution  in  the  presence  of  markedly  impaired  renal  function. 
In  patients  with  known  or  suspected  renal  impairment,  make  careful  clinical 
observation  and  appropriate  laboratory  studies  prior  to  and  during  therapy  as 
cephradine  accumulates  in  the  serum  and  tissues.  See  package  insert  for 
information  on  treatment  of  patients  with  impaired  renal  function.  Prescribe 
cephradine  with  caution  in  individuals  with  a history  of  gastrointestinal  dis- 
ease, particularly  colitis.  Prolonged  use  of  antibiotics  may  promote  the  over- 
growth of  nonsusceptible  organisms.  Take  appropriate  measures  should 
superinfection  occur  during  therapy.  Indicated  surgical  procedures  should  be 
performed  in  conjunction  with  antibiotic  therapy. 

Information  for  Patients:  Caution  diabetic  patients  that  false  results 
may  occur  with  urine  glucose  tests  (see  PRECAUTIONS,  Drug/Laboratory 
Test  Interactions).  Advise  the  patient  to  comply  with  the  full  course  of  therapy 
even  if  he  begins  to  feel  better  and  to  take  a missed  dose  as  soon  as  possible. 
Tell  the  patient  he  may  take  this  medication  with  food  or  milk  since  G.l.  upset 
may  be  a factor  in  compliance  with  the  dosage  regimen.  The  patient  should 
report  current  use  of  any  medicines  and  should  be  cautioned  not  to  take  other 
medications  unless  the  physician  knows  and  approves  of  their  use  (see 
PRECAUTIONS,  Drug  Interactions). 

Laboratory  Tests:  In  patients  with  known  or  suspected  renal  impair- 
ment, it  is  advisable  to  monitor  renal  function. 

Drug  Interactions:  When  administered  concurrently,  the  following  drugs 
may  interact  with  cephalosporins: 

Other  antibacterial  agents  — Bacteriostats  may  interfere  with  the  bacterici- 
dal action  of  cephalosporins  in  acute  infection;  other  agents,  e.g.,  amino- 
glycosides, colistin,  polymyxins,  vancomycin,  may  increase  the  possibility  of 
nephrotoxicity. 
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Diuretics  (potent  "loop  diuretics,”  e.g.,  furosemide  and  ethacrynic  acid) 

— Enhanced  possibility  for  renal  toxicity. 

Probenecid  — Increased  and  prolonged  blood  levels  of  cephalosporins, 
resulting  in  increased  risk  of  nephrotoxicity. 

Drug/Laboratory  Test  Interactions:  After  treatment  with  cephradine,  a 
false-positive  reaction  for  glucose  in  the  urine  may  occur  with  Benedict's 
solution,  Fehling’s  solution,  or  with  Clinitest®  tablets,  but  not  with  enzyme- 
based  tests  such  as  Clinistix®  and  Tes-Tape®.  False-positive  Coombs  test 
results  may  occur  in  newborns  whose  mothers  received  a cephalosporin  prior 
to  delivery.  Cephalosporins  have  been  reported  to  cause  false-positive  reac- 
tions in  tests  tor  urinary  proteins  which  use  sulfosalicylic  acid,  false 
elevations  of  urinary  17-ketosteroid  values,  and  prolonged  prothrombin 
times. 

Carcinogenesis,  Mutagenesis:  Long-term  studies  in  animals  have  not 
been  performed  to  evaluate  carcinogenic  potential  or  mutagenesis. 

Pregnancy  Category  B:  Reproduction  studies  have  been  performed  in 
mice  and  rats  at  doses  up  to  4 times  the  maximum  indicated  human  dose  and 
have  revealed  no  evidence  of  impaired  fertility  or  harm  to  the  fetus  due  to 
cephradine.  There  are,  however,  no  adequate  and  well-controlled  studies  in 
pregnant  women.  Because  animal  reproduction  studies  are  not  always  predic- 
tive of  human  response,  use  this  drug  during  pregnancy  only  if  clearly 
needed. 

Nursing  Mothers:  Since  cephradine  is  excreted  in  breast  milk  during 
lactation,  exercise  caution  when  administering  cephradine  to  a nursing 
woman. 

Pediatric  Use:  Adequate  information  is  unavailable  on  the  efficacy  of 
b i d.  regimens  in  children  under  nine  months  of  age. 

ADVERSE  REACTIONS:  Untoward  reactions  are  limited  essentially  to  G.l. 
disturbances  and,  on  occasion,  to  hypersensitivity  phenomena.  The  latter  are 
more  likely  to  occur  in  persons  who  have  previously  demonstrated  hypersen- 
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sitivity  and  those  with  a history  of  allergy,  asthma,  hay  fever,  or  urticaria. 

The  following  adverse  reactions  have  been  reported  following  use  of 
cephradine:  G.l.  — Symptoms  of  pseudomembranous  colitis  can  appear  dur- 
ing antibiotic  therapy:  nausea  and  vomiting  have  been  reported  rarely.  Skin 
and  Hypersensitivity  Reactions  — mild  urticaria  or  skin  rash,  pruritus,  joint 
pains.  Hematologic  — mild  transient  eosinophilia,  leukopenia  and  neutrope- 
nia. Liver  — transient  mild  rise  of  SGOT,  SGPT,  and  total  bilirubin  with  no 
evidence  of  hepatocellular  damage.  Renal  — transitory  rises  in  BUN  have 
been  observed  in  some  patients  treated  with  cephalosporins;  their  frequency 
increases  in  patients  over  50  years  old.  In  adults  for  whom  serum  creatinine 
determinations  were  performed,  the  rise  in  BUN  was  not  accompanied  by  a 
rise  in  serum  creatinine.  Others  — dizziness,  tightness  in  the  chest,  and 
candidal  vaginitis. 

DOSAGE:  Adults  — For  respiratory  tract  infections  (other  than  lobar 
pneumonia)  and  skin  and  skin  structure  infections:  250  mg  q.  6 h or  500  mg 
q.  12  h.  For  lobar  pneumonia:  500  mg  q.  6 h or  1 g q.  12  h.  For  uncompli- 
cated urinary  tract  infections:  500  mg  q.  12  h;  for  more  serious  UTI,  including 
prostatitis,  500  mg  q.  6 h or  1 g q.  12  h.  Severe  or  chronic  infections  may 
require  larger  doses  (up  to  1 g q.  6 h).  For  dosage  recommendations  in 
patients  with  impaired  renal  function,  consult  package  insert. 

Children  over  9 months  of  age  — 25  to  50  mg/kg/day  in  equally  divided 
doses  q.  6 or  12  h.  For  otitis  media  due  to  H.  influenzae'.  75  to  100  mg/kg/day 
in  equally  divided  doses  q.  6 or  12  h but  not  to  exceed  4 g/day.  Dosage  tor 
children  should  not  exceed  dosage  recommended  for  adults.  There  are  no 
adequate  data  available  on  efficacy  of  b.i.d.  regimens  in  children  under  9 
months  of  age. 

For  full  prescribing  information,  consult  package  insert. 

HOW  SUPPLIED:  250  mg  and  500  mg  capsules  in  bottles  of  24  and  100 
and  Unimatic®  unit-dose  packs  of  100. 125  mg  and  250  mg  for  oral  suspen- 
sion in  bottles  of  100  ml  and  200  ml. 
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)U  know  it's  not  your  every - 
ty  patient  problem.  Alco- 
)iism  is  far  different  from 
ost  other  diseases.  Patients 
/ to  hide  it  from  you.  They 
ast  treatment.  They  deny 
ey  have  the  disease  at  all. 
Such  a complex  physical 
id  emot  ional  problem  usual  ly 
quires  extensive  evaluation, 
ad  intervention  counseling 
frequently  needed. 


If  you  are  a specialist  in 
addiction  treatment,  you're 
equipped  to  deal  with  these 
problems.  If  not,  consider 
Brookwood  Recovery  Center 
as  your  specialist  ana  partner 
in  the  treatment  of  alcohol- 
ism and  drug  abuse.  We're  a 
specialized  facility  staffed  to 
serve  both  your  patient  and 
patient's  family.  Our  nation- 
ally recognized  treatment 


programs  have  given  us  one 
of  the  best  recovery  rates  in 
the  country.  And  once  recov- 
ered, your  patients  and  their 
families  return  to  being  the 
kind  of  patients  that  let  you 
help  them  once  again. 

For  further  information  on 
how  a Brookwood  Recovery 
Center  can  help  you  effectively 
treat  this  problem,  call  our 
treatment  center  in  Dallas  . 
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214/988-0106,  metro),  Ft. 
’rorth  (817/654-4153,  metro), 
Houston  (713/439-1202), 

San  Antonio  (512/494-4477), 
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Port  Arthur  (409/983-2064) 
or  Westgate  in  Denton 
w (214/434-3549,  metro) 
anytime,  day  or  night. 

Brookwood 
Recovery  Centers 

A health  care  service  of 
American  Medical  International 


MEDICINE  AND  THE  LAW 


PEER  REVIEW  OF  FEES— 1985  UPDATE 

Peer  review  of  fee  disputes  by  county  medical  societies  af- 
fords patients,  third  party  payors,  and  physicians  access  to 
informed  opinion  concerning  usual  and  customary  fees  for 
particular  services  and  procedures.  Many  medical  societies 
in  Texas  and  nationwide  provided  this  important  public  ser- 
vice in  the  past,  but  discontinued  it  because  of  concern  over 
possible  antitrust  liability.  This  article  traces  the  reasons  for 
that  concern,  TMA's  proactive  and  reactive  responses  to  the 
developments  creating  that  concern,  and  a preview  of  what 
the  future  may  hold. 


Antitrust  law  reinterpreted 

On  June  16, 1975,  the  US  Supreme  Court  announced  its 
opinion  in  Goldfarb  v Virginia  State  Bar  Association  (1 ),  a 
case  that  profoundly  altered  antitrust  law  relating  to  profes- 
sional societies.  Prior  to  that  decision,  federal  courts  had  rec- 
ognized a limited  exclusion  of  the  “learned  professions”  from 
application  of  the  antitrust  laws.  The  exclusion  was  based  on 
an  analysis  succinctly  described  by  the  US  Fourth  Circuit 
Court  of  Appeals. 

The  Sherman  Act  declares  that  every  restraint  of  trade  or 
commerce  among  the  several  states  is  illegal.  . . . That 
which  is  restrained  (ie,  the  practice  of  a ‘learned  profes- 
sion’) is  neither  trade  nor  commerce  (2). 

Goldfarb  dealt  with  state  and  county  bar  associations  that 
published  minimum  fee  schedules  and  enforced  them  through 
the  disciplinary  process.  However,  the  US  Supreme  Court 
stated  in  Goldfarb  that 

We  cannot  find  support  for  the  proposition  that  Congress 
intended  any  such  sweeping  exclusion.  The  nature  of  an 
occupation,  standing  alone,  does  not  provide  sanctuary 
from  the  Sherman  Act . . . nor  is  the  public-service  aspect 
of  professional  practice  controlling  in  determining  whether 
(the  Sherman  Act)  includes  professions.  . . . Congress  in- 
tended to  strike  as  broadly  as  it  could  in  Section  1 of  the 
Sherman  Act,  and  to  read  into  it  so  wide  an  exception  as 
that  urged  on  us  would  be  at  odds  with  that  purpose  (1 , 

P 787). 

Enter  the  FTC 

Soon  after  the  Goldfarb  decision,  the  US  Federal  Trade  Com- 
mission (FTC)  initiated  an  inquiry,  which  ultimately  lasted 
more  than  six  years.  On  Dec  19, 1975,  without  any  prior 
warning  or  contact,  the  FTC  issued  a complaint  against  the 
American  Medical  Association,  the  Connecticut  State  Medi- 
cal Society,  and  the  New  Haven  County  Medical  Association, 
Inc.  The  FTC  charged  that  those  organizations  had  violated 
Section  5 of  the  FTC  act,  which  prohibits  “unfair  methods  of 
competition  (3).”  At  issue  were  the  AMA’s  Principles  of  Medi- 


cal Ethics,  which  allegedly  prevented  or  hindered  physicians 
from  soliciting  patients  by  advertising  or  otherwise,  and  from 
engaging  in  other  forms  of  competition,  including  price 
competition. 

The  FTC  apparently  ignored  the  fact  that  the  AMA  already 
had  initiated  a formal  review  of  its  ethical  statements  on  ad- 
vertising and  other  topics  in  November  1 975  in  response  to 
Goldfarb  and  other  changes  in  medical  practice  and  social 
values.  In  April  1976  the  AMA  issued  a comprehensive  state- 
ment on  advertising  and  solicitation,  which  declared  that  dis- 
semination of  fee  information  and  other  useful  information 
that  can  assist  patients  in  making  an  informed  choice  among 
physicians  is  ethical.  Nevertheless,  the  FTC  pursued  its 
complaint  through  more  than  three  years  of  proceedings  be- 
fore an  Administrative  Law  Judge,  resulting  in  the  entry  of  a 
“cease  and  desist”  order. 

On  Oct  12, 1979,  the  FTC  issued  its  “Final  Order”  in  the 
AMA  case.  The  order  prohibited  medical  societies  from  ad- 
vising on  the  ethical  propriety  of  fees  charged  by  physicians 
for  their  professional  services.  The  AMA  appealed  that  “Final 
Order”  to  the  federal  courts. 

TMA  actions 

In  May  1974,  more  than  18  months  before  the  FTC  filed  its 
complaint  against  the  AMA,  the  Texas  Medical  Association 
Board  of  Councilors  suggested  to  the  House  of  Delegates 
guidelines  for  conducting  consultative  review.  The  guidelines 
described  steps  county  societies  might  take  to  provide  ad- 
visory opinions  on  questions  concerning  fees  and  utilization. 
Statewide,  societies  were  processing  several  hundred  cases 
per  year  at  that  time. 

In  November  1 979,  the  TMA  Board  of  Councilors  informed 
all  county  medical  societies  of  the  FTC’s  order  and  of  the 
AMA’s  appeal.  The  board  also  suggested  that  in  the  mean- 
time, county  societies  should  consider  the  legal  risks  in- 
volved before  continuing  to  review  fee  complaints.  The 
board’s  communication  included  a draft  letter,  which  a county 
society  could  use  to  explain  to  patients  its  decision  to  tempo- 
rarily discontinue  fee  review. 

Information  concerning  antitrust  issues  and  the  AMA  case 
has  appeared  in  nine  “Medicine  and  the  Law”  columns  in 
Texas  Medicine  (4).  In  March  1981  the  Board  of  Councilors 
called  to  the  attention  of  medical  societies  several  new  state- 
ments from  the  AMA’s  Judicial  Council,  including  one  on 
“Fees  for  Medical  Services.”  The  board  also  assisted  county 
societies  that  implemented  the  new  fee  review  opinion  by 
distinguishing  between  “persistent  and  flagrant  overcharg- 
ing” and  “routine  fee  questions  not  involving  fraud  or  other 
unethical  conduct.”  Guidelines  for  review  of  the  routine  fee 
questions  also  were  included,  but  the  board  could  provide  no 
legal  assurances  that  review  conducted  under  the  guidelines 
would  not  subject  societies  to  potential  antitrust  liability. 


78 


TEXAS  MEDICINE 


On  Oct  7,  1980,  the  US  Court  of  Appeals  for  the  Second 
Circuit  upheld  but  modified  the  FTC's  order  in  a 2-1  opinion 
(5).  Significantly,  the  appellate  court  inserted  language  into 
the  order  that  specifically  authorized  “professional  peer  re- 
view of  fee  practices  of  physicians."  However,  the  court  did 
not  provide  specific  descriptions  or  guidelines  for  the  conduct 
of  such  review.  The  AMA  appealed  that  decision  to  the  US 
Supreme  Court,  challenging  not  only  the  FTC's  jurisdiction 
over  the  AMA,  but  also  the  merits  of  the  modified  final  order. 

In  a 4-4  decision,  the  Supreme  Court  upheld  the  lower  court’s 
decision  in  favor  of  the  FTC  (6).  The  FTC  subsequently  en- 
tered the  modified  final  order  on  May  1 9,  1 982. 

What  next? 

Although  aware  of  the  restrictions  that  the  FTC  was  attempt- 
ing to  impose  through  its  order,  many  physicians  and  medical 
societies  continued  to  ask  just  what  forms  of  ethical  profes- 
sional review  remaintd  lawful.  The  following  correspondence 
illustrates  the  paralysis  that  seemed  to  affect  the  profession. 
On  March  2, 1 981 , Wootfen  Brown,  MD,  president  of  the 
Travis  County  Medical  Society,  wrote  to  US  Sen  John  Tower. 

Dr  Brown's  letter  traced  the  FTC’s  pursuit  of  the  AMA  case, 
described  the  history  of  the  society’s  past  fee  review  activi- 
ties, and  requested  support  for  then-pending  legislative  re- 
lief. Dr  Brown  concluded  that  . .there  is  no  party  or  forum 
or  authority  to  whom  a patient  may  legitimately  complain 
about  the  cost  of  a medical  procedure.” 

At  Senator  Tower’s  request,  Walter  T.  Winslow,  Jr,  assistant 
director  of  the  FTC’s  Bureau  of  Competition,  responded.  He 
pointed  out  that  the  FTC  order  in  the  AMA  case  does  not 
prohibit  peer  review  of  fees,  and  that  if  the  Travis  County 
Medical  Society  had  decided  to  discontinue  such  review,  the 
decision  was  strictly  a voluntary  one  by  the  society.  However, 
Mr  Winslow  added: 

...  the  antitrust  laws,  of  course,  do  prohibit  price  fixing  and 
other  agreements  that  unreasonably  restrain  competition. 
Thus,  a peer  review  system  could  be  illegal,  if  it  had  the 
purpose  or  effect  of  unreasonably  eliminating  competition 
among  physicians  as,  for  example,  through  the  use  of  peer 
review  to  set  fees.  To  date,  however,  neither  the  FTC  nor 
the  Department  of  Justice  has  challenged  a peer  review 
system  as  unlawful,  though  I believe  such  a challenge 
could  be  brought  and  sustained  if  there  were  sufficient  evi- 
dence of  anticompetitive  purpose  or  effects  (7).  (Emphasis 
added.) 

Continued  uncertainty 

In  December  1 982  the  TMA  Board  of  Councilors  circulated 
Advisory  Letter  82-08  to  county  medical  societies.  That  letter 
described  the  final  resolution  of  the  AMA’s  long  battle  with 
the  FTC  and  suggested  that  county  societies  could  review 
only  fee  complaints  involving  conduct  so  outrageous  and  un- 
conscionable as  to  constitute  unethical  or  unprofessional 
conduct.  Societies  were  advised  that  they  could  no  longer 
provide  opinions  to  patients  or  third  party  payors  concerning 
the  validity  of  individual  charges  for  particular  services  with- 
out incurring  potential  legal  liability.  The  Board  of  Councilors 
was  unable  to  obtain  at  that  time  any  reliable  guidelines  or 
assurances  from  the  AMA,  FTC,  or  TMA  attorneys  under 


which  routine  peer  review  of  fees  could  be  conducted  lawfully. 

During  1983  and  1984,  TMA  legal  counsel  reviewed  ad- 
visory opinions  that  the  FTC  had  provided  to  other  profes- 
sional organizations  seeking  clearance  for  their  peer  review 
programs.  In  May  and  September  1984  the  Board  of  Coun- 
cilors discussed  the  terms  of  advisory  opinions  for  the  Iowa 
Dental  Association  and  the  American  Podiatry  Association. 
Additionally,  the  Tarrant  County  Medical  Society  had  pro- 
vided to  the  FTC  a description  of  its  proposal  to  reactivate  its 
Insurance  Review  Committee  and  had  asked  for  a formal 
opinion.  The  FTC  declined  to  issue  a separate  advisory  opin- 
ion, but  pointed  to  similar  facts  and  responses  given  previ- 
ously to  other  groups.  The  FTC’s  Bureau  of  Competition 
concluded  that  if  the  Tarrant  County  Medical  Society’s  Insur- 
ance Review  Committee  were  operated  as  described,  its  pur- 
pose did  not  appear  to  be  anticompetitive,  there  would  be  no 
coercion  to  accept  its  decisions,  and  its  fee  determinations 
could  not  be  used  to  set  fees  countywide.  However,  the  bu- 
reau warned  the  society  that  if  actual  implementation  of  the 
program  caused  substantial  anticompetitive  effects  or  if  it 
were  operated  for  improper  purposes,  the  letter  would  not  bar 
the  FTC  from  intervention. 

In  September  1984,  after  meeting  with  both  the  president 
of  the  Tarrant  County  Medical  Society  and  with  the  regional 
director  of  the  FTC,  the  Board  of  Councilors  circulated  opera- 
tional criteria  under  which  peer  review  of  fee  questions  could 
be  conducted  or  resumed  with  manageable  legal  risks.  The 
September  1984  Advisory  Letter  on  “Peer  Review  of  Fees" 
superceded  the  1974  consultative  review  guidelines.  Key 
elements  of  the  1 984  fee  review  guidelines  include: 

1 . A separate  committee,  which  is  not  part  of  the  society’s 
existing  disciplinary  process,  should  be  established. 

2.  Review  may  be  requested  by  the  patient,  the  physician, 
or  by  a third  party  payor  and  will  proceed  upon  the  best  infor- 
mation available  to  the  committee. 

3.  The  society  must  not  attempt  to  persuade  or  require 
anyone  to  pay  or  accept  a fee  recommended  as  usual  or 
customary.  The  society  must  not  discipline  physicians  who 
choose  not  to  participate  or  who  do  not  accept  committee 
determinations. 

4.  Except  for  evidence  of  persistent  and  flagrant  over- 
charging or  overtreating,  which  may  be  referred  to  the  Texas 
State  Board  of  Medical  Examiners,  committee  determina- 
tions must  be  considered  confidential  and  may  be  made 
known  only  to  the  parties  involved. 

5.  Review  may  focus  only  upon  the  facts  pertaining  to  the 
case  being  reviewed. 

6.  Committee  decisions  will  be  based  upon  the  experience 
and  judgment  of  tl  ie  members,  and  are  not  formal  adjudica- 
tions based  on  a formula.  Information  may  be  solicited  from 
other  knowledgeable  physicians  in  the  area. 

7.  The  committee  should  simply  state  whether  or  not  a dis- 
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puted  fee  is  usual  and  customary  under  the  circumstances, 
and  should  not  challenge  the  methodology  by  which  a third 
party  makes  its  own  determinations.  A dollar  range  may  be 
suggested,  and  the  difficulty  of  the  procedure  may  be  consid- 
ered, as  well  as  the  physician’s  training  and  experience. 

8.  The  service  is  advisory  only  and  therefore  no  appeals 
are  available.  The  committee  may  reconsider  a decision  if 
new  information  is  presented. 

A complete  copy  of  these  operational  guidelines  for  con- 
ducting peer  review  of  fees  by  county  medical  societies  is 
available  upon  request  from  the  Texas  Medical  Association’s 
Office  of  Medical  Ethics.  Also  available  are  sample  forms, 
letters,  instructions,  and  protocols  from  other  medical  so- 
cieties that  have  reactivated  their  fee  review  committees 
using  procedures  based  upon  the  advisory  opinion  guide- 
lines. Several  societies  have  begun  again  to  provide  this  ser- 
vice in  the  public  interest,  and  others  are  considering  doing 
so. 

Summary 

After  the  US  Supreme  Court  decided  ten  years  ago  that  the 
antitrust  laws  do  apply  to  the  learned  professions,  medicine 
was  forced  to  suspend,  reevaluate,  or  abandon  many  tradi- 
tional peer  review  activities.  Neither  TMA  nor  its  component 
county  medical  societies  seek  to  set  fees  or  to  restrain  com- 
petition. However,  state  and  federal  antitrust  regulators  and 
private  litigants  often  attribute  greater  legal  significance  to 
the  results  of  challenged  activity  than  to  the  motives  of  the 
parties.  The  diligent  efforts  of  Texas  county  medical  so- 
cieties, which  make  this  important  service  available  to  the 
public,  should  be  applauded  and  supported. 

Michael  G.  Young 

TMA  Attorney 
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Solve  a simple  mathematical 
problem.  Assume  that  X in  the  above 
equation  equals  the  total  number  of  staff  members  in 
your  professional  practice  or  corporation.  Subtract 
from  that  number  all  but  one  staff  member  — yourself. 


What  do  you  get?  Freedom  Freedom  from  the 
expense  and  bother  of  personnel- related 
administrative  chores. 


Freedom  to  design  a benefits  and  retirement 
package  which  best  fits  your  own  needs,  without 
the  financial  and  administrative  burden  of  supplying 
like  coverage  for  every  member  of  your  staff. 

Freedom  to  offer  your  staff  “large  corporation” 
benefits,  even  if  your  professional  practice  or  company 
is  modest  in  size. 


The  equation  can  work  lor  you,  through  the  services 
of  Staff  Leasing,  Inc  The  concept  is  simple.  Our 
company  hires  your  employees  and  leases  them  back 
to  you  Your  office  routine  remains  unchanged,  except 
that  Staff  Leasing,  Inc.  handles  all  facets  of  personnel 
administration.  We  assume  responsibility  for  payroll 
and  related  accounting,  make  all  employer  contributions 
to  taxes  and  insurance  on  behalf  of  employees,  and 
manage  the  withholding  and  deposit  of  all  employee 
payroll  deductions. 

Because  a large  number  of  men  and  women  are 
employed  by  Staff  Leasing,  Inc.,  our  company  can 
provide  a package  of  employee  benefits  second  to 
none.  Your  staff  will  enjoy  group  medical  insurance, 
including  maternity  benefits;  group  dental  insurance; 
group  life  insurance;  a sound  retirement  plan; 
professional  liability  insurance;  worker’s  compensation 
insurance;  and  more. 

Staff  leasing  is  also  a recognized  and  approved 
solution  to  the  affiliated  service  group 
problem  presented  by  Internal  Revenue  Code 
Section  4l4(m). 


Staff  Leasing,  Inc.  is  not  an  employment  agency. 
We  simply  make  it  easier  for  you  to  operate  your 
professional  practice  or  corporation  with  existing 
staff.  Or  we  staff  your  office  with  new  employees, 
subject  to  your  approval. 


Freedom.  It’s  writing  one  check  a month  and  letting 
Staff  Leasing,  Inc.  do  the  rest. 

Let  us  work  out  a staff  leasing  plan  for  you.  It 
adds  up  to  a better  way  of  doing  business. 


Texas  office: 

Staff  Leasing,  Inc. 
7557  Rambler  Road, 
Suite  610 

Dallas,  Texas  75231 
(214)  696-0808 


Oklahoma  office: 

Staff  Leasing,  Inc. 

P.0  Box  12373 

Oklahoma  City,  Oklahoma  73157 
(405)943-3310 
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DEATHS 


S.C.  Arnett,  Jr 

Samuel  C.  Arnett,  Jr,  MD,  an  honorary  member  of  Texas 
Medical  Association,  died  Feb  1 3, 1 985,  at  age  76. 

Dr  Arnett  was  a native  and  lifelong  resident  of  Lubbock.  He 
was  graduated  from  Baylor  College  of  Medicine  in  1 932  and 
completed  an  internship  and  residency  at  Kings  County  Hos- 
pital in  New  York.  He  began  a practice  of  internal  medicine  in 
Lubbock  in  1935. 

Surviving  Dr  Arnett  are  his  wife,  Olga  W.  Arnett;  daughter, 
Arlette  Arnett  Flygare;  and  son,  Sam  C.  Arnett  III,  all  of 
Lubbock. 

R.L.  Casao 

Robert  L.  Casao,  MD,  56,  died  Feb  4,  1985.  Dr  Casao  was 
medical  director  of  the  pathology  department  at  Sun  Towers 
Hospital  in  El  Paso. 

He  was  born  in  Mexico  and  received  his  medical  degree 
from  the  National  University  of  Mexico  in  Mexico  City.  During 
1957-1962,  Dr  Casao  served  an  internship  at  St  Anne’s  Hos- 
pital in  Chicago  and  a pathology  residency  at  St  Luke's  Hos- 
pital in  Milwaukee.  He  practiced  in  Chicago;  Mesa,  Ariz;  and 
Joliet,  III,  before  moving  to  El  Paso. 

Dr  Casao  is  survived  by  his  wife,  Joanne  Roberts  Casao, 
and  daughter,  Jeanne  Casao,  both  of  El  Paso;  and  sons, 
Robert  Casao,  El  Paso;  Richard  Casao,  Odessa,  Tex;  and 
Steven  Casao,  College  Station,  Tex. 

L.E.  Edens 

Lee  Edward  Edens,  MD,  90,  died  Feb  12,  1985.  An  honorary 
member  of  Texas  Medical  Association,  Dr  Edens  practiced  in 
Austin  from  1922  until  his  retirement  in  1973. 

Born  in  Bertram,  Tex,  he  was  a 1 91 6 graduate  of  South- 
western University  in  Georgetown  and  a 1 921  graduate  of 
The  University  of  Texas  Medical  Branch  at  Galveston.  Fol- 
lowing an  internship  at  Cleveland  (Ohio)  City  Hospital,  Dr 
Edens  moved  to  Austin  where  he  served  as  city  health  officer 
and  wrote  many  of  the  basic  public  health  ordinances  for  the 
city.  He  was  instrumental  in  importing  diphtheria  toxoids  to 
Austin  from  France  and  starting  immunizations  in  public 
schools.  During  1937-1971,  Dr  Edens  was  head  of  the  city’s 
venereal  disease  clinic.  Beginning  in  1937,  he  also  main- 
tained a private  practice  of  dermatology  in  Austin. 

Surviving  family  members  include  several  nieces, 
nephews,  and  cousins. 

L.P.  Guttman 

Lydian  Paul  Guttman,  MD,  a longtime  Corpus  Christi  physi- 
cian, died  Feb  22, 1985.  He  was  89. 

A Wisconsin  native,  Dr  Guttman  attended  the  University  of 
Wisconsin.  In  1920  he  received  his  medical  degree  from 
Rush  University  in  Chicago.  Following  an  internship  at  Cin- 
cinnati (Ohio)  General  Hospital,  he  practiced  in  Bicknell,  Ind, 


for  six  years,  and  then  completed  a residency  in  Budapest, 
Hungary.  Dr  Guttman  practiced  for  a year  in  San  Antonio  be- 
fore moving  to  Corpus  Christi  in  1930. 

Dr  Guttman  is  survived  by  his  wife,  Margaret  Guttman,  Irv- 
ing, Tex;  stepdaughters,  Connie  Miller,  New  Braunfels,  Tex, 
and  Peggy  Caldwell,  Irving,  Tex;  stepson,  Clifton  C.  Burr, 
Wasila,  Alaska;  eight  grandchildren;  and  three  great- 
grandchildren. 

D.W.  Oines 

Donald  W.  Oines,  MD,  a San  Antonio  oncologist,  died  Feb 
21, 1985. 

Dr  Oines,  47,  was  a native  of  South  Dakota  and  received 
his  premedical  education  at  St  Olaf  College  in  Northfield, 
Minn.  In  1964  he  was  graduated  from  the  University  of  Min- 
nesota Medical  School  at  Minneapolis.  He  remained  at  the 
university  for  an  internship  and  residency.  In  1 969  he  moved 
to  San  Antonio  to  serve  in  the  US  Army  at  Fort  Sam  Houston. 

Dr  Oines  is  survived  by  his  wife,  Shirley  Hauge  Oines,  San 
Antonio;  and  sons,  Gregory  Oines,  Ozona,  Tex,  and  Jeffrey 
Oines,  Stephen  Oines,  and  Daniel  Oines,  all  of  San  Antonio. 

S.R.  Shell 

Stephen  Rollin  Shell,  MD,  Kingwood,  died  Feb  14, 1985,  at 
age  35. 

Born  in  Johnson  City,  Tenn,  Dr  Shell  was  reared  in  West 
Columbia,  Tex.  He  was  a 1 976  graduate  of  Southwestern 
Medical  School.  After  a residency  at  Yale  University  Medical 
School,  Dr  Shell  began  practicing  in  Wharton,  Tex.  He  moved 
to  Kingwood  in  1 983  and  became  associated  with  the  Kelsey- 
Seybold  Clinic  in  Humble. 

Survivors  include  Dr  Shell’s  wife,  Pamela  Denton  Shell, 
and  daughters,  Kristen  Shell  and  Stephannie  Shell,  all  of 
Kingwood;  parents,  Walter  R.  Shell  and  Patricia  M.  Shell, 
Houston;  brother,  Andrew  Shell,  Conroe,  Tex;  and  sisters, 
Clara  Shell  Lynch,  Woodlands,  Tex;  Caroline  Shell,  Houston; 
and  Catherine  Shell  Hague,  Concord,  Calif. 

P.C.A.  Singleton 

Paul  Collins  Abney  Singleton,  MD,  75,  died  Feb  5, 1985.  Dr 
Singleton  practiced  in  Houston  and  Corrigan,  Tex,  before  re- 
tiring and  moving  to  Vernon,  Tex. 

He  was  born  in  Lufkin,  Tex,  and  was  graduated  from  Baylor 
College  of  Medicine  in  Dallas  in  1937.  He  served  an  intern- 
ship at  Ravenswood  Hospital  in  Chicago  and  a residency  at 
Hermann  Hospital  in  Houston.  Following  service  in  the  US 
Navy,  Dr  Singleton  returned  to  Houston  to  begin  a practice  of 
general  surgery.  He  practiced  there  until  1951  when  he  be- 
gan practicing  in  Corrigan.  In  1957  he  returned  to  Houston 
where  he  was  active  in  the  practice  of  colon  and  rectal  sur- 
gery. In  1 970  he  accepted  a position  with  the  Veterans  Ad- 
ministration Hospital  in  Houston,  where  he  served  in  various 
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capacities  including  chief  of  staff  and  chief  of  extended  care 
facilities.  Dr  Singleton  retired  from  the  practice  of  medicine  in 
1978  and  moved  to  Vernon. 

Survivors  include  his  wife,  Mary  Katherine  Singleton,  Ver- 
non; son,  George  Singleton,  Granbury,  Tex;  daughter,  Mar- 
tha Brown,  Paducah,  Ky;  brother,  Robert  Singleton,  Houston; 
sister,  Tinnie  Hill,  Fairfax,  Va;  and  four  grandchildren. 

R.C.  Stokes 

Robert  Clovis  Stokes,  MD,  a retired  Austin  physician,  died 
Feb  4, 1985.  He  was  78. 

Dr  Stokes  was  born  in  Vernon,  Tex,  and  attended  Baylor 
University  in  Waco.  In  1932  he  received  his  medical  degree 


from  Baylor  College  of  Medicine  in  Dallas.  Following  an  in- 
ternship at  White  Plains  (NY)  Hospital,  Dr  Stokes  served  in 
the  US  Army  for  four  years  and  then  returned  to  his  home- 
town of  Vernon  to  practice.  He  served  in  the  US  Army  again 
during  1 940-1946  and  1 948-1961 . He  moved  to  Austin  in 
1961 , where  he  served  on  the  staff  of  The  University  of  Texas 
Health  Center  for  ten  years.  Dr  Stokes  then  worked  for  the 
Texas  Department  of  Public  Welfare,  inspecting  nursing 
homes  around  the  state. 

Surviving  family  members  include  his  son,  Robert  Walker 
Stokes,  Tomball,  Tex;  brother,  William  N.  Stokes,  Jr,  Dallas; 
and  three  grandchildren. 


“He  flourished 
during  the  first 
half  of  the 
20th  century.” 


The  American  physician  isn't  extinct.  But  your  freedom  to 
practice  is  endangered.  Increasing  government  intervention 
is  threatening  the  quality  of  medicine  — and  your  right  to  function 
as  an  independent  professional. The  government,  responding  to 
cost  containment  pressures  from  myriad  sources,  has  taken  a 
more  active  role  in  legislating  reimbursement  methods,  payment 
levels  and  even  access  to  care. 

In  your  fight  for  survival,  the  American  Medical  Association  is 
your  best  weapon.  The  AM  A is  the  most  influential  force  in 
health  care.  No  other  organization  can  so  effectively  reach  the 
national  policymakers  who  will  help  determine  your  future  and 
the  future  of  medicine. 

Join  the  AM  A.  We're  your  voice  in  Washington.  And  were 
fighting  for  you  — and  your  patients. 


For  more  information,  call  the  AMA  collect 

(312)  645-4783,  or  return  this  coupon  to  your  state  or 

county  society. 

The  American  Medical 
Association 

535  North  Dearborn,  Chicago,  Illinois  60610 
Please  send  me  membership  information. 

Name 


Address 


City 


State 


Zip 


County 


□ Member,  County 
Medical  Society 
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IN  MEMORIAM 

RECENTLY  DECEASED  MEMBERS  OF  THE  TEXAS  MEDICAL  ASSOCIATION 


S.  C.  ARNETT,  JR 
Lubbock,  1908-1985 

R.  L.  CASAO 
El  Paso,  1928-1985 

L.  E.  EDENS 
Austin,  1894-1985 

L.  P.  GUTTMAN 
Corpus  Christi,  1895-1985 


D.  W.  OINES 

San  Antonio,  1938-1985 

S.  R.  SHELL 
Kingwood,  1949-1985 

P.  C.  A.  SINGLETON 
Vernon,  1909-1985 

R.  C.  STOKES 
Austin,  1906-1985 


The  Memorial  Library  of  the  Texas  Medical 
Association  stands  as  a permanent  memorial 
to  physicians  who  have  served  their  patients, 
their  profession,  and  the  people  of  Texas. 

The  Friends  of  the  TMA  Memorial  Library 
is  an  organization  dedicated  to  enhancing  the 
Library  collection  through  support  by  individ- 
uals. Funds  for  this  organization  are  raised 
through  membership  recruitment  and  memo- 


rial donations  and  are  added  to  the  Texas  Me- 
morial Medical  Library  Fund. 

Contributions  to  the  Texas  Memorial  Medi- 
cal Library  Fund  provide  a valuable  support 
function  to  the  Memorial  Library  which  offers 
a full  range  of  medical  reference  and  audio- 
visual services  to  TMA  members  through- 
out the  state. 


THE  FRIENDS  OF  THE  TMA  MEMORIAL  LIBRARY  FUND 
1801  N.  Lamar  Blvd.,  Austin,  Texas  78701 


ANNUAL  MEMBERSHIP  ENROLLMENT  HONOR  AND  MEMORIAL  GIFTS 

I wish  to  become  enrolled  as  a Friend. 

□ Student  $ 5.00  □ Patron  $ 100.00 

□ Sustaining  $15.00  □ Life  $1,000.00 

□ Subscribing  $25.00 

NAME PLEASE  NOTIFY: 

ADDRESS 

CITY/STATE/ZIP 


□ In  memory  of  □ In  honor  of 

NAME 

OCCASION 
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MEDICINE  IN  LITERATURE 


Medicine  in  Literature  is  a randomly  selected  sample  of 
medical  texts  recently  purchased  by  the  TMA  Memorial  Li- 
brary. In  1985  the  library  will  add  more  than  600  book  titles 
to  its  56,000-volume  collection  of  books  and  bound  journals, 
and  regularly  increases  its  holdings  of  motion  pictures,  au- 
diocassettes, videocassettes,  and  slide  presentations.  In 
addition,  the  library  subscribes  to  1,045  medical  and  health- 
related  journals.  For  additional  information,  call  the  Memo- 
rial Library  at  (512)477-6704. 

In  the  TMA  Library 

Abrams  JS:  Abdominal  Stomas.  Indications,  Operative 
Techniques  and  Patient  Care.  Boston,  John  Wright,  1 984. 

Baddeley  H:  Radiological  Investigation.  A Guide  to  the  Use 
of  Medical  Imaging  in  Clinical  Practice.  New  York,  John 
Wiley  & Sons,  1984. 

Baker  WH  (ed):  Diagnosis  and  Treatment  of  Carotid  Artery 
Disease,  ed  2.  Mount  Kisco,  NY,  Futura  Publishing  Company, 
Inc,  1985. 

Ballenger  JJ:  Diseases  of  the  Nose,  Throat,  Ear,  Head  and 
Neck,  ed  13.  Philadelphia,  Lea&  Febiger,  1985. 

dayman  HM:  The  Surgeon’s  Guide  to  Intraocular  Lens  Im- 
plantation. Thorofare,  NJ,  SLACK  Incorporated,  1985. 

Dandy  DJ:  Arthroscopy  of  the  Knee.  A Diagnostic  Color 
Atlas.  Philadelphia,  Lea&  Febiger,  1984. 

Early  PJ,  Sodee  DB:  Principles  and  Practice  of  Nuclear 
Medicine.  St  Louis,  The  C.  V.  Mosby  Company,  1 985. 

Freeman  LM  (ed):  Freeman  and  Johnson's  Clinical  Radio- 
nuclide Imaging,  vol  1 , ed  3.  Orlando,  Fla,  Grune  & Stratton, 
Inc,  1984. 

Gedgaudas  E,  Moller  JH,  Castaneda-Zuniga  WR,  et  al:  Car- 
diovascular Radiology.  Philadelphia,  W.B.  Saunders  Com- 
pany, 1985. 

Groher  ME  (ed):  Dysphagia:  Diagnosis  and  Management. 
Boston,  Butterworths,  1984. 

Hallenbeck  WH,  Cunningham-Burns  KM:  Pesticides  and  Hu- 
man Health.  New  York,  Springer-Verlag,  1985. 

Hern  WM:  Abortion  Practice.  Philadelphia,  J.B.  Lippincott 
Company,  1984. 


Kelalis  PP,  King  LR,  Belman  AB  (eds):  Clinical  Pediatric  Urol- 
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DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA 
members  at  $32.00  per  column  inch  per  month  and  list- 
ings must  run  for  a minimum  of  six  months.  A discount  of 
5%  is  allowed  for  six  months’  advance  payment.  Section 
headings  are  limited  to  those  specialties  designated  by 
the  American  Medical  Association.  A list  of  these  special- 
ties is  available  upon  request.  New  listings,  changes,  or 
cancellations  should  be  sent  to  Advertising  Manager, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701.  Deadline  is  the  5th  of  the  month  preceding  publi- 
cation month. 


Anesthesiology 


DRS.  TALMAGE  <S  HAY,  PA 
Diagnostic  <£  Therapeutic  Nerve  Blocks 
Epidural  Steroid  Therapy 

Edward  A.  Talmage.  MD 
Richard  C.  Hay,  MD 

Diplomates  American  Board  of  Anesthesiology 

7777  Southwest  Freeway.  Suite  1052,  Houston  77074;  713  988-7558 


Allergy 


Clinics 


CORPUS  CHRISTI  ALLERGY  CLINIC 


Saul  Grossman,  MD.  FACA,  FAACIA,  Allergy-Dermatology 
Wallace  A.  Crozier.  MD.  FACA,  Certified  American  Boards  Pediatrics 
and  Allergy,  Diplomate  American  Board  of  Allergy  and  Immunology 
lames  A.  Caplin,  MD,  Allergy-Immunology 


2530  Morgan,  Corpus  Christi,  Texas;  882-3487 


CHARLES  A.  RUSH.  JR,  MD 

Diplomate/American  Board  of  Allergy  <£  Immunology 
Fellow,  AAA,  ACA,  AACIA 

Northeast  Medical  Clinic  Association 
7601  Glenview  Drive 
Fort  Worth,  Texas  76118 


Jw°  neurological  and  behavioral  medicine  facilities  dedicated 

to  DIAGNOSIS  AND  COMPREHENSIVE  CARE  OF  PATIENTS  WITH 
CHRONIC  RECURRENT  HEADACHES  with  emphasis  on  prophylactic 
treatment. 


HOUSTON  HEADACHE 
CLINIC 

Park  Plaza  Prof.  Bldg. 
1213  Hermann  Dr.  #855 
Houston,  Texas  77004 
713  528-1916 


DALLAS  HEADACHE 

CLINIC 

Douglas  Plaza 

8226  Douglas  Ave.  #325 

Dallas,  Texas  75225 

214  692-7011 


CAT  scan;  EEG;  EMG;  Evoked  Potentials;  Thermography;  Personality, 
Behavioral  and  Psychological  Evaluations.  Multimodality  approach  to 
management  of  headache  including  prophylactic  medications,  bio- 
xeedback  and  behavioral  therapy. 

NINAN  T.  MATHEW.  MD,  FRCP  (C) 
Neurologist-Director 


JAMES  A.  AYERS,  MD 
FAACIA.  FAAA,  FACA 
Adult  and  Pediatric  Allergy 

3130  S.  Alameda,  Corpus  Christi.  Texas  78404 
512  884-2841;  exchange  512  884-0661 

McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 

CONSULTANTS 


DALLAS  DIAGNOSTIC  ASSOCIATION 

7777  Forest  Lane,  Suite  303.  Dallas.  Texas  75230 


John  P.  McGovern,  MD 
DIRECTOR-CONSULTANT 


Theodore  J.  Haywood.  MD 
Orville  C.  Thomas,  MD 
Joseph  T.  Queng.  MD 
Lawrence  G.  Thorne,  MD 
Venugopal  K.  Menon,  MD 
Robert  E.  Smith,  MD 
Albert  Lehmann,  MD 
Gerald  T.  Machinski.  MD 
Theresa  C.  Queng,  MD 
Waldo  M.  Martinez,  MD 
Ellen  Louise  Gurian,  MD 


RESEARCH  ASSOCIATES 
Michael  H.  Smolensky,  PhD 
Alain  Reinberg,  MD,  PhD 
Michael  A.  McCormick,  PhD 
Chinavudh  Wanissorn,  MS 
Glenna  M.  Kyle,  PhD 


Evan  M.  Hersh,  MD 
IMMUNOLOGY 

James  A.  Knight.  MD 
PSYCHIATRY 

R.  John  Prevost,  MS 
AIR  POLLUTION 

Carolyn  S.  Leach,  PhD 
CLINICAL  LABORATORIES 

John  A.  Thomas,  PhD 
CLINICAL  PHARMACOLOGY 

Thomas  D.  Downs,  PhD 
BIOMETRICS 

Warren  E.  Schaller.  HSD 
Charles  F.  Kegley,  PhD 
ALLIED  HEALTH  SCIENCES 

Hester  Beth  Bland,  HSD 
HEALTH  EDUCATION 


214  661-7770 
CARDIOLOGY 

J.  Edward  Rosenthal.  MD.  FACC 
Jack  Schwade,  MD.  FACC.  FACP 
David  A.  Schwartz,  MD 

GASTROENTEROLOGY 

Paul  K.  Anderson.  MD 
Roger  C.  Camp,  MD 
Lannie  R.  Hugnes,  MD 

HEMATOLOGY  AND  ONCOLOGY 
Barry  D.  Brooks,  MD 
Charles  S.  Wnite  III,  MD 


INTERNAL  MEDICINE 
Larry  Dossey,  MD 
Tom  L.  Hampton  MD 
David  A.  Haymes,  MD 
Carl  Thomas  Long,  III,  MD 
Jack  F.  Melton,  MD 
Joe  H.  Sample,  Jr..  MD 
Peter  S.  Stack,  MD 
Rick  T.  Waldo.  MD 

ADMINISTRATOR 
Carl  E.  Ikard 


Certified  American  Board  of  Allergy  and  Immunology 

Diplomates  American  Boards  of  Pediatrics  and  Allergy 

6969  Brompton  (at  Holcombe),  Houston,  Texas  77025;  713  661-1444 


TMA  Medical  Student  Loan  Programs 


Diplomates  American  Boards  oi  Internal  Medicine, 
Cardiology,  Gastroenterology,  Hematology  and  Oncology 


Colon  & Rectal  Surgery 


FT.  WORTH  PROCTOLOGIC  CLINIC.  PA 
Colon  and  Rectal  Surgery  and  Colonoscopy 
Sommai  Sehapayak,  MD,  FACS,  FICS 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

1050  West  Rosedale,  Fort  Worth,  Texas  76104; 

817  338-4501  (24  hours) 

DAVID  S.  PITA.  MD 
Colon  and  Rectal  Surgery 
Colonoscopy 

Barnett  Tower,  Baylor  Medical  Plaza 
3600  Gaston  Ave..  Suite  411 
Dallas.  Texas  75246 
Telephone  214  821-4300 


. . . Another  service  of  your  association  Representing  the  Profession 

. . . Another  service  of  your  association 
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Dermatology 


DAVID  R.  WEAKLEY,  MD,  FACP 

Dermatology — Dermatological  Surgery 
Including  Dermabrasion,  Chemical  Peeling 
and  Collagen  Injections 

Medical  City  Dallas,  Suite  214,  7777  Forest  Lane 
Dallas,  Texas  75230;  Phone  214  661-7460 


WILLIS  I.  COTTEL,  MD 

Practice  Limited  to  Skin  Cancer 

Mohs'  Chemosurgery 


Baylor  Medical  Plaza.  3600  Gaston  Avenue 
Suite  1154.  Dallas.  Texas  75246;  214  827-5960 


DONALD  H.  PEREZ,  MD 
Endocrinology 

Rosa  Verde  Towers. 

San  Antonio,  Texas  78205 

Telephone  512  226-9161 
226-9170 


ERIC  A.  ORZECK,  MD,  FACP 
Endocrinology  <£  Diabetes 

8181  North  Stadium  Drive,  Houston,  Texas  77054;  713  797-9922 


Gastroenterology 


DERMATOLOGY  ASSOCIATES  OF  SAN  ANTON’ O 

James  Lewis  Pipkin,  MD  Mary  Jo  Montgomery.  MD 

Diseases  of  the  Skin,  Skin  Cancer, 

Mucocutaneous  Virology 

108  Tendick,  San  Antonio,  Texas  78209;  512  222-8651,  222-2001 

(East  at  2700  block  Broadway  on  Brackenridge  Ave;  up  hill  for  3 

blocks  to  Tendick  on  left.  Office  in  middle  of  block.  Note  signs  and 

arrows.) 

DERMATOLOGY  ASSOCIATES  OF  DALLAS 
David  S.  Alkek,  MD 

Hair  Transplantation,  Scalp  Reduction 
Dermabrasion,  Chemical  Peel  and  Collagen 

Medical  City  Dallas,  7777  Forest  Lane.  Building  B, 

Suite  309,  Dallas,  Texas  75230;  telephone  214  788-0088 


CECIL  O.  PATTERSON,  MD,  FACP 
Gastroenterology,  Gastroscopy,  Esophagoscopy 

9000  Harry  Hines  Boulevard.  Dallas.  Texas  75235 
214  358-2545 


DRS.  BAILEY,  DOUGLAS  AND  DEVANEY 
ASSOCIATION 

3434  Swiss  Avenue,  Suite  303.  Dallas.  Texas;  214  823-5180 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey.  MD 
F.  Clark  Douglas.  MD 
George  T.  DeVaney.  MD 


MOHS  SURGERY 

FOR  PRIMARY  AND  RECURRENT 
CANCER  OF  THE  SKIN 

Forrest  C.  Brown,  MD 
Medical  City  Hospital 

7777  Forest  Lane.  Dallas.  Texas  75230;  214  661-4537 

ROBERT  P.  FULLER.  MD 

Mohs'  Skin  Cancer  Surgery  and  Cutaneous 
Cosmetic  Surgery 

909  Frostwood,  Suite  330,  Houston,  Texas  77024 
Telephone  713  464-9346 


General  Surgery 


DRS.  VANDERPOOL,  LANE,  WINTER  & BONE 

David  Vanderpool.  MD.  FACS  John  W.  Winter,  MD,  FACS 

B.  Ward  Lane.  MD.  FACS  G.  Edward  Bone.  MD.  FACS 

Diplomates  American  Board  of  Surgery 

General  <&  Peripheral  Vascular  Surgery 

1008  N.  Washington,  Dallas,  Texas  75204;  214  823-2650 
7777  Forest  Lane,  Suite  204,  Dallas,  Texas  75230;  214  661-7860 


Hand  Surgery 


Diagnostic  Radiology 


COMPUTED  TOMOGRAPHY 
Temple  Independent  Scanner 

Stephen  J.  Vancura.  MD 

High  Resolution  In/Out  Patient  CT  (Head  or  Body) 
Including  Tumor  Biopsy,  Interventional  Radiology 
2027  S.  61st  St.,  Suite  116,  Temple,  Texas  76501 
817  774-9994 

Note:  24  hr.  Emergency  Services  Available 


Endocrinology 


L.  LEE  LANKFORD.  MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 

DAVID  J.  ZEHR,  MD — -Microsurgery 
ARNOLD  V.  DiBELLA,  MD 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave..  Suite  450.  Dallas,  TX  75246;  214  823-5351 
LANKFORD  HAND  SURGERY  ASSN. 


ROBERT  E.  BUNATA,  MD.  PA 
B.  J.  WROTEN,  MD 

Surgery  of  the  Hand 

801  West  Terrell.  Ft.  Worth,  Texas  76104 
Telephone  817  335-5411 


ENDOCRINE  ASSOCIATES  OF  DALLAS,  PA 

Stanley  Feld.  MD.  FACP 
Richard  Sachson,  MD,  FACP 
Steven  Dorfman,  MD.  FACP 
Stephen  Aronoff,  MD.  FACP 

Diplomates  of  American  Board  of  Internal  Medicine 
and  Endocrinology  and  Metabolism 

Practice  Limited  to  Endocrinology  & Diabetes 

5480  LaSierra  Drive,  Dallas.  Texas  75231;  214  363-5535 


TMA  Physician  Placement  Service 

. . . Another  service  of  your  association 


W.  DENNIS  STRIPLING,  MD,  PA 
MICHAEL  V.  DOYLE,  MD,  PA 

Diplomates  American  Board  oi  Orthopaedic  Surgery 

Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

8220  Walnut  Hill  Lane.  Suite  606.  Dallas.  Texas  75231;  214  368-3776 


TMA  Practice  Management  Workshops 

. . . Another  service  of  your  association 
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KENNETH  D.  GLASS.  MD.  FACS 

Diplomate.  American  Board  of  Orthopedic  Surgery 

Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

5959  Harry  Hines  Blvd.,  Suite  812.  Dallas  75235 
Telephone  214  631-7488 

ADRIAN  E.  FLATT.  MD,  FRCS 

Chief,  Department  of  Orthopaedic  Surgery 
Baylor  University  Medical  Center 

Reconstructive  Surgery  of  the  Hand 

Suite  412,  Doctor's  Building,  3707  Gaston  Avenue, 

Dallas,  Texas  75246;  Office  214  823-9440 


EL  PASO  NEUROLOGICAL  INSTITUTE 

Professional  Association 

Neurology,  Neurosurgery,  Electroencephalography 
Neuro-Radiology,  Computerized  Tomography 

John  T.  O'Neal.  MD.  Neurosurgery 

Robert  D.  Schneider.  MD.  Neurology  and  Electroencephalography 
Steven  K.  Crouse.  MD.  Neurology  and  Electroencephalography 

Murchison  Medical  Bldg.,  Suite  307 
1810  Murchison  Drive,  El  Paso.  Texas  79902 
Telephone  915  532-8901 


ROBERT  A.  ERSEK,  MD 
U.  GAD  ARIA,  MD,  FACS 

Diplomate  of  American  Board  of  Surgery 

Surgery  of  the  Hand 

30th  & Red  River,  Austin,  Texas  78704 
24  HR#  512  474-HAND 


JACK  E.  McCALLUM.  MD,  PA 
PHILIP  C.  BECHTEL.  MD.  PA 
WARREN  D.  WILSON,  MD,  PA 

Diplomates  of  the  American  Board  of  Neurological  Surgery 
1522  Cooper,  Fort  Worth,  Texas  76104;  817  336-1300 


WILLIAM  J,  VAN  WYK,  MD.  PA 
Surgery  of  the  Hand 

803  West  Terrell,  Fort  Worth,  Texas  76104 
Telephone  817  877-3113 

Nephrology 

SAN  ANTONIO  NEPHROLOGY  ASSOCIATES 

Bertram  W.  Roberts,  MD.  Adult  Nephrology  & Hypertension 
Nastaran  Fathi,  MD,  Adult  Nep  rology  & Hypertension 
Clevert  H.  Tseng,  MD,  Pediatric  Nephrology 

523  E.  Quincy.  San  Antonio.  Texas  75215;  512  223-9549 


Nuclear  Medicine 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 
Radioactive  Tests  In:  Hematology,  Thyroidology.  Endocrinology. 
Gastroenterology,  Cardiology.  Neurology,  Neurosurgery.  Urology. 
Ophthalmology.  Obstetrics-Gynecology  and  Non-lnvasive 
Nuclear  Cardiology 

Herbert  C.  Allen.  Jr,  MD.  FACNM 
Director  — 713  790-0540 

Diplomate  American  Board  of  Nuclear  Medicine 


Neurological  Surgery 


DRS„  LONG,  SCOTT  & COON 
NEUROSURGERY  ASSOCIATION 
Neurological  Surgery  and  Microneurosurgery 

R.  Gordon  Long,  MD,  FACS 
Bennie  B.  Scott,  MD,  FACS 
John  V.  Coon.  MD 

Diplomates  American  Board  of  Neurological  Surgery 

Baylor  Medical  Plaza,  605  Barnett  Tower,  3600  Gaston  Avenue, 

Dallas,  Texas  75246;  Telephone  214  826-7060  

DOCTORS  SMITH.  WHEELER  AND  PARKER.PA 

Ronald  Smith,  MD.  Retired 
Joe  Ellis  Wheeler,  MD 
Leighton  B.  Parker,  MD 

920  South  Lake,  Fort  Worth,  Texas  76104 
Telephone  817  336-0551 


DALLAS  NEUROSURGICAL  ASSOCIATION 
Neurological  Surgery  and  Microneurosurgery 

Charles  W.  Simpson.  MD  Richard  H.  Jackson.  MD 

Morris  Sanders.  MD  Casey  E.  Patterson.  MD  (Retired) 

W.  Robert  Hudgins,  MD 


HERBERT  C.  ALLEN,  JR,  MD.  FACNM 
Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston,  Texas  77030;  713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 


Plan  to  attend  1985-1986  TMA  meetings: 

Fall  Conference — Austin 
September  20,  1985 

Winter  Conference — Austin 
February  8,  1986 

Annual  Session — Dallas 
May  7-11.  1986 


5959  Harry  Hines  Blvd.,  St.  Paul  Professional  Bldg.  Suite  620. 
Dallas.  Texas  75235;  214  637-0420 


8210  Walnut  Hill  Lane.  Presbyterian  Professional  Bldg..  Suite  905. 
Dallas.  Texas  75231;  214  369-7596 
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Oncology 

RETINA-VITREOUS  ASSOCIATES 

W.  Rex  Hawlans.  MD 

Van  W.  Teeters.  MD 

HEMATOLOGY-ONCOLOGY  ASSOCIATES  OF 

Limited  to  Retina  and  Vitreous 

HOUSTON.  PA 

Gary  B.  Fleishman,  MD  Joel  W.  Abramowitz,  MD.  PhD 

Diplomates  of  the  American  Boards  of  Internal  Medicine  & Medical 

6436  Fannin.  Houston.  Texas  77030;  713  797-1531 

Diplomats  of  the  American  Board  of  Hematology  (JWA) 

909  Frostwood,  Suite  120,  Houston.  TX  77024;  713  467-1630 

BELLAIRE  EYE  ASSOCIATES 

6565  DeMoss,  Suite  211.  Houston,  TX  77074;  713  270-1188 

Warren  D.  Cross,  MD 

Ophthalmology 

6802  Mapleridge,  Bellaire,  Texas  77401 

Telephone  713  666-4224 

TEXAS  RETINA  ASSOCIATES 

HAROLD  GRANEK.  MD 

Albert  Vaiser.  MD 

William  B.  Snyder.  MD 

William  L.  Hutton.  MD 

Dwain  G.  Fuller,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Gary  Edd  Fish,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

5421  LaSierra,  Dallas,  Texas  75231;  214  692-6941 

Medical  Tower,  Suite  220.  1550  West  Rosedale. 

Fort  Worth.  Texas  76104;  817  332-6200 

BRUCE  C.  TAYLOR,  MD 

RICHARD  L.  WINSLOW,  MD 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

2811  Lemmon  Ave.  E.  Dallas.  Texas  75204 

214  521-1153;  1-800-442-5376 

EYE  ASSOCIATES  OF  SAN  ANTONIO 

343  W.  Houston,  Rosa  Verde  Towers  #709 

San  Antonio,  Texas  78205;  512  225-6705 

Diseases  and  Surgery  of  the  Eye 

Gilberto  Aguirre.  MD,  PA 

Roberto  San  Martin,  MD,  PA 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

James  W.  Speights,  MD 

EYE  ASSOCIATES 

Diseases  and  Surgery  of  the  Eye 

SOUTHWEST  RETINA  CONSULTANTS,  PA 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Charles  A.  Sargent,  MD 

Alan  C.  Baum.  MD 

R.  Edwin  Pitts,  MD 

William  Decker.  MD 

7777  Southwest  Freeway,  St.  916.  Houston,  Texas  77074;  713  777-7145 

Roy  A.  Levit,  MD 

Clifford  M.  Ratner.  MD 

Sierra  Towers,  Suite  3800,  1700  Curie 

El  Paso.  Texas  799C2;  915  532-3912 

STUART  A.  TERRY.  MD 

Sub-Specialty  Glaucoma 

BRIAN  B.  BERGER,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

M&S  Tower.  Suite  401.  730  N.  Main. 

San  Antonio.  Texas  78205;  512  226-5191 

Park  St.  David  Professional  Building.  Suite  106. 

80C  East  30th  Street.  Austin  78705;  512  479-8101  day  or  night 

LOUIS  M.  ALPERN,  MD.  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Eye 

JUDSON  P.  SMITH,  MD 

Diplomate/American  Board  of  Ophthalmology 

General  Ophthalmology  and  Ophthalmic  Surgery 
of  the  Anterior  Segment 

2201  North  Stanton.  El  Paso,  Texas  79902;  915  545-2333 

1350  South  Main.  Suite  3100,  Fort  Worth.  Texas  76104;  817  338-4081 

EDWIN  C.  AUGUST  AT.  MD 

OPHTHALMOLOGY  ASSOCIATES 

Ophthalmic  Plastic  and  Reconstructive  Surgery 

1400  South  Main.  Suite  503.  Fort  Worth.  Texas  76104;  817  338-4183 

RETINA  SOUTHWEST 

Limited  to  Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Gary  Mason,  MD 

7777  Southwest  Freeway.  St.  934.  Houston.  Texas  77074; 

Telephone  713  988-2020 

JOE  L.  BUSSEY.  MD— Cataract  and  Lens  Implant  Surgery 

RUFUS  A.  ROBERTS.  MD— Diseases  and  Surgery  of  the  Retina 

Cataract  and  Lens  Implant  Surgery 

THOMAS  H.  SMITH.  MD— Ophthalmic  Plastic  and  Reconstructive 

Surgery 

DAN  E.  BRUHL.  MD— Cataract  and  Lens  Implant  Surgery 

JOHN  W.  ZERDECKI.  MD— Cataract  and  Lens  Implant  Surgery 

Refractive  Surgery 

DORIS  E.  JENSEN.  MD— Medical  Ophthalmology 

DAVID  HENDRICKS.  MD— Medical  and  Surgical  Ophthalmology 

308  S.  Henderson.  Fort  Worth.  Texas  76104 

817  355-5435,  appointments  817  335-6070 
se  habla  espanol 

RAND  SPENCER,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

TMA  Action  monthly  newsletter 

555  Wadley  Tower.  Baylor  Medical  Plaza. 

3600  Gaston  Avenue,  Dallas,  Texas  75246 

Telephone  214  821-4540 
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TEXAS  MEDICINI 


Orthopedic  Surgery 


L.  Ray  Lawson.  MD 
George  Truett  James.  MD 
Robert  D.  Vandermeer,  MD 
Wynne  M.  Snoots.  MD 
R.  Stephen  Curtis.  MD 
William  A.  Bruck.  MD 
W.  Z.  Burkhead.  Jr..  MD 

W.  B.  CARRELL  MEMORIAL  CLINIC 

A Professional  Association 

2828  Lemmon  Ave..  Dallas,  Texas  75204;  214  521-2191 


ANGELO  L.  OTERO,  MD,  AAOS,  FACS 

A Professional  Association 

Orthopedic  Surgery,  Arthroscopy, 
Arthroscopic  Surgery 

Medical  Tower  Building.  1550  West  Rosedale.  Suite  410. 
Fort  Worth.  Texas  76104;  817  336-3906 
Answered  24  Hours 

G.  S.  GILL,  MD,  PA 

Orthopedic  Surgery — Surgery  of  the  Hand 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue.  Fort  Worth.  Texas;  817-335-4316 

Louis  J.  Levy.  MD,  PA 
Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders,  MD 
James  M.  Beckley,  MD 
Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD,  PA 


F.  Carlton  Hodges,  MD 
J.  Price  Brock,  Jr,  MD 
Mervyn  B.  Fouse,  MD 
John  H.  Judd,  Jr.,  MD 

ORTHOPEDIC  ASSOCIATES  OF  ABILENE 

Diplomates  American  Board  of  Orthopedic  Surgery 
1701  Pine  Street,  Abilene,  Texas  79601 


HOUSTON  ORTHOPEDIC  CENTER 

Donald  T.  Lazarz,  MD 
Lee  C.  Detenbeck.  MD 
Thomas  S.  Padgett.  MD 
John  I.  DeBender.  MD 

Twelve  Oaks  Tower.  4126  Southwest  Freeway,  Suite  200, 

Houston.  Texas  77027;  713  622-5100  and 

Parkway  Towers  Prolessional  Building,  Suite  202. 

150  West  Parker  Road.  Houston.  Texas  77076;  713  691-3905 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 
Orthopedic  Surgery — Surgery  of  the  Hand 

Royce  C.  Lewis,  Ir,  MD 
Kenneth  C.  Scholz.  DDS,  MD.  PA 
John  Paul  Theo.  MD.  PA 
Robert  A.  Peinert,  Jr..  MD 

3702  21st  St,  Suite  9.  Lubbock.  Texas  79410;  806  795-8261 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel.  Jr.  MD 

E.  E.  Rising,  Jr,  MD,  Emphasis  on  Hand  Surgery 
C.  Poindexter.  MD 

C.  R.  Vavrin,  MD.  Emphasis  on  Sports  Medicine 
Diplomates  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road.  Arlinaton,  Texas  76012;  817  261-8284 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

F.  Leon  Ware,  MD  Huntly  G.  Chapman,  MD 

Dan  R.  Sutherland.  MD  Phillip  E.  Hansen,  MD 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 

R.  Dan  Loyd,  MD 

Orthopedic  Surgery 

3600  Gaston  Avenue.  Suite  303.  Dallas,  Texas  75246;  214  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  2116, 

Dallas.  Texas  75230;  214  661-7010 


HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart,  MD 
H.  Kendall  Hamilton,  MD 

5620  Greenbriar,  Houston,  Texas  77005 
Telephone  713  526-6262 


ORTHOPEDIC  FOOT  SURGERY  ASSOCIATES 
Surgery  & Diseases  of  the  Foot  and  Ankle 

Charles  E.  Graham,  MD 

8345  Walnut  Hill  Lane,  Suite  105,  Dallas  75231;  214  369-4361 
Donald  M.  Mauldin,  MD 

6161  Harry  Hines.  Suite  220,  Dallas  75235;  214  630-8646 


Representing  TMA's  legislative  views 

. . . Another  service  of  your  association 


3704  20th  Street.  Suite  A.  Lubbock.  Texas  79410 
Telephone  806  797-9119 


ORTHOPEDIC  SURGERY.  TEXAS  TECH  UNIV 

SCHOOL  OF  MEDICINE 

Gerald  S.  Laros,  MD,  Low  Back  Problems 

^ ' ^c^-'arron  IF  MD,  Traumatology  and  Spinal  Surgery 
William  W.  Robertson,  Jr.,  MD,  Pediatric  Orthopaedic  Surgery 
Robert  P . Yost,  MD,  Sports  Medicine,  Arthroscopic  Surgery 
Gerhard  E.  Maale,  MD,  Musculoskeletal  Tumor  Surgery, 

Adult  Reconstructive  Surgery 
Health  Sciences  Center  Building.  3601  4th,  Lubbock  79430 
Orthopaedic  Clinic,  806  743-2475;  Cerebral  Palsy  Clinic.  806  743-3028 

ORTHOPAEDIC  SURGERY  ASSOCIATES  OF 

SAN  ANTONIO.  PA 

Jesse  C.  DeLee.  MD  John  A.  Evans.  MD 

Diplomates  ABOS  _ Fellows  AAOS 

Athletic  Medicine,  Reconstructive  and  Traumatic 
Surgery  of  the  Foot,  Knee  and  Hip 

414  Navarro.  Suite  1128,  San  Antonio.  Texas  78205;  512  225-6045 

7711  Louis  Pasteur,  Suite  209,  San  Antonio.  Texas  78229;  512  697-9888 


Otolaryngology 


Drs.  Morton,  Blumenfeld  & Charbonneau,  PA 
ENT,  ENT  Allergy,  Cosmetic  Facial  Surgery 

R.A.D.  Morton.  Jr..  MD.  FACS 

Ronald  J.  Blumenleld.  MD,  FACS 

Paul  A.  Charbonneau.  MD,  FACS 

Diplomates.  American  Board  of  Otolaryngology 

1733  Curie.  Suite  100.  El  Paso,  Texas  79902;  915  533-5461 

9398  Viscount.  1-E.  El  Paso.  Texas  79925;  915  592-8666 


Pathology 


FORT  WORTH  MEDICAL  LABORATORIES 

Dorothy  Patras,  MD 

Anatomic  Pathology  and  Consultation  in 
Clinical  Pathology 

1400  Pennsylvania  Avenue.  Fort  Worth,  Texas  76104 
Mailing  address:  P.O.  Box  1118.  Fort  Worth.  Texas  76101 
Telephone  817  336-7137 


J.  S.  WILKENFELD,  MD,  MEDICAL  LABORATORIES. 
INC. 

J.  S.  Wilkenfeld.  MD 

Diplomat*  of  the  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 
Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road.  P.O.  Box  55008  Houston.  Texas  77055;  713  468-0738 
Mailing  Containers  on  Request— Ollice  Pickup  Service  in  Houston 

AUSTIN  PATHOLOGY  ASSOCIATES 
MEDICAL  PARKWAY  CLINICAL  LABORATORY 

Anatomic  and  Clinical  Pathology,  Electron 
Microscopy,  Cytology  and  Dermatopathology 

Computerized  Results  Reporting  With  Telecommunications  Available 

A.  Q.  Da  Silva.  MD  Paul  A.  LeBourgeois.  MD 

Donald  A.  Parsons.  MD  Phillip  C.  Collins.  MD 

William  J.  Reitmeyer,  MD  David  R.  Ralph,  MD 

RENAL  PATHOLOGY:  Gerald  A.  Beathard,  MD 
Main  Lab:  711  W.  38th  Street— Suite  C-ll,  Austin.  Texas  78705 
Mailing  Address:  P.O.  Box  9806,  Austin.  Texas  78766-0806 
Telephone:  512  452-2529 

Specimens:  Mail  to  Main  Lab 
Ollice  Pickup  Service  in  Austin  Area 
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Physical  Medicine  & Rehabilitation 


WARM  SPRINGS  REHABILITATION  HOSPITAL 
GONZALES  WARM  SPRINGS  FOUNDATION.  INC. 

P.O.  Box  58,  Gonzales,  Texas  78629 
Facilities  ior  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy.  Speech  Therapy, 

Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 

David  E.  Gumper,  Administrator 

Larry  E.  Browne,  MD,  Medical  Director 

ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  226-2424 


Plastic  Surgery 


JACK  L.  CONLEE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

CHIU  ROBINSON.  MD 
Plastic  and  Cosmetic  Surgery 

613  Elizabeth.  Suite  401.  Corpus  Christi,  Texas  78404;  882-4566 


PLASTIC  SURGERY  ASSOCIATION 

Leonard  Koch.  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3601  21st  Street.  Suite  5.  Lubbock.  Texas  79410;  806  792-2313 


STEPHEN  C.  LESAUVAGE.  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

825  Medical  Drive,  Tyler,  Texas  75705;  214  593-8296 


Thomas  D.  Cronin,  MD,  FACS  Laurence  E.  Wolf,  MD,  FACS 

Raymond  O.  Brauer,  MD,  FACS  Benjamin  E.  Cohen,  MD,  FACS 
Thomas  M.  Biggs,  MD,  FACS  Ernest  D.  Cronin,  MD,  FACS 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

7000  Fannin  St.,  Suite  2400,  Houston,  Texas  77030;  713  795-5930 


JOSEPH  P.  FLEMING.  MD.  FRCS(C).  FACS 
Plastic  and  Reconstructive  Surgery 

1213  Hermann  Drive.  Suite  645.  Park  Plaza  Professional  Building 
Houston.  Texas  77004;  713  524-7545 


HOUSTON  PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  MD.  FACS 
Jonathan  J.  Dora,  MD.  FACS 
David  J.  Katrana,  DDS,  MD,  FACS 
fames  B.  Stafford,  IV.  MD 


JAMES  L.  MOORE.  MD.  FACS,  PA 

Diplomats  American  Board  of  Plastic  Surgery 

Plastic  and  Reconstructive  Surgery 


Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

6560  Fannin,  Suite  750.  Houston,  Texas  77030;  795-5575 


1200  Binz,  Suite  730 

Houston.  Texas  77004;  713  526-6161 


FORT  WORTH  PLASTIC  SURGERY  CLINIC 
David  A.  Grant,  MD,  FACS 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic  and  Reconstructive  Plastic  Surgery 
Raymond  A.  Faires.  MD 

Diplomate  American  Board  ol  Surgery 

Plastic  and  Reconstructive  Surgery 
Hand  and  Micro  Surgery 

606  Medical  Plaza  Building 

800  Eighth  Avenue.  Fort  Worth.  Texas  76104 

817  335-4752  817  332-9441 


PLASTIC  SURGERY  CLINIC  OF  AUSTIN 

Robert  A.  Ersek.  MD 
U.  Gadaria.  MD.  FACS 

Diplomates  of  American  Board  of  Plastic  Surgery 

Aesthetics,  Plastic,  Reconstructive, 
Suction  Lipectomy,  and  Hand  Surgery 

30th  <S  Red  River.  Austin.  Texas  78705 
24  HR#  512  479-6805  <5.  512  474-HAND 


The  Burn  Care  Associates  has  been  organized  to  provide  care  for 
burned  patients.  Care  for  every  phase  of  burn  trauma  will  be  provided 
from  resuscitation  to  late  rehabilitation. 

John  E.  Carter,  MD  David  Mclnnis,  MD 

Lebaron  W.  Dennis,  MD  Donald  Novick,  MD 

Michael  M.  Duffy.  MD  Millie  Smith.  Coordinator 

Joe  Ford.  MD 

BURN  CARE  ASSOCIATES 

302  Oak  Hills  Building,  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 
Telephone  512  694-0973 


VALENTIN  GRACIA.  MD.  FACS,  FICS 

Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic  Surgery — Bums 


WILLIAM  E.  BARNES.  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Cosmetic  Surgery 

Plastic  & Reconstructive  Surgery 

1301  West  38th  Street.  Suite  608.  Austin.  Texas;  4S4-7659 


ROBERT  M.  WRIGHT.  JR.,  MD 
VALERIE  WRIGHT,  MD 

Plastic,  Reconstructive,  Hand 
and  Microvascular  Surgery 

1700  Providence  Drive,  Waco.  Texas  76707 
Telephone  817  756-0111 

TEODORO  A.  SAIEH,  MD.  PA 

Plastic  and  Reconstructive  Surgery, 
Cosmetic  Surgery,  Hand  Surgery 

2601  Hospital  Blvd.,  202-B,  Corpus  Christi  78405 
Telephone  512  884-9575 


1001  W.  Rosedale.  P.O.  Box  2476.  Fort  Worth,  Texas  76113;  817  336-0446 


JOHN  E.  CARTER,  MD,  PA 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

7711  Louis  Pasteur  Drive.  Suite  801.  San  Antonio.  Texas  78229 
Telephone;  (Area  Code  512)  Office  696-2390  Medical  Exchange  227-6331 


TMA  HealthWise  Series 


. . . Another  service  of  your  association 


90 


TEXAS  MEDICIK 


Psychiatry 


DALLAS  PSYCHIATRIC  ASSOCIATES 
A PARTNERSHIP 


ROBERT  E.  HAZLEWOOD.  MD 

Psychiatry,  Somatic  Therapies.  Alcoholism  and 
Drug  Abuse,  Individual  & Group  Psychotherapy, 
(Adults  6 Adolescents — Hospitalization  & Outpatient) 

Department  of  Psychology 

Medical  Science  Psychiatric  Center 

711  W.  38th,  Suite  C-4,  Austin.  Texas  78705;  512  458-9286 


GONZALO  A.  AILLON,  MD 
Psychiatry-Bilingual 


Inpatient  and  Outpatient  Services  for 
Adolescent  Psychiatry,  Adult  Psychiatry, 
Treatment  of  Alcoholism 


Larrie  W.  Arnold.  MD 
David  R.  Baker,  MD 
Gary  L.  Etter,  MD 
Bradford  M.  Goff.  MD 
Fred  L.  Griffin,  MD 
Joel  A.  Holiner,  MD 


R.  Sanford  Kiser,  MD 
William  R.  Lynch,  MD 
Claude  R.  Nichols,  MD 
William  M.  Pederson.  MD 
Leslie  H.  Secrest.  MD 
Angela  M.  Wood,  MD 


Brookhaven  Professional  Plaza.  LBJ  at  Webbs  Chapel 

10  Medical  Parkway,  Suite  304,  Dallas,  Texas  75234 

Medical  City  Dallas,  7777  Forest  Lane,  Suite  2411,  Dallas,  Texas  75230 

Telephone  214  247-1150 


3400  Wheatland  Road,  Suite  35 
Dallas.  Texas  75211;  214  296-6241 


Pulmonary  Diseases 


RICHARD  G.  JAECKLE,  MD 
Psychiatry 

Diplomate,  American  Board  Psychiatry  <S  Neurology,  Child  Psychiatry 
Diplomate,  American  Board  Psychiatry  & Neurology,  Psychiatry 

Presbyterian  Professional  Building  II.  Suite  404, 

8220  Walnut  Hill  Lane.  Dallas,  Texas  75231;  214  696-0964 


C.  MARSHALL  BRADSHAW,  MD,  PA 
Psychiatry,  Somatic  Therapies 
Clinical  Electroencephalography 

Suite  722,  1550  W.  Rosedale,  Fort  Worth,  Texas  76104 
Telephone  817  335-9409 


John  R.  Burk,  MD,  FACP  David  R.  Stoop.  MD.  FACP,  FCCP 

Mitchell  C.  Kuppinger.  MD,  FCCP  W.  Steven  Trombold.  MD,  FCCP 
David  M.  Webb.  MD.  FCCP  David  H.  Plump.  MD 

Diplomates  of  American  Board  of  Internal  Medicine 

PULMONARY  CONSULTANTS  OF  TEXAS,  PA 

Physiology,  Diagnosis  Therapy,  Bronchoscopy. 
Pulmonary  Function,  Intensive  Care,  Pulmonary 
Angiography.  Pulmonary  Rehabilitation, 

Sleep  Apnea 

1413  Eighth  Avenue,  Suite  A.  Fort  Worth,  Texas  76104;  817  926-0242 

801  Road  to  Six  Flags  West,  Suite  137,  Arlington,  Texas  76012; 

817  461-0201  (Metro) 


TIMBERLAWN  PSYCHIATRIC  HOSPITAL 

Inpatient  and  Outpatient  Services  for  Child, 

Adolescent  and  Adult  Psychiatry 


Jerry  M.  Lewis,  MD 
Doyle  I.  Carson.  MD 
Keith  H.  Johansen,  MD 
James  K.  Peden,  MD 
Charles  G.  Markward,  MD 
Byron  L.  Howard,  MD 
Roy  H.  Fanoni,  MD 
Mark  P.  Unterberg,  MD 
John  G.  Looney,  MD 
Kathleen  B.  Erdman,  MD 
Don  C.  Payne,  MD 
Mark  J.  Blotcky,  MD 
L.  Dwight  Holden,  MD 


Paul  M.  Hamilton,  MD 
Jerry  M.  Lewis,  III,  MD 
Tom  G.  Campbell,  MD 
Jeffrey  Glass,  MD 
Grover  M.  Lawlis,  MD 
Conway  McDanald,  MD 
Gary  L.  Malone,  MD 
Edgar  P.  Nace,  MD 
Ernest  N.  Brownlee,  MD 
Michael  Madigan,  MD 
Perry  Talkington,  MD 
Joseph  D.  Gaspari,  MD 


Radiology 


THERAPEUTIC  RADIOLOGY  AT 
MEMORIAL  HOSPITAL 

Radiotherapy  Department 
7600  Beechnut 
Houston.  Texas  77074 

713  776-5622  Day  Phone 

713  776-5170  Night  and  Weekends 

Carlos  H.  Fernandez,  MD 

Diplomate  American  Board  of  Therapeutic  Radiology 

Practice  Limited  to  Radiation  Oncology 
External  or  Internal  Irradiation 
Inpatient  and  Outpatient  Services 


4600  Samuell  Blvd.,  Dallas,  Texas  75228 

214381-7181  Rheumatology 


TITUS  HARRIS  CLINIC 

Inpatient  6 Outpatient  Services 
(Open  and  Closed  Units) 

Practice  limited  to  Psychiatry 

E.  C.  McDanald,  Jr.,  MD — Individual  and  Group  Psychotherapy 
Grace  K.  Jameson,  MD — Child,  Adolescent  and  Family  Psychiatry 
E.  Ahmed  Zein-Eldin,  MD — General  Psychiatry,  Somatic  Therapies 
William  W.  Bondurant,  III,  MD — General  Psychiatry.  Somatic  Therapies 
A.  O.  Singleton,  III,  MD — General  and  Adolescent  Psychiatry 
J.  B.  Rust,  MD — Substance  Abuse  Program,  Child  Psychiatry 
Constance  Stout,  ACSW — Individual  and  Family  Psychotherapy 
Pam  Peirsol,  ACSW — Individual  and  Family  Psychotherapy 
Ann  Brestrup,  ACSW — Individual  and  Family  Psychotherapy 
Mary  Middleton,  ACSW — Individual  and  Family  Psychotherapy 

200  University  Boulevard,  Suite  620,  Galveston,  Texas  77550 
Telephone  713  765-6321 


TMA  Memorial  Library 

. . . Another  service  of  your  association 


DON  E.  CHEATUM.  MD,  FACP,  FCCP 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  Si. 

Dallas.  Texas  75204;  823-4151 


Call  the  TMA  News  Hotline 

1-800-252-7003 

for  current  legislative  information  24  hours  a day. 
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KIRBY  B.  TARRY,  MD.  FACS 

Thoracic  Surgery  Diplomate,  American  Board  of  Urology 

Adult  and  Pediatric  Urology 

ALLAN  L.  GRAHAM,  MD,  FACS*  Impotence  with  Prosthesis-Vasovasostomy 

KARAMAT  U.  CHOUDHRY,  MD,  FACS  1405  West  Illinois,  Midland,  Texas  79701 

ROBERT  W.  MILEY,  MD,  FACS  915  687-4553 

RICHARD  L.  SHEPHERD,  MD  

Diplomates  American  Board  oi  Surgery  and  Board  oi  Thoracic  Surgery 
•Also  certiiicate  of  special  qualification  in  general  vascular  surgery. 

American  Board  of  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

515  South  Adams,  Fort  Worth,  Texas  76104;  817  332-7878 


RICHARD  E.  WOOD.  MD 
ROBERT  E.  RAWITSCHER.  MD 
THOMAS  P.  MEYERS.  MD 
Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza.  Barnett  Tower.  3600  Gaston  Avenue, 
Suite  404,  Dallas,  Texas  75246;  214  827-3890 
Hours  By  Appointment 


BERNARD  R.  JACK,  MD,  PA,  FACS 

Diplomate  American  Board  of  Surgery  and 
American  Board  of  Thoracic  Surgery 


Cardiac,  Vascular  & Thoracic  Surgery 

800  Eighth  Avenue,  Suite  432,  Fort  Worth.  Texas  76104 
817  336-1700 

JIM  S.  GARZA,  MD 
Cardiovascular  and  Thoracic  Surgery 

American  Board  of  General  Surgery 
American  Board  of  Thoracic  Surgery 

Practice  in  The  Methodist  Hospital 

Texas  Medical  Center,  7707  Fannin,  Suite  280, 

Houston  77054;  713  795-5527 


Urology 


ELGIN  W.  WARE.  IR,  MD 
GEORGE  E.  HURT.  JR.  MD 
L.  MICHAEL  GOLDSTEIN,  MD 
STEVE  M.  FROST,  MD 
Urology 

3600  Gaston  Avenue.  Dallas,  Texas  75246 


THE  UROLOGY  CLINIC 

Dolphus  E.  Compere.  MD 
Grant  F.  Beglev.  MD 
Hugh  Lamensdorf,  MD 
Ira  N.  Hollander,  MD 

Diplomates  of  American  Board  of  Urology 

Box  11340.  1415  Pennsylvania  Ave..  Fort  Worth.  Texas  76109 

817  336-5711 


EUGENE  R.  TODD,  MD,  PA 

Diplomats  ol  the  American  Board  of  Urology 
Fellow  of  the  American  College  of  Surgeons 
Fellow  of  the  Society  for  Pediatric  Urology 

Urology — Adult  and  Pediatric 

3600  Gaston  Avenue.  Baylor  Medical  Center  Plaza. 
Wadley  Tower.  Suite  755,  Dallas.  Texas  75246 
214  826-3500 


DALLAS  UROLOGY  ASSOCIATES 

David  D.  Reisman.  MD,  PA 
Donald  J.  Logan.  MD  PA 
Donald  L.  McKay,  MD,  PA 
Christopher  D Fetner,  MD,  PA 

Diplomates  of  American  Board  of  Urology 

Medical  City  Dallas,  7777  Forest  Lane.  Suite  230.  Dallas.  Texas  75230 
Telephone:  214  233-7765  Answered  24  Hours 


WILLIAM  L.  MULCHIN,  MD,  FACS 

Diplomate  of  American  Board  of  Urology 


Adult  and  Pediatric  Urology 


10  Medical  Parkway,  Suite  207,  Professional  Plaza  3,  Dallas,  Texas  75234; 
214  241-3975  (Answered  24  hrs) 

3900  W.  15th.  Suite  #408.  Plano.  Texas  75075;  214  867-3928 


Glaucoma. 
You  don’t 
feel 
a thing. 


After  a 
while,  you 
can’t  see 
a thing. 


Right  now  there  are  some  1 million 
unsuspecting  victims  That's  be- 
cause you  can  be  losing  your  sight 
to  glaucoma  and  not  realize  it 
Especially  if  you  are  35  years  plus 
So  be  smart.  Get  your  eyes  tested  at 
least  every  two  years.  For  more  in- 
formation about  this  leading  cause 
of  blindness,  write  the  National 
Society  for  the  Prevention  of 
Blindness,  79  Madison  Avenue, 

New  York,  NY  10016 
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TEXAS  MEDICINE 


BALANCED 
CALCIUM  CHANNEL 
BLOCKADE! 


Low  incidence  of  side  effects 

CARDIZEM®  (diltiazem  HC1) 
produces  an  incidence  of  adverse 
reactions  not  greater  than  that 
reported  with  placebo  therapy, 
thus  contributing  to  the  patient’s 
sense  of  well-being. 

’’Cardizem  is  indicated  in  the  treatment  of  angina  pectoris  due  to 
coronary  artery  spasm  and  in  the  management  of  chronic  stable 
angina  (classic  effort-associated  angina)  in  patients  who  cannot 
tolerate  therapy  with  beta-blockers  and/or  nitrates  or  who  remain 
Symptomatic  despite  adequate  doses  of  these  agents 

References: 

1.  Strauss  WE,  McIntyre  KM,  Parisi  AE,  et  al:  Safety  and  efficacy 

of  diltiazem  hydrochloride  for  the  treatment  of  stable  angina 
pectoris:  Report  of  a cooperative  clinical  trial.  Am  J Cardiol 
49:560-566,  1982.  ' 

2.  Pool  PE,  Seagren  SC,  Bonanno  JA,  et  al:  The  treatment  of  exercise- 
inducible  chronic  stable  angina  with  diltiazem:  Effect  on  treadmill 
exercise.  Chest  78  (July  suppl):234-238,  1980. 


Reduces  angina  attack  frequency 

42%  to  46%  decrease  reported  in 
multicenter  study.1 

Increases  exercise  tolerance* 

In  Bruce  exercise  test,2  control 
patients  averaged  8.0  minutes  to 
onset  of  pain;  Cardizem  patients 
averaged  9.8  minutes  (P<.005). 

CARDIZEM 

(diltiazem  HC1) 

THE  BALANCED 
CALCIUM  CHANNEL  BLOCKER 


Please  see  full  prescribing  information  on  following  page. 
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PROFESSIONAL  USE  INFORMATION 


cardizem 

(dilhazem  HCI) 

30  mu  and  60  mg  tablets 


DESCRIPTION 

CARDIZEM'1  (diltiazem  hydrochloride)  Is  a calcium  ion  influx 
inhibitor  (slow  channel  blocker  or  calcium  antagonist).  Chemically, 
diltiazem  hydrochloride  is  1,5-Benzothiazepin-4(5H)one,3-(acetyloxy) 
-5-[2-(dimethylamino)ethyl]-2,3-dihydro-2-(4-methoxyphenyl)-, 
monohydrochloride.t +)  -cis-  The  chemical  structure  is: 


Diltiazem  hydrochloride  is  a white  to  off-white  crystalline  powder 
with  a bitter  taste.  It  is  soluble  in  water,  methanol,  and  chloroform 
It  has  a molecular  weight  of  450  98  Each  tablet  of  CARDIZEM 
contains  either  30  mg  or  60  mg  diltiazem  hydrochloride  for  oral 
administration. 


CLINICAL  PHARMACOLOGY 

The  therapeutic  benefits  achieved  with  CARDIZEM  are  believed 
to  be  related  to  its  ability  to  inhibit  the  influx  of  calcium  ions 
during  membrane  depolarization  of  cardiac  and  vascular  smooth 
muscle. 

Mechanisms  of  Action.  Although  precise  mechanisms  of  its 
antianginal  actions  are  still  being  delineated,  CARDIZEM  is  believed 
to  act  in  the  following  ways: 

1 . Angina  Due  to  Coronary  Artery  Spasm:  CARDIZEM  has  been 
shown  to  be  a potent  dilator  ot  coronary  arteries  both  epicardial 
and  subendocardial.  Spontaneous  and  ergonovine-induced  cor- 
onary artery  spasm  are  inhibited  by  CARDIZEM 

2.  Exertional  Angina:  CARDIZEM  has  been  shown  to  produce 
increases  in  exercise  tolerance,  probably  due  to  its  ability  to 
reduce  myocardial  oxygen  demand  This  is  accomplished  via 
reductions  in  heart  rate  and  systemic  blood  pressure  at  submaximal 
and  maximal  exercise  work  loads. 

In  animal  models,  diltiazem  interferes  with  the  slow  inward 
(depolarizing)  current  in  excitable  tissue.  It  causes  excitation-contraction 
uncoupling  in  various  myocardial  tissues  without  changes  in  the 
configuration  of  the  action  potential.  Diltiazem  produces  relaxation 
of  coronary  vascular  smooth  muscle  and  dilation  of  both  large  and 
small  coronary  arteries  at  drug  levels  which  cause  little  or  no 
negative  inotropic  effect.  The  resultant  increases  in  coronary  blood 
fiow  (epicardial  and  subendocardial)  occur  in  ischemic  and  nonischemic 
models  and  are  accompanied  by  dose-dependent  decreases  in  sys- 
temic blood  pressure  and  decreases  in  peripheral  resistance. 

Hemodynamic  and  Electrophysiologic  Effects.  Like  other 
calcium  antagonists,  diltiazem  decreases  sinoatrial  and  atrioventricu- 
lar conduction  in  isolated  tissues  and  has  a negative  inotropic  effect 
in  isolated  preparations  In  the  intact  animal,  prolongation  of  the  AH 
interval  can  be  seen  at  higher  doses 

In  man,  diltiazem  prevents  spontaneous  and  ergonovine-provoked 
coronary  artery  spasm.  It  causes  a decrease  in  peripheral  vascular 
resistance  and  a modest  fall  in  blood  pressure  and,  in  exercise 
tolerance  studies  in  patients  with  ischemic  heart  disease,  reduces 
the  heart  rate-blood  pressure  product  for  any  given  work  load. 
Studies  to  date,  primarily  in  patients  with  good  ventricular  function, 
have  not  revealed  evidence  of  a negative  inotropic  effect;  cardiac 
output,  ejection  fraction,  and  left  ventricular  end  diastolic  pressure 
have  not  been  affected  There  are  as  yet  few  data  on  the  interaction 
of  diltiazem  and  beta-blockers  Resting  heart  rate  is  usually  unchanged 
or  slightly  reduced  by  diltiazem 

Intravenous  diltiazem  in  doses  ot  20  mg  prolongs  AH  conduction 
time  and  AV  node  functional  and  effective  refractory  periods  approxi- 
mately 20%.  In  a study  involving  single  oral  doses  of  300  mg  of 
CARDIZEM  in  six  normal  volunteers,  the  average  maximum  PR 
prolongation  was  14%  with  no  instances  of  greater  than  first-degree 
AV  block.  Diltiazem-associated  prolongation  of  the  AH  interval  Is  not 
more  pronounced  in  patients  with  first-degree  heart  block.  In  patients 
with  sick  sinus  syndrome,  diltiazem  significantly  prolongs  sinus 
cycle  length  (up  to  50%  in  some  cases). 

Chronic  oral  administration  of  CARDIZEM  in  doses  of  up  to  240 
mg/day  has  resulted  in  small  Increases  in  PR  interval,  but  has  not 
usually  produced  abnormal  prolongation.  There  were,  however,  three 
instances  of  second-degree  AV  block  and  one  Instance  of  third- 
degree  AV  block  in  a group  of  959  chronically  treated  patients 

Pharmacokinetics  and  Metabolism.  Diltiazem  is  absorbed 
from  the  tablet  formulation  to  about  80%  of  a reference  capsule  and 
is  subject  to  an  extensive  first-pass  effect,  giving  an  absolute 
bioavailability  (compared  to  intravenous  dosing)  of  about  40%.  CARDIZEM 
undergoes  extensive  hepatic  metabolism  in  which  2%  to  4%  of  the 
unchanged  drug  appears  in  the  urine.  In  vitro  binding  studies  show 
CARDIZEM  is  70%  to  80%  bound  to  plasma  proteins.  Competitive 
ligand  binding  studies  have  also  shown  CARDIZEM  binding  is  not 
altered  by  therapeutic  concentrations  of  digoxin,  hydrochlorothiazide, 
phenylbutazone,  propranolol,  salicylic  acid,  or  warfarin.  Single  oral 
doses  of  30  to  120  mg  of  CARDIZEM  result  in  detectable  plasma 
levels  within  30  to  60  minutes  and  peak  plasma  levels  two  to  three 
hours  after  drug  administration  The  plasma  elimination  half-life 
following  single  or  multiple  drug  administration  is  approximately  3.5 
hours.  Desacetyl  diltiazem  is  also  present  in  the  plasma  at  levels  of 
10%  to  20%  of  the  parent  drug  and  is  25%  to  50%  as  potent  a 
coronary  vasodilator  as  diltiazem.  Therapeutic  blood  levels  of 
CARDIZEM  appear  to  be  in  the  range  of  50  to  200  ng/ml  There  is  a 
departure  from  dose-linearity  when  single  doses  above  60  mg  are 
given,  a 120-mg  dose  gave  blood  levels  three  times  that  of  the  60-mg 
dose.  There  is  no  information  about  the  effect  of  renal  or  hepatic 
impairment  on  excretion  or  metabolism  of  diltiazem, 

INDICATIONS  ANO  USAGE 

1 Angina  Pectoris  Due  to  Coronary  Artery  Spasm.  CARDIZEM 


is  indicated  in  the  treatment  of  angina  pectoris  due  to  coronary 
artery  spasm  CARDIZEM  has  been  shown  effective  in  the 
treatment  of  spontaneous  coronary  artery  spasm  presenting  as 
Prinzmetal's  variant  angina  (resting  angina  with  ST-segment 
elevation  occurring  during  attacks) 

2 Chronic  Stable  Angina  (Classic  Effort  Associated  Angina). 
CARDIZEM  is  indicated  in  the  management  of  chronic  stable 
angina.  CARDIZEM  has  been  effective  in  controlled  trials  in 
reducing  angina  frequency  and  increasing  exercise  tolerance. 
There  are  no  controlled  studies  of  the  effectiveness  of  the  concomi- 
tant use  of  diltiazem  and  beta-blockers  or  of  the  safety  of  this 
combination  in  patients  with  impaired  ventricular  function  or  conduc- 
tion abnormalities. 

CONTRAINDICATIONS 

CARDIZEM  is  contraindicated  in  (1)  patients  with  sick  sinus 
syndrome  except  in  the  presence  of  a functioning  ventricular  pacemaker, 
(2)  patients  with  second-  or  third-degree  AV  block  except  in  the 
presence  of  a functioning  ventricular  pacemaker,  and  (3)  patients 
with  hypotension  (less  than  90  mm  Hg  systolic). 

WARNINGS 

1 Cardiac  Conduction.  CARDIZEM  prolongs  AV  node  refrac- 
tory periods  without  significantly  prolonging  sinus  node  recov- 
ery time,  except  in  patients  with  sick  sinus  syndrome.  This 
effect  may  rarely  result  in  abnormally  slow  heart  rates  (particularly 
in  patients  with  sick  sinus  syndrome)  or  second-  or  third-degree 
AV  block  (six  of  1243  patients  for  0 48%).  Concomitant  use  of 
diltiazem  with  beta-blockers  or  digitalis  may  result  in  additive 
effects  on  cardiac  conduction.  A patient  with  Prinzmetal’s 
angina  developed  periods  of  asystole  (2  to  5 seconds)  after  a 
single  dose  of  60  mg  of  diltiazem 

2.  Congestive  Heart  Failure.  Although  diltiazem  has  a negative 
inotropic  effect  in  isolated  animal  tissue  preparations,  hemodynamic 
studies  in  humans  with  normal  ventricular  function  have  not 
shown  a reduction  in  cardiac  index  nor  consistent  negative 
effects  on  contractility  (dp/dt)  Experience  with  the  use  of 
CARDIZEM  alone  or  in  combination  with  beta-blockers  In  patients 
with  impaired  ventricular  function  is  very  limited  Caution  should 
be  exercised  when  using  the  drug  in  such  patients. 

3.  Hypotension.  Decreases  in  blood  pressure  associated  with 
CARDIZEM  therapy  may  occasionally  result  in  symptomatic 
hypotension. 

4 Acute  Hepatic  ln|ury.  In  rare  instances,  patients  receiving 
CARDIZEM  have  exhibited  reversible  acute  hepatic  injury  as 
evidenced  by  moderate  to  extreme  elevations  of  liver  enzymes 
(See  PRECAUTIONS  and  ADVERSE  REACTIONS.) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is  extensively  metab- 
olized by  the  liver  and  excreted  by  the  kidneys  and  in  bile.  As  with  any 
new  drug  given  over  prolonged  periods,  laboratory  parameters  should 
be  monitored  at  regular  intervals.  The  drug  should  be  used  with 
caution  in  patients  with  impaired  renal  or  hepatic  function.  In  sub- 
acute and  chronic  dog  and  rat  studies  designed  to  produce  toxicity, 
high  doses  of  diltiazem  were  associated  with  hepatic  damage.  In 
special  subacute  hepatic  studies,  oral  doses  of  125  mg/kg  and 
higher  in  rats  were  associated  with  histological  changes  in  the  liver 
which  were  reversible  when  the  drug  was  discontinued  In  dogs, 
doses  of  20  mg/kg  were  also  associated  with  hepatic  changes; 
however,  these  changes  were  reversible  with  continued  dosing 
Drug  Interaction.  Pharmacologic  studies  indicate  that  there 
may  be  additive  effects  in  prolonging  AV  conduction  when  using 
beta-blockers  or  digitalis  concomitantly  with  CARDIZEM,  (See 
WARNINGS) 

Controlled  and  uncontrolled  domestic  studies  suggest  that  con- 
comitant use  of  CARDIZEM  and  beta-blockers  or  digitalis  is  usually 
well  tolerated  Available  data  are  not  sufficient,  however,  to  predict 
the  effects  of  concomitant  treatment,  particularly  in  patients  with  left 
ventricular  dysfunction  or  cardiac  conduction  abnormalities.  In  healthy 
volunteers,  diltiazem  has  been  shown  to  increase  serum  digoxin 
levels  up  to  20%. 

Carcinogenesis,  Mutagenesis,  Impairment  ot  Fertility.  A 

24-month  study  in  rats  and  a 21 -month  study  in  mice  showed  no 
evidence  of  carcinogenicity.  There  was  also  no  mutagenic  response 
in  in  vitro  bacterial  tests.  No  Intrinsic  effect  on  fertility  was  observed 
in  rats. 

Pregnancy.  Category  C.  Reproduction  studies  have  been  con- 
ducted in  mice,  rats,  and  rabbits.  Administration  of  doses  ranging 
from  five  to  ten  times  greater  (on  a mg/kg  basis)  than  the  daily 
recommended  therapeutic  dose  has  resulted  in  embryo  and  fetal 
lethality  These  doses,  in  some  studies,  have  been  reported  to  cause 
skeletal  abnormalities.  In  the  perinatal/postnatal  studies,  there  was 
some  reduction  in  early  individual  pup  weights  and  survival  rates 
There  was  an  increased  incidence  of  stillbirths  at  doses  of  20  times 
the  human  dose  or  greater. 

There  are  no  well-controlled  studies  in  pregnant  women,  therefore, 
use  CARDIZEM  in  pregnant  women  only  if  the  potential  benefit 
justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers.  It  is  not  known  whether  this  drug  is  excreted 
in  human  milk  Because  many  drugs  are  excreted  in  human  milk, 
exercise  caution  when  CARDIZEM  is  administered  to  a nursing 
woman  if  the  drug's  benefits  are  thought  to  outweigh  its  potential 
risks  in  this  situation. 

Pediatric  Use.  Safety  and  effectiveness  in  children  have  not 
been  established. 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies  carried  out  to 
date,  but  it  should  be  recognized  that  patients  with  impaired  ventricu- 
lar function  and  cardiac  conduction  abnormalities  have  usually  been 
excluded 

In  domestic  placebo-controlled  trials,  the  incidence  of  adverse 
reactions  reported  during  CARDIZEM  therapy  was  not  greater  than 
that  reported  during  placebo  therapy 
The  following  represent  occurrences  observed  in  clinical  studies 
which  can  be  at  least  reasonably  associated  with  the  pharmacology 
of  calcium  influx  inhibition  In  many  cases,  the  relationship  to 
CARDIZEM  has  not  been  established.  The  most  common  occurrences, 
as  well  as  their  frequency  of  presentation,  are:  edema  (2.4%), 


headache  (2.1%),  nausea  (1.9%),  dizziness  (1.5%),  rash  (1.3‘ 
asthenia  (1.2%),  AV  block  (1.1%).  In  addition,  the  following  evei 
were  reported  infrequently  (less  than  1%)  with  the  order  of  presen 
tion  corresponding  to  the  relative  frequency  of  occurrence. 


Cardiovascular 


Nervous  System 


Gastrointestinal 


Dermatologic 

Other: 


Flushing,  arrhythmia,  hypotension,  bradyc 
dia,  palpitations,  congestive  heart  failu 
syncope. 

Paresthesia,  nervousness,  somnolem 
tremor,  insomnia,  hallucinations,  and  amne: 
Constipation,  dyspepsia,  diarrhea,  vomiti 
mild  elevations  of  alkaline  phosphatase,  SG 
SGPT,  and  LDH 

Pruritus,  petechiae,  urticaria,  photosensitiv 
Polyuria,  nocturia 


The  following  additional  experiences  have  been  noted: 

A patient  with  Prinzmetal's  angina  experiencing  episodes 
vasospastic  angina  developed  periods  of  transient  asymptom; 
asystole  approximately  five  hours  after  receiving  a single  60- 
dose  of  CARDIZEM 

The  following  postmarketing  events  have  been  reported  in’ 
quently  in  patients  receiving  CARDIZEM:  erythema  multiforme;  I 
kopenia;  and  extreme  elevations  of  alkaline  phosphatase,  SG 
SGPT,  LDH,  and  CPK.  However,  a definitive  cause  and  effect  betwi 
these  events  and  CARDIZEM  therapy  is  yet  to  be  established. 


OVERDOSAGE  OR  EXAGGERATED  RESPONSE 

Overdosage  experience  with  oral  diltiazem  has  been  limil 
Single  oral  doses  of  300  mg  of  CARDIZEM  have  been  well  tolera 
by  healthy  volunteers.  In  the  event  of  overdosage  or  exaggera 
response,  appropriate  supportive  measures  should  be  employei 
addition  to  gastric  lavage  The  following  measures  may  be  considei 


Bradycardia 

High-Degree  AV 
Block 

Cardiac  Failure 
Hypotension 


Administer  atropine  (0.60  to  1.0  mg).  If  tf 
is  no  response  to  vagal  blockade,  adminh 
isoproterenol  cautiously. 

Treat  as  for  bradycardia  above  Fixed  hi 
degree  AV  block  should  be  treated  with  i 
diac  pacing. 

Administer  Inotropic  agents  (isoproterei 
dopamine,  or  dobutamine)  and  diuretics. 
Vasopressors  (eg,  dopamine  or  levartere 
bitartrate). 


Actual  treatment  and  dosage  should  depend  on  the  severity  of 
clinical  situation  and  the  judgment  and  experience  of  the  trea 
physician 

The  orai/LD50's  in  mice  and  rats  range  from  415  to  740  mg 
and  from  560  to  810  mg/kg,  respectively.  The  intravenous  LDW' 
these  species  were  60  and  38  mg/kg,  respectively  The  oral  LD, 
dogs  is  considered  to  be  in  excess  of  50  mg/kg,  while  lethality  i 
seen  in  monkeys  at  360  mg/kg.  The  toxic  dose  in  man  is  not  kno 
but  blood  levels  in  excess  of  800  ng/ml  have  not  been  associ: 
with  toxicity. 


DOSAGE  AND  ADMINISTRATION 

Exertional  Angina  Pectoris  Due  to  Atherosclerotic  Ci 
nary  Artery  Disease  or  Angina  Pectoris  at  Rest  Due  to  Ci 
nary  Artery  Spasm.  Dosage  must  be  adjusted  to  each  patie 
needs  Starting  with  30  mg  four  times  daily,  before  meals  am 
bedtime,  dosage  should  be  increased  gradually  (given  in  divi 
doses  three  or  four  times  daily)  at  one-  to  two-day  intervals  i 
optimum  response  is  obtained.  Although  individual  patients  i 
respond  to  any  dosage  level,  the  average  optimum  dosage  ra 
appears  to  be  180  to  240  mg/day.  There  are  no  available  data  cone 
ing  dosage  requirements  in  patients  with  impaired  renal  or  hep 
function.  If  the  drug  must  be  used  in  such  patients,  titration  shout 
carried  out  with  particular  caution 

Concomitant  Use  With  Other  Antianginal  Agents: 

1 Sublingual  NTG  may  be  taken  as  required  to  abort  ar 
anginal  attacks  during  CARDIZEM  therapy. 

2.  Prophylactic  Nitrate  Therapy -CARDIZEM  may  be  sa 
coadministered  with  short-  and  long-acting  nitrates,  but  tl 
have  been  no  controlled  studies  to  evaluate  the  antiang 
effectiveness  of  this  combination. 

3.  Beta-blockers.  (See  WARNINGS  and  PRECAUTIONS.) 


HOW  SUPPLIED 

Cardizem  30-mg  tablets  are  supplied  in  bottles  of  100  (I 
0088-1771-47)  and  in  Unit  Dose  Identification  Paks  of  100  (f 
0088-1771-49).  Each  green  tablet  is  engraved  with  MARION  on 
side  and  1771  engraved  on  the  other.  CARDIZEM  60-mg  sci 
tablets  are  supplied  in  bottles  of  100  (NDC  0088-1 772-47)  and  in 
Dose  Identification  Paks  of  100  (NDC  0088-1772-49).  Each  ye 
tablel  Is  engraved  with  MARION  on  one  side  and  1772  on  the  o 

Issued  4/1 


Another  patient  benefit  product  from 
PHARMACEUTICAL  DIVISION 

MARION 

LABORATORIES.  INC 

KANSAS  CITY,  MISSOURI  64137 


Classified  Advertising 


Physicians  Wanted 


NEEDED:  EMERGENCY  PHYSICIANS,  North  Central  Texas  area,  lull 
and  part-time.  For  an  application  call  817-336-8600  or  write  Emergency 
Medicine  Consultants,  P.A.,  1533  Merrimac  Circle,  Suite  202,  Fort  Worth. 
Texas  76107. 


SAN  JACINTO  METHODIST  HOSPITAL,  BAYTOWN,  TEXAS.  General 
practitioner,  lamily  practitioner,  OB/Gyn,  psychiatrist.  Solo  or  group 
practice.  Home  of  Exxon,  U.S.  Steel,  Gull.  High  income.  Bay  area  near 
Houston.  Outstanding  schools,  colleges.  Oontact  Administrator,  1101 
Decker  Drive,  Baytown,  Texas  77520;  713-422-3405. 


EXPANDING  GROUP  NEEDS  SPECIALISTS  IN  pediatrics,  lamily  prac- 
tice, and  orthopedic  surgery.  Enjoy  practicing  medicine  with  our  28-man 
multi-specialty  group  located  in  a friendly  city  of  100,000  people  in 
north  central  Texas.  Close  to  everything,  but  away  from  big  city  proo- 
lems.  If  you  want  to  know  more  about  this  long  established  group 
(1919),  whose  city  has  a booming  economy,  call  collect  Dr.  David 
Pogue  at  817  766-3551.  Wichita  Falls  Clinic,  501  Midwestern  Parkway 
Wichita  Falls,  Texas  76302  . 


PHYSICIANS  WANTED — Progressive  hospital  in  East  Texas.  Contact 
Paul  Bennett,  Administrator,  Gladewater  Municipal  Hospital,  300  West 
Upshur,  Gladewater,  Texas  75647;  telephone  214  845-2281. 


WANTED:  ORTHOPEDIC  SURGEON.  Position  available  with  twelve 
doctor  multispecialty  group  located  in  the  Medical  City  Dallas  com- 
plex in  North  Dallas.  All  benefits  paid  for  by  the  group,  afternoon 
off,  rotating  call  schedule.  Send  curriculum  vitae  to  Sharon  Phelps 
Administrator,  7777  Forest  Lane,  Suite  240,  Dallas,  Texas  75230  phone 
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WANTED:  GENERAL  PRACTITIONER/INDUSTRIAL  MEDICINE.  Position 
available  with  twelve  doctor  multispecialty  group.  All  benefits  paid 
by  the  group,  afternoon  off,  rotating  call  scnedule.  Send  curriculum 
vitae  to  Sharon  Phelps,  Administrator,  Suite  240,  7777  Forest  Lane 
Dallas,  Texas  75230.  Phone  214  661-7707. 


EMERGENCY  MEDICINE  OPPORTUNITIES— Part-time  and  full-time  posi- 
tions available  in  more  than  40  facilities  throughout  Texas.  Competitive 
houlv  income,  flexible  scheduling  without  on-call,  paid  professional 
liability  insurance  provided.  Week  days,  nights,  and/or  weekend 
shifts  available.  For  details  respond  in  confidence  to:  Spectrum  Emer- 
gency Care,  Inc.,  11494  Luna  Road,  Suite  205,  Dallas,  Texas  75234-  214 
869-0255. 


PHYSICIANS — We  have  positions  available  in  family  practice,  emer- 
gency medicine,  pediatrics,  Ob/Gyn,  internal  medicine  gastroenterol- 
ogy and  orthopedic  surgery.  Call  Patsy  Bishop,  713  789-1550,  MEDEX, 
2401  Fountain  View,  Suite  510,  Houston,  Texas  77057.  From  outside 
Texas  call  800  231-7578. 


OB/GYN  BOARD  CERTIFIED  or  eligible,  to  join  staff  of  Women's 
Clinic.  35,000+  progressive  suburban  community  on  the  Texas  Gulf 
Coast.  Serving  seven  counties.  Excellent  hospital.  Send  CV  to  Ad-507 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


AGGRESSIVE  OB-GYN  to  practice  medicine  with  four  MDs  in  clinic 
located  in  community  of  approximately  4500  about  45  miles  northwest 
ol  Fort  Worth.  Office  space  is  available.  Salary:  first  year,  $45,000- 
50,000  guaranteed;  second  year,  a percentage  of  what  you  make. 
Clinic  is  serviced  by  doctor-owned,  44-bed  hospital  which  is  equipped 
with  CRNA  on  staff,  physical  therapy,  radiology,  laboratory,  blood 
bank,  and  fully-equipped,  up-to-date  surgery.  Please  reply  to  Ad-523, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


TEXAS-SAN  ANTONIO  EMERGENCY  MEDICINE— Full  and  part-time 
positions  available  in  the  San  Antonio  area.  Excellent  pay.  Primary 
considerations  given  to  applicants  with  two  years  experience  in 
emergency  medicine  or  board  certified  or  board  eligible  in  emergency 
medicine,  family  practice,  internal  medicine  or  surgery.  Contact  Chuck 
Arnecke,  Emergency  Physicians  Associates,  604  Richmond  Ave.,  San 
Antonio,  TX  78215;  512  222-0746. 


ER  PHYSICIAN — If  you  are  an  experienced  ER  physician,  family  prac- 
titioner, general  surgeon  or  internist,  we  may  have  a place  for  you 
in  our  ER  group.  Our  doctors  make  more  than  any  ER  physicians  in 
the  Houston  area  and  we  operate  out  of  comfortable,  friendly  com- 
munity hospitals.  Call  Greater  Houston  Emergency  Physicians  Asso- 
ciates at  713  861-7942. 


EAST  TEXAS  STATE  UNIVERSITY/Head  Student  Health  Services.  Ex- 
cellent location  55  miles  from  Dallas.  University  enrollment  of  approxi- 
mately 8,000 — located  in  Commerce,  a city  of  7,500.  The  university 
desires  to  employ  a physician  to  head  the  Student  Health  Center  and 
perform  other  university  related  health  studies.  Ideal  opportunity  for 
the  starting  physician  or  an  individual  who  wishes  a less  demanding 
schedule.  Competitive  salary  and  fringe  benefits  including  substantial 
time  off.  Must  be  interested  in  young  people,  possess  good  community 
skills  and  be  able  to  function  as  an  administrator.  References  re- 
quired. Contact  Joe  Webber,  Assistant  Executive  Director  Student 
Services,  ETSU,  Commerce,  Texas  75428;  214  886-5793. 


PRIVATE  PRACTICE  OPPORTUNITIES— Summit  Health  Ltd.,  a growing 
health  care  corporation,  is  seeking  qualified  physicians  for  associa- 
tion with  our  full-service,  JCAH  accredited  hospitals  in  West  Texas. 
Ideal  opportunities  are  available  in  general/family  practice,  internal 
medicine,  OB/GYN  and  orthopedic  surgery,  as  well  as  other  dis- 
ciplines. Excellent  financial  incentives,  in  addition  to  practice  start-up 
assistance  and  practice-building  support  available.  For  further  infor- 
mation, send  curriculum  vitae  to:  Cheryl  Newman,  Director  of  Physi- 
cian Recruitment,  Summit  Health  Ltd.,  1800  Avenue  of  the  Stars  Los 
Angeles,  CA  90067;  213  201-4000. 


SOUTHEAST  TEXAS:  ESTABLISHED  three  clinic  operation  looking  for 
a family  practice  or  general  practitioner  with  experience.  Excellent 
hunting  and  fishing.  Only  1 1/2  hour  drive  to  Houston.  Paid  malpractice 
and  attractive  compensation  package.  Send  CV  to  Robert  Morris,  2497 
Liberty,  Beaumont,  Texas  77702  or  call  409  838-2636. 


(1079)  (EXEMPT)  ASSISTANT  DIRECTOR  OF  HEALTH  $45,21 l-$66, 784 
yearly.  Nature  of  Work:  Acts  as  first  assistant  to  the  Health  Depart- 
ment Director  administering  a county-wide  public  health  program.  Acts 
on  behalf  of  the  director  in  all  phases  of  activities  involved  in  general 
health  maintenance.  Overall  goal  is  to  maintain  an  effective  community 
health  system.  Duties:  The  following  describes  some  of  the  major  duties 
and  responsibilities,  but  does  not  depict  all  of  the  other  duties  that 
may  be  assigned.  Assists  the  director  in  making  employee  appoint- 
ments, dismissals,  and  any  other  personnel  changes,  supervises  the 
preparation  of  the  budget  and  monitors  financial  transactions  and  ac- 
counting activities  of  the  financial  transactions  and  accounting  activities 
of  the  department  for  review  by  the  director;  supervises  preventive 
measures  for  contagious  diseases  of  public  health  concern;  maintains 
understanding  and  cooperation  with  local  organizations  through  meet- 
ings and  attendance  at  public  health  related  functions;  gives  medical 
and  administrative  direction  on  special  surveys  regarding  pertinent 
local  health  problems;  plans  and  conducts  inservice  training  programs 
for  personnel.  Preferred  Qualifications:  Licensed  to  practice  medicine 
in  Texas  by  the  State  Board  of  Medical  Examiners.  Three  years  admin- 
istrative experience  in  public  health.  Considerable  knowledge  of  modern 
principles  and  methods  of  business  administration  in  municipal  govern- 
ment. To  apply:  City  of  San  Antonio  Personnel  Department,  111  Plaza 
De  Armas,  San  Antonio,  Texas  78205.  An  equal  opportunity  employer. 

(0161)  (EXEMPT)  PUBLIC  HEALTH  PHYSICIAN— $40, 620-$54. 420  annual- 
ly.  Nature  of  work — This  is  professional  work  responsible  for  directing 
all  activities  performed  in  the  communicable  control  division  of  the 
Metropolitan  Health  Department.  Supervision  is  exercised  over  the 
following  areas:  Tuberculosis  Nursing  Services,  Tuberculosis  Chest 
Clinic,  Venereal  Disease  Clinic,  Immunization  section  and  general 
support  section  which  totals  approximately  70  employees.  Performs 
administrative  and  logistical  control  of  the  division  and  supporting 
sections  to  include  budgeting,  staffing  and  requisition  of  supplies. 
Maintains  operational  control  of  the  division  and  subordinate  sections 
and  coordinates  immunization  and  epidemiologic  problems  with  en- 
vironmental health  and  nursing  divisions.  Acts  as  liaison  between  other 
departments  and  with  the  public  and  private  sector.  Oversees  and 
maintains  anti-rabies  control  measures  by  working  closely  with  animal 
control  facility  and  Bexar  County  Hospital  services.  Monitors  com- 
municable diseases  in  Bexar  County  and  the  procurement  of  necessary 
vaccines  and  biologic  products  necessary  to  prevent  or  control  such 
outbreaks.  Researches,  develops  and  promulgates  criteria  for  com- 
municable disease  control  in  coordination  with  local,  state  and  federal 
guidelines.  Performs  other  tasks  assigned  by  the  director.  Minimum 
qualifications — Graduation  with  an  MD  degree  from  a medical  school 
of  Grade  A standing  with  the  American  Medical  Association,  plus  one 
year  of  internship  in  an  approved  hospital  and  one  year  of  full-time 
paid  experience  in  public  health  preferably  in  a recognized  public 
health  agency.  A license  to  practice  medicine  in  Texas  must  be  obtained 
prior  to  appointment.  To  apply — City  of  San  Antonio  Personnel  Depart- 
ment, 111  Plaza  De  Armas,  San  Antonio,  Texas  78205.  An  equal  oppor- 
tunity employer. 


ARE  YOU  LOOKING  FOR  A PAVED  HIGHWAY  toward  financial  suc- 
cess— where  you  will  receive  referrals  from  other  doctors  because  they 
are  too  busy  or  retiring — where  there  is  no  animosity  towards  new 
physicians?  Immediate  openings  for  family  physicians,  ob/gyns,  in- 
ternists, pedis,  orthopods,  and  surgeons  in  smaller  towns  in  Texas. 
Contact  Texas  Doctors  Group,  702  Colorado,  Suite  102,  Austin,  Texas 
78701;  512  476-7129.  Toll  free  in  Texas  1-800-331-8472. 


PHYSICIAN  WANTED  FOR  BUSY  CENTRAL  TEXAS  general  practice. 
Opportunity  for  partnership.  Clinic  adjacent  to  hospital,  new  hospital 
being  constructed  soon:  Clinic  and  hospital  practice.  Some  obstetrics. 
Good  income.  Close  to  Houston,  Austin,  and  San  Antonio.  Please  reply 
to  Ad-528,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 


ONE/TWO  BE/BC,  OB/GYNs  to  buy  out/take  over  established  young, 
expanding  OB/GYN  practice.  (Gross  $200-300,000).  Central  Texas. 
Ideally  would  suit  two  friends  finishing  their  residency  and  wishing 
to  set  up  practice  together.  Basically,  this  is  an  offer  of  a lifetime] 
Contact  early — "Time  is  of  the  essence."  Reply  to  Ad-530,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


POSITIONS  AVAILABLE  IMMEDIATELY— Seeking  BC/BE:  OB/GYN, 
HEM/ONC,  PLS  surgeon,  urologist,  and  general  internist  to  join  seven- 
member  rapidly  expanding  multispecialty  clinic  in  the  sunbelt.  Contact 
Robert  J.  Knapp,  Administrator,  Skinner  Clinic,  124  Dallas  St.,  San 
Antonio,  Texas  78205. 


FAMILY  PRACTITIONER  WANTED  to  join  active  two-man  practice  in 
a rural,  friendly  community  in  Central  Texas.  Good  schools.  Fishing, 
hunting,  golfing.  Nearby  beautiful  lake.  Fully  equipped  clinic  ad- 
jacent to  40  bed  hospital  with  up  to  date  technology.  Guaranteed 
salary  with  bonus  potential.  No  initial  investment.  Send  CV  to  DeLeon 
Clinic,  DeLeon,  Texas  76444. 


LET  US  ASSIST  YOU,  the  medical  professional,  with  locating  just  the 
right  position  and  location  to  meet  your  professional  and  personal 
needs.  Mail  your  current  curriculum  vita  to:  Ad-519,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701,  for  a prompt  reply. 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $30.00  (U.S.  currency)  per  issue  for  50  words  or 
less,  payable  in  advance.  Ad  numbers  can  be  substituted 
for  formal  addresses  upon  request  at  no  extra  cost.  Name 
and  address  of  ad  number  listings  cannot  be  given  out 
unless  specific  permission  to  do  so  has  been  given.  The 
advertising  office  will  not  contact  ad  number  holders  ex- 
cept by  mail.  Federal  laws  prohibit  references  to  race, 
color,  religion,  sex,  national  origin,  or  age  unless  bona  fide 
occupational  qualifications.  Copy  deadline  is  the  5th  of 
the  month  preceding  publication.  Send  copy  to  Advertising 
Manager,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.. 
Austin,  Texas  78701. 
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OB/GYN  PARTNERSHIP  LOOKING  lor  board  eligible  or  certified  to  join 
practice  in  Wichita  balls,  Texas,  community  of  100,000  located  between 
Oklahoma  City,  Oklahoma  and  Dallas,  Texas.  Surgi-center  and  two 
major  hospitals.  Excellent  income  opportunity  and  advancement. 
Resume  and  photo  to  Ad-538,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 

PHYSICIAN  NEEDED  FOR  URGENT  CARE  facility  in  last  growing  com- 
munity in  West  Texas.  Knowledge  and  experience  in  primary  care  and 
out-patient  practice  required.  Generous  salary,  benefits,  and  incentive 
program.  Send  inquiries  to:  EGY  Corp.,  Box  1447,  Shawnee,  Oklahoma 
V48U1;  405  275-lbbU.  

GENERAL  PHYSICIAN  III,  Wichita  Falls  State  Hospital,  Wichita  Falls, 
Texas,  population  100,000.  Accredited,  JCAH.  Salary  $55,200  to  $61,200. 
Work  in  admissions  unit  of  a psychiatric  hospital.  Texas  medical 
license.  Write  Richard  Bruner,  Superintendent,  P.O.  Box  300,  Wichita 
Falls,  Texas  76307,  or  call  collect  817  692-1220.  An  EO/AAE. 

JULY — LUFKIN.  EXPERIENCED  emergency  room  physician  needed  for 
modern,  well-equipped  emergency  department.  Pleasant  atmosphere, 
good  stali  and  back  up.  8000+  patients  annually.  Director's  package 
includes  director's  stipend,  malpractice,  CME,  relocation,  and  bonus, 
Applicants  must  be  American  board  certified  or  board  eligible  or  have 
significant  experience.  Send  CV  or  call  Keith  D.  Williams,  MD,  Emer- 
gicare  Systems  Corporation,  3101  South  27th  Street,  Abilene,  TX  79605; 
915  695-5440. 

PRIMARY  CARE  SPECIALISTS— Directorship  and  staff  openings  in  lake 
area  ambulatory  clinic  opening  August,  1985,  southeast  of  Dallas. 
Competitive  salary,  malpractice  paid.  Send  CV  or  call  Robert  L. 
Brannon  MD,  Trinity  Valley  Minor  Emergency  Clinic,  8305  Walnut  Hill 
Lane,  Suite  200,  Dallas,  TX  75231;  214  368-3232. 

IMMEDIATE— OB/GYN  and  internist  needed  for  community  within  the 
DFW  metroplex.  Unique  opportunity.  We  also  have  practices  in  other 
fields  in  communities  which  would  suit  your  needs.  Please  send  CV 
to  RMA  Inc.,  2634  S.  Carrier  Pkwy.,  #109,  Grand  Prairie,  TX  75051 
214  641-007A 

METROPOLITAN  WEST  TEXAS:  BC/BE  family  or  emergency  physician 
to  join  office-based  primary  care  group,  general  medicine  in-patient 
responsibilities  if  desired,  minor  emergency  experience  preferred^ 
Excellent  financial  and  benefits  package  offered.  Innovative  275  bed 
hospital,  extensive  cultural  and  recreational  facilities  available.  For 
further  details  contact  Ad-543,  TEXAS  MEDICINE,  1801  N.  Lamar  Blvd., 
Austin,  Texas  78701. 

IMMEDIATE  OPENING:  EXCELLENT  opportunity  for  a specialist  in 
FP,  OB/GYN,  1M,  general  surgery,  or  industrial  medicine  to  join  well- 
established  and  rapidly  expanding  family  practice  group  in  San  An- 
tonio. Our  facility  is  fully  equipped  as  a total  health  care  center  with 
laboratory,  x-ray,  stress  testing,  holter  monitoring,  and  pulmonary 
function  testing  already  established.  Plans  are  underway  to  move  to 
a larger  facility  and  offer  increased  services.  We  offer  competitive 
guaranteed  salary,  corporate  benefits  with  paid  professional  liability, 
administrative  and  support  staff,  affiliation  with  larqe  community  hos- 
pitals, and  call  sharing  opportunities.  Requires  well-rounded  abilities 
in  both  an  out-patient  and  hospital  practice.  Board  certification  or 
eligibility  required.  Dedication  to  high  quality,  excellent  patient 
empathy  and  communicative  skills  mandatory.  Leadership  skills  and 
entrepreneural  interest  in  practice  desirable.  Tremendous  growth  po- 
tential. Immediate  opening  due  to  building  expansion  and  broadening 
patient  base.  Send  CV,  references  to:  William  Gonzaba,  MD,  PA, 
c/o  The  Doctor's  Office,  2101  Lockhill-Selma,  Suite  208,  San  Antonio, 
Texas  78213. 

TEXAS'  EMERGENCY  DEPARTMENT  locum  tenens  and  weekend  cover- 
age available  in  various  locations.  Competitive  hourly  rate  includes 
malpractice  insurance.  Contact  Emergency  Consultants  Inc_  2240 
South  Airport  Road,  Room  29,  Traverse  City,  MI  49684;  1-800-253-1795. 

TEXAS'  FAMILY  PHYSICIAN  to  assume  practice  at  hospital  affiliated 
clinic  north  of  Dallas.  Excellent  guaranteed  start-up  salarv  and  lease 
arrangement.  Stable  patient  population  with  great  growth  potential. 
Contact:  Emergency  Consultants,  Inc  2240  South  Airport  Road  Room 
29,  Traverse  City,  MI  49684,  1-800-253-1795  or  in  Michigan  1-800-632-3496. 


WANTED-  BC  OR  BE  FAMILY  physician.  Practice  in  northeast  Texas, 
to  include  OB.  Call  or  write:  Ellington  Memorial  Clinic,  322  E.  Hiram, 
Atlanta,  Texas  75551;  214  796-2868. 

FRIENDLY  RURAL  COMMUNITY  in  south-central  Texas  looking  for 
family  practice  doctor  who  enjoys  quiet  country  living.  Fully-equipped 
and  staffed  clinic  with  well-established  practice  offered  rent  tree  tor 
one  year.  Rotatina  call  at  nearby  hospital  every  5th i weekend  a"d  one 
night  per  week.  Call  Moulton  Community  Medical  Clinic,  512  59b-4b/6 
between  8 and  5. 

GENERAL  SURGEON  SOUGHT  for  association  with  78-bed  hospital  in 
West  Texas.  Dynamic,  growing  community  offers  a stable  economy, 
low  taxes  and  superb  housing.  Hospital  provides  guaranteed  tirst- 
year  income,  office  and  staff  support  and  assistance  in  establishing 
practice.  For  more  information  send  curriculum  vitae  to  Patty  hitz- 
simmons,  Director  of  Physician  Recruitment,  Summit  Health,  Ltd.,  4U/U 
Laurel  Canyon  Blvd.,  Studio  City,  CA  91604. 

WEST  TEXAS— BIG  SPRING  State  Hospital— psychiatrist  and  general 
physician  positions  available.  Texas  license  required.  JCAH  tully 
accredited  facility.  Excellent  para-professional  support  statL  Psy- 
chiatrist salary  $60  400  to  $66,500  depending  on  qualifications.  General 
physician  salary  $58,200.  Excellent  benefit  package  including  40-hour 
work  week,  malpractice  protection,  retirement,  and  tax-sheltered  in- 
come program.  Beautiful  f-iendlv  sunbelt  location  Citv  of  30  000  with 
good  schools  and  excellent  housing.  Contact:  Superintendent  Bia 
Sorina  State  Hospital,  P.  O.  Box  231,  Big  Spring,  Texas  79721;  915 
267-8216.  An  equal  opportunity/affirmative  action  employer. 

TEXAS  PRIVATE  PRACTICES.  DFW,  Houston,  San  Antonio,  and  other 
areas  in  many  fields.  Solo,  associate,  and  group.  Please  send  CV 
with  area  preferences  to  W.  Sanford  Smith  Professional  Practice  Man- 
agement, Inc.,  900  Rockmead,  Kingwood,  Texas  77339. 

INDUSTRIAL  PHYSICIAN  needed  to  share  space  in  Houston  area  Fully 

equipped  clinic  in  new  building  serving  industrial  community.  In- 
cludes x-ray,  tonometry,  vision  and  audiometry  booth.  Significant 
entree  to  industrial  community  while  sharing  space  with  an  estab- 
lished organization.  Please  send  CV  to  Ad-544,  TEXAS  MEDICINE,  1801 
N.  Lamar  Blvd.,  Austin,  Texas  78701. 


ADMINISTRATIVE  ASSISTANT  for  neurosurgical  services  needed  to 
work  at  hospital  in  McAllen,  Texas  to  recommend  diagnostic/surgical 
programs  to  accomplish  the  needs  of  neurosurgical  patients.  Recom- 
mends to  the  administrator  and  his  staff  in  regard  to  the  acquisition 
and  utilization  of  personnel,  equipment  and  supplies.  Monitors  the  de- 
livery of  neurosurgical  patient  care.  Participates  in  capitol  and 
operational  budgeting  as  well  as  cost  containment  activities.  Partici- 
pates in  patient  chart  reviews  for  DRG,  PPO  compliance.  Ensures 
the  creation  and  implementation  of  an  effective  patient  care  quality 
control  program.  Must  be  board  certified  in  neurosurgery;  fluent  in 
Spanish.  Must  be  graduate  of  an  accredited  medical  school  including 
satisfactory  completion  of  medical  internship  and  awarding  of  the 
degree  of  Doctor  of  Medicine;  completion  of  an  approved  residency 
and  certification  by  the  specialty  board  relevant  to  neurosurgery. 
Must  have  one  year's  experience.  Salary  $48,000  per  year;  40  Hours 
per  week.  Apply  at  the  Texas  Employment  Commission,  McAllen,  Texas 
or  send  resume  to  Texas  Employment  Commission,  TEC  Building,  Aus- 
tin, Texas  78778,  J.O.  #4273227.  Ad  paid  by  an  equal  employment  op- 
portunity employer. 

FAMILY  PRACTITIONER  NEEDED  immediately  for  well  established  prac- 
tice in  Huntsville,  Texas.  Modern  130  bed  hospital.  Nice  university  town 
near  Houston.  Excellent  opportunity  to  work  with  MD  wanting  gradu- 
ally to  retire.  Interest  in  industrial  medicine  and  minor  surgery  de- 
sirable. Modern  office  with  x-ray  and  lab  facility  near  hospital.  Con- 
tact: John  Haenosh,  MD,  FACS,  22804  Lake  Rd.,  Huntsville,  TX  77340, 
telephone  409  295-8131. 

PSYCHIATRIST— FULL  OR  PART-TIME  staff  psychiatrist  needed  for  psy- 
chiatric and  substance  abuse  program.  Competitive  salary  plus  many 
fringe  benefits.  Texas  license  required.  Thirty  minutes  from  beautiful 
beaches,  the  Gulf  Coast,  and  Mexico.  Bilingual/bicultural  area  with 
ideal  year  round  climate.  Send  curriculum  vitae  and  references  to 
Personnel  Director,  Rio  Grande  State  Center,  P.O.  Box  2668,  Harlingen, 
Texas  78551. 

WEST  TEXAS— Well  established  primary  care  group  seeks  family 
physicians  for  outpatient  oriented  practice.  Attractive  income  and 
benefits  include  malpractice  insurance,  health  insurance,  profit- 
sharing.  Community  of  500,000  offers  excellent  educational  system, 
wide  range  of  cultural  and  recreational  activities.  Apply  now,  in  con- 
fidence, send  a current  curriculum  vitae  to  Ad-545,  TEXAS  MEDICINE, 
1801  N.  Lamar  Blvd.,  Austin,  Texas  78701. 

URGENT  NEED  FOR  FP  to  join  group  family  practice  clinic  in  commu- 
nity located  one-hour  drive  from  Houston,  Texas.  Practice  area  is  close 
to  good  hunting,  fishing,  and  recreational  areas.  Modern  and  well- 
equipped  hospital  facilities.  Very  attractive  compensation  and  fringe- 
benefit  package.  Contact:  C.  Foutz,  MD,  P.O.  Box  12409,  Beaumont, 
Texas  77706. 

THE  UNIVERSITY  OF  TEXAS  AT  AUSTIN— Director  of  Student  Health 
Center  serving  a student  community  of  48,000.  Significant  administra- 
tive experience  required  in  health  care,  preferably  in  large  university 
setting.  Medical  degree  and  experience  as  practitioner  desired  but  not 
required.  Previous  deadline  extended  to  June  15,  1935.  Applications 
and  nominations  to:  Mrs.  Lynn  R.  Davis,  The  University  of  Texas  at 
Austin  Office  of  the  Vice  President  for  Student  Affairs,  P.O.  Box  7699, 
Austin,  Texas  78713-7699.  An  equal  opportunity /affirmative  action 
employer. 

PHYSICIAN  CONSULTANT,  Office  of  Programs,  $55 , 100-$58 , 1 00  yearly. 
The  Texas  Department  of  Human  Resources  has  an  immediate  opening 
for  a physician  consultant.  Duties  include  analyzing  proposed  medical 
and  social  programs  from  a medical  perspective  and  devising  plans 
for  the  delivery  of  medical  and  social  programs.  Other  duties  include 
representing  the  agency  as  medical  liaison  with  various  committees, 
councils,  and  provider  organizations.  Minimum  qualifications  are  Doc- 
tor of  Medicine  degree  from  an  accredited  college  of  medicine  and  five 
years  of  professional  clinical  practice.  The  successful  applicant  must 
be  a member  of  or  join  the  Texas  Medical  Association  and/or  the  ap- 
propriate  county  medical  society  within  six  months  of  employment. 
For  more  information,  please  contact  Larry  Corley,  Office  of  Programs, 
Texas  Department  of  Human  Resources,  P.O.  Box  2960,  Austin,  Texas 
78769,  or  call  512  450-3020.  An  equal  opportunity  employer. 

NEEDED  IN  AUSTIN,  Texas— Pediatrician,  internist  and  obstetrician/ 
gynecologist  for  a new  multispecialty  group.  Please  send  resume  in- 
cluding availability  and  salary  expectations  to  Ad-546,  TEXAS  MEDI- 
CINE, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

HCA  OWNS  OR  MANAGES  50  hospitals  in  Texas— Opportunities  for  all 

specialties  in  both  metropolitan  and  rural  areas.  Send  curriculum 
vitae  to-  Dan  Olphie,  HCA,  P.O.  Box  1575,  Nashville,  TN  37202  or  call 
1-800-251-1537. 

WANTED-  ORTHOPEDIC  SURGEON.  Orthopedist,  board  eligible  or 
certified  in  East  Texas  growth  area  to  associate  and  later  take  over 
retiring  solo  practice  of  a well  established  practice  Please  replv  to 

Ad-532,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  TX  78701. 

ALL  MEDICAL  AND  SURGICAL  specialties  sought  by  quality  oriented, 

nationwide,  referral  service  for  medical-legal  consultation.  Highly 
rewarding  opportunity  for  qualified  experts  to  provide  objective  re- 
views.  Specific  terms  strictly  between  participating  expert  and  request- 
ing party.  Send  inquiries  to  ENET,  2020  W.  State  Street,  Suite  164, 
Milwaukee,  Wisconsin  53223. 

ARIZONA-BASED  PHYSICIAN  RECRUITMENT  firm  has  positions  in 
Dallas/Ft.  Worth  area,  as  well  as  Central  and  West  Texas.  Profession- 
als working  with  professionals.  Over  13  years  experience.  Call  bU2 
705,7474  or  send  CV  to:  Mitchell  & Associates,  Inc.,  2761  N.  Country 
Club  Rd.,  Suite  202,  Tucson,  AZ  85716. 

DIRECTOR,  HARRIS  COUNTY  HEALTH  DEPARTMENT— responsible  for 
department's  comprehensive  public  health  programs  serving  85U.UUU 
residents  (excluding  City  of  Houston).  Requires  MD  and  MPH.,  lexas 
license,  board  certified  or  eligible,  experience  m preventive  health 
practice  and  administration.  Administer  a full-time  staff  of  160.  Salarv. 
$68,000  year,  negotiable.  Direct  inquiries  to  Francine  Jensen,  MD, 
Director  Harris  Countv  Health  Department,  P.O.  Box  25249,  Houston, 
Texas  77005;  713  526-184L 

INTERNIST,  CERTIFIED  OR  BOARD  eligible  for  buy-out  of  senior  part- 

ner with  remaining  partner.  Complete  diagnostic  facility  in  J/UU  sq.  It. 
office  Dentist  and  pharmacy  occupy  offices  with  good  leases.  Grossing 
over  $400,000  annually  from  good  middle ass  patients ; Excellent  fi- 
nancing available.  Reply  to  Ad-547,  TEXAS  MEDICINE,  1801  N.  Lamar 
Blvd.,  Austin,  TX  78701. 
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AUSTIN,  TEXAS— FAMILY/GENERAL  PRACTICE  to  work  Saturday  and/ 
or  Sundays  in  urgent  care  clinics.  30  hours  of  work  per  week  with 
incentives,  other  benefits  negotiable.  Call  or  write:  Dr.  Matthew  Vail, 
Austin  Medicenter,  6343  Cameron  Rd.,  Austin,  Texas  78723;  512  467-2052. 


EXPANDING  GROUP  has  immediate  opportunities  in  general  or  family 
ractice,  non-invasive  cardiology,  internal  medicine,  and  OB/GYN. 
njoy  practicing  medicine  in  a friendly  West  Texas  city  of  25,000  peo- 
ple with  a serving  area  of  300,000.  If  you  want  to  know  more  about 
our  22  physician  multispecialty  group,  whose  city  is  progressing,  con- 
tact Richard  Lehigh,  Malone  and  Hogan  Clinic,  1501  W.  11th  Place, 
Big  Spring,  Texas  79720;  telephone  915  267-6361  or  800  262-6361,  Texas 
only. 


Situations  Wanted 


WE  HAVE  PHYSICIANS  WHO  ARE  LOOKING  TO  JOIN  solo,  partner- 
ships, or  multispecialty  groups  in  the  Texas  area.  For  more  information 
call  Medical  Advisor''  Group,  Inc.;  214  758-9939. 


GENERAL  INTERNIST-FAMILY  PRACTITIONER.  37  years  old,  American 
graduate,  seeking  rural  or  urban  location  or  assumption/purchase  of 
active  primary  care  practice.  Extensive  experience.  Active  Texas 
license.  Reply  to  Ad-525,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701  or  call  915  584-9726. 


GENERAL  SURGEON  wanting  to  relocate.  Texas  license.  ABS.  Willing 
to  do  some  general  practice.  Will  consider  HMO,  freestanding  clinic, 
or  suitable  ER.  Available  immediately.  Please  reply  to  Ad-533,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


WE  CAN  SUPPLY  A PHYSICIAN  for  your  town,  practice  or  hospital. 
Write  MEDSEARCH,  P.O.  Box  12409,  Beaumont,  Texas  77706. 


BOARD  CERTIFIED  INTERNIST/GI  endoscopist  with  own  endoscopy 
equipment  wishes  to  relocate.  Special  training  and  experience  in  gas- 
troenterology. Active  Texas  license.  Please  reply  to  Ad-541,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  TX  78701. 


Gl/ENDOSCOPIST/INTERNIST— Board  certified.  Extensive  training  and 
experience  in  gastroenterology  and  psychosomatic  medicine.  Texas 
license.  Please  reply  to  Ad-542,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


GENERAL  PRACTITIONER  WITH  TWELVE  years  experience,  general 
medical  practice  with  minor  emergency  room  practice.  Texas  medical 
school  graduate.  Fluent  English  and  Spanish.  Available  July,  August, 
and  September  for  part-time,  locum  tenens,  association  and  partner- 
ship anywhere  near  and  around  Austin  and  Central  Texas.  Please  call 
me  collect,  a.m.  915  542-0912.  Please  call  collect. 


WANTED:  RADIOLOGY  GROUP  established  in  practice  wishing  to  ex- 
pand into  another  facility  in  Texas  or  surrounding  states.  Willing  to 
purchase  practice,  or  contract  to  hospital(s).  All  members  in  group 
capable  of  CT/US,  angiography,  nuclear  medicine,  interventional  pro- 
cedures. Group  member  available  for  locum  tenens  work  as  well.  Con- 
tact Ad-517,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 


BOARD  CERTIFIED  OTOLARYNGOLOGIST,  20  years  experience  in 
practice  in  California,  seeks  practice  opportunity  in  Dallas  area.  Fel- 
low AAO-HNS  and  FACS.  Wife's  family  all  live  in  Dallas  Would  con- 
sider solo,  group,  association  or  other  options.  Write  William  Monell, 
MD,  2121  Oceanview  Road,  Oceanside,  CA  or  call  619  724-8749. 


PA.THOLOGIST  ASSOCIATE — AP  AND  CP  certification  and  Texas  license 
required,  minimum  3-4  years  oost  fellowship  experience  in  surgical 
pathology.  Contact:  512  692-8150  or  send  resume  to  P.O.  Box  29005, 
San  Antonio,  Texas  78229. 


For  Sale  or  For  Rent 


MEDICAL  OFFICE  FOR  LEASE,  near  Seton  Hospital,  Austin,  Texas: 
Approximately  1,200  square  feet,  Lamar  Blvd.,  two  blocks  from  Seton. 
Will  remodel  to  suit.  Contact  512-454-4849. 


HOUSTON— GENERAL  PRACTICE,  MINOR  EMERGENCY  CARE  CLINIC 
for  sale,  whole  or  part  ownership  available,  all  equipment  including 
x-ray,  good  location,  very  low  rent.  Priced  low  for  immediate  sale. 
Reply  to  Ad-531,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701 . 


ONE/TWO  BE/BC,  OB/GYN's  to  buy  out/take  over  established  young, 
expanding  OB/GYN  practice.  (Gross  $200-300,000).  Central  Texas. 
Ideally  would  suit  two  friends  finishing  their  residency  and  wishing 
to  set  up  practice  together.  Basically,  this  is  an  offer  of  a lifetime! 
Contact  early — "Time  is  of  the  essence."  Reply  to  Ad-530,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


THE  LARGEST  MEDICAL  SPECIALTY  SPACE  IN  ARLINGTON— 
Arlington  Medical  Plaza,  has  four  suites  available  ranging  from  1401 
sq.  ft.  to  2208  sq.  ft.  Ideal  location  two  blocks  north  of  Arlington 
Memorial  Hospital.  There  is  an  excellent  pharmacy,  lab,  and  radiology 
department,  as  well  as  optical  and  hearing  aid  dispensaries.  For  leas- 
ing information,  call  Ms.  Cooper  817  265-7862  or  Mr.  Rothrock  214 
696-8883. 


OPHTHALMOLOGIST  & ENT — a great  opportunity  awaits  you  at  the 
Arlington  Medical  Plaza  to  set  up  your  practice  in  the  largest  specialty 
space  in  Texas.  There  is  an  excellent  pharmacy,  radiology,  as  well  as 
complete  optical  shop  and  hearing  aid  dispensary.  Located  two  blocks 
north  of  an  outstanding  hospital.  Call  Ms.  Cooper,  817  265-7862  or 
Mr.  Rothrock,  214  696-8883. 


FAMILY  PRACTITIONER  OR  GENERAL  PRACTITIONER  needed  immedi- 
ately to  take  over  active  practice  left  due  to  sudden  death  of  doctor 
in  Alice,  Texas.  Solo  practice  established  for  25  years.  48  miles  south- 
west of  Corpus  Christi,  Texas.  Will  rent  fully  equipped  office  building 
1,648  square  feet,  four  examining  rooms,  small  lab,  x-ray.  Will  sell 
equipment  for  appraised  value.  Financing  available.  Experienced  em- 
ployees available.  Close  to  hospital  and  good  schools.  Contact:  Hector 
Lopez,  Administrator  for  the  Estate;  512  664-3363  or  512  664-6866. 


FOR  SALE:  ACTIVE  PRACTICE  in  an  underserved  area  of  Texas.  Town 
of  12,000,  county  of  16,000,  trade  area  of  20,000.  Medical  building  and 
instruments  included.  Ample  parking  area.  Grossing  over  $200,000. 
Please  reply  to  Ad-536,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd,, 
Austin,  Texas  78701 


FOR  SALE:  Quality  internal  medicine  practice  for  sale  in  elite  North 
Dallas.  Gross  $300,000  plus.  Available  immediately.  Asking  $175,000. 
P.O.  Box  670913,  Dallas,  Texas  75367-0913. 


OB/GYN  SOLO  PRACTICE  FOR  SALE— Dallas  metroplex,  Texas.  Ad- 
jacent hospital.  Has  full  time  neonatologist.  Wiil  assist  the  BE  or  BC 
candidate  during  transition.  Reply  to  Ad-539,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 


LARGE  QUANTITY  USED  physicians  laboratory  equipment  for  sale, 
reasonable  prices.  Request  comprehensive  list  by  calling  817  573-7111 
weekdays  or  inquire  at  P.O.  Box  68,  Grandbury,  Texas,  Attn:  Nancy. 


APRIL  SOUND,  Lake  Conroe,  waterfront  2 story,  3-3-2,  jacuzzi  in  master 
bath,  covered  outdoor  hot  tub,  fireplace,  boathouse  and  lift,  $189  000. 
Two  improved  waterfront  lots  each  with  boathouse  and  lift,  $55,000 
each.  Two  Walden  Lake  Conroe  waterfront  lots,  $62,000  each.  Dr,  Ing, 
713  440-0729  or  409  588-4163, 


HOUSTON— MINOR  EMERGENCY/family  practice  clinic.  One  year  old, 
excellent  location.  Gross  $100,000,  ideal  for  one  or  two  physicians. 
Reply  to  J.  D Mdalel,  6565  Demoss  #114,  Houston,  Texas  77074,  Attn: 
Barbara  Ford 


IN  SMALL  RURAL  town  60  miles  from  Houston  and  Galveston.  Busy 
family  practice  with  some  OB/GYN.  Call  409  297-9730. 


PRACTICE  FOR  SALE — equipment,  building,  2600  square  feet,  recently 
redone.  Excellent  hospital,  JCAH  approved.  Community  of  5000.  Have 
practiced  in  this  community  38  years;  retiring.  For  information  call  or 
write  Ervin  E.  Addy,  Jr  , MD,  1106  West  Sixth  Street,  Cisco,  Texas 
76437;  817  442-1001. 


FOR  SALE:  GENERAL  ELECTRIC  200  MA  x-ray  equipment,  including 
table,  dark  room  equipment  dryer,  wet  tank.  Please  contact  Jo  Ella 
Smith,  Professional  Management  Services,  P.O.  Box  40176,  San  Antonio, 
Texas  78229  or  call  512  271-0368. 


GENERAL  PRACTICE— SOUTH  TEXAS  COAST,  grossing  income  over 
$275,000  without  obstetrics  and  weekend  calls.  Great  opportunities  for 
larger  income.  All  specialty  services  available.  Asking  price  $65,000. 
Please  reply  to  Ad-515,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


SOUTHWEST  AUSTIN:  4419  Frontier  Trail.  Medical/dental  office  for 
lease  near  Ben  White  and  Lamar,  1300  sq.  ft.,  900  sq.  ft.  Ample  park- 
ing. 512  451-7385. 


Business  and  Financial  Services 


PHYSICIAN'S  SIGNATURE  LOANS  to  $50,000  Up  to  seven  years  to  re- 
Day.  No  prepayment  penalties  Prompt,  courteous  service.  Competitive 
fixed  rate,  with  no  points,  fees  or  charges  of  any  kind.  Physicians 
Service  Association,  Atlanta,  Georgia.  Toll  free  800-241-6905.  Serving 
MDs  for  over  ten  years. 


FOR  ADOPTION  OUR  PATIENT  NEWSLETTER  Save  your  time  to 
practice  medicine  while  we  helo  keep  your  communication  lines  open. 
Our  quarterly  educational  newsletter  gets  excellent  marks  with  patients 
for  its  content,  clarity,  and  quality.  Send  today  for  free  sample:  rates. 
Marilvn  Baker  <5  Associates,  PO  Box  9802-610,  Austin,  TX  78766;  Ph. 
512  346-6549. 


Miscellaneous 


ABORTION  ALTERNATIVES!  Licensed  maternity  service  offers  residen- 
tial and  non-residenfial  program  with  counseling  and  medical  plan  for 
the  expectant  mother  who  is  planning  adoption  for  her  baby.  Costs 
adjusted  to  ability  to  pay  MARYWOOD,  510  West  26th  Street  Austin, 
Texas  78705.  Phone  512-472-9251.  (Formerly  HOME  OF  THE  HOLY  IN- 
FANCY.) 


DOCTOR,  YOU  CAN’T  BEAT  THE  quality  or  the  price!  Holter  Monitor 
Scanning  Service.  Physician  owned,  trained,  and  supervised.  Now 
using  UP  Service  for  faster  turnaround  time.  No  contracts  to  sign.  We 
can  arrange  for  lease/purchase  of  Holter  eauipment.  New  Holter 
recorders  $1,550.  DCG  Interpretation  (313)  879-8860. 


PRACTICE  WANTED — Wanted  to  buy  general  practice  or  general  prac- 
tice with  general  surgery.  Prefer  small  or  medium  size  community. 
Licensed  in  Texas.  Could  take  over  the  practice  immediately.  Please 
reply  to  Ad-534,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


Unibed  W^y 

Thanks  to  you,  it  works.  For  ALL  OF  US. 
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CONTINUING  EDUCATION  DIRECTORY 


COURSES 


JULY 

Anesthesiology 

July  21-24,  1985 

CALCIUM  CHANNEL  BLOCKERS.  La  Costa— Carlsbad,  Calif.  Fee 
TBA.  Credit  TBA.  Contact  Lila  Lerner  or  Carol  Soroka,  Office  of  Con- 
tinuing Education,  Baylor  College  of  Medicine,  One  Baylor  Plaza, 
Houston,  TX  77030  (713)799-6020 

General  Medicine 

July  19-20,  1985 

5TH  CONGRESS  OF  COLOMBIAN  DOCTORS  IN  THE  USA.  Las 
Vegas.  Fee  $225.  Category  1 , AMA  Physician's  Recognition  Award; 
10  hours.  Contact  Mar|orie  Kraft,  PO  Box  20367,  Houston,  TX  77225 
(713)792-4671 

July  28-Aug  2,  1985 

28TH  ANNUAL  INSTITUTE  ON  ALCOHOL  STUDIES,  Joe  C. 
Thompson  Conference  Center,  Austin,  Tex.  Fee  $100.  Category  1 , 
AMA  Physician's  Recognition  Award;  28  hours.  Contact  Donnie 
Robinsin,  Texas  Commission  on  Alcoholism,  1 705  Guadalupe,  Aus- 
tin, TX  78701  (512)475-2577 

AUGUST 

Anesthesiology 

Aug  8-11,  1985 

CALCIUM  CHANNEL  BLOCKERS.  Hyatt  Del  Monte,  Monterey,  Calif. 
Fee  TBA.  Credit  TBA.  Contact  Lynne  Tiras  or  Lila  Lerner,  Office  of 
Continuing  Education,  Baylor  College  of  Medicine,  One  Baylor  Plaza, 
Houston,  TX  77030  (713)799-6020 

Aug  25-28,  1985 

CALCIUM  CHANNEL  BLOCKERS.  Dunfey  Hyannis,  Hyannis,  Mass. 
Fee  TBA.  Credit  TBA.  Contact  Carol  Soroka  or  Lynne  Tiras,  Office 
of  Continuing  Education,  Baylor  College  of  Medicine,  One  Baylor 
Plaza,  Houston,  TX  77030  (713)799-6020 

Aug  31 -Sept  1 , 1985 

2ND  ANNUAL  PAIN  SYMPOSIUM.  Texas  Tech  University  Health  Sci- 
ences Center.  Fee  TBA.  Category  1 , AMA  Physician's  Recognition 
Award.  Contact  Vicki  Hollander,  Office  of  Continuing  Medical  Edu- 
cation, TTUHSC,  Lubbock,  TX  79430  (806)743-2929 

Family  Medicine 

Aug  5-9,  1985 

5TH  ANNUAL  REVIEW  OF  INTERNAL  MEDICINE.  Lakeway  Resort, 
Austin,  Tex.  Fee  $325-physicians;  $225-residents.  Credit  TBA.  Con- 
tact LeRoy  J Pickles,  Director  of  Continuing  Medical  Education, 
Scott  & White,  Room  101, 2401  S 31  st  St,  Temple,  TX  76508 
(817)774-4083 

General  Medicine 

Aug  23-25,  1985 

POSTGRADUATE  CONFERENCE.  Houston.  Fee  $40-members; 
$55-nonmembers.  Category  1 , AMA  Physician’s  Recognition  Award; 
hour-for-hour  Contact  Jeanette  Stone,  SMA,  PO  Box  190088,  Bir- 
mingham, AL  35219-0088  (800)423-4992 


Radiology 

Aug  26-30,  1985 

BASIC  RADIOLOGICAL  HEALTH.  UT  Health  Science  Center  at  San 
Antonio.  Fee  $500.  Category  1 , AMA  Physician's  Recognition  Award; 
40  hours.  Contact  Marjorie  Foutz,  EdD,  Conference  Coordinator, 
Medical  School  Continuing  Education  Services,  UTHSC  at  San  An- 
tonio, 7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (512)691-6295 

SEPTEMBER 

Anesthesiology 

Sept  6-7,  1985 

BAYLOR  ANESTHESIA  REVIEW  1985  III.  Marriott  Hotel  Medical 
Center,  Houston.  Fee  $250;  $1 25-physicians  in  training.  Category  1, 
AMA  Physician's  Recognition  Award;  20  hours.  Contact  Carol  So- 
roka or  Lynne  Tiras,  Office  of  Continuing  Education,  Rm  1 84A,  One 
Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

Cardiovascular  Disease 

Sept  12-14,  1985 

INTERNATIONAL  SYMPOSIUM  ON  CARDIOVASCULAR  SURGERY 
— 1985.  Westin  Galleria  Hotel,  Houston.  Fee  TBA.  Credit  TBA.  Con- 
tact Debby  Butler,  Office  of  Medical  Director,  Texas  Heart  Institute, 
PO  Box  20269,  Houston,  TX  77225  (713)791-2157 

General  Medicine 

Sept  6-8,  1985 

PROTECTING  YOUR  MEDICAL  PRACTICE:  PLANNING  FOR 
PAYMENT  CHANGES  Hyatt  Hotel,  San  Antonio,  Tex.  Fee  $270- 
members;  $345-nonmembers.  Category  1 , AMA  Physician's  Recog- 
nition Award;  12  hours.  Contact  Jeanette  Stone,  SMA,  PO  Box 
190088,  Birmingham,  AL  35219-0088  (800)423-4992 

Sept  6-8,  1985 

SURVIVAL  OF  QUALITY  MEDICAL  CARE  IN  A COMPETITIVE 
ARENA.  Hyatt  Hotel,  San  Antonio,  Tex.  Fee  $270-members;  $345- 
nonmembers.  Category  1 , AMA  Physician's  Recognition  Award;  12 
hours.  Contact  Jeanette  Stone,  SMA,  PO  Box  190088,  Birmingham, 
AL  35219-0088  (800)423-4992 

Sept  6-8,  1985 

MALPRACTICE  PROPHYLAXIS.  Hyatt  Hotel,  San  Antonio,  Tex.  Fee 
$270-members;  $345-nonmembers.  Category  1,  AMA  Physician's 
Recognition  Award;  13  hours.  Contact  Jeanette  Stone,  SMA, 

PO  Box  190088,  Birmingham,  AL  35219-0088  (800)423-4992 

Obstetrics  & Gynecology 

Sept  21 -22,  1985 

7TH  ANNUAL  SEMINAR  IN  OBSTETRICS  AND  GYNECOLOGY. 
Lubbock,  Tex.  Fee  TBA  Category  1 , AMA  Physician’s  Recognition 
Award  Contact  Vicki  Hollander,  Office  of  Continuing  Medical  Edu- 
cation, TTUHSC,  Lubbock,  TX  79430  (806)743-2929 

Oncology 

Sept  5-7,  1985 

AMERICAN  CANCER  SOCIETY  2nd  NATIONAL  CONFERENCE  ON 
DIET,  NUTRITION  AND  CANCER.  Shamrock  Hilton,  Houston.  Fee 
TBA  Category  1 , AMA  Physician's  Recognition  Award;  15  hours. 
Contact  ACS  2nd  National  Conference  on  Diet,  Nutrition  and  Can- 
cer, 90  Park  Avenue,  New  York,  NY  1 001 6 
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Ophthalmology 

Sept  7,  1985 

ND:YAG,  DYE  AND  EXCIMER  LASERS:  CURRENT  AND  FUTURE 
TRENDS.  Dallas.  Fee  TBA.  Credit  TBA.  Contact  Barbara  Grayson, 

A.  Webb  Roberts  Center  for  Continuing  Education,  3500  Gaston 
Ave,  Dallas,  TX  75246  (214)820-2317 

Orthopedics 

Sept  13-14,  1985 

7TH  ANNUAL  ORTHOPEDIC  PATHOLOGY  LECTURESHIP.  Texas 
Children’s  Hospital  Auditorium,  Houston.  Fee  $150.  Credit  TBA. 
Contact  Alexander  E.  Brodsky,  MD,  St  Luke's  Episcopal  Hospital, 

PO  Box  20269,  Houston,  TX  77225-0269  (713)791-2925 

Urology 

Sept  26-28,  1985 

FEMALE  UROLOGY.  San  Antonio,  Tex.  Fee  $225-members;  $325- 
nonmembers.  Category  1 , AMA  Physician’s  Recognition  Award; 

16  hours.  Contact  Alice  Henderson,  American  Urology  Associa- 
tion, Office  of  Education,  PO  Box  25147,  Houston,  TX  77265 
(713)791-1470 

OCTOBER 

Anesthesiology 

Oct  10-11,  1985 

BAYLOR  ANESTHESIA  REVIEW  1985  IV.  San  Francisco.  Con- 
tact Lila  Lerner  or  Carol  Soroka,  Baylor  College  of  Medicine,  One 
Baylor  Plaza,  Office  of  Continuing  Education,  Houston,  TX  77030 
(713)799-6020 

General  Medicine 

Oct  4-5,  1985 

PSYCHIATRY  FOR  THE  PRIMARY  CARE  PHYSICIAN.  Location  TBA. 
Contact  Marjorie  Foutz,  EdD,  Conference  Coordinator,  Medical 
School  Continuing  Education  Services,  UTHSC  at  San  Antonio, 

7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (512)691-6295 

Oct  25-26,  1985 

AN  UPDATE  IN  PARKINSON'S  DISEASE  AND  MOVEMENT  DIS- 
ORDERS. Houston.  Contact  Carol  Soroka  or  Lynne  Tiras,  Baylor 
College  of  Medicine,  One  Baylor  Plaza,  Office  of  Continuing  Educa- 
tion, Houston,  TX  77030  (713)799-6020 

Oct  25-26,  1985 

BENIGN  ESSENTIAL  BLEPHAROSPASM  RESEARCH  FOUNDA- 
TION. Houston.  Contact  Carol  Soroka  or  Vicki  Forgac,  Baylor  Col- 
lege of  Medicine,  One  Baylor  Plaza,  Office  of  Continuing  Education, 
Houston,  TX  77030  (713)799-6020 

Oct  26,  1985 

THE  SHORT  (65cm)  FLEXIBLE  FIBEROPTIC  COLONOSCOPE: 
PRACTICAL  OFFICE  APPLICATIONS— SEMINAR  AND  WORK- 
SHOP. Dallas.  Contact  Barbara  Grayson,  A.  Webb  Roberts  Center 
for  Continuing  Education,  3500  Gaston  Ave,  Dallas,  TX  75246 
(214)820-2317 

Obstetrics  & Gynecology 

Oct  21-22,  1985 

CONFERENCE  ON  NEONATAL  AND  MATERNAL  SEXUALLY 
TRANSMITTED  DISEASES.  Austin,  Tex.  Contact  Texas  Department 
of  Health,  Venereal  Disease  Control  Division,  Neonatal  Conference, 
1 100  W 49th  St,  Austin,  TX  78756 


Orthopedics 

Oct  31 -Nov  2,  1985 

DALLAS  SHORT  COURSE:  ORTHOTICS  AND  PROSTHETICS. 

Dallas.  Contact  Ann  Carlton,  RPT,  Course  Registrar,  Orthope- 
dics, UTHSC  at  Dallas,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235 
(214)688-3524 

Pediatrics 

Oct  4-5,  1985 

9TH  ANNUAL  PEDIATRICS  POSTGRADUATE  CONFERENCE.  Lub- 
bock, Tex.  Contact  Vicki  Hollander,  Office  of  Continuing  Medical 
Education,  TTUHSC,  Lubbock,  TX  79430  (806)743-2929 

Psychiatry 

Oct  12,  1985 

CURRENT  TOPICS  IN  BEHAVIORAL  MEDICINE.  Galveston,  Tex. 
Contact  Martha  Berlin,  Coordinator,  Office  of  Continuing  Education, 
UTMB,  Galveston,  TX  77550-2782  (409)761-3248 

Radiology 

Oct  16-19,  1985 

DIAGNOSTIC  RADIOLOGY.  Location  TBA.  Contact  Marjorie  Foutz, 
EdD,  Conference  Coordinator,  Medical  School  Continuing  Educa- 
tion Services,  UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San 
Antonio,  TX  78284  (512)691-6295 

Oct  25-27,  1985 

DIAGNOSTIC  IMAGING  UPDATE  Dallas.  Contact  Dolly  Chris- 
tensen, Dept  of  Radiology,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235 
(214)688-2502 

NOVEMBER 

General  Medicine 

Nov  8-9,  1985 

BAY-CAP  X:  RISK  MANAGEMENT  OF  THE  PATIENT  WITH  CAR- 
DIOVASCULAR DISEASE.  Houston.  Contact  Lynne  Tiras  or  Lila 
Lerner,  Baylor  College  of  Medicine,  One  Baylor  Plaza,  Office  of  Con- 
tinuing Education,  Houston,  TX  77030  (713)799-6020 

Obstetrics  & Gynecology 

Nov  5-9,  1985 

CONTEMPORARY  ISSUES  AND  PRACTICES  IN  OB-GYN.  D1 .600, 
Dallas.  Contact  June  Bovill,  Division  of  Continuing  Education,  5323 
Harry  Hines  Blvd,  Dallas,  TX  75235  (214)688-2166 

Nov  13-16,  1985 

29TH  ANNUAL  CLINICAL  CONFERENCE,  "DIAGNOSIS  AND 
TREATMENT  STRATEGIES  FOR  GYNECOLOGIC  CANCER."  Hous- 
ton. Contact  Shirley  Roy,  Conference  Services-HMB  Box  131,  M.  D. 
Anderson  Hospital  and  Tumor  Institute,  6723  Bertner,  Houston,  TX 
77030  (713)792-2222 

Ophthalmology 

Nov  8-10,  1985 

SOUTHERN  REGIONAL  UPDATE  COURSE,  SECTION  4,  Houston. 
Contact  American  Academy  of  Ophthalmology,  1 833  Fillmore  St, 
San  Francisco,  CA  94120 
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Physical  Medicine  and  Rehabilitation 

Nov  13-15.  1985 

SPORTS  MEDICINE.  Houston.  Contact  Lila  Lerner  or  Lynne  Tiras, 
Office  of  Continuing  Education,  Baylor  College  of  Medicine,  One 
Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

DECEMBER 

Ophthalmology 

Dec  5-7,  1985 

26TH  ANNUAL  COURSE  IN  CONTACT  LENS  TECHNOLOGY. 
Houston.  Contact  Bette  McAinch,  Contact  Lens  Technology  Course, 
Cullen  Eye  Institute,  Baylor  College  of  Medicine,  Houston,  TX  77030 
(713)799-5942 

Plastic  Surgery 

Dec  6-7,  1985 

DERMATOLOGIC  ASPECTS  OF  PLASTIC  SURGERY.  Houston.  Con- 
tact Lila  Lerner  or  Carol  Soroka,  Office  of  Continuing  Education, 
Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 
(713)799-6020 


REGULARLY  SCHEDULED  ACTIVITIES 


Monday-Friday 

POSTGRADUATE  WORKSHOP  IN  NEURORADIOLOGY.  (Date  as- 
signed by  individual  request.)  Methodist  Hospital,  Houston.  Fee 
$450.  Category  1 , AMA  Physician's  Recognition  Award,  40  hours. 
Contact  Vicki  Sayre,  Office  of  Continuing  Education,  Baylor  College 
of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

Monday-Friday 

POSTGRADUATE  WORKCOURSE  IN  DIAGNOSTIC  ULTRASOUND 
(Date  assigned  by  individual  request.)  Ben  Taub  General  Hospital, 
Houston.  Fee  $450.  Category  1 , AMA  Physician's  Recognition 
Award;  40  hours.  Contact  Vicki  Sayre,  Office  of  Continuing  Educa- 
tion, Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)799-6020 

Tuesdays,  12  pm 

MEDICAL  AND  SURGICAL  REVIEWS.  Sierra  Medical  Center,  El 
Paso,  Tex.  Category  1 , AMA  Physician's  Recognition  Award;  1 hour 
weekly.  Contact  M.  Nazemi,  MD,  Sierra  Medical  Center,  1625  Medi- 
cal Center  Dr,  El  Paso,  TX  79902 

Tuesdays  (all  but  last  Tuesday  of  each  month) 

SURGICAL  GRAND  ROUNDS.  Board  Room,  Brackenridge  Hospital, 
Austin,  Tex.  Free.  Category  1 , AMA  Physician's  Recognition  Award; 

1 hour-session.  Contact  Nancy  Strandhagen,  Surgery  Education, 
Central  Texas  Medical  Foundation,  601  E 15th  St,  Austin,  TX  78701 
(512)476-6461  ext  51 72 

Wednesdays,  12  pm 

CONTINUOUS  REVIEW  OF  INTERNAL  MEDICINE.  Sid  Richardson 
Auditorium,  Scott  and  White  Memorial  Hospital,  Temple,  Tex.  Cate- 
gory 1 , AMA  Physician’s  Recognition  Award,  1 hour  weekly.  Contact 
Lynn  Calvert,  Office  of  Continuing  Medical  Education,  Scott  and 
White  Memorial  Hospital,  2401  S 31  st,  Temple,  TX  76508 
(817)774-2350 

Thursdays,  8 am 

INTERNAL  MEDICINE  GRAND  ROUNDS.  Brackenridge  Hospital, 
Austin,  Tex.  Category  1 , AMA  Physician's  Recognition  Award;  1 hour 
weekly.  Contact  Marianne  Foley,  MS,  Central  Texas  Medical  Founda- 
tion, 1 500  E Ave,  Austin,  TX  78701  (51 2)476-6461  ext  5606 


Thursdays,  12  pm 

UROLOGY  CORE  CURRICULUM.  Scott  and  White  Memorial  Hospi- 
tal, Temple,  Tex.  Category  1 , AMA  Physician's  Recognition  Award;  1 
hour  weekly.  Contact  Lynn  Calvert,  Office  of  Continuing  Medical 
Education,  Scott  and  White  Memorial  Hospital,  2401  S 31  st,  Temple, 
TX  76508  (817)774-2350 

Thursday-Friday 

POSTGRADUATE  WORKSHOP  IN  REAL-TIME  OBSTETRICAL  UL- 
TRASONOGRAPHY. (Date  assigned  by  individual  request.)  Jeffer- 
son Davis  Hospital,  Houston.  Fee  $350.  Category  1 , AMA  Physi- 
cian’s Recognition  Award;  1 6 hours.  Contact  Vicki  Sayre,  Office  of 
Continuing  Education,  Baylor  College  of  Medicine,  One  Baylor 
Plaza,  Houston,  TX  77030  (713)799-6020 

Fridays,  12  pm 

NEUROLOGY  GRAND  ROUNDS  Sid  Richardson  Auditorium,  Scott 
and  White  Memorial  Hospital,  Temple,  Tex.  Category  1 , AMA  Physi- 
cian's Recognition  Award;  1 hour  weekly.  Contact  Lynn  Calvert, 
Office  of  Continuing  Medical  Education,  Scott  and  White  Memorial 
Hospital,  2401  S 31  st,  Temple,  TX  76508  (81 7)774-2350 

Fridays,  12  pm  (2nd  and  4th) 

TEACHING  CASE  CONFERENCE  Park  Place  Hospital,  Port  Arthur, 
Tex.  Category  1 , AMA  Physician's  Recognition  Award;  2 hours 
monthly.  Contact  Phil  Newman,  MD,  Box  1 648,  Port  Arthur,  TX  77640 
(409)983-4951 

Date  assigned  by  individual  request 

POSTGRADUATE  WORKSHOP  IN  CLINICAL  NMR.  Biomedical 
NMR  Center,  Baylor  College  of  Medicine,  Houston.  Fee  $1 ,000.  Cat- 
egory 1 , AMA  Physician’s  Recognition  Award;  40  hours.  Contact 
Vicki  Sayre,  Office  of  Continuing  Education,  Baylor  College  of  Medi- 
cine, One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

TELECONFERENCE  NETWORK  OF  TEXAS 


Wednesdays 

PEDIATRICS  FOR  THE  PRACTITIONER  UT  Health  Science  Center 
at  San  Antonio  and  teleconference  network  sites.  Fee  $80-series; 
$20-session.  Category  1 , AMA  Physician's  Recognition  Award.  Con- 
tact Phyllis  Wood,  Coordinator,  Teleconference  Network  of  Texas, 
7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (51 2)691-7291 

Every  other  Thursday,  12:30  pm 

CLINICAL  TOPICS  IN  MEDICINE.  UT  Health  Science  Center  at  San 
Antonio  and  teleconference  network  sites.  Fee  $35-program,  hospi- 
tal subscription  program.  Category  1 , AMA  Physician's  Recognition 
Award.  Contact  Phyllis  Wood,  Coordinator,  Teleconference  Network 
of  Texas,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (512)691-7291 


CALENDAR  OF  MEETINGS  -Denotes  Texas  Meetings 


JUNE 

AMERICAN  ACADEMY  OF  FACIAL  & PLASTIC  RECONSTRUCTIVE 
SURGERY,  Miami  Beach,  Fla,  June  1 , 1 985.  Mary  Kowanski,  1 1 01 
Vermont  Ave,  NW,  Suite  304,  Washington,  DC  20005 

AMERICAN  DIABETES  ASSOCIATION,  Baltimore,  June  1 6-1 8, 

1 985.  Carolyn  Sciortino,  2 Park  Ave,  New  York,  NY  10016 

AMERICAN  MEDICAL  ASSOCIATION,  Chicago,  June  16-20,  1985. 
Felix  Niespodziewanski,  535  N Dearborn  St,  Chicago,  IL  60610 

AMERICAN  MEDICAL  ASSOCIATION  AUXILIARY,  Chicago,  June 
16-19,  1985.  Hazel  J.  Lewis,  535  N Dearborn  St,  Chicago,  IL  60610 
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AMERICAN  PHYSICAL  THERAPY  ASSOCIATION,  New  Orleans, 
June  1 6-20,  1 985  Bonnie  Polvinale,  1 1 1 1 N Fairfax  St,  Alexandria, 
VA  22314 

■TEXAS  HEARING  AID  ASSOCIATION,  Fort  Worth,  June  13-16, 

1 985.  Jim  Wilson,  801  W Magnolia,  Fort  Worth,  TX  76104 

■TEXAS  HOSPITAL  ASSOCIATION,  Dallas,  June  3-5,  1985.  Nancy  L. 
Ebert,  Box  15587,  Austin,  TX  78761 

JULY 

AMERICAN  ASSOCIATION  FOR  CLINICAL  IMMUNOLOGY  AND 
ALLERGY,  San  Francisco,  July  13-16, 1985.  Howard  Silber,  Box 
91 2-DTS,  Omaha,  NE  68101 

AMERICAN  ASSOCIATION  FOR  RESPIRATORY  THERAPY,  Steam- 
boat Springs,  Colo,  July  26-28,  1 985.  Sherry  Milligan,  1 720  Regal 
Row,  Suite  112,  Dallas,  TX  75235 

AMERICAN  GERIATRICS  SOCIETY,  INC,  New  York,  July  11-12, 

1985.  Audrey  M.  Seth,  10  Columbus  Circle,  Suite  1470,  New  York, 
NY  10019 

■AMERICAN  HEART  ASSOCIATION,  TEXAS  AFFILIATE,  San  An- 
tonio, July  13-14,  1985.  Michael  Wolf,  Box  15186,  Austin,  TX  78761 

AMERICAN  HOSPITAL  ASSOCIATION,  Chicago,  July  29-31 , 1 985. 
Edward  W.  Weimer,  840  N Lake  Shore  Dr,  Chicago,  IL  6061 1 

FLYING  PHYSICIANS  ASSOCIATION,  Sun  Valley,  Idaho,  July  14-19, 
1985.  Albert  Carriere,  801  Green  Bay  Rd,  Lake  Bluff,  IL  60044 

■TEXAS  SOCIETY  FOR  RESPIRATORY  THERAPY,  San  Antonio,  July 
1 6-20,  1 985.  Mike  Marks,  506  W 1 2th  St,  Austin,  TX  78701 

AUGUST 

■TEXAS  PERINATAL  ASSOCIATION,  Galveston,  Aug  2-4,  1 985. 
Dianne  Brown,  PO  Box  2446,  Lubbock,  TX  79408 


Physicians! 

Plan  to  Participate 
When  Your 
Census  Form  Arrives 

Completing  and  mailing 
in  your  Physicians’ 
Professional  Activities 
Census  form  will  ensure: 

• That  your  professional 
record  is  updated  on  the 
AMA  Physician  Masterfile; 

• That  you  are  correctly 
classified  by  specialty  and 
activity  in  the  AMERICAN 
MEDICAL  DIRECTORY; 

• That  you  continue  to 
receive  educational 
and  scientific  materials 
relevant  to  your 
professional  interests. 

Call  or  write  if  you  have  not 
received  a census  form  by 
April  1985: 

Division  of  Survey  & 

Data  Resources 
American  Medical 
Association 
535  North  Dearborn  St. 
Chicago.  IL  60610 
(312)  645-5136 


The  key  to  keeping 


your  professional 
AMA  record 
accurate. 
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EXCERPTS  FROM  A SYMPOSIUM 
"THE  TREATMENT  OF  SLEEP  DISORDERS"8 


•• 


••  . . highly  effective 
for  both  sleep  induction  and 
sleep  maintenance  ft 

Sleep  Laboratory  Investigator 
Pennsylvania 


. . onset  of  action  is 
rapid. . . provides  sleep  with 
no  rebound  effect  to  agitate  the 
patient  the  following  day 


Psychiatrist 

California 


l . . appears  to  have 
the  best  safety  record  of  any 
of  the  benzodiazepines  ft 


Psychiatrist 

California 


After  15  years,  the  experts  still  concur  about  the 
continuing  value  of  Dalmane  (flurazepam  HCI/ 
Roche).  It  provides  sleep  that  satisfies  patients. . . 
and  the  wide  margin  of  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy 

DALMANE 

flurazepam  HCI/Roche 

sleep  that  satisfies 

15-mg/30-mg 
capsules 


References:  1.  Kales  J,  etal.  Clin  Pharmacol  Ther  12  691  • 
697,  Jul-Aug  1971  2.  Kales  A,  etal:  Clin  Pharmacol  Ther 
18  356-363,  Sep  1975-  3.  Kales  A,  etal:  Clin  Pharmacol 
Ther  19. 576-583,  May  1976.  4.  Kales  A,  etal:  Clin  Pharma- 
col Ther 32  781-788,  Dec  1982  5.  Frost  JD  Jr,  DeLucchi 
MR;  J Am  Geriatr  Soc  27  541-546,  Dec  1979  6.  Dement 
WC,  etal:  Behav  Med,  pp  25-31,  Oct  1978  7.  Kales  A, 

Kales  JD:  J Clin  Psychopharmacol  3. 140-150,  Apr  1983 
8.  Tennant  FS,  etal . Symposium  on  the  Treatment  of  Sleep 
Disorders,  Teleconference,  Oct  16,  1984  9.  Greenblatt  DJ, 
Allen  MD,  Shader  Rl:  Clin  Pharmacol  Ther  21 .355-361, 

Mar  1977 


flurazepam  HCI/Roche 

Before  prescribing,  please  consult  complete  product  Infor- 
mation. a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized 
by  difficulty  in  falling  asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits,  in  acute  or  chronic  medical 
situations  requiring  restful  sleep.  Objective  sleep  laboratory 
data  have  shown  effectiveness  for  at  least  28  consecutive 
nights  of  administration.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended  Repeated  therapy  should  only 
be  undertaken  with  appropriate  patient  evaluation 
Contraindications:  Known  hypersensitivity  to  flurazepam  HCI, 
pregnancy  Benzodiazepines  may  cause  fetal  damage  when 
administered  during  pregnancy.  Several  studies  suggest  an 
increased  risk  of  congenital  malformations  associated  with 
benzodiazepine  use  during  the  first  trimester.  Warn  patients  of 
the  potential  risks  to  the  fetus  should  the  possibility  of  becom- 
ing pregnant  exist  while  receiving  flurazepam  Instruct  patient 
to  discontinue  drug  prior  to  becoming  pregnant.  Consider  the 
possibility  of  pregnancy  prior  to  instituting  therapy 
Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants.  An  additive  effect 
may  occur  if  alcohol  is  consumed  the  day  following  use  for 
nighttime  sedation.  This  potential  may  exist  for  several  days 
following  discontinuation.  Caution  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g . operating 
machinery,  driving)  Potential  impairment  of  performance  of 
such  activities  may  occur  the  day  following  ingestion.  Not 
recommended  for  use  in  persons  under  15  years  of  age 
Though  physical  and  psychological  dependence  have  not 
been  reported  on  recommended  doses,  abrupt  discontinua- 
tion should  be  avoided  with  gradual  tapering  of  dosage  for 
those  patients  on  medication  for  a prolonged  period  of  time 
Use  caution  in  administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage 
Precautions:  In  elderly  and  debilitated  patients,  it  is  recom- 
mended that  the  dosage  be  limited  to  15  mg  to  reduce  risk  of 
oversedation,  dizziness,  confusion  and/or  ataxia  Consider 
potential  additive  effects  with  other  hypnotics  or  CNS  depres- 
sants Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suicidal  tenden- 
cies, or  in  those  with  impaired  renal  or  hepatic  function. 
Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  ataxia  and  falling  have  occurred,  particularly  in 
elderly  or  debilitated  patients.  Severe  sedation,  lethargy,  dis- 
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Preparticipation  physical  examinations  for  athletes 

On  occasion  you  pick  up  a journal  and  are  astounded  at  the 
timeliness  of  an  article.  You  are  wrestling  with  a problem,  or 
you  have  reached  a conclusion  or  solution  that  you  hope  will 
be  best  for  everyone. 

Such  an  article  appears  in  this  issue  of  Texas  Medicine.  It 
concerns  the  preparticipation  physical  examination  for  ath- 
letes. At  least  two  committees  of  the  Texas  Medical  Associa- 
tion have  labored  long  and  diligently  to  resolve  problems 
related  to  this  examination.  The  TMA  Committee  on  Sports 
Medicine  and  the  Committee  on  School  Health  worked 
closely  with  the  University  Interscholastic  League  (UIL)  in  a 
review  of  the  preparticipation  examination  as  conducted  in 
Texas  and  in  many  other  states. 

The  diversity  of  problems  encountered  in  such  a review 
parallels  the  diversity  of  our  communities  and  our  practices. 
On  one  hand  is  the  practitioner  who  has  provided  all  the  care 
for  a limited  number  of  student  athletes  and  who  prefers  to 
continue  in  the  traditional  manner.  On  the  other  hand  is  the 
metropolitan  school  physician  faced  with  perhaps  thousands 
of  participants  who  must  have  an  annual  examination  and 
whose  resources  are  already  seriously  strained.  The  school 
administrations  within  these  community  settings  are  similar 
to  our  physicians  in  that  we  share  many  common  problems, 
but  our  mechanisms  for  dealing  with  them  will  vary.  This  re- 
view led  to  a recommendation  for  change. 

A compromise  of  sorts,  hammered  out  over  a period  of 
time,  alleviates  many  of  the  serious  flaws  in  the  previous 
method  of  providing  the  sports  examination.  The  impetus  for 
change  was  largely  due  to  the  tenacity  of  Jerry  Newton,  PhD, 
of  San  Antonio.  Much  credit  for  the  ultimate  format  must  go  to 
Bill  Farney,  MD,  of  the  UIL,  whose  commitment  was  vital  for 
such  a change  to  occur.  The  beginning  of  the  1 985  fall  school 
term  will  mark  the  full  implementation  of  the  program. 

In  the  past  it  was  required  that  the  results  of  an  annual 
preparticipation  physical  be  on  file  for  each  student  compet- 
ing in  a sanctioned  UIL  sport.  The  new  criteria  recognize  that 
in  this  age  group  the  health  status  is  stable  and  therefore 
require  a complete  physical  only  for  the  student  beginning 
middle  school  and  high  school.  There  is,  however,  another 
very  important  requirement  which  states  essentially  that  a full 
physical  is  required  if  an  interim  medical  history  reveals  the 
need  for  it.  This  medical  history,  to  be  completed  by  the  re- 
sponsible party,  is  a vital  part  of  the  annual  review. 

Only  time  will  attest  to  the  wisdom  of  the  changes.  Most  of 
those  who  were  involved  feel  it  was  the  right  move  at  the  right 
time.  Everyone  involved  in  sports  medicine  at  the  junior  high 
school  and  high  school  level  should  welcome  the  perspective 
gained  through  the  review  by  authors  Risser,  Hoffman,  and 
Bellah  in  this  issue. 

C.  D.  Campbell,  MD 

205  South  15th  St,  Corsicana,  TX  75110. 


High  punitive  damages  may  invite  intervention 

Recently  I saw  a newspaper  report  that,  “Former  US  At- 
torney General  Griffin  Bell,  in  Houston  . . . , called  escalating 
punitive  damage  awards  in  civil  suits  'economic  overkill’ 
which  invite  federal  limitations  ....  Bell  attacked  windfalls  to 
lawyers  in  medical  malpractice  suits,  in  which  only  30  percent 
of  damages.  . . are  going  to  the  victims.” 

It  seems  to  me  that  our  patients  are  caught  in  a vicious,  no- 
win  struggle  to  which  they  really  are  not  a party.  And,  they 
appear  to  be  powerless  to  stop  it  in  the  present  climate  of 
medical  and  legal  practice. 

I firmly  believe  that  if  we  do  not  make  a strong  effort  to 
effect  change,  and  soon,  the  government  will  amass  its 
power  and  do  it  for  us.  The  end  result  most  likely  will  be  un- 
palatable for  all  concerned. 

Only  when  physicians  and  attorneys  alike  can  serve  their 
patients  and  clients  on  a one-on-one  basis,  free  of  third  par- 
ties and  contingency  fees,  will  this  malignancy,  with  its  twin 
metastases  of  skyrocketing  medical  and  legal  costs,  be 
contained. 

Unfortunately,  with  the  federal  government  so  firmly  en- 
trenched with  contingency  fee  malpractice  suits  and  the  big 
insurance  companies’  “hustle,"  the  patient  doesn’t  have 
much  chance  of  obtaining  medical  service  at  a reasonable 
price  any  time  soon.  Perhaps,  lamentably,  it  already  has 
passed  the  eleventh  hour. 

Ben  M.  Nail,  MD 

4302  Wigton,  Houston,  TX  77096. 

Medical  student  information  updated 

Additional  information  could  have,  and  should  have,  been  in- 
cluded in  “Demographic  characteristics  of  entering  medical 
students  at  The  University  of  Texas  Health  Science  Center  at 
San  Antonio,"  by  Jack  Bynum,  PhD,  and  Jean  Kay,  in  the 
April  1985  issue  of  Texas  Medicine. 


Demographic  traits  of  medical  students,  1982-1984:  The  University  of  Texas 
Health  Science  Center  at  San  Antonio. 


Entering  Class 

1982 

1983 

1984 

Total  applicants 

2,208 

2,298 

2,574 

Class  size 

203 

202 

204 

Texas  residents 

95% 

90.5% 

91% 

Average  age  (years) 

25.2 

25 

25 

Percentage  of  females  in  class 
Racial  composition: 

34.6% 

29.7% 

30.3% 

White 

80.2% 

69.8% 

71% 

Hispanic 

8.8% 

10  8% 

12.7% 

Oriental 

— 

— 

— 

Black 

2.4% 

3.4% 

3.9% 

All  others 

Highest  academic  degree 
of  class  members: 

8 .2% 

15.8% 

12.2% 

Non-degree 

2% 

1% 

3% 

BS/BA 

78% 

81% 

83% 

MS/MA 

14% 

11% 

9% 

PhD 

6% 

6% 

5% 
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First,  let  me  say  that  the  article  was  factual  as  of  1 981 , and 
the  conclusions  perhaps  were  warranted  on  the  basis  of 
1975-1981  data.  But  it  seems  to  me  that  someone  describing 
a school’s  attributes  as  of  1 985  should  use  1 985  data.  The 
data  were  available  and  would  have  been  furnished  if 
requested. 

I don’t  know  the  purpose  of  someone  in  Oklahoma  describ- 
ing a limited  aspect  of  a south  Texas  medical  school,  but  giv- 
ing an  erroneous  impression  of  our  school  during  the  midst  of 
the  1985  legislative  session  has  not  helped  us. 

Our  efforts  in  recent  years  in  minority  recruiting  have  paid 
off.  We  have  arranged  our  recent  data  in  the  same  format  as 
did  Bynum  and  Kay,  down  through  highest  academic  degree. 
We  did  not  believe  the  undergraduate  major  data  were  impor- 
tant enough  (for  the  purpose  of  this  letter)  to  justify  accessing 
the  records  and  tabulating  the  results. 

In  writing  articles  such  as  the  one  under  discussion,  I feel 
that  the  authors  should  be  sensitive  to  the  public  image  of  the 
school  being  described  and  use  current  data.  An  erroneous 
public  image  may  take  years  to  correct.  It  would  help  if  you 
would  see  fit  to  publish  the  enclosed  data. 

Frank  Harrison,  MD,  PhD 

Immediate  Past  President,  The  University  of  Texas  Health  Science  Center 

at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284. 

The  author  responds 

I am  pleased  that  Dr  Frank  Harrison  responded  to  my  article 
(co-authored  with  Jean  Kay),  “Demographic  Characteristics 
of  Entering  Medical  Students  at  The  University  of  Texas 
Health  Science  Center  at  San  Antonio,”  published  in  the  April 
1985  issue  of  Texas  Medicine. 

We  did  not  attempt  to  discuss  the  attributes  of  medical  stu- 
dents as  of  1 985.  Our  discussion  and  table  clearly  stated  that 
we  were  focusing  on  1 975-1 981 . Obviously,  the  beginning 
and  closing  dates  for  data  collection  are  always  important  in 
longitudinal  studies.  This  demographic  report  emerged  from 
a much  larger  research  project  that  focused  on  medical  stu- 
dent cohorts  of  1978-1981  as  they  progressed  through 
medical  school  at  several  institutions.  We  happened  to  have 
data  for  1 975  through  1 977  also  available  for  The  University 
of  Texas  Health  Science  Center  at  San  Antonio,  and  were 
able  to  plot  accurate  demographic  trends  in  admissions  over 
a seven-year  period  (1975-1981).  The  closure  date  of  1981 
is  not  so  long  ago  when  we  consider  that  often  there  is  a 
necessary  time  lag  of  several  years  between  the  collection  of 
the  last  data,  the  analysis,  and  the  actual  publication  of  find- 
ings. As  Dr  Harrison  observes,  the  article  was  factual  as  of 
1 981  — which  is  exactly  what  we  intended. 

I was  delighted  to  learn  from  Dr  Harrison’s  letter  that  recent 
minority  recruiting  efforts  have  reversed  the  seven-year  pat- 
tern and  trend  outlined  in  our  article.  However,  my  delight 
was  short-lived  upon  closer  scrutiny  of  the  1 982-1 984  data 


supplied  by  Dr  Harrison.  He  states  that  30.3%  of  the  incom- 
ing class  of  medical  students  in  1 984  were  women.  We  re- 
ported that  during  the  seven-year  span  from  1 975-1 981 , the 
gender  gap  had  narrowed  from  three  males  to  every  one  fe- 
male to  two  males  to  every  female  in  entering  classes  of 
medical  students.  Using  Dr  Harrison’s  1984  data,  we  ob- 
served that  there  are  still  at  least  two  males  for  every  one 
female  enrolling  in  current  classes  of  medical  students  at  The 
University  of  Texas  Health  Science  Center  at  San  Antonio. 
Thus,  the  Sex  Ratio  (number  of  males  to  females)  continues 
as  it  was  in  1981. 

A second  dimension  of  Dr  Harrison's  updated  information 
has  to  do  with  racial/ethnic  composition  of  entering  classes  of 
medical  students.  Again,  I hoped  for  evidence  showing  that 
the  participation  of  these  minorities  might  have  improved. 
Again  I was  disappointed.  Black  medical  students  comprise 
only  3.9%  of  the  1 984  entering  class  at  San  Antonio,  which 
approximates  the  4%  black  participation  in  the  1 976  and 
1977  entering  classes  as  reported  in  our  article.  There  is  still 
a long  way  to  go  in  the  participation  of  this  large  racial  minor- 
ity in  medical  school  education.  Judging  from  the  1984  table, 
there  were  no  Orientals  enrolled  in  the  1 982, 1 983,  and  1 984 
entering  classes  of  medical  students  at  The  University  of 
Texas  at  San  Antonio.  This  certainly  cannot  be  cited  as  prog- 
ress in  minority  recruitment  in  view  of  the  6%  Orientals  in  the 
entering  class  of  1 981 . We  were  gratified  to  learn  that  8.8% 
to  12.7%  of  the  new  classes  of  1982-1984  were  Hispanic. 
While  this  is  a modest  reversal  of  the  pattern  in  1 981 , this 
1982-1984  data  on  Hispanics  compares  rather  poorly  with 
the  1 9%  Hispanics  in  the  class  of  1 976  and  the  1 4%  Hispan- 
ics in  the  class  of  1 978  as  reported  in  our  article.  Thus,  from 
the  data  for  1 982, 1 983,  and  1 984  supplied  by  Dr  Harrison, 
the  careful  reader  can  only  conclude  that  the  recruitment  of 
minorities  (females,  blacks,  Orientals,  and  Hispanics)  is  fol- 
lowing much  the  same  pattern  and  trend  of  former  years 
(and — in  some  instances,  is  even  less  successful).  We  do 
appreciate  the  additional  data  which,  unhappily,  confirms  the 
conclusions  of  our  article. 

Dr  Harrison  wonders  about  the  “purpose  of  someone  in 
Oklahoma  describing  a limited  aspect  of  a south  Texas  medi- 
cal school.”  The  purpose  was  simply  to  identify  and  report 
some  interesting  demographic  patterns  and  trends  among 
selected  cohorts  of  medical  students  at  The  University  of 
Texas  Health  Science  Center  at  San  Antonio.  The  demog- 
rapher is  not  limited  by  geography  in  his  research  (regardless 
of  complaints  when  nerves  are  touched  that  we  should  stay 
in  our  own  back  yard).  Demographic  research,  just  as  much 
research  in  medical  science,  is  conducted  nationally  and  in- 
ternationally, as  well  as  locally. 

There  was  no  intent  on  our  part  to  embarrass  anyone  with 
the  simple  statement  of  a few  demographic  facts  for  1 978 
through  1981  which  apparently  are  still  valid  today.  In  order  to 
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demonstrate  our  sensitivity,  we  refrained  from  any  com- 
parisons with  other  medical  schools  that  might  be  more  suc- 
cessful in  minority  recruitment.  No  individual  or  group  should 
feel  threatened  by  a report  such  as  ours.  The  primary  rea- 
sons that  more  minority  students  do  not  enroll  in  medical 
school,  law  school,  or  graduate  school  usually  are  not  the 
fault  of  recruiters.  A number  of  studies  have  shown  that  the 
causes  are  economic  or  sociocultural — involving  back- 
grounds that  do  not  readily  generate  or  nurture  such  occupa- 
tional expectations  or  aspirations. 

Jack  Bynum,  PhD 

Professor  of  Sociology,  Oklahoma  State  University,  Stillwater,  OK  74078. 


Date: 

October  25-26,  1985 

Location  of  course: 

Adam's  Mark  Hotel 
2900  Briarpark  Drive 
Houston,  Texas  77042 

Duration: 

One  and  one  halfdays 

Program  Director: 

Joseph  Jankovic,  M.D. 

Co-Director: 

Stanley  H.  Appel,  M.D. 

GUEST  FACULTY: 

M.D.  (Houston,  Texas) 
D.  B.  Caine,  M.D.  (Vancouver,  Canada) 
S.  Fahn,  M.D.  (New  York,  New  York) 
R.  Grossman,  M.D.  (Houston,  Texas) 
G.  Gopinathan,  M.D.  (New  York,  New  York) 
H.  L.  Klawans,  M.D.  (Chicago,  Illinois 
A.  H.  Lieberman,  M.D.  (New  York,  New  York) 
C.  D.  Marsden,  M.D.  (London,  England) 
J.  G.  Nutt,  M.D.  (Portland,  Oregon 
U.  K.  Rinne,  M.b.  (Turku,  Finland) 

Credit  Hours:  15 

Contact: 

Carol  J.  Soroka 
The  Office  of  Continuing  Education 
Baylor  College  of  Medicine 
One  Baylor  Plaza 
Houston,  Texas  77030 
(713)  799-6020 


AN  UPDATE  IN 
PARKINSON'S 
DISEASE  AND 
MOVEMENT 
DISORDERS 


BAYLOR 
COLLEGE  OF 
MEDICINE 


Finally, 

A Medical  Management 
System  that  Speaks 
Doctor’s  Language* 

Logos  MDII™  is  the  pre- 
ferred database  man- 
agement system  for 
growing  practices. 

Logos  MD11  is  much 
more  than  just  a 
sophisticated  billing 
system.  It  has  advanced 
and  physician-tested  fea- 
tures that  address  the  intricacies  of  the  modem 
medical  practice.  And,  the  system  allows  your 
practice  to  grow  without  adding  office  personnel. 

■ Easy  to  Learn  and  Use:  Logos  MDII  is  fully 
menu  directed.  The  exclusive  Action  Block™ 
on  every  screen  guides  office  and  medical  per- 
sonnel with  no  computer  experience. 

■ Fast  and  Flexible:  With  the  AutoLeam™  fea- 
ture, there  is  no  need  to  add  information  to 
your  database  prior  to  using  Logos  MDII,  or  to 
move  from  screen  to  screen  to  do  so. 

■ Gives  You  More  Control:  Logos  MDII  displays 
and/or  prints  over  twenty  vital  reports  to  help 
improve  practice  efficiency  and  aid  in  research. 

■ Choose  Special  Features;  The  optional 
DocuFile™  lets  you  personalize  documents  and 
orders  for  patients  and  other  correspondents. 
X-Ray  Log  module  and  24-hour  Appointments 
Calendar  are  also  available. 


To  find  out  more  about  Logos 
MDII,  write  for  our  informative 
brochure.  Or,  call  our  toll-free 
number  (800)  231-0709.  In 
Texas,  (800)  392-5374. 


Logos  MicroSystems 

An  IBM  Value  Added  Dealer 


6565  West  Loop  South,  Suite  520 
Bellaire  (Houston),  Texas  77401 

(713)  661-9504 
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MANAGE  YOUR  OFFICE  MORE  EFFECTIVELY  WITH 
THE  MPM  1000  SYSTEM  AVAILABLE  THROUGH 
SOUTHERN  MEDICAL  ASSOCIATIONS 
PHYSICIANS’  PURCHASING  PROGRAM 


Manage  your  office  more 
effectively  with  the  MPM 
1000  System  available 
through  the  Physicians’ 
Purchasing  Program. 

Managing  your  office 
shouldn’t  be  hard; 
however,  with  the  current 
insurance  requirements  and 


the  impending  Medicare 
changes  looming  on  the 
horizon,  it  will  get  more 
difficult.  You  should  call 
Curtis  1000  Information 
Systems  or  Southern 
Medical  Association  to  find 
out  how  the  MPM  1000  can 
help  make  your  practice 
run  more  effectively. 


AVAILABLE  ON  IBM  A/T 


MPM  1000  Simplifies  Your  Paperwork 

You  will  be  able  to  reduce  the  mountains  of  paper- 
work by  using  your  MPM  1000  system  to  process  all 
your  insurance,  complete  your  billing  plus  instan- 
taneously sort  and  file  necessary  information. 

MPM  1000  Speeds  Up  Your  Cash  Flow 

The  MPM  1000  system  will  increase  your  daily  bank 
deposits  by  processing  all  your  insurance  and  pa- 
tients’ receivables  quickly. 

MPM  1000  Improves  Your  Practice  Management 

With  the  MPM  1000  system  you  can  easily  and  intel- 
ligently manage  your  practice  with  computer  gene- 
rated reports.  Trends  and  problems  are  easily  iden- 
tified so  you  can  take  corrective  action  before  they 
become  serious. 


MPM  1000  Is  A One  Source  Solution 

The  MPM  1000  is  a one  source  solution.  With  your 
system  you  receive  all  hardware  (IBM  or  Texas  In- 
struments), software,  complete  five  day  training  pro- 
gram and  responsive  after  sale  support. 

IBM  PC/AT  At  Discount 

Best  of  all,  these  systems  are  available  through  SMA 
Services,  Inc.,  Physicians’  Purchasing  Program  with 
substantial  discounts  on  IBM  and  Texas  Instrument 
equipment. 

FOR  MORE  INFORMATION,  please  fill  out  the 
coupon  below  and  mail  it  to  Southern  Medical  Asso- 
ciation, or  for  faster  service  call  Southern  Medical  at 
(205)  945-1840  or  Curtis  1000  Information  Systems  at 
800-241-4780. 


□ YES!  I would  like  more  information  on  MPM  1000 

My  interests  are:  C1  Immediate  □ Long  term  □ Please  contact  me  for  a survey 
I am  a member  of  SMA  □ 


Name 

(Please  Prim) 

Address 

City 

State 

( 

Zip 

) 

Specialty  • Office  Phone 

Mail  to:  CURTIS  1000  INFORMATION  SYSTEMS 


2296  Henderson  Mill  Road 
Suite  402 

Atlanta,  Georgia  30345 
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How  to  save 


23  hours  and 
55  minutes, 


faster  mulls,  lor  a Healthier  emtice. 

Post  Office  Box  724 
Huntingdon  Valley,  PA  19006 
800-742-8880 


Cut  your  wait  for  test  results  from  days  to  min- 
utes (or  even  seconds),  with  in-office  testing 
systems  from  Phytec. 

You’ll  he  able  to  give  more  authoritative 
patient  counsel  and  medication  tracking,  on 
the  spot.  You’ll  save  the  hours  you  once  spent 
phoning  patients  with  days- later  test  results. 
You’ll  enjoy  smoother,  more  predictable 
patient  flow  through  your  office. 

And  you’ll  he  able  to  hill  directly  for  testing 
services  that  you’ve  provided — instead  of  han- 
dling unprofitable  paperwork  for  outside  labs. 

Turn  bench  space  into  a 
profitable  irvoffice  lab. 

All  Phytec  equipment  is  designed  to  tit 
easily  into  your  office,  and  into  your  practice. 
Since  we  can  provide  all  installation,  supplies 
management,  and  operator  training — that’s 
very  easy  indeed. 

Versalyte  II®  sodium/potassium  analyzer: 
Takes  as  little  as  a 40pd  sample  of  whole  blood, 
serum,  plasma,  or  urine;  and  gives  results  in 
22  seconds. 

Versacount1'1  Series  hematology  analyzers: 
Three  separate  units  for  hemoglobin  analysis; 
platelets;  and  white  cell,  red  cell,  and  hemato- 
crit. In  as  little  as  24  seconds. 

Versamate  1 1 M and  Versamate  A1  M 
chemistry  analyzers:  Manual  and  automated 
models  offering  20  tests — including  glucose, 
hemoglobin,  BUN,  cholesterol,  triglycerides, 
and  uric  acid. 

Test  15  and  Test  13  reagents:  State-of-the- 
art  chemistries  for  fastest  response,  best  accu- 
racy. Available  in  1 5mm  and  1 3mm  sample 
tube  sizes  for  use  with  virtually  all  manual 
chemistry  analyzers.  For  more  information  on 
Phytec  systems,  or  for  a no-obligation  analysis 
of  how  in-office  testing  could  benefit  your 
practice,  call  toll-free  800-742-8880.  Or  write. 


NEWS 


TMA  IN  ACTION 

House  debates  Senate  bill, 
streamlines  bylaws  and  policies 

As  they  met  in  San  Antonio  May  9-10, 
Texas  Medical  Association’s  House  of 
Delegates  debated  the  merits  of  a 
Texas  Senate  bill  that  would  facilitate 
organ  procurement  and  transplantation 
and  approved  streamlined,  updated 
versions  of  the  association’s  bylaws 
and  policy  manual. 

Consideration  of  an  informational 
item  from  the  Reference  Committee  on 
Public  Health  and  Scientific  Affairs  es- 
calated to  full-scale  debate  as  dele- 
gates expressed  their  views  on  the 
procurement  of  human  organs  for 
transplantation.  At  the  center  of  the 
controversy  was  Senate  Bill  32,  which 
proposed  to  allow  coroners,  under  cer- 
tain legal  circumstances,  to  remove  any 
organs  suitable  for  transplantation  with- 
out the  knowledge  of  the  deceased 
person’s  family.  At  press  time,  the  bill 
awaited  the  governor’s  signature,  hav- 
ing gained  approval  from  both  houses 
of  the  Legislature. 

The  House  of  Delegates  adopted  the 
position  that  the  individual's  right  to 
choose  the  disposition  of  a loved  one’s 
body  is  paramount.  However,  after  rea- 
sonable attempts  to  contact  the  next  of 
kin  have  failed,  the  coroner  has  the 
right  to  authorize  removal  of  suitable 
organs  for  transplantation. 

Delegates  also  approved  a stream- 
lined version  of  the  Texas  Medical 
Association’s  Bylaws  and  the  report  of 
the  Reference  Committee  on  Policy 
Manual,  which  dealt  with  portions  of  the 
TMA  Policy  Manual — statements  five 
years  old  or  older — coming  under  “sun- 
set” review  provisions  that  are  de- 
signed to  keep  the  manual  up  to  date. 

Some  policy  statements  were  re- 
tained, some  deleted,  some  updated, 
and  some  were  referred  for  further 
study.  Ethical  statements  by  the  Board 
of  Councilors,  previously  contained  in 
the  manual,  will  be  placed  in  a new 
publication,  Current  Opinions  of  the 
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Board  of  Councilors. 

In  other  actions,  the  delegates: 

—Opposed  the  possible  one-year 
extension  of  the  current  Medicare  fee 
freeze. 

— Approved  a resolution  calling  for 
TMA  to  develop  a pilot  program  for  an 
indemnity  plan  for  Medicare  reimburse- 
ment for  Texas  physicians  and  hospi- 
tals. The  resolution  also  calls  for  similar 
legislation. 

—Referred  for  study  a resolution  to 
reduce  medical  school  enrollment  in 
Texas  by  1 0%.  The  Committee  on  Man- 
power will  study  the  proposal  and  re- 
port to  the  House  at  the  1 986  annual 
session. 

—Concurred  that  TMA  should  join 
other  groups  in  urging  the  US  Congress 
to  ban  alcoholic  beverage  advertise- 
ments from  radio  and  television.  The 
delegates  referred  the  resolution  to  the 
Committee  on  Alcoholism  and  Drug 
Abuse  and  to  the  Texas  Delegation  to 
the  American  Medical  Association. 

— Approved  a new  “affiliate”  mem- 
bership classification  to  allow  members 
leaving  the  state  to  continue  to  partici- 
pate in  member  benefit  programs.  The 
Council  on  Constitution  and  Bylaws  will 
prepare  Bylaws  language,  and  the 
Board  of  Trustees  will  evaluate  the  pro- 
posed dues  of  $100. 

— Asked  the  Board  of  Trustees  to 
study  the  feasibility  of  TMA  members 
paying  their  dues  in  installments. 

The  delegates  also  commended  ex- 
ceptional contributions  from  members 
and  others.  They  recognized  Ber- 
nard W.  Palmer,  MD,  San  Antonio,  for 
his  nine  years’  service  on  the  Council 
on  Constitution  and  Bylaws,  which  he 
has  chaired  since  1983,  and  for  his 
leadership  in  streamlining  TMA’s  By- 
laws. They  also  recognized  the  council 
for  its  exceptional  work  on  that  same 
project. 

Carlos  E.  Fuste,  Jr,  MD,  Alvin,  and 
Robert  Harvey  Bell,  MD,  Palestine, 
were  elevated  to  members  emeritus,  in 
recognition  of  their  exceptional  and 
distinguished  service  to  medicine. 


Finally,  the  delegates  expressed  their 
appreciation  to  Mr  Dave  Murray,  Medi- 
cal Protective  Company,  for  his  presen- 
tation to  the  Business  Coalition  for  Tort 
Reform,  and  commended  members  of 
the  Medical  Disclosure  Panel  for  their 
service  in  performing  a difficult  task. 

The  next  meeting  of  the  House  of 
Delegates  is  scheduled  for  Nov  22-23, 
1985,  in  Austin. 

Dr  Burross  assumes  office 
during  annual  session 

D.  Clifford  Burross,  MD,  Wichita  Falls, 
assumed  the  presidency  of  Texas  Medi- 
cal Association  during  the  1 985  annual 
session  in  San  Antonio.  He  succeeds 
George  G.  Alexander,  MD,  Houston. 

The  House  of  Delegates  elected  Jim 
Bob  Brame,  MD,  Eldorado,  to  serve  as 
president-elect  of  the  association,  and 
Max  C.  Butler,  MD,  Houston,  vice- 
president.  The  delegates  unanimously 
reelected  Val  F.  Borum,  MD,  Fort  Worth, 
as  speaker,  House  of  Delegates,  and 
Joseph  C.  Ogle,  MD,  Dallas,  as  vice- 
speaker. All  of  the  candidates  were  un- 
opposed. 

Addressing  the  delegates  Friday, 

May  1 0,  Dr  Burross  challenged  physi- 
cians to  enhance  their  public  image. 

“I  would  like  to  start  my  year  by  build- 
ing upon  the  activities  of  Dr  Alexander 
as  he  traveled  the  state,  meeting  with 
most  of  the  county  medical  societies 
and  issuing  a call  to  gain  community  re- 
spect,” he  said. 

The  new  president  encouraged  his 
listeners  to  reinstate  peer  review  of  fees 
through  their  county  medical  societies 
and  join  and  participate  in  the  American 
Medical  Association.  He  noted  that  pro- 
fessional liability  is  “the  most  per- 
plexing issue  facing  the  practice  of 
medicine”  and  promised  that  it  will  re- 
main a top  priority  with  TMA. 

He  outlined  six  other  issues  and  pro- 
grams to  be  addressed  during  his  ad- 
ministration, including  licensure  and 
discipline,  the  increasing  cost  of  medi- 
cal education,  the  proposed  continua- 
tion of  the  federal  government’s  freeze 
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on  physicians’  fees,  preferred  provider 
organizations  (PPOs),  liaison  with  the 
Texas  Business  Coalition  on  Health, 
and  a proposed  entity,  the  Governor’s 
Study  Group  on  Health  Care. 

In  other  elections,  the  delegates  ap- 
proved Harold  R.  High,  MD,  Cuero,  as 
a member-at-large  of  the  Executive 
Board,  and  Elgin  W.  Ware,  MD,  Dallas, 
as  a trustee.  They  reelected  councilors 
Ira  A.  Budwig,  Jr,  MD,  El  Paso,  District 
1 ; Zenas  W.  Hutcheson,  Jr,  MD,  An- 
drews, District  2;  William  T.  Gordon,  Jr, 
MD,  San  Angelo,  District  4;  William  C. 
Smyth,  MD,  Tyler,  District  1 1 ; John  W. 
Freese,  MD,  Fort  Worth,  District  13; 
and  Marshall  K.  Dougherty,  MD,  Paris, 
District  14.  John  W.  Nichols,  MD, 

Galena  Park,  was  elected  Councilor  of 
District  9,  replacing  Dr  Butler. 

Jack  Chisolm,  MD,  Dallas,  will  fill  a 
new  position  in  TMA’s  delegation  to  the 
American  Medical  Association,  created 
by  an  increase  in  Texas  membership  in 
the  AMA.  Also  elected  to  serve  as  dele- 
gates to  the  AMA  were:  Joseph  T. 
Ainsworth,  MD,  Houston;  George  G.  Al- 
exander, MD,  Houston;  Dick  K.  Cason, 
MD,  Hillsboro;  Milton  V.  Davis,  MD, 
Dallas;  Merle  W.  Delmer,  MD,  San  An- 
tonio; Mylie  E.  Durham,  Jr,  MD,  Hous- 
ton; Braswell  Locker,  MD,  Brooksmith; 
Haden  E.  McKay,  Jr,  MD,  Humble; 
James  K.  Peden,  MD,  Dallas;  Mario  E. 
Ramirez,  Jr,  MD,  Rio  Grande  City;  and 
S.E.  Thompson,  MD,  Richmond. 

The  house  elected  AMA  alternate 
delegates  D.  Clifford  Burross,  MD, 
Wichita  Falls;  Warren  F.  Tingley,  Jr,  MD, 
Arlington;  John  D.  Bonnet,  MD,  Temple; 
Hugh  Lamensdorf,  MD,  Fort  Worth; 

C.L.  Montgomery,  MD,  Lubbock; 

R.A.D.  Morton,  MD,  El  Paso;  J.  James 
Rohack,  MD,  Galveston;  George  E. 
Thannisch,  MD,  Lufkin;  B.  David  Van- 
derpool,  MD,  Dallas;  Gary  W.  William- 
son, MD,  Austin;  and  James  R.  Winn, 
MD,  Uvalde. 


Medical  staff  section  attracts 
197  hospital  representatives 

Convening  for  the  first  time,  Texas 
Medical  Association’s  Hospital  Medical 
Staff  Section  (HMSS)  attracted  repre- 
sentatives from  1 97  of  the  500  licensed 
acute  care  hospitals  in  Texas. 

The  daylong  meeting  was  held  May 
1 1 in  San  Antonio  in  conjunction  with 
the  association’s  annual  session,  and 
the  agenda  included  organizational  ac- 
tivities, elections,  informational  presen- 
tations, and  open  forums. 

Among  the  topics  of  discussion  were 
peer  review  organization/physician/ 
hospital  interface,  antitrust  aspects  of 
medical  staff  relations,  quality  as- 
surance programs,  surveys  by  the  Joint 
Commission  on  Accreditation  of  Hospi- 
tals, and  the  future  of  payment  mecha- 
nisms for  hospitals  and  physicians. 

In  addition  to  adopting  bylaws  and 
operating  procedures,  the  HMSS  elec- 
ted an  executive  council  that  will  direct 
programs  and  activities.  Albert  F. 
Hendler,  MD,  Doctors  Hospital,  Dallas, 
will  serve  as  chairman.  Also  elected 
were:  Robert  P.  Carroll,  Jr,  MD,  Nacog- 
doches Medical  Center  Hospital,  Na- 
cogdoches, vice-chairman;  George  P. 
Beck,  MD,  Methodist  Hospital,  Lub- 
bock, secretary;  Darlene  W.  McLaugh- 
lin, MD,  Good  Shepherd  Medical 
Center,  Longview,  delegate;  Thomas  H. 
Alexander,  MD,  Medical  Center  Hospi- 
tal, Tyler,  alternate  delegate;  Joseph  P. 
Annis,  MD,  St  David's  Community  Hos- 
pital, Austin,  member-at-large;  and 
George  H.  Sullivan,  MD,  Harris  Hospi- 
tal-Methodist,  Fort  Worth,  member-at- 
large. 

TMA’s  House  of  Delegates  approved 
the  formation  of  the  Hospital  Medical 
Staff  Section  in  November  1 984.  As 
stated  in  the  bylaws  adopted  by  the 
section,  “The  purposes  of  this  Section 
are  to  provide  a state  level  forum  for 
medical  staffs  to  discuss  common  is- 
sues and  concerns;  increase  aware- 
ness and  facilitate  multi-directional 
communication  on  common  issues; 
and  provide  involvement  in  TMA  policy 


making  through  direct  access  and 
representation  in  the  TMA  House  of 
Delegates.’’ 

The  membership  is  open  to  TMA 
members  selected  by  physician  mem- 
bers of  the  medical  staffs  from  each  li- 
censed acute  care  hospital  in  Texas. 

The  HMSS  will  meet  Sept  22, 1 985, 
in  conjunction  with  TMA’s  fall  confer- 
ence. For  further  information  on  the 
section,  contact  Sharon  Townsend, 
Texas  Medical  Association,  HMSS, 
1905  N Lamar  Blvd,  Austin,  TX  78705; 
phone  (512)477-6704. 

TMA  honors  Paul  R.  Meyer,  MD, 
with  service  award 

Paul  R.  Meyer,  MD,  Port  Arthur,  re- 
ceived Texas  Medical  Association’s 
highest  honor,  the  Distinguished  Ser- 
vice Award,  during  a ceremony  before 
the  House  of  Delegates  in  San  Antonio, 
Friday,  May  10, 1985. 

As  TMA’s  1 984-1 985  President 
George  G.  Alexander,  MD,  Houston, 
gave  Dr  Meyer  a commemorative 
plaque,  delegates  and  guests  re- 
sponded with  a standing  ovation.  Dr 
Meyer’s  family  joined  in  the  tribute. 

The  award  recognizes  Dr  Meyer’s  50- 


Paul  R.  Meyer,  MD,  Port  Arthur,  pictured  with  Mrs 
Meyer,  is  the  recipient  of  Texas  Medical  Associa- 
tion's highest  honor,  the  Distinguished  Service 
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plus  years  of  service  to  his  profession 
and  community.  He  began  the  private 
practice  of  pediatrics  in  Port  Arthur  in 
1930.  Within  TMA,  he  has  served  as 
Councilor  for  District  1 0,  as  well  as  the 
association’s  vice-president,  and  as  a 
member  and  chairman  of  the  Board  of 
Trustees.  He  also  served  as  president 
of  the  Texas  Pediatric  Society  and  the 
Jefferson  County  Medical  Society. 

In  the  realm  of  community  service,  Dr 
Meyer  was  instrumental  in  the  creation 
and  organization  of  the  local  Mosquito 
Control  Board,  the  Jefferson  County 
Airport,  and  immunization  drives  for  po- 
lio and  measles. 

He  is  the  recipient  of  awards  from  the 
Port  Arthur  Rotary  Club,  the  Jefferson 
County  Commissioners  Court,  and  the 
City  of  Port  Arthur. 

TMA’s  Committee  on  Student  Loans 
has  added  to  his  list  of  honors  by  estab- 
lishing the  Dr  Paul  R.  Meyer  Medical 
Student  Loan  Fund,  administered  by 
TMA’s  Education  and  Research  Foun- 
dation, 1801  N Lamar  Blvd,  Austin,  TX 
78701 ; phone  (512)477-  6704. 

Ten  exhibits  win  honors 
during  annual  session 

Judges  singled  out  ten  scientific  ex- 
hibits for  honors  from  among  the  55  en- 
tries on  view  during  Texas  Medical 
Association’s  1985  annual  session  in 
San  Antonio. 

First,  second,  and  third  place  winners 
were  named  in  three  categories.  Addi- 
tionally, Mission  Pharmacal  Company, 
San  Antonio,  presented  a $250  cash 
award,  the  Aesculapius  Award,  for  the 
outstanding  exhibit  presented  by  a 
Texas  physician  or  physicians.  Recipi- 
ents of  the  Aesculapius  were  Wilbur  G. 
Avery,  MD;  H.W.  Diserens,  MD;  William 
Girard,  MD;  Richard  Wallace,  MD;  Mi- 
chael R.  Green,  MD;  and  Leroy  Hieger, 
MD,  of  The  University  of  Texas  Health 
Science  Center  at  Tyler.  Their  winning 
exhibit  was  titled,  “Clinical-Radiologic- 
Pathologic  Correlates:  Infections  of  the 
Lung.” 

Otherwinners  include  P.F.  Anthony, 

12 


MD,  Fort  Worth,  who  won  first  place  in 
Group  I,  scientific  exhibits  prepared 
without  a grant  or  assistance.  Dr  An- 
thony’s exhibit  was  titled,  “The  Cochlear 
Implant  in  Private  Otology  Practice.” 

“Poisonous  Plants — Household, 
Garden,  and  Wild,”  was  the  title  of  the 
winning  exhibit  in  Group  II,  scientific 
exhibits  prepared  with  a grant  or  assis- 
tance from  a university,  hospital, 
government  agency,  or  nonprofit  orga- 
nization. Michael  D.  Ellis,  MD,  Texas 
State  Poison  Center,  and  Wayne 
Snodgrass,  MD,  Department  of  Pedi- 
atrics, The  University  of  Texas  Medi- 
cal Branch,  Galveston,  prepared  the 
exhibit. 

In  the  category  of  allied  medical  ex- 
hibits, the  Texas  Rehabilitation  Com- 
mission’s study  of  “Vocational  Rehabili- 
tation and  Disability  Determination  Divi- 
sions, San  Antonio”  won  first  place. 

This  category  is  reserved  for  exhibits 
primarily  of  educational-promotional 
nature,  which  bring  a message  of  inter- 
est and  importance  to  the  attention  of 
the  profession. 

Second  place  winners  were  Curtis  P. 
Clogston,  MD,  San  Antonio,  Group  I,  for 
his  exhibit  on  “Computer  Patient  Simu- 
lators for  Emergency,”  and  Raul 
Garcia-Rinaldi,  PhD,  FACS,  Memorial 
Hospital,  assisted  by  the  Research 
Foundation  of  Cardiovascular  Surgery 
of  Texas,  Houston,  Group  II,  for  “Con- 
servative Repair  of  the  Atrio- Ventricular 
Valves.”  The  Texas  Department  of 
Health’s  exhibit,  “Serving  Today’s 
Health  Care  Team,”  won  second  place 
for  allied  medical  exhibits. 

Valentin  Gracia,  MD,  Fort  Worth,  won 
third  place  honors  in  Group  I for  “Skin 
Cancer:  Face — Excision  and  Immedi- 
ate Reconstruction."  Third  place  win- 
ners in  Group  II  were  Salwa  A.  Shenaq, 
MD;  E.  Stanley  Crawford,  MD;  Renea 
Joswiak,  CRNA;  Dean  H.  Morrow,  MD; 
Baylor  College  of  Medicine,  Depart- 
ment of  Anesthesiology,  Surgery  and 
Medicine,  The  Methodist  Hospital, 
Houston.  The  subject  of  their  exhibit 
was,  "Profound  Hypothermia  and  Cir- 


culatory Arrest  for  Resection  of  Trans- 
verse Aortic  Arch  Aneurysms.”  The 
Texas  Department  of  Mental  Health 
and  Mental  Retardation,  Austin,  was 
named  third  place  winner  in  the  allied 
medical  exhibits  category. 

The  judges  gave  special  recognition 
to  exhibits  describing  TMA’s  depart- 
mental services  related  to  communica- 
tion, legislation,  medical  education, 
medical  staff  and  practice  manage- 
ment, membership,  the  Memorial  Li- 
brary, and  Texas  Medicine. 

In  addition  to  the  scientific  exhibits, 
the  annual  session  featured  200  tech- 
nical exhibits,  which  promote  goods 
and  services  of  interest  to  physicians, 
including  pharmaceutical  products, 
medical  equipment,  computer  hard- 
ware and  software,  surgical  equipment, 
medical  books,  and  hospital  equipment. 

Sports  activities  attract 
annual  session  registrants 

In  the  midst  of  a flurry  of  scientific  pro- 
grams, many  annual  session  regis- 
trants retreated  to  golf,  tennis,  and 
jogging  for  relaxation  and  fun. 

A golf  tournament  attracted  1 5 play- 
ers to  San  Antonio’s  Pecan  Valley  Golf 
Course.  Play  got  under  way  Wednes- 
day, May  8.  Tournament  Chairman  Wil- 
liam W.  Schuessler,  MD,  San  Antonio, 
reports  that  Paul  Armerding,  MD, 

Marfa,  brought  in  the  low  net  score, 
with  Robert  Westbrook,  MD,  San  An- 
tonio, winning  second  place  in  that 
category.  William  Hadnott,  MD,  took  the 
honors  for  low  gross  score,  and  his 
brother  James  Hadnott,  MD,  was  in 
second  place.  Both  Drs  Hadnott  are 
from  San  Antonio. 

Bernard  T.  Fein,  MD,  San  Antonio,  or- 
ganized a tennis  tournament  at  the 
John  R.  McFarlin  Tennis  Center.  Dr 
Fein  reports  that  Jack  Ponder,  MD, 
Dallas  took  the  senior  singles  cham- 
pionship. San  Antonio  physicians  John 
King,  MD,  and  Victor  Weiss,  MD,  were 
the  winning  senior  doubles  team.  Elkin 
Suescun,  MD,  San  Antonio,  was  the 
victor  in  the  men’s  open  singles  divi- 
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TMA's  1 984 - 1 985  President  George  G.  Alexander, 
MD,  Houston,  congratulates  Paul  R.  Meyer,  MD, 
Port  Arthur,  the  recipient  of  the  Distinguished  Ser- 
vice Award. 


Newly-installed  President  D.  Clifford  Burross,  MD, 
Wichita  Falls,  visits  with  Vice-president  Max  C. 
Butler,  MD,  Houston,  and  Mrs  Butler. 


Annual  session  registrants  view  an  award-winning 
exhibit,  "Clinical-Radiologic-Pathologic  Corre- 
lates: Infections  of  the  Lung.  "The  exhibit  was 
singled  out  for  Mission  Pharmacal  Company's 
Aesculapius  Award. 


A guest  samples  barbecue  at  the  American  Wesf- 
ern  section  of  the  Institute  of  Texan  Cultures.  The 


institute  was  the  scene  of  a gala  Texas  Heritage 
Celebration  sponsored  by  TMA  and  the  Auxiliary. 
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Members  of  the  Reference  Committee  on  Legisla-  ber.  W.B.  Allensworth,  MD,  Big  Spring,  chaired 
tion  consider  testimony  from  an  association  mem-  the  committee. 


IJOHNSON 


OR  SMM.E 


George  G.  Alexander,  MD,  presents  a plaque  to 
Pat  (Mrs  Mylie  E.)  Durham,  Houston.  The  plaque 
honors  Mrs  Durham  for  her  nomination  for  the 
office  of  president-elect  of  the  American  Medical 
Association  Auxiliary. 


President-elect  Jim  Bob  Brame,  MD,  Eldorado, 
and  Mrs  Brame  pause  for  a photo  session. 


A Fun  Run  participant  crosses  the  finish  line.  The 
five-kilometer  route  took  runners  past  the  San  An- 
tonio Convention  Center  and  downtown  hotels. 
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BALANCED 
CALCIUM  C 
BT 


Low  incidence  of  side  effects 

CABDIZEM®  (diltiazem  HC1) 
produces  an  incidence  of  adverse 
reactions  not  greater  than  that 
reported  with  placebo  therapy, 
thus  contributing  to  the  patient’s 
sense  of  well-being. 

‘‘Cardizem  is  indicated  in  the  treatment  of  angina  pectoris  due  to 
coronary  artery  spasm  and  in  the  management  of  chronic  stable 
angina  (classic  effort-associated  angina)  in  patients  who  cannot 
tolerate  therapy  with  beta-blockers  and/or  nitrates  or  who  remain 
symptomatic  despite  adequate  doses  of  these  agents. 

References: 

1.  Strauss  WE,  McIntyre  KM,  Parisi  AE,  et  al:  Safety  and  efficacy 
of  diltiazem  hydrochloride  for  the  treatment  of  stable  angina 
pectoris:  Report  of  a cooperative  clinical  trial.  Am  J Cardiol 
49:560-566,  1982. 

2.  Pool  PE,  Seagren  SC,  Bonanno  JA,  et  al:  The  treatment  of  exercise- 
inducible  chronic  stable  angina  with  diltiazem:  Effect  on  treadmill 
exercise.  Chest  78  (July  suppl): 234-238,  1980. 


Reduces  angina  attack  frequency 

42%  to  46%  decrease  reported  in 
multicenter  study.1 

Increases  exercise  tolerance41 

In  Bruce  exercise  test,2  control 
patients  averaged  8.0  minutes  to 
onset  of  pain;  Cardizem  patients 
averaged  9.8  minutes  (PC.005). 

CARDIZEM 

(diltiazem  HC1) 

THE  BALANCED 
CALCIUM  CHANNEL  BLOCKER 


Please  see  full  prescribing  information  on  following  page. 
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PROFESSIONAL  USE  INFORMATION 

cadizem, 

(dilhazem  HCI) 

30  mg  and  60  mg  cablets 

DESCRIPTION 

CARDIZEM*  (diltiazem  hydrochloride)  is  a calcium  ion  influx 
inhibitor  (slow  channel  blocker  or  calcium  antagonist).  Chemically, 
diltiazem  hydrochloride  is  1,5-Benzothiazepin-4(5H)one,3-(acetyloxy) 
-5-[2-(dimethylamino)ethyl]-2,3-dihydro-2-(4-methoxyphenyl)-, 
monohydrochloride, ( +)  -cis-  The  chemical  structure  is: 


Diltiazem  hydrochloride  is  a white  to  ofl-white  crystalline  powder 
with  a bitter  taste  It  is  soluble  in  water,  methanol,  and  chloroform 
It  has  a molecular  weight  of  450.98  Each  tablet  of  CAROIZEM 
contains  either  30  mg  or  60  mg  diltiazem  hydrochloride  for  oral 
administration. 

CLINICAL  PHARMACOLOGY 

The  therapeutic  benefits  achieved  with  CARDIZEM  are  believed 
to  be  related  to  its  ability  to  inhibit  the  influx  of  calcium  ions 
during  membrane  depolarization  of  cardiac  and  vascular  smooth 
muscle. 

Mechanisms  at  Action.  Although  precise  mechanisms  ol  its 
antianginal  actions  are  still  being  delineated,  CARDIZEM  is  believed 
to  act  in  the  following  ways 

1.  Angina  Due  to  Coronary  Artery  Spasm:  CARDIZEM  has  been 
shown  to  be  a potent  dilator  of  coronary  arteries  both  epicardial 
and  subendocardial.  Spontaneous  and  ergonovine-induced  cor- 
onary artery  spasm  are  inhibited  by  CARDIZEM 

2.  Exertional  Angina  CARDIZEM  has  been  shown  to  produce 
increases  in  exercise  tolerance,  probably  due  to  its  ability  to 
reduce  myocardial  oxygen  demand.  This  is  accomplished  via 
reductions  in  heart  rate  and  systemic  blood  pressure  at  submaximal 
and  maximal  exercise  work  loads. 

In  animal  models,  diltiazem  interferes  with  the  slow  inward 
(depolarizing)  current  in  excitable  tissue  It  causes  excitation-contraction 
uncoupling  in  various  myocardial  tissues  without  changes  in  the 
configuration  of  the  action  potential  Diltiazem  produces  relaxation 
of  coronary  vascular  smooth  muscle  and  dilation  of  both  large  and 
small  coronary  arteries  at  drug  levels  which  cause  little  or  no 
negative  inotropic  effect  The  resultant  increases  in  coronary  blood 
flow  (epicardial  and  subendocardial)  occur  in  ischemic  and  nonischemic 
models  and  are  accompanied  by  dose-dependent  decreases  in  sys- 
temic blood  pressure  and  decreases  in  peripheral  resistance 

Hemodynamic  and  Electrophyslologlc  Effects.  Like  other 
calcium  antagonists,  diltiazem  decreases  sinoatrial  and  atrioventricu- 
lar conduction  in  isolated  tissues  and  has  a negative  inotropic  effect 
in  isolated  preparations.  In  the  intact  animal,  prolongation  of  the  AH 
interval  can  be  seen  at  higher  doses 

In  man,  diltiazem  prevents  spontaneous  and  ergonovine-provoked 
coronary  artery  spasm  It  causes  a decrease  in  peripheral  vascular 
resistance  and  a modest  fall  in  blood  pressure  and,  in  exercise 
tolerance  studies  in  patients  with  ischemic  heart  disease,  reduces 
the  heart  rate-blood  pressure  product  for  any  given  work  load 
Studies  to  date,  primarily  in  patients  with  good  ventricular  function, 
have  not  revealed  evidence  of  a negative  inotropic  effect;  cardiac 
output,  ejection  fraction,  and  left  ventricular  end  diastolic  pressure 
have  not  been  affected  There  are  as  yet  few  data  on  the  interaction 
of  diltiazem  and  beta-blockers.  Resting  heart  rate  is  usually  unchanged 
or  slightly  reduced  by  diltiazem 

Intravenous  diltiazem  in  doses  of  20  mg  prolongs  AH  conduction 
time  and  AV  node  functional  and  effective  refractory  periods  approxi- 
mately 20%.  In  a study  involving  single  oral  doses  of  300  mg  of 
CARDIZEM  in  six  normal  volunteers,  the  average  maximum  PR 
prolongation  was  14%  with  no  instances  of  greater  than  first-degree 
AV  block.  Diltiazem-associated  prolongation  of  the  AH  interval  is  not 
more  pronounced  in  patients  with  first-degtee  heart  block.  In  patients 
with  sick  sinus  syndrome,  diltiazem  significantly  prolongs  sinus 
cycle  length  (up  to  50%  in  some  cases). 

Chronic  oral  administration  of  CARDIZEM  in  doses  of  up  to  240 
mg/day  has  resulted  in  small  increases  in  PR  interval,  but  has  not 
usually  produced  abnormal  prolongation  There  were,  however,  three 
instances  of  second-degree  AV  block  and  one  instance  of  third- 
degree  AV  block  in  a group  of  959  chronically  treated  patients. 

Pharmacokinetics  and  Metabolism.  Diltiazem  is  absorbed 
from  the  tablet  formulation  to  about  80%  of  a reference  capsule  and 
is  subject  to  an  extensive  first-pass  effect,  giving  an  absolute 
bioavailability  (compared  to  inbavenous  dosing)  of  about  40%.  CARDIZEM 
undergoes  extensive  hepatic  metabolism  in  which  2%  to  4%  of  the 
unchanged  drug  appears  in  the  urine.  In  vitro  binding  studies  show 
CARDIZEM  is  70%  to  80%  bound  to  plasma  proteins.  Competitive 
ligand  binding  studies  have  also  shown  CARDIZEM  binding  is  not 
altered  by  therapeutic  concentrations  of  digoxin,  hydrochlorothiazide, 
phenylbutazone,  propranolol,  salicylic  acid,  or  warfarin.  Single  oral 
doses  of  30  to  120  mg  of  CARDIZEM  result  in  detectable  plasma 
levels  within  30  to  60  minutes  and  peak  plasma  levels  two  to  three 
hours  after  drug  administration  The  plasma  elimination  half-life 
following  single  or  multiple  drug  administration  is  approximately  3.5 
hours.  Desacetyl  diltiazem  is  also  present  in  the  plasma  at  levels  of 
10%  to  20%  of  the  parent  drug  and  is  25%  to  50%  as  potent  a 
coronary  vasodilator  as  diltiazem  Therapeutic  blood  levels  of 
CARDIZEM  appear  to  be  in  the  range  of  50  to  200  ng/ml  There  is  a 
departure  from  dose-linearity  when  single  doses  above  60  mg  are 
given;  a 1 20-mg  dose  gave  blood  levels  three  times  that  of  the  60-mg 
dose.  There  is  no  information  about  the  effect  of  renal  or  hepatic 
impairment  on  excretion  or  metabolism  of  diltiazem 

INDICATIONS  AND  USAGE 

1  Angina  Pectoris  Due  to  Coronary  Artery  Spasm.  CARDIZEM 


is  indicated  in  the  treatment  of  angina  pectoris  due  to  coronary 
artery  spasm  CARDIZEM  has  been  shown  effective  in  the 
treatment  of  spontaneous  coronary  artery  spasm  presenting  as 
Prinzmetal's  variant  angina  (resting  angina  with  ST-segment 
elevation  occurring  during  attacks). 

2 Chronic  Stable  Angina  (Classic  Eliott-Associated  Angina). 
CARDIZEM  is  indicated  in  the  management  of  chronic  stable 
angina.  CARDIZEM  has  been  effective  in  controlled  trials  in 
reducing  angina  frequency  and  increasing  exercise  tolerance 

There  are  no  controlled  studies  of  the  effectiveness  of  the  concomi- 
tant use  of  diltiazem  and  beta-blockers  or  of  the  safety  of  this 
combination  in  patients  with  impaired  ventricular  function  or  conduc- 
tion abnormalities 

CONTRAINDICATIONS 

CARDIZEM  is  contraindicated  in  (1)  patients  with  sick  sinus 
syndrome  except  in  the  presence  of  a functioning  ventricular  pacemaker, 
(2)  patients  with  second-  or  third-degree  AV  block  except  in  the 
presence  of  a functioning  ventricular  pacemaker,  and  (3)  patients 
with  hypotension  (less  than  90  mm  Hg  systolic). 

WARNINGS 

f Cardiac  Conduction.  CARDIZEM  prolongs  AV  node  refrac- 
tory periods  without  significantly  prolonging  sinus  node  recov- 
ery time,  except  in  patients  with  sick  sinus  syndrome  This 
effect  may  rarely  result  in  abnormally  slow  heart  rates  (particularly 
in  patients  with  sick  sinus  syndrome)  or  second-  or  third-degree 
AV  block  (six  of  1243  patients  for  0.48%).  Concomitant  use  of 
diltiazem  with  beta-blockers  or  digitalis  may  result  in  additive 
effects  on  cardiac  conduction  A patient  with  Prinzmetal's 
angina  developed  periods  of  asystole  (2  to  5 seconds)  after  a 
single  dose  of  60  mg  of  diltiazem 

2.  Congestive  Heart  Failure.  Although  diltiazem  has  a negative 
inotropic  effect  in  isolated  animal  hssue  preparations,  hemodynamic 
studies  in  humans  with  normal  ventricular  function  have  not 
shown  a reduction  in  cardiac  index  nor  consistent  negative 
effects  on  contractility  (dp/dt).  Experience  with  the  use  of 
CARDIZEM  alone  or  in  combination  with  beta-blockers  in  patients 
with  impaired  ventricular  function  is  very  limited.  Caution  should 
be  exercised  when  using  the  drug  in  such  patients 

3 Hypotension.  Decreases  in  blood  pressure  associated  with 
CARDIZEM  therapy  may  occasionally  result  in  symptomatic 
hypotension 

4 Acute  Hepatic  Injury.  In  rare  instances,  patients  receiving 
CARDIZEM  have  exhibited  reversible  acute  hepatic  injury  as 
evidenced  by  moderate  to  extreme  elevations  of  liver  enzymes 
(See  PRECAUTIONS  and  ADVERSE  REACTIONS  ) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is  extensively  metab- 
olized by  the  liver  and  excreted  by  the  kidneys  and  in  bile  As  with  any 
new  drug  given  over  prolonged  periods,  laboratory  parameters  should 
be  monitored  at  regular  intervals  The  drug  should  be  used  with 
caution  in  patients  with  impaired  renal  or  hepatic  function.  In  sub- 
acute and  chronic  dog  and  rat  studies  designed  to  produce  toxicity, 
high  doses  of  diltiazem  were  associated  with  hepatic  damage  In 
special  subacute  hepatic  studies,  oral  doses  of  125  mg/kg  and 
higher  in  rats  were  associated  with  histological  changes  in  the  liver 
which  were  reversible  when  the  drug  was  discontinued  In  dogs, 
doses  of  20  mg/kg  were  also  associated  with  hepatic  changes; 
however,  these  changes  were  reversible  with  continued  dosing 

Drug  Interaction.  Pharmacologic  studies  indicate  that  there 
may  be  additive  effects  in  prolonging  AV  conduction  when  using 
beta-blockers  or  digitalis  concomitantly  with  CARDIZEM  (See 
WARNINGS). 

Controlled  and  uncontrolled  domestic  studies  suggest  that  con- 
comitant use  of  CARDIZEM  and  beta-blockers  or  digitalis  is  usually 
well  tolerated  Available  data  are  not  sufficient,  however,  to  predict 
the  effects  of  concomitant  treatment,  particularly  in  patients  with  left 
ventricular  dysfunction  or  cardiac  conduction  abnormalities  In  healthy 
volunteers,  diltiazem  has  been  shown  to  increase  serum  digoxin 
levels  up  to  20%. 

Carcinogenesis,  Mutagenesis,  Impairment  ol  Fertility.  A 

24-month  study  in  rats  and  a 21-month  study  in  mice  showed  no 
evidence  of  carcinogenicity  There  was  also  no  mutagenic  response 
in  in  vitro  bacterial  tests  No  intrinsic  effect  on  fertility  was  observed 
in  rats. 

Pregnancy.  Category  C Reproduction  studies  have  been  con- 
ducted in  mice,  rats,  and  rabbits  Administration  of  doses  ranging 
from  five  to  ten  times  greater  (on  a mg/kg  basis)  than  the  daily 
recommended  therapeutic  dose  has  resulted  in  embryo  and  fetal 
lethality  These  doses,  in  some  studies,  have  been  reported  to  cause 
skeletal  abnormalities  In  the  perinatal/postnatal  studies,  there  was 
some  reduction  in  early  individual  pup  weights  and  survival  rates 
There  was  an  increased  incidence  of  stillbirths  at  doses  of  20  times 
the  human  dose  or  greater 

There  are  no  well-controlled  studies  in  pregnant  women;  therefore, 
use  CARDIZEM  in  pregnant  women  only  if  the  potential  benefit 
justifies  the  potential  risk  to  the  fetus 

Nursing  Mothers.  It  is  not  known  whether  this  drug  is  excreted 
in  human  milk  Because  many  drugs  are  excreted  in  human  milk, 
exercise  caution  when  CARDIZEM  is  administered  to  a nursing 
woman  if  the  drug's  benefits  are  thought  to  outweigh  its  potential 
risks  in  this  situation 

Pediatric  Use.  Safety  and  effectiveness  in  children  have  not 
been  established. 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies  carried  out  to 
date,  but  it  should  be  recognized  that  patients  with  impaired  ventricu- 
lar function  and  cardiac  conduction  abnormalities  have  usually  been 
excluded 

In  domestic  placebo-controlled  trials,  the  incidence  of  adverse 
reactions  reported  during  CARDIZEM  therapy  was  not  greater  than 
that  reported  during  placebo  therapy 

The  following  represent  occurrences  observed  in  clinical  studies 
which  can  be  at  least  reasonably  associated  with  the  pharmacology 
of  calcium  influx  inhibition  In  many  cases,  the  relationship  to 
CARDIZEM  has  not  been  established.  The  most  common  occurrences, 
as  well  as  their  frequency  of  presentation,  are:  edema  (2.4%), 


headache  (2.1%),  nausea  (19%),  dizziness  (1.5%),  rash  (1.3% 
asthenia  (1.2%),  AV  block  (1.1%).  In  addition,  the  following  event 
were  reported  infrequently  (less  than  1%)  with  the  order  of  present; 
tion  corresponding  to  the  relative  frequency  of  occurrence 

Flushing,  arrhythmia,  hypotension,  bradyca 
dia,  palpitations,  congestive  heart  failure 
syncope 

Paresthesia,  nervousness,  somnolence 
tremor,  insomnia,  hallucinations,  and  amnesi; 
Constipation,  dyspepsia,  diarrhea,  vomitint 
mild  elevations  of  alkaline  phosphatase,  SGO' 
SGPT,  and  LDH. 

Pruritus,  petechiae,  urticaria,  photosensitive 
Polyuria,  nocturia 


Cardiovascular: 

Nervous  System 
Gastrointestinal 

Dermatologic: 

Other: 


The  following  additional  experiences  have  been  noted: 

A patient  with  Prinzmetal's  angina  experiencing  episodes  c 
vasospastic  angina  developed  periods  of  transient  asymptomab 
asystole  approximately  five  hours  after  receiving  a single  60-m 
dose  of  CARDIZEM 

The  following  postmarketing  events  have  been  reported  infre 
quently  in  patients  receiving  CARDIZEM  erythema  multiforme;  leu 
kopenia;  and  extreme  elevations  of  alkaline  phosphatase,  SGO' 
SGPT  LDH,  and  CPK  However,  a definitive  cause  and  effect  betwee: 
these  events  and  CARDIZEM  therapy  is  yet  to  be  established 


OVERDOSAGE  OR  EXAGGERATED  RESPONSE 

Overdosage  experience  with  oral  diltiazem  has  been  limitec 
Single  oral  doses  of  300  mg  of  CARDIZEM  have  been  well  toleratei 
by  healthy  volunteers  In  the  event  of  overdosage  or  exaggerate! 
response,  appropriate  supportive  measures  should  be  employed  ii 
addition  to  gastric  lavage  The  following  measures  may  be  considered 


Bradycardia 

High-Degree  AV 
Block 

Cardiac  Failure 
Hypotension 


Administer  atropine  (0  60  to  1.0  mg).  If  then 
is  no  response  to  vagal  blockade,  administe 
isoproterenol  cautiously. 

Treat  as  for  bradycardia  above.  Fixed  high 
degree  AV  block  should  be  treated  with  car 
diac  pacing 

Administer  inotropic  agents  (isoproterenol 
dopamine,  or  dobutamine)  and  diuretics. 
Vasopressors  (eg,  dopamine  or  levartereno 
bitartrate). 


Actual  treatment  and  dosage  should  depend  on  the  severity  of  thi 
clinical  situation  and  the  ludgment  and  experience  of  the  treatim 
physician. 

The  oral/LD50  s in  mice  and  rats  range  from  415  to  740  mg/k( 
and  from  560  to  810  mg/kg,  respectively.  The  intravenous  LD^'s  ii 
these  species  were  60  and  38  mg/kg,  respectively.  The  oral  LD50  ir 
dogs  is  considered  to  be  in  excess  of  50  mg/kg,  while  lethality  war 
seen  in  monkeys  at  360  mg/kg  The  toxic  dose  in  man  is  not  known 
but  blood  levels  in  excess  of  800  ng/ml  have  not  been  associatei 
with  toxicity 


DOSAGE  AND  ADMINISTRATION 

Exertional  Angina  Pectoris  Due  to  Atherosclerotic  Coro 
nary  Artery  Disease  or  Angina  Pectoris  at  Rest  Due  to  Coro 
nary  Artery  Spasm.  Dosage  must  be  adjusted  to  each  patient'! 
needs.  Starting  with  30  mg  four  times  daily,  before  meals  and  a 
bedtime,  dosage  should  be  increased  gradually  (given  in  dividei 
doses  three  or  four  times  daily)  at  one-  to  two-day  intervals  unti 
optimum  response  is  obtained  Although  individual  patients  ma; 
respond  to  any  dosage  level,  the  average  optimum  dosage  rang) 
appears  to  be  180  to  240  mg/day.  There  are  no  available  data  concern 
ing  dosage  requirements  in  patients  with  impaired  renal  or  hepatii 
function  If  the  drug  must  be  used  in  such  patients,  titration  should  bi 
carried  out  with  particular  caution 

Concomitant  Use  With  Other  Antianginal  Agents: 

1 . Sublingual  NTG  may  be  taken  as  required  to  abort  acuti 
anginal  attacks  during  CARDIZEM  therapy 

2 Prophylactic  Nitrate  Therapy -CARDIZEM  may  be  safe!) 
coadministered  with  short-  and  long-acting  nitrates,  but  then 
have  been  no  controlled  studies  to  evaluate  the  antiangina 
effectiveness  of  this  combination. 

3 Beta-blockers.  (See  WARNINGS  and  PRECAUTIONS ) 


HOW  SUPPLIED 

Cardizem  30-mg  tablets  are  supplied  in  bottles  of  100  (ND! 
0088-1771-47)  and  in  Unit  Dose  Identification  Paks  of  100  (ND( 
0088-1771-49)  Each  green  tablet  is  engraved  with  MARION  on  om 
side  and  1771  engraved  on  the  other  CARDIZEM  60-mg  scorei 
tablets  are  supplied  in  bottles  of  100  (NDC  0088-1772-47)  and  in  Uni 
Dose  Identification  Paks  of  100  (NDC  0088-1772-49).  Each  yellov 
tablet  is  engraved  with  MARION  on  one  side  and  1772  on  the  othei 
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ion,  and  Ernest  Arze,  MD,  and  Robert 
Slay,  MD,  both  of  San  Antonio,  took  the 
men’s  open  doubles  championship. 

Annette  Zaharoff,  MD,  San  Antonio, 
vas  the  women’s  singles  champion.  Dr 
laharoff  joined  Vigie  (Mrs  James) 

Vynn  to  take  the  women’s  doubles  title. 

Participants  in  TMA’s  Fun  Run 
fathered  at  HemisFair  Plaza  at  7:30 
|im,  Saturday,  May  1 1 . At  the  end  of  the 
'ive-kilometer  course,  Phil  Dunne  was 
leading  the  pack  as  he  clocked  a finish- 
ng  time  of  19  minutes,  40  seconds. 

The  time  also  put  him  in  first  place  for 
he  men  40  and  over  division.  Robert 
3houmaker,  MD,  San  Antonio,  and 
Vlike  Badgwell,  MD,  Lubbock,  finished 
second  and  third,  respectively,  in  the 
Jivision. 

First,  second,  and  third  place  leaders 
n the  men  39  and  under  division  were 
Tom  Campbell,  MD,  Michael  Hagen, 

MD,  and  Mike  Banker,  MD;  women  39 
ind  under,  Elizabeth  A.  Littrell,  Debo- 
ah  Douglas,  MD,  and  Nancy  Morriss. 
3wen  Larose  and  Jesmarie  Hurst  came 
n first  and  second,  respectively,  in  the 
women  40  and  over  division. 

Horatio  Aldredge  III,  MD,  San  An- 
onio,  served  as  chairman  of  the  Fun 
3un. 

Mrs  Bruner  pledges 
to  “Make  a Difference” 

^s  the  newly  installed  president  of  the 
Texas  Medical  Association  Auxiliary, 
Martha  (Mrs  C.B.)  Bruner,  Fort  Worth, 
will  lead  members  as  they  strive  to 
Make  a Difference.” 

That  is  the  theme  Mrs  Bruner  has 
:hosen  for  her  term  of  office,  and  to- 
ward that  goal,  county  medical  society 
auxiliaries  will  promote  community  and 
school  health  education  and  an  “adopt- 
a-grandparent”  program.  They  also  will 
work  on  programs  to  prevent  family 
violence. 

The  new  president  was  installed  dur- 
ing ceremonies  at  the  auxiliary’s  67th 
annual  convention,  May  8-1 1 , in  San 
Antonio,  which  drew  an  attendance  of 
654.  She  succeeds  Joan  (Mrs  Robert 


A.)  McClure,  Houston. 

In  addition  to  Mrs  Bruner,  TMAA’s 
1985-1986  leadership  includes  Mary 
Lynn  (Mrs  Joe  Ed)  Smith,  Athens, 
president-elect;  and  Dixie  (Mrs  Ed- 
ward E.)  Louis,  Dickinson,  first  vice- 
president. 

Other  officers  are  Sue  (Mrs  Brian  E.) 
Gordon,  Andrews,  western  regional 
vice-president;  Betty  (Mrs  Eugene  T.) 
Standley,  San  Antonio,  southern 
regional  vice-president;  Helen  (Mrs 
George  G.)  Alexander,  Houston,  east- 
ern regional  vice-president;  and  Bar- 
bara (Mrs  A.  Brooks)  Chapman,  Dallas, 
northern  regional  vice-president. 

Completing  the  slate  are  Jesmarie 
(Mrs  C.R.)  Hurst,  Tyler,  recording  sec- 
retary; Mary  Helen  (Mrs.  Drue  O.D.) 
Ware,  Fort  Worth,  corresponding  sec- 
retary; Mary  Katherine  (Mrs.  Charles 
L.)  Borchers,  Victoria,  treasurer;  and 
Pat  (Mrs  Mylie  E.)  Durham,  Houston, 
parliamentarian. 

TMAA’s  membership  has  grown  to  in- 
clude more  than  8,500  physicians’ 
spouses,  making  it  the  nation’s  largest 
state  medical  association  auxiliary. 

HEALTH  LINE 

DTP  vaccine  supplies 
available  for  booster  doses 

The  Texas  Department  of  Health  re- 
ports that  there  are  now  adequate 
supplies  of  the  diphtheria-tetanus- 
pertussis  (DTP)  vaccine  to  vaccinate 
infants  and  children.  The  recommenda- 
tion to  temporarily  suspend  the  admin- 
istration of  DTP  boosters  is  rescinded, 
according  to  Commissioner  of  Health 
Robert  Bernstein,  MD. 

The  Immunization  Practices  Ad- 
visory Committee  and  the  Committee 
on  Infectious  Diseases  of  the  American 
Academy  of  Pediatrics  also  are  rec- 
ommending the  resumption  of  DTP 
booster  doses  for  children  1 8 months 
old  and  4-5  years  old. 

Connaught  Laboratories  Limited  an- 
nounced in  April  the  release  of  2.2 


million  doses  of  DTP  vaccine  for  distri- 
bution in  the  US.  Projected  production 
schedules  for  the  manufacturers  in- 
dicate that  adequate  supplies  of  the 
vaccine  will  be  available  to  vaccinate 
children  with  the  fourth  and  fifth  doses. 

Parents  of  children  who  did  not  re- 
ceive their  DTP  boosters  during  the  pe- 
riod of  inadequate  supplies  should  be 
advised  to  seek  the  needed  boosters 
for  their  children. 

NIH  reports  on  treatment 
of  sarcomas,  osteosarcomas 

The  National  Institutes  of  Health  (NIH) 
announces  the  availability  of  its  re- 
port, “Limb-Sparing  Treatment  of  Adult 
Soft-Tissue  Sarcomas  and  Osteosar- 
comas.” The  report  was  prepared  by  a 
panel  of  experts,  which  considered  sci- 
entific evidence  presented  at  a consen- 
sus development  conference  at 
the  NIH. 

Among  the  questions  answered  in 
the  report  are:  What  is  the  optimal  pre- 
treatment evaluation  of  the  high-grade 
sarcoma  patient  regarding  diagnosis, 
extent  of  disease  workup,  and  staging? 
Are  there  types  of  patients  for  whom 
limb-sparing  treatment  should  be  con- 
sidered appropriate  therapy?  Are  there 
types  of  extremity  sarcoma  patients 
for  whom  adjuvant  chemotherapy  is 
indicated? 

Free,  single  copies  of  this  report  are 
available  from  Michael  J.  Bernstein, 
Office  of  Medical  Applications  of  Re- 
search, National  Institutes  of  Health, 
Building  1 , Room  21 6,  Bethesda,  MD 
20205. 

Treatment  of  plant  poisoning 
discussed  in  AMA  guide 

Responding  to  the  medical  commu- 
nity’s need  for  a medical  reference 
source  on  plants  poisonous  to  humans, 
the  American  Medical  Association  has 
published  the  Handbook  of  Poisonous 
and  Injurious  Plants. 

Designed  specifically  for  physicians 
and  other  health  professionals,  the 
AMA  guide  helps  determine  the  need 
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for  medical  intervention  and  suggests 
appropriate  therapeutic  measures. 

The  435-page  volume  includes  187 
pages  of  full  color  photographs  helpful 
in  identifying  plants  causing  human  in- 
toxication. Included  are  native  or  cul- 
tivated plants  of  the  US,  Canada, 
Northern  Mexico,  and  the  Caribbean. 
The  handbook  is  divided  into  three  sec- 
tions— systemic  plant  poisoning,  plant 
dermatitis,  and  mushroom  poisoning. 

Authors  of  the  handbook  are  Ken- 
neth F.  Lampe  and  Mary  Ann  McCann 
of  the  AMA  Division  of  Drugs  and 
Technology. 

Copies  of  the  Handbook  of  Poi- 
sonous and  Injurious  Plants  are  $1 8.95 
each  plus  $2.50  for  UPS  delivery  and 
handling.  Orders  should  be  directed  to 
the  publisher,  Chicago  Review  Press, 
213  W Institute  Place,  Chicago,  IL 
6061 0.  The  handbook  also  may  be  pur- 
chased at  bookstores. 

Preparation  of  the  manuscript  was 
supported,  in  part,  by  a contract  from 
the  Division  of  Poison  Control,  Bureau 
of  Drugs,  Food  and  Drug  Administra- 
tion, and  by  a grant  provided  by  the  Na- 
tional Library  of  Medicine. 

Report  addresses  concerns 
about  health  aspects  of  VDTs 

The  American  Council  on  Science  and 
Health  (ACSH)  addresses  the  growing 
concerns  about  the  health  conse- 
quences in  using  video  display  ter- 
minals (VDTs)  in  its  report,  “Health 
and  Safety  Aspects  of  Video  Display 
Terminals.” 

“Public  concern  about  the  possibility 
that  VDTs  might  pose  reproductive 
hazards  has  become  intense,”  said 
ACSH  Executive  Director  Elizabeth  M. 
Whelan,  PhD.  “Yet  there  is  no  evidence 
that  problem  pregnancies  are  more 
common  among  VDT  operators  than  in 
the  general  population.  . .The  stress 
related  to  this  unwarranted  concern 
may  cause  more  difficulties  than  VDTs 
themselves  ever  could.  Major  edu- 
cational efforts  may  be  needed  to  com- 
bat the  misconceptions  which  many 


women  now  have  about  video  display 
terminals.” 

Also  addressed  in  the  report  is 
whether  VDTs  cause  permanent  dam- 
age to  vision.  “While  VDT  work  has  not 
been  shown  to  lead  to  permanent  visual 
damage,  many  operators  report  tempo- 
rary visual  discomfort  and  musculo- 
skeletal symptoms  such  as  shoulder, 
back,  and  neck  pain.  These  problems 
can  be  caused  or  aggravated  by  poor 
VDT  design,  glare,  excessively  long 
periods  of  uninterrupted  VDT  work,  in- 
adequately corrected  vision,  or  the 
wearing  of  corrective  lenses  that  are  in- 
appropriate for  VDT  work. 

To  obtain  a single  complimentary 
copy  of  “Health  and  Safety  Aspects 
of  Video  Display  Terminals,”  send  a 
self-addressed,  stamped  (39  cents 
postage)  business-size  envelope  to 
VDT  Report,  ACSH,  47  Maple  St,  Sum- 
mit, NJ  07901. 

The  American  Council  on  Science 
and  Health  is  an  independent,  nonprofit 
consumer  education  organization 
promoting  scientifically  balanced 
evaluations  of  food,  chemicals,  the  en- 
vironment, and  health. 

SOCIOECONOMICS 

JUA  wins  50%  rate  hike 
from  insurance  board 

The  State  Board  of  Insurance  has 
authorized  a 50%  increase  in  rates 
charged  for  medical  professional  lia- 
bility insurance  by  the  Texas  Medical 
Liability  Insurance  Underwriting  Associ- 
ation, better  known  as  the  Joint  Under- 
writing Association  (JUA). 

The  move  came  during  the  board’s 
May  14  meeting  in  Austin,  and  the  new 
rates  were  expected  to  become  effec- 
tive by  the  end  of  the  month. 

Representatives  of  the  financially 
troubled  insurer  told  board  members 
that  the  50%  increase  is  a temporary 
measure,  and  that  they  will  return  with 
another  request  for  an  increase  at  a fu- 
ture, unspecified  date. 


Although  the  JUA  has  not  raised  its 
rates  since  it  was  founded  ten  years 
ago,  it  recently  increased  by  1 9%  the 
amount  that  policyholders  must  contrib 
ute  to  its  Stabilization  Reserve  Fund. 

The  Texas  Legislature  created  the 
JUA  in  1 975  to  make  professional  lia- 
bility insurance  available  during  the 
existing  liability  insurance  crisis.  Its  pol 
icyholders  comprise  physicians  who 
have  been  turned  down  for  insurance 
by  two  carriers.  In  1 978,  the  JUA  in- 
sured 4,503  policyholders;  in  June 

1983,  it  insured  902;  and  as  of  Dec  31 , 

1984,  it  insured  661  physicians  and 
other  non-institutional  health  care  pro- 
viders, including  dentists,  podiatrists, 
MDs,  and  doctors  of  osteopathy. 

GM  offers  enrollees,  dependents 
three  health  care  options 

General  Motors  Corporation  now  offers 
800,000-plus  enrollees  and  their  de- 
pendents nationwide  three  health  care 
delivery  options,  according  to  an  an- 
nouncement from  Blue  Cross  and  Blue 
Shield  of  Michigan. 

The  Informed  Choice  Plan,  which  be^ 
came  effective  April  1 , 1 985,  aims  to 
maintain  quality  care  while  reducing 
health  care  costs. 

The  traditional  insurance  option 
generally  provides  the  same  benefits 
available  to  enrollees  through  their  pre- 
vious Blue  Cross  and  Blue  Shield  cov- 
erage. A preferred  provider  organiza- 
tion (PPO)  option  covers  care  from  a 
select  group  of  providers  who  have 
agreed  to  certain  utilization  review  re- 
quirements and  a pre-arranged  price. 
Medicare  enrolled  persons  are  not  eli- 
gible for  enrollment  in  PPOs  at  this 
time.  Finally,  the  Informed  Choice  Plan 
offers  a health  maintenance  organiza- 
tion (HMO)  option. 

All  non-Medicare  GM  enrollees  who 
select  the  traditional  insurance  option 
are  subject  to  “predetermination”  for  all 
elective  admissions,  except  maternity. 
Through  this  system,  a Central  Review 
Organization  (CRO)  determines  in  ad- 
vance the  level  of  coverage  for  the  ad- 
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mission.  If  coverage  of  the  admission  is 
approved,  the  CRO  also  will  establish 
a length  of  stay  for  which  a benefit  will 
be  paid.  Within  24  hours  following  an 
emergency  admission,  a hospital  repre- 
sentative should  contact  the  CRO  by 
telephone  to  obtain  determination  of  a 
length  of  stay  for  which  benefit  payment 
will  be  made. 

An  appeals  process  for  the  CRO's 
decisions  is  in  place. 

Physicians  who  have  questions  re- 
garding the  predetermination  of  length 
of  stay  features  of  the  traditional  insur- 
ance option,  may  call  toll-free  1 - 
800-932-3203. 


Administrators,  lawmaker  look 
at  peer  review 

Washington  administrators  and  a law- 
maker are  seeking  to  make  information 
gathered  by  peer  review  organizations 
more  readily  available  to  health  care 
consumers,  and  to  expand  the  organi- 
zations’ operations. 

In  issuing  a final  rule,  the  Health  Care 
Financing  Administration  (HCFA)  al- 
lows public  access  to  hospital  statistics 
collected  by  peer  review  organizations 
(PROs).  Accessible  information  could 
include  mortality  rates,  costs,  length  of 
stay,  volume,  or  infection  rates  by  hos- 
pital or  hospital  department.  The  rules 
exclude  from  disclosure  physician-  and 
patient-specific  data. 

The  final  rule  states  that  PROs  “are 
an  important  source  of  information  to 
aid  consumers  and  consumer  organ- 
izations in  reaching  informed  decisions 
about  the  types  of  health  care  services 
that  are  offered.” 

Meanwhile,  House  Aging  Committee 
Chairman  Rep  Edward  Roybal  (D-Calif) 
has  introduced  legislation  that  would 
extend  PRO  review  to  physicians’ 
offices  and  require  each  PRO  to  have  a 
five-  to  seven-member  consumer  ad- 
visory board. 

Representative  Roybal  contends  that 
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Medicare  “cost  containment"  is  in  dan- 
ger of  becoming  “care  containment,” 
and  the  legislation  would,  in  his  view, 
expand  quality  review  activities  of 
PROs.  Called  the  Quality  Assurance 
Reform  Act  of  1 985  (HR  1 970),  the  bill 
also  would: 

— Require  that  as  of  Oct  1 , 1 986,  the 
Department  of  Health  and  Human  Ser- 
vices stipulate  in  its  award,  administra- 
tion, and  evaluation  of  PRO  contracts 
that  at  least  half  of  the  organization’s 
efforts  are  to  be  directed  to  quality 
review. 

— Extend  PRO  review  to  nursing 
homes,  home  health  agencies,  and 
other  providers,  as  well  as  physicians’ 
offices,  by  April  1, 1988. 

— Direct  PROs  to  maintain  24-hour 
hot  lines  for  questions  and  complaints 
from  Medicare  providers  and  bene- 
ficiaries. 

— Direct  the  Congressional  Office  of 
Technology  Assessment  to  appoint  a 
nine-member  National  Council  on 
Quality  Assurance. 

— Increase  PRO  funding  as  com- 
pared to  current  law  and  adjusted  for  in- 
flation, by  30%  in  1 986,  40%  in  1 987, 
and  50%  in  1 988  and  subsequent 
years. 

New  requirements  for  grants 
to  be  effective  Oct  9 

Beginning  Oct  9,  1985,  states  must 
meet  eligibility  requirements  set  out  in 
final  “Baby  Doe”  regulations  in  order  to 
qualify  for  federal  grants  that  support 
child  abuse  prevention  programs. 

The  Department  of  Health  and  Hu- 
man Services  (HHS)  developed  the 
regulations  to  support  the  “Baby  Doe” 
provisions  of  the  Child  Abuse  Amend- 
ments of  1984  (PL  98-457).  The  legis- 
lation requires  states  seeking  grants  to 
adopt  procedures  and  programs  for  re- 
sponding to  medical  neglect,  including 
the  “withholding  of  medically  indicated 
treatment,”  and  offers  final  “Model 
Guidelines  for  Health  Care  Providers 
to  Establish  Infant  Care  Review 
Committees.” 


CAPITAL  COMMENTS 


To  be  eligible  for  funds,  state  child 
protective  services  must  (1)  be  avail- 
able to  coordinate  and  consult  with 
representatives  of  health  care  facilities, 
(2)  outline  procedures  for  prompt  noti- 
fication of  suspected  medical  neglect, 
and  (3)  establish  authority  for  pursuing 
legal  remedies  to  prevent  withholding 
of  medically  indicated  treatment  from 
disabled  infants  with  life-threatening 
conditions. 

Further,  state  agencies  are  required 
to  develop  procedures  for  obtaining  ac- 
cess to  medical  records  during  in- 
vestigations of  medical  neglect  and 
securing  a court-ordered  independent 
medical  examination  of  an  infant  when 
necessary  to  resolve  a report  of  medi- 
cal neglect. 

The  regulations  include  “interpretive 
guidelines”  that  explain:  “withholding 
of  medically  indicated  treatment,”  “life- 
threatening  condition,”  “treatment,” 
“merely  prolong  dying,”  "ameliorating 
all  life-threatening  conditions,”  “vir- 
tually futile,”  and  “inhumane.” 

In  its  official  response  to  the  regula- 
tions, the  American  Medical  Associa- 
tion noted,  “.  . . the  ‘interpretive 
guidelines’. . . indicate  that  HHS  con- 
tinues to  underestimate  the  complex 
and  uncertain  treatment  decisions  fac- 
ing parents  of  seriously  ill  newborns.” 

The  advisory  “Model  Guidelines  for 
Health  Care  Providers  to  Establish  In- 
fant Care  Review  Committees”  discuss 
membership,  administration,  educa- 
tional activities,  policy  development, 
counsel  and  review  activities,  and  ret- 
rospective record  review. 

The  AMA’s  response  observed,  “We 
remain  convinced  that  the  final  model 
guidelines  should  have  contained  de- 
scriptions of  alternative  committee 
structures  and  methods.  Instead,  the 
guidelines  propose  a rigid  organiza- 
tional structure  that  may  discourage 
the  establishment  of  appropriate 
committees.” 

The  AMA  consistently  has  opposed 
government  intervention  in  the  treat- 
ment of  seriously  ill  infants,  but  encour- 
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rou  Know  it  s not  your  every- 
day patient  problem.  Alco- 
holism is  far  different  from 
most  other  diseases.  Patients 
try  to  hide  it  from  you.  They 
resist  treatment.  They  deny 
they  have  the  disease  at  all. 

Such  a complex  physical 
and  emotional  problem  usually 
requires  extensive  evaluation. 
And  intervention  counseling 
is  frequently  needed. 


it  you  are  a specialist  in 
addiction  treatment,  you're 
equipped  to  deal  with  these 
problems.  If  not,  consider 
Brookwood  Recovery  Center 
as  your  specialist  ana  partner 
in  the  treatment  of  alcohol- 
ism and  drug  abuse.  We're  a 
specialized  facility  staffed  to 
serve  both  your  patient  and 
patient's  family  Our  nation- 
ally recognized  treatment 


programs  have  given  us  one 
of  tne  best  recovery  rates  in 
the  country.  And  once  recov- 
ered, your  patients  and  their 
families  return  to  being  the 
kind  of  patients  that  let  you 
help  them  once  again. 

For  further  information  on 
how  a Brookwood  Recovery 
Center  can  help  you  effectively 
treat  this  problem,  call  our 
treatment  center  in  Dallas  . 


(214/988-0106,  metro),  Ft. 
Worth  (817/654-4153,  metro 
Houston  (713/439-1202), 
San  Antonio  (512/494-4477) 
Port  Arthur  (409/983-2064) 
or  Westgate  in  Denton 
v (214/434-3549,  metre 
^ JL  anytime,  day  or  nigh 


Brookwood 
Recovery  Center 


A health  care  service  of 
American  Medical  International 


ages  state  and  local  medical  societies 
to  work  with  state  agencies  that  now 
must  formulate  programs  and  proce- 
dures to  comply  with  the  new  law. 

“We  will  be  closely  monitoring  the 
effect  the  law  and  regulations  have  on 
the  care  and  welfare  of  severely  ill 
newborns,”  the  association  promised. 

Texas  Legislature  adjourns 
following  special  session 

The  69th  Texas  Legislature  adjourned 
following  a hastily  called  special  ses- 
sion to  consider  legislation  to  provide 
health  care  for  the  state’s  indigent 
population. 

Among  other  important  moves  af- 
fecting health  care  was  retention  of  the 
requirement  that  the  commissioner  of 
the  Texas  Department  of  Health  be  a 
physician.  The  lawmakers  also  snuffed 
unfavorable  legislation  regarding  pre- 
ferred provider  organizations.  And, 
with  Texas  Medical  Association’s  sup- 
port, they  reenacted  the  triplicate  pre- 
scription program. 

For  a comprehensive  review  of 
medically-related  legislation,  see  p 58. 

NEWSMAKERS 

STEVEN  SCHENKER,  MD,  San  An- 
tonio, has  been  named  editor  of 
Hepatology , the  official  journal  of  the 
American  Association  for  the  Study  of 
Liver  Diseases.  Dr  Schenker  is  pro- 
fessor of  medicine  and  pharmacology 
and  head  of  the  gastroenterology  and 
nutrition  division  at  The  University  of 
Texas  Health  Science  Center  at  San 
Antonio. 

ALFRED  G.  GILMAN,  MD,  PHD,  pro- 
fessor and  chairman  of  pharmacology 
at  The  University  of  Texas  Health  Sci- 
ence Center  at  Dallas,  has  been  elec- 
ted to  membership  in  the  National 
Academy  of  Sciences. 

DREW  GAFFNEY,  MD,  Dallas,  has 
been  named  a payload  specialist  on  the 


crew  of  the  space  shuttle  tentatively 
scheduled  for  April  1 986.  Dr  Gaffney, 
assistant  professor  of  internal  medicine 
and  of  health  care  sciences  at  The  Uni- 
versity of  Texas  Health  Science  Center 
at  Dallas,  will  conduct  cardiovascular 
experiments  aboard  the  spacelab  car- 
ried in  the  shuttle’s  cargo  bay. 

ROBERT  S.  DEMSKI,  MD,  is  the  new 
president  elect  of  the  Texas  Society  of 
Child  Psychiatry.  Dr  Demski  is  currently 
a consultant  in  child  psychiatry  to  the 
San  Antonio  Independent  School  Dis- 
trict, clinical  associate  professor  of 
psychiatry  at  The  University  of  Texas 
Health  Science  Center  at  San  Antonio, 
and  a staff  child  psychiatrist  at  the 
Bexar  County  Community  Guidance 
Center. 

M.  BENJAMIN  PERRYMAN,  PHD, 
Houston,  has  been  named  by  the 
American  Heart  Association  in  Texas 
as  the  recipient  of  the  Lyndon  Baines 
Johnson  Award  for  Research.  Dr  Perry- 
man, medical  researcher  and  assistant 
professor  of  medicine  at  Baylor  College 
of  Medicine  in  Houston,  is  involved  in 
research  studying  the  enzyme  creatine 
kinase  to  determine  the  amount  and 
type  of  heart  tissue  damage  caused  by 
heart  attacks. 

KAREN  E.  SHATTUCK,  MD,  a third- 
year  pediatric  resident  at  The  University 
of  Texas  Medical  Branch,  was  honored 
at  the  26th  Annual  National  Student 
Research  Forum  in  April.  Dr  Shattuck 
received  second  place  honors  in  the 
residents  and  interns  division  of  the 
Mead  Johnson  Excellence  of  Research 
Awards  for  her  presentation  on  “Hexo- 
aminidase:  A Marker  for  Necrotizing 
Enterocolitis.”  Other  authors  on  Dr 
Shattuck’s  paper  included  C.  JOAN 
RICHARDSON,  MD,  professor  of  pedi- 
atrics; DAVID  K.  RASSIN,  PHD,  associ- 
ate professor  of  pediatrics;  and  THOM 
E.  LOBE,  MD,  assistant  professor  of 
pediatrics. 


MARGIE  B.  PESCHEL,  MD,  Fort 
Worth,  and  THERON  E.  BROOKS  III, 
MD,  Arlington,  are  recipients  of  the  Tar- 
rant County  Medical  Society  Commu- 
nity Service  Award.  Both  physicians 
were  chosen  for  their  outstanding  ser- 
vice to  the  community  over  and  above 
professional  activities. 

Dr  Peschel,  a pathologist,  is  the 
medical  director  of  the  Carter  Blood 
Center.  She  has  served  as  a volunteer 
for  the  American  Cancer  Society  for  1 5 
years,  and  is  actively  involved  in  Tarrant 
County  United  Way  and  “Stars  for  Chil- 
dren,” the  annual  fund-raising  event  for 
community  child  abuse  programs.  She 
was  responsible  for  establishing  EMT 
training  in  Fort  Worth  and  has  been  a 
long-time  member  of  the  city’s  EMS 
council. 

Dr  Brooks,  a pediatrician,  served  as 
chairman  of  the  United  Way  study  ad- 
dressing the  social  needs  of  the  chil- 
dren of  Arlington.  He  was  instrumental 
in  obtaining  funding  for  the  Southeast 
Tarrant  County  Pediatric  Clinic,  estab- 
lished to  provide  pediatric  health  care 
for  indigent  families.  He  now  serves  as 
one  of  a group  of  Arlington  pediatricians 
and  family  practice  physicians  who  staff 
the  clinic  on  a voluntary  basis  in  the 
evenings. 

GUNTER  K.  VON  NOORDEN,  MD,  a 
Baylor  College  of  Medicine  ophthalmol- 
ogist, has  received  the  Proctor  Medal 
from  the  American  Association  of  Re- 
search in  Vision  and  Ophthalmology  for 
outstanding  accomplishments  in  vision 
research.  Dr  von  Noorden  is  interna- 
tionally known  for  his  research  on  lazy 
eye  and  crossed  eyes. 

W.  GORDON  MCGEE,  MD,  El  Paso, 
has  been  named  by  Gov  Mark  White  as 
one  of  nine  regents  of  Texas  Tech  Uni- 
versity. Dr  McGee  is  president  of  the 
Texas  Medical  Foundation  and  vice 
chairman  of  the  Texas  Medical  Associ- 
ation Board  of  Trustees. 
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Roche  salutes 


Bypassing 
the  good  life? 


In  the  first  multi- 
clinic survey  of  its 
kind,  headed  by 
Dr.  C.  David  Jenkins 
of  the  University  of  Texas 
Medical  Branch  (Galveston), 
quality  of  life  after  coronary 
artery  bypass  was  examined,  t 
Generally  optimistic  findings  went 
beyond  earlier  surveys  that  focused  on 
strictly  medical  and  survival  aspects. 

Angina  was  completely  relieved  in  69%  to  85%  of 
patients  studied;  in  many  cases  family,  social  and  sexual 
lives  and  roles  returned  to  normal;  and  fatigue,  anxiety  and 
depression  had  lessened  At  six  months,  71%  had  returned 
to  mild  exercise;  three-quarters  of  those  patients  who  worked 
preoperatively  were  gainfully  employed,  often  full-time,  and 
most  patients  felt  fully  supported  emotionally  by  their  fami- 
lies and  friends.  Most  significantly,  71%  gave  an  unqualified 
"yes"  when  asked  whether  they  would  undergo  surgery  again 


TEXAS  MEDICINE 
TODAY 


Texas  Star  may  lead 
antibacterial  cavalry 

The  battle  against  cholera  may  have  a new  weapon  called 
"Texas  Star"  It  is  an  oral  vaccine  intended  to  protect  against 
cholera  in  such  places  as  Bangladesh,  where  severe  diar- 
rheal disease  is  endemic.  2 Texas  Star  was  developed  by 
Richard  Finkelstein  and  Takeshi  Honda,  at  the  University  of 
Texas,  Southwestern  Medical  School,  Dallas.  The  vaccine  is 
a live,  mutated  strain  of  the  pathogen  Vibrio  cholerae,  which 
Dr.  Finkelstein  isolated  in  1979.  So  far,  Texas  Star  has  given 
"significant  clinical  protection"  in  volunteers.  Just  a few  years 
ago,  an  oral  vaccine  for  cholera  was  nowhere  on  the  horizon 
Texas  Star  could  be  the  one. 


Starch  blockers  don't! 

Do  amylase  inhibitors,  also  known  as  "starch  blockers," 
actually  reduce  absorption  of  calories  from  starch?  Dr.  George 
W.  Bo-Linn  and  other  Baylor  University  Medical  Center 
researchers  found  the  answer:  they  don't. 3 Using  a one-day 
calorie-balance  technique,  healthy  volunteers  were  fed  a high- 
starch  test  meal  of  spaghetti,  tomato  sauce  and  bread  Fecal 
calorie  excretion  was  measured  after  subjects  had  taken  either 
starch  blocker  or  placebo  tablets.  If  starch  blockers  performed 
as  advertised,  they  would  increase  the  number  of  excreted 
calories  by  400  kcal.  But  fecal  calorie  excretion  remained  at 
normal  levels.  Texas  medicine  showed  there  is  still  no  calorie- 
free  lunch. 


Copyright  © 1985  by  Roche  Products  Inc  All  rights  reserved. 
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TODAY:  FOR  THE  PATIENT 
WITH  MIXED  DEPRESSION 
AND  ANXIETY 

A rational  approach,  combining 
- The  standard  antidepressant: 
amitriptyline 

— The  proven  anxiolytic  action  ot 

Librium®  (chlordiazepoxide  HCI/Roche)® 

Marked  improvement  often  occurs  as  early  as  the  first  week 

Headache,  insomnia  or  Gl  upsets  associated  with  mixed  depression  and 
anxiety  often  respond  quickly 

Feeling  better,  patients  feel  encouraged  to  stay  the  course -therefore, 
fewer  dropouts:  P=  .006  compared  to  amitriptyline* 

Convenient  single  h.s.  dosing  sufficient  in  some  patients;  helps  patients 
with  mixed  depression  and  anxiety  sleep  through  the  night.  Patients 
should  be  cautioned  about  the  combined  effects  of  Limbitrol  with  alcohol 
and  other  CNS  depressants,  and  about  activities  requiring  complete 
mental  alertness  such  as  operating  machinery  or  driving  a car 


In  moderate  depression  and  anxiety 


IN  PLACE  OF 
LIMBITROL  5-12.5  WRITE: 


IN  PLACE  OF 
LIMBITROL  10-25  WRITE: 


Limbitrol 

Each  tablet  contains  5 mg  chlordiazepoxide  and  1 2 5 mg  amitriptyline  (as  the  hydrochloride  salt) 


Each  tablet  contains  10  mg  chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt) 


c 

<E 


Easier  to  remember. . . easier  to  prescribe 


‘FeighnerJR  etal  Psychopharmacology  61  217-225,  Mar  22,  1979 

Please  see  summary  of  product  Information  on  following  page. 
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LIMBITROL5’  @ Tranquilizer-Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  a summary  of 
which  follows: 

Indications:  Relief  of  moderate  to  severe  depression  associated  with  moderate  to 
severe  anxiety. 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepres- 
sants. Do  not  use  with  monoamine  oxidase  (MAO)  inhibitors  or  within  14  days  follow- 
ing discontinuation  of  MAO  inhibitors  since  hyperpyretic  crises,  severe  convulsions  and 
deaths  have  occurred  with  concomitant  use,  then  initiate  cautiously,  gradually  increas- 
ing dosage  until  optimal  response  is  achieved.  Contraindicated  during  acute  recovery 
phase  following  myocardial  infarction. 

Warnings:  Use  with  great  care  in  patients  with  history  of  urinary  retention  or  angle- 
closure  glaucoma.  Severe  constipation  may  occur  in  patients  taking  tricyclic  antide- 
pressants and  anticholinergic-type  drugs.  Closely  supervise  cardiovascular  patients. 
(Arrhythmias,  sinus  tachycardia  and  prolongation  of  conduction  time  reported  with 
use  of  tricyclic  antidepressants,  especially  high  doses.  Myocardial  infarction  and 
stroke  reported  with  use  of  this  class  of  drugs.)  Caution  patients  about  possible  com- 
bined effects  with  alcohol  and  other  CNS  depressants  and  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g.,  operating  machinery  driving). 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congenital 
malformations  as  suggested  in  several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy,  advise  patients  to  discuss  therapy  if  they 
intend  to  or  do  become  pregnant. 

Since  physical  and  psychological  dependence  to  chlordiazepoxide  have  been  reported 
rarely,  use  caution  in  administering  Limbitrol  to  addiction-prone  individuals  or  those 
who  might  increase  dosage,  withdrawal  symptoms  following  discontinuation  of  either 
component  alone  have  been  reported  (nausea,  headache  and  malaise  for  amitripty- 
line, symptoms  [including  convulsions]  similar  to  those  of  barbiturate  withdrawal  for 
chlordiazepoxide). 

Precautions:  Use  with  caution  in  patients  with  a history  of  seizures,  in  hyperthyroid 
patients  or  those  on  thyroid  medication,  and  in  patients  with  impaired  renal  or  hepatic 
function.  Because  of  the  possibility  of  suicide  in  depressed  patients,  do  not  permit  easy 
access  to  large  quantities  in  these  patients.  Periodic  liver  function  tests  and  blood 
counts  are  recommended  during  prolonged  treatment.  Amitriptyline  component  may 
block  action  of  guanethidine  or  similar  antihypertensives.  Concomitant  use  with  other 
psychotropic  drugs  has  not  been  evaluated;  sedative  effects  may  be  additive.  Discon- 
tinue several  days  before  surgery  Limit  concomitant  administration  of  ECT  to  essential 
treatment.  See  Warnings  for  precautions  about  pregnancy  Limbitrol  should  not  be 
taken  during  the  nursing  period.  Not  recommended  in  children  under  12.  In  the  elderly 
and  debilitated,  limit  to  smallest  effective  dosage  to  preclude  ataxia,  oversedation, 
confusion  or  anticholinergic  effects. 

Adverse  Reactions:  Most  frequently  reported  are  those  associated  with  either  compo- 
nent alone:  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizziness  and  bloat- 
ing. Less  frequently  occurring  reactions  include  vivid  dreams,  impotence,  tremor, 
confusion  and  nasal  congestion  Many  depressive  symptoms  including  anorexia, 
fatigue,  weakness,  restlessness  and  lethargy  have  been  reported  as  side  effects  of  both 
Limbitrol  and  amitriptyline.  Granulocytopenia,  jaundice  and  hepatic  dysfunction  have 
been  observed  rarely. 

The  following  list  includes  adverse  reactions  not  reported  with  Limbitrol  but  requiring 
consideration  because  they  have  been  reported  with  one  or  both  components  or 
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hypomania  and  increased  or  decreased  libido. 

Neurologic  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extrem- 
ities, extrapyramidal  symptoms,  syncope,  changes  in  EEG  patterns. 

Anticholinergic:  Disturbance  of  accommodation,  paralytic  ileus,  urinary  retention,  dila- 
tation of  urinary  tract 
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Hematologic:  Bone  marrow  depression  including  agranulocytosis,  eosinophilia,  pur- 
pura, thrombocytopenia. 

Gastrointestinal.  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar 
taste,  diarrhea,  black  tongue. 

Endocrine:  Testicular  swelling  and  gynecomastia  in  the  male,  breast  enlargement, 
galactorrhea  and  minor  menstrual  irregularities  in  the  female,  elevation  and  lowering 
of  blood  sugar  levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hormone) 
secretion 

Other:  Headache,  weight  gain  or  loss,  increased  perspiration,  urinary  frequency, 
mydriasis,  jaundice,  alopecia,  parotid  swelling. 
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Add  Spirometry 
to  your  practice.. 
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...the  Autospiro  SD-System 


Featuring  a Spirometric 
Diagnostic  System 
designed  for  the 
physician’s  office. 

Vital  to  a busy  practice 

The  Autospiro-SDS  is  portable,  compact  and 
lightweight.  Yet  its  simple,  low-cost  operation 
will  yield  the  most  sophisticated  data  accurately 
and  automatically. 

The  Spirometric  Diagnostic  System  (SDS) 
provides  step-by-step  instructions  and  moni 
tors  every  test.  The  micro-computer  will 
calculate  8 vital  test  parameters  and  provide 
an  instantaneous  diagnostic  interpretation 
through  comparison  with  standard  prediction 
values  for  both  adults  and  children. 

Permanent  record  of  results 

The  graphic  printer  provides  patient  information, 
a complete  test  summary  print-out,  plus  the 
valuable  Flow-Volume  and  FVC  curves  neces- 
sary for  third-party  reimbursement. 


Economical 

The  computerized  SD-System  allows  a busy 
office  to  add  spirometry  easily  and  economi 
cally.  By  automatically  analyzing  a single 
expiration  to  yield  a complete  print-out,  the 
Autospiro  SD-System  can  be  efficiently  utilized 
without  requiring  extra  personnel,  lengthy 
calculations,  or  special  training.  Spirometry 
can  justifiably  increase  your  office  billing  by 
becoming  an  integral  part  of  a complete 
examination. 

Contact  us  for  details  and  a demonstration  today! 

R-B  INSTRUMENTS  CO. 

P.O.  Box  37271,  Houston,  TX  77237 

(713)  774-0458  or  800-323-1674 

SERVING  ALL  OF  TEXAS 


r 


Name 

Specialty . 
Address- 

City 

Phone  


_State_ 


.Zip. 


□ 1 would  like  a demonstration  in  my 

office  at  my  convenience.  Please  contact  me. 
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Cassette  tapes  now  available  from  the 


Physician  Health 
and  Rehabilitation 
Training  Workshop 

Sponsored  by  the 
Texas  Medical  Association 
Committee  on  Physician  Health  and  Rehabilitation 

Held  June  15  in  Austin 


These  tapes  will  enhance  the  ability  of  TMA  and 
Auxiliary  members  to  identify  impaired  physicians, 
implement  treatment  programs,  manage  follow-up 
care,  and  educate  their  colleagues  concerning  the 
disease  concept  of  substance  abuse.  They  are 
especially  helpful  to  county  medical  society  physician 
health  and  rehabilitation  committee  chairmen  and 
members. 

Tape  1 

G.  Douglas  Talbott,  M.D. 

Identification  and  confrontation  of  the  impaired 
physician 

Tape  2 

A.  Bryan  Spires,  Jr.,  M.D. 

The  Texas  State  Board  of  Medical  Examiners:  Its 
needs  and  how  it  relates  to  the  TMA  Committee  on 
Physician  Health  and  Rehabilitation 


Tape  3 

Wayne  H.  Gossard,  M.D. 

The  highs  and  lows  of  being  a committee  chairman  in 
a large  urban  area 

Tape  4 

Edgar  P.  Nace,  M.D. 

The  dynamics  and  nature  of  the  people  who  become 
impaired  by  alcohol  and  drug  abuse 

Tapes  5 and  6 
G.  Douglas  Talbott,  M.D. 

Role  playing/Confrontation  techniques  when  interven- 
ing with  the  impaired  physician 

Tape  7 

Sandra  Steinbach,  M.D.,  and  Rudy  Arredondo, 
Ed.D. 

Impaired  physicians:  overview,  identification,  recogni- 
tion, and  referral  (Geared  toward  Auxiliary  and  CMS 
Executive  Staff) 


Tape  Order  Form 
Training  Workshop 

Sponsored  by  the  TMA  Committee  on  Physician 
Health  and  Rehabilitation 

Individual  cassette  tapes  are  $7.50  plus  6V8%  sales 
tax. 

Tapes  5 and  6 are  $1 5.00/set  plus  sales  tax. 

The  entire  set  of  tapes  may  be  purchased  for  $40/set 
plus  sales  tax. 

□ Tape  1 □ Tape  2 □ Tape  3 

□ Tape  4 □ Tapes  5 & 6 □ Tape  7 

□ Set  of  7 tapes 


Cost 

Sales  Tax 
Total 


Name  

Address  

City  

State Zip 

For  additional  information,  contact  TMA  Committee  on 
Physician  Health  and  Rehabilitation,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701 ; 512/477-6704, 
ext.  141. 


TEXAS  MEDICAL  LIABILITY  TRUST 


The  Texas  Medical  Liability 
Trust  is  an  organization  offer- 
ing professional  liability  insur- 
ance responsive  to  the  needs 
of  Texas  physicians. 

Our  philosophy  is  to  pro- 
vide an  enduring  source  of  lia- 
bility insurance,  impact  on  the 
overall  malpractice  insurance 
market  by  our  presence,  pro- 
vide loss  prevention  and  risk 
management  education  to 
minimize  malpractice  prob- 
lems and  to  effectively  handle 
claims  with  personal  attention 
to  our  policyholders.  This  phi- 
losophy results  in  the  highest 
quality  liability  insurance  for 
Texas  physicians. 

Today,  the  health  care  in- 
dustry is  in  an  era  of  change. 
Cost  containment  incentives, 
DRG  systems,  competitive  en- 


vironment, and  rising  costs  of 
health  care;  plus  new  laws  and 
liberal  legal  trends  are,  more 
than  ever  before,  affecting  the 
Texas  physician.  The  Texas 
Medical  Liability  Trust  is 
acutely  aware  of  these  trends. 
Our  priority  to  anticipate  the 
future  and  understand  the 
staggering  problems  of  profes- 
sional liability  are  a vital  part 
of  the  quality  service  offered. 
And  it  is  because  of  this 
awareness  and  our  understand- 
ing of  the  industry  that  TMLT 
has  emerged  as  a dynamic 
leader  in  the  field  of  profes- 
sional liability  insurance. 

The  Texas  Medical  Liability 
Trust  . . . quality  insurance 
services  to  match  quality 
medical  practices. 


mr 


THE  HIGHEST  QUALITY  LIABILITY  INSURANCE  FOR  TEXAS  PHYSICIANS. 

Created  by  the  Texas  Medical  Association 


Statewide  Service  Center:  1-800-252-9179/P.O.  Box  14746,  Austin,  Texas  78761 


The  Texas  Medical  Association 
endorsed  I.C.  System’s  collectior 
program  on  February  7,  1983 


Already,  over  2,200  member  practices  are 
enrolled  and  have  recovered  some 
$5.6  million  in  overdue  receivables. 


I.C.  System  is  endorsed  as  a responsible  alternative  for  members  who  need  help 
keeping  their  receivables  under  control.  All  collection  practices  are  legal,  ethical 
and  professional.  The  objective  is  to  collect  without  harming  the  doctor  patient 
relationship.  That’s  important. 

In  these  economic  times  you  need  a collection  program  you  can  turn  to  in 
confidence.  Consider  I.C.  System.  Return  this  form.  The  system  is  endorsed  by 
the  Association.  The  System  Works! 


Tell  me  more  about  this  program  endorsed  by  the 
Texas  Medical  Association. 

Practice  


Address 


City State Zip 

Phone 

Send  to  I.C.  System,  Inc. 

6301  Heron  Drive 
Austin,  Texas  78759 
512/250-9720 
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Granulomatous  disease  complicating  hairy  cell 
leukemia 

John  H.  Rex,  MD;  Richard  L.  Harris,  MD;  Thomas  Wheeler, 
MD;  Martin  White,  MD;  Major  W.  Bradshaw,  MD;  Temple  W. 
Williams,  Jr,  MD 

Patients  with  hairy  cell  leukemia  (HCL)  have  a defective  cell- 
mediated  immune  system  which  increases  their  risk  for  infec- 
tion with  nonbacterial  pathogens,  especially  the  mycobac- 
teria and  the  fungi.  The  nonbacterial  pathogens  may  be 
difficult  to  detect,  the  cultures  may  require  weeks  to  yield 
growth,  and  the  diagnosis  of  one  such  pathogen  does  not 
rule  out  another.  Despite  the  cell-mediated  immune  system 
defect,  both  delayed-type  hypersensitivity  skin  responses 
and  humoral  immune  responses  are  preserved  in  HCL  and 
may  be  used  diagnostically.  When  appropriate  broad- 
spectrum  antibiotics  fail  to  subdue  fever  in  a patient  with 
HCL,  the  possibility  of  an  infection  with  a nonbacterial  patho- 
gen must  be  considered  and  appropriate  diagnostic  pro- 
cedures performed.  This  article  describes  a patient  who 
demonstrates  these  points. 

Hairy  cell  leukemia  (HCL)  is  an  uncommon  but  distinct  type 
of  leukemia  (1 ).  Its  key  clinical  features  are  splenomegaly, 
oancytopenia,  and  the  appearance  in  the  blood  and  bone 
marrow  of  mononuclear  cells  having  characteristic  cyto- 
olasmic  projections  (1 ).  HCL  may  follow  an  indolent  course, 
with  infection  being  both  the  most  frequent  complication  and 
the  most  common  cause  of  death  (1 ).  Infections  in  HCL  in- 
clude the  usual  bacterial  pathogens  seen  in  other  types  of 
leukemia,  but  also  encompass  a variety  of  nonbacterial 
pathogens,  especially  the  mycobacteria  and  fungi  (2-5).  De- 
spite this  marked  susceptibility  to  pathogens  usually  handled 
by  the  cell-mediated  immune  system,  both  delayed-type 
hypersensitivity  skin  responses  and  humoral  immune  re- 
sponses are  preserved  in  HCL  (2-4).  The  following  patient 
illustrates  the  presentation  of  concurrent  mycobacterial  and 
fungal  disease  in  HCL. 

Case  report 

A 71  -year-old  white  man  from  rural  East  Texas  was  thought 
to  be  in  good  health  until  nine  months  before  hospital  admis- 
sion when  anemia  was  noted  during  evaluation  of  an  upper 
respiratory  tract  infection.  The  patient  felt  well  until  four 
months  before  hospitalization  when  he  noted  the  onset  of 
Imalaise,  fatigue,  weight  loss,  low-grade  fever,  and  lumps  in 
his  neck.  Examination  three  months  prior  to  admission  re- 

— 

John  H.  Rex,  MD;  Richard  L.  Harris,  MD;  Thomas  Wheeler,  MD;  Martin  White, 
MD;  Major  W.  Bradshaw,  MD;  Temple  W.  Williams,  Jr,  MD,  Departments  of 
Medicine,  Microbiology/lmmunology,  and  Pathology,  Baylor  College  of  Medi- 
cine and  the  Infectious  Diseases  Laboratory,  The  Methodist  Hospital,  Houston. 
Send  reprint  requests  to  Dr  Harris,  The  Methodist  Hospital,  6565  Fannin, 
MS-910,  Houston,  TX  77030. 


vealed  pancytopenia,  supraclavicular  lymphadenopathy,  and 
hepatosplenomegaly.  An  abdominal  CAT  scan  was  unre- 
markable except  for  an  enlarged  liver  and  spleen.  A supra- 
clavicular lymph  node  biopsy  specimen  was  reported  to 
contain  caseating  granulomas  and  acid-fast  bacilli,  but  the 
specimen  was  not  cultured.  A bone  marrow  biopsy  contained 
no  granulomas,  acid-fast  bacilli  or  fungi,  and  no  organisms 
were  grown  from  the  specimen.  Therapy  with  isoniazid, 
rifampin,  and  ethambutol  was  begun  at  that  time.  The  patient 
remained  febrile  and  continued  to  feel  ill  despite  the  anti- 
mycobacterial  therapy;  and  was  admitted  to  this  hospital. 

On  admission,  the  patient  was  an  ill-appearing  white  male. 
His  temperature  was  38.3°  C (101°  F).  There  were  several 
1 -2  cm  lymph  nodes  in  the  left  supraclavicular  fossa.  The 
abdomen  was  soft  and  nontender.  The  spleen  tip  reached  to 
the  pelvic  brim,  and  the  edge  of  the  liver  reached  to  the  level 
of  the  umbilicus.  There  was  no  other  lymphadenopathy. 

The  hematocrit  was  18%,  and  the  white-cell  count  was 
2,300/mm3  with  28%  neutrophils,  7%  band  forms,  53% 
lymphocytes,  4%  monocytes,  and  8%  eosinophils.  Typical 
“hairy  cells"  were  present  in  the  peripheral  blood  smear. 

A chest  roentgenogram  showed  a mildly  enlarged  heart  and 
no  abnormalities  of  the  pulmonary  parenchyma. 

Cultures  of  blood,  urine,  and  sputum  were  obtained,  and 
the  patient  was  begun  on  amikacin  and  ticarcillin.  The  “hairy 
cells”  in  the  peripheral  smear  demonstrated  tartrate-resistant 
acid  phosphatase  activity.  Review  of  the  bone  marrow  biopsy 
taken  three  months  previously  demonstrated  “hairy  cell”  infil- 
tration, and  a diagnosis  of  hairy  cell  leukemia  was  made. 

A CAT  scan  of  the  abdomen  showed  an  enlarged  liver  and 
spleen  and  periaortic  retroperitoneal  lymphadenopathy.  On 
the  fourth  hospital  day,  a laparotomy  was  performed,  and  liver 
biopsy,  retroperitoneal  lymph  node  biopsy,  and  splenectomy 
were  carried  out.  Pathologic  examination  of  the  liver  and 
spleen  revealed  congestion  and  dilatation  of  the  vascular 
channels  by  “hairy  cells,”  but  no  granulomas,  fungi,  or  acid- 
fast  bacilli  were  seen.  The  retroperitoneal  lymph  nodes  con- 
tained multiple  caseating  necrotic  areas  and  some  giant 
cells,  but  no  acid-fast  bacilli  or  fungi  were  seen.  Amikacin 
and  ticarcillin  were  discontinued  postoperatively.  The  patient 
continued  to  have  fever  (39.4°  C [103°  F]),  and  since  none  of 
his  cultures  had  grown  any  organisms,  antimycobacterial 
therapy  with  isoniazid,  rifampin,  and  ethambutol  was  re- 
instituted on  the  1 1th  hospital  day.  On  the  12th  hospital  day, 
fungal  serologies  drawn  at  admission  were  reported  positive 
with  a Histoplasma  capsulatum  mycelial  antibody  titer  of 
1:16  and  an  H capsulatum  yeast  antibody  titer  of  1 : 8.  On  the 
21st  hospital  day,  the  lymph  node  cultures  from  the  laparot- 
omy grew  a fungus,  later  identified  as  H capsulatum,  and 
treatment  with  amphotericin  B was  begun.  By  the  29th  hospi- 
tal day,  the  patient’s  temperature  had  begun  to  fall.  By  the 
46th  hospital  day,  the  patient  was  afebrile  and  felt  progres- 
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sively  better  thereafter.  He  received  a total  of  2,800  mg  of 
amphotericin  B without  incident.  His  white-cell  count  gradu- 
ally rose,  and  on  the  68th  hospital  day  it  was  5,900  with  24% 
neutrophils,  13%  band  forms,  and  63%  lymphocytes. 

Discussion 

Unlike  patients  with  the  other  types  of  leukemia,  and  like  pa- 
tients with  Hodgkin’s  disease,  patients  with  HCL  are  at  in- 
creased risk  for  infection  with  the  nonbacterial  pathogens, 
especially  the  mycobacteria  and  the  fungi  (2-5).  Diagnosis 
of  infections  with  these  organisms  may  be  quite  difficult,  as 
this  patient’s  case  illustrates.  He  was  initially  thought  to  have 
only  a mycobacterial  infection,  but  his  failure  to  respond  to 
appropriate  chemotherapy  suggested  either  infection  with  a 
resistant  mycobacterium  or  a second  infection.  His  other 
granulomatous  disease  was  suspected  but  remained  undiag- 
nosed until  lymph  node  cultures  yielded  H capsulatum  after 
1 7 days  of  incubation.  We  were  unable  to  positively  confirm 
active  mycobacteriosis,  since  the  initial  cervical  lymph  node 
biopsy  was  not  cultured  and  all  subsequent  lymph  node, 
spleen,  and  bone  marrow  biopsies  were  accomplished  after 
antimycobacterial  treatment  was  initiated.  Nevertheless,  we 
were  able  to  find  one  other  reported  patient  with  HCL  who 
had  simultaneous  disseminated  mycobacterial  and  fungal  in- 
fections (2). 

Hairy  cell  leukemia,  also  known  as  leukemic  reticuloen- 
dotheliosis,  is  a well-defined  type  of  chronic  leukemia  and 
comprises  about  2%  of  all  leukemias  (1 ).  The  clinical  presen- 
tation is  typically  that  of  a 50-  to  60-year-old  man  who  has 
insidious  onset  of  weakness  and  fatigue  ( 1 ) . The  patient  usu- 
ally has  marked  splenomegaly  and  often  has  hepatomegaly 
as  well  (1 ).  Leukemic  infiltration  of  lymph  nodes  may  also 
occur,  producing  mild  to  moderate  lymphadenopathy  in  about 
one  fourth  of  patients  (1 ).  Fever  without  detectable  infection, 
usually  occurring  during  periods  of  neutropenia,  has  been  re- 
ported in  30%  to  40%  of  these  patients  (3-4).  These  patients 
are  pancytopenic,  and  the  peripheral  smear  demonstrates 
the  presence  of  circulating  mononuclear  cells  with  charac- 
teristic cytoplasmic  projections,  the  so-called  “hairy  cell” 

(1 ).  These  projections  are  often  poorly  seen  in  films  stained 
with  Wright’s  stain,  but  the  use  of  supravital  stains,  phase- 
contrast  microscopy,  or  electron  microscopy  shows  them 
clearly  (1 ).  Since  cells  resembling  “hairy  cells"  may  be  seen 
in  the  peripheral  smear  in  other  hematologic  disorders  (6),  the 
diagnosis  is  confirmed  by  the  presence  of  tartrate-resistant 
acid-phosphatase  activity  in  these  abnormal  cells  (TRAP 
cells)  and  by  “hairy  cell"  infiltration  of  the  bone  marrow  and 
spleen  (1).  Initial  immunologic  characterization  of  the  “hairy 
cell"  yielded  contradictory  results  (1 ,2,7),  but  recent  work  has 
shown  that  HCL  is  a B-cell  lineage  leukemia  (8).  Chemother- 
apy is  not  indicated  in  these  patients  unless  life-threatening 
pancytopenia  due  to  marked  marrow  infiltration  occurs  (1). 
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Splenectomy  alone  for  symptomatic  hypersplenism  usually 
produces  some  degree  of  remission  and  is  the  mainstay  of 
current  therapy  (1 ,9).  Recent  preliminary  work  has  shown 
great  promise  for  alpha  (leukocyte)  interferon,  with  all  patients 
treated  experiencing  either  full  or  partial  remission  (1 0). 

Bacterial  pathogens  are  the  most  common  cause  of  life- 
threatening  infections  in  HCL  (2).  A wide  range  of  organisms 
has  been  reported  to  produce  systemic  illness  in  these  pa- 
tients, with  Pseudomonas  aeruginosa  and  the  other  gram- 
negative bacilli  being  the  most  common  (3,4).  The  nonbac- 
terial pathogens  are  oniy  slightly  less  common  than  the 
bacterial  pathogens  (2),  with  mycobacterial  and  fungal  infec- 
tions being  more  frequently  reported  than  viral  and  parasitic 
infections  (1  -4). 

Mycobacterial  infections  are  usually  widely  disseminated 
at  presentation  (2,3,5).  The  nontuberculous  mycobacteria 
are  seen  frequently,  with  Mycobacterium  kansasii  being  the 
most  common  (5).  Indeed,  it  appears  that  infection  with  the 
nontuberculous  mycobacteria  may  be  more  common  than  in- 
fections with  M tuberculosis  (2,3,5).  However,  these  reports 
come  from  an  endemic  region  for  nontuberculous  mycobac- 
teria and  may  not  reflect  the  true  incidence  (3).  Skin-testing 
may  be  helpful  in  patients  with  HCL,  as  those  with  dissemi- 
nated mycobacterial  infection  are  frequently,  but  not  always, 
tuberculin-positive  (2-5). 

Fungal  pathogens  in  HCL  have  included  Aspergillus  spe- 
cies, Candida  species,  Histoplasma  capsulatum,  Crypto- 
coccus neoformans,  Coccidioides  immitis,  and  Blasto- 
mycetes  dermatitidis  (1  - 5).  As  with  the  mycobacterial 
pathogens,  the  fungal  infections  often  present  in  their  dis- 
seminated forms  and  may  be  quite  difficult  to  diagnose.  Pa- 
tients with  HCL  who  develop  disseminated  histoplasmosis 
have  been  reported  to  have  elevated  yeast  and  mycelial 
complement  fixation  titers  (2,4),  though  they  may  be  nega- 
tive as  they  are  in  one-third  of  otherwise  normal  individuals 
with  disseminated  histoplasmosis  (1 1 ).  Titers  in  other  deep 
fungal  infections  have  not  been  reported. 

Although  less  common  than  the  fungal  or  mycobacterial 
pathogens,  both  viral  and  parasitic  infections  can  produce 
severe  illness  in  patients  with  HCL.  Infections  with  Toxo- 
plasma gondii,  Strongyloides  stercoralis,  and  Pneumocystis 
carinii  have  been  described  (1  -4).  The  specific  antibody  re- 
sponses to  toxoplasma  and  strongyloides  have  been  re- 
ported to  be  intact  (2,3).  Viral  pathogens  have  included 
cytomegalovirus  and  herpes  simplex  virus  (2,3).  Viral  anti- 
body titers  have  not  been  reported,  but  could  be  expected  to 
be  appropriately  elevated. 

Risk  factors  for  the  development  of  life-threatening  infec- 
tion with  any  of  the  above  pathogens  include  a total  granulo- 
cyte count  of  less  than  1 ,000/mm3  and  recent  chemotherapy, 
particularly  following  splenectomy  (3).  Splenectomy  alone 
may  decrease  the  rate  of  infection  in  HCL  (4),  presumably 
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because  of  the  increased  granulocyte  count  seen  following 
this  procedure.  The  risk  of  fungal  infection  seems  to  be 
especially  increased  by  corticosteroid  therapy  (4).  However, 
these  factors  are  not  prerequisites  for  development  of  life- 
threatening  infection  (3),  and  they  do  not  explain  the  in- 
creased susceptibility  of  these  patients  to  the  nonbacterial 
pathogens. 

The  striking  frequency  of  infections  with  mycobacterial  and 
fungal  pathogens  in  HCL  strongly  suggests  that  there  is  a 
defect  in  the  cell-mediated  immune  system  (CMI),  yet  at  first 
glance  it  seems  paradoxical  that  delayed-type  hypersen- 
sitivity skin  response  (DTH)  is  usually  intact  in  these  patients. 
The  precedence  for  this  apparent  paradox  is  well  docu- 
mented in  experimental  situations  in  which  animals  devel- 
oped DTH  but  not  immunity  to  various  mycobacterial  strains 
(1 2- 1 4)  and  vice  versa,  ie,  immunity  to  experimental  infec- 
tion without  demonstrable  DTH.  Rich  (1 5)  provides  further 
evidence  to  support  the  concept  that  acquired  immunity  to 
tuberculosis  and  tuberculin  hypersensitivity  are  dissociable 
phenomena:  there  is  an  inverse  relation  between  the  degree 
of  skin  hypersensitivity  and  acquired  resistance — the  higher 
the  degree  of  tuberculin  hypersensitivity,  the  greater  is  the 
susceptibility  to  tuberculosis  infection;  hypersensitivity  in- 
flammation alone  is  incapable  of  preventing  the  spread  of 
bacteria  in  the  tissues  or  the  development  of  the  disease; 
acquired  immunity  can  remain  intact  after  the  tuberculin 
hypersensitivity  has  spontaneously  disappeared. 

What  the  immunologic  lesion  is  that  predisposes  patients 
with  HCL  to  granulomatous  diseases  is  unclear,  but  it  is  likely 
related  to  the  monocytopenia.  Monocytopenia  and  mono- 
cyte functional  deficiencies  are  consistently  present  in  HCL 
(5).  The  monocyte  is  a key  element  in  the  defense  of  or- 
ganisms that  can  survive  intracellularly  (1 6).  The  reduced 
monocyte  response  to  Rebuck  skin-window  preparations  in 
patients  with  HCL  is  one  example  of  the  effect  of  peripheral 
monocytopenia  (7).  Another  example  is  the  demonstration  by 
Rice  and  colleagues  (5)  that  true  granulomas  with  multi- 
nucleated  giant  cells  or  circumferential  palisading  of  epi- 
thelioid histiocytes  are  uncommon  in  HCL.  Rather,  the 
“granulomatous  response”  in  HCL  may  consist  of  only  a 
polymorphonuclear  infiltrate  associated  with  an  area  of  cen- 
tral necrosis.  This  would  seem  to  be  a morphological  expres- 
sion of  the  CMI  system  defect  in  HCL.  Feldman  and  Unanue 
(17)  gave  antimonocyte  antibodies  to  animals  and  noted  the 
skin  hypersensitivity  response  was  still  intact. 

Thus,  although  in  previously  healthy  animals  or  humans  a 
dissociation  between  DTH  and  cell-mediated  immunity  is 
easily  documented,  it  is  perhaps  understandable  in  patients 
with  HCL.  Since  the  monocyte  is  not  necessary  for  intact 
DTH  but  is  a vital  aspect  of  CMI,  the  quantitative  and  qualita-. 
tive  monocyte  deficiency  in  HCL  seems  a likely  explanation 
for  the  “apparent”  paradox  of  intact  DTH  in  HCL  with  an  un- 
questionable increase  in  diseases  usually  associated  with 
defects  in  CMI.  The  cause  of  the  monocytopenia  and  its  rela- 
tionship to  the  “hairy  cell"  remains  to  be  elucidated. 

In  summary,  the  clinical  picture  of  splenomegaly  and  pan- 
cytopenia in  an  elderly  male  should  suggest  the  diagnosis  of 
hairy  cell  leukemia.  In  HCL,  as  in  all  immunosuppressed 
states,  a high  index  of  suspicion  for  nonbacterial  pathogens 


must  be  maintained.  The  nonbacterial  pathogens  may  be  dif- 
ficult to  detect,  and  the  diagnostic  procedure  of  choice  is  usu- 
ally biopsy  of  appropriate  tissue  for  culture  and  histopatho- 
logical  examination.  Stains  for  acid-fast  bacilli  and  fungi 
should  be  performed  even  if  the  hematoxylin-eosin  stained 
material  lacks  granulomas.  The  cultures  may  require  weeks 
to  yield  growth,  and  the  diagnosis  of  one  such  pathogen  does 
not  rule  out  others.  When  appropriate  broad-spectrum  anti- 
biotics fail  to  produce  resolution  of  a febrile  episode  in  a 
patient  with  HCL,  the  possibility  of  an  infection  with  a non- 
bacterial pathogen  must  be  considered.  The  exact  immune 
deficiency  in  HCL  is  unknown,  but  seems  most  likely  related 
to  monocyte  abnormalities. 
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Frequency  of 
preparticipation  sports 
examinations  in 
secondary  school 
athletes:  are 
the  University 
Interscholastic 
League  guidelines 
appropriate? 

Preparticipation  sports  examinations  have  been  criti- 
cized for  their  unfavorable  cost-benefit  ratio,  and  the 
University  Interscholastic  League  (UIL)  recently  has  per- 
mitted these  examinations  to  be  performed  less  than 
yearly.  We  present  our  findings  from  screenings  of  2,1 1 4 
athletes  and  analyze  our  data  and  the  results  from  other 
published  reports  on  preparticipation  assessments. 
These  studies  demonstrate  that  the  benign  nature  and 
low  frequency  of  significant  findings  on  sports  screen- 
ings support  the  UIL  decision  to  require  them  less  often. 
An  accurate  interim  history  will  identify  most  athletes 
needing  further  medical  attention.  A detailed  cost- 
benefit  analysis  on  a subgroup  of  557  athletes  indicated 
that  the  cost-benefit  ratio  of  the  annual  screenings  was 
clearly  unfavorable. 


Every  year  in  Texas,  hundreds  of  thousands  of  secondary 
school  athletes  are  required  to  obtain  preparticipation  sports 
assessments  before  they  engage  in  interscholastic  sports. 
The  purpose  of  these  evaluations  is  generally  considered  to 
be  the  detection  of  medical  problems  that  might  lead  to  un- 
safe sports  participation;  published  reports  indicate  that  the 
incidence  of  such  problems  is  low  (1  -4).  The  screenings 
have  been  criticized  for  their  unfavorable  cost-benefit  ratio, 
and  therefore  for  the  unnecessary  expense  that  they  impose 
on  the  athletes’  families  and  for  the  unnecessary  demands  in 


time  and  manpower  that  they  impose  on  the  health  care 
system.  Recently  the  University  Interscholastic  League 
(UIL),  the  regulatory  agency  for  secondary  school  athletes  in 
Texas,  ruled  that  physical  examinations  may  be  required  only 
on  entry  into  the  middle  school  and  the  high  school  inter- 
scholastic athletic  programs,  unless  an  interim  history 
indicates  the  need  for  a checkup  in  other  years  (5).  This  rec- 
ommendation has  the  backing  of  the  Texas  Medical  Associa- 
tion and  has  been  made  in  part  in  the  hope  that  the  one  or 
two  required  physical  examinations  will  be  of  better  quality 
than  is  often  the  case  when  yearly  tests  are  done.  Objective 
data  concerning  the  appropriateness  of  these  UIL  guidelines 
have  not  been  readily  available  to  health  care  professionals 
and  school  administrators. 

This  article  presents  our  findings  from  preparticipation 
sports  examinations  of  2,1 14  secondary  school  athletes  in 
Houston.  We  analyze  our  data  and  those  in  other  published 
reports  (1  -4)  to  determine  whether  the  UIL  guidelines  are 
justified.  We  also  briefly  report  the  outcome  of  a careful  cost- 
benefit  analysis  of  the  examinations  on  a subgroup  of  557 
athletes. 

Materials  and  methods 

During  1982-1984,  a team  of  pediatricians,  athletic  trainers, 
and  supporting  personnel  examined  junior  high  and  senior 
high  school  students  in  several  school  gymnasiums  in  the 
Houston  area,  using  a modification  of  the  station  approach 
described  by  Garrick  (6).  The  athletes  with  the  help  of  a par- 
ent filled  out  a detailed  history  questionnaire  and  then  moved 
through  stations  where  they  underwent:  height,  weight,  vi- 
sion, and  blood  pressure  screening;  a general  medical  as- 
sessment by  a pediatrician;  an  orthopedic  evaluation  by  an 
athletic  trainer;  and  a review  of  all  data  by  a pediatrician,  who 
made  a final  disposition.  Athletes  who  had  a physical  condi- 
tion that  might  prevent  safe  participation  in  athletic  programs 
were  referred  before  participation  was  allowed.  The  out- 
comes of  all  referrals  were  determined  by  one  of  the  examin- 
ing physicians,  who  later  contacted  the  athletes  and/or  their 
consultants. 

In  1984,  a subgroup  of  athlete-parent  pairs  filled  out  dupli- 
cate histories.  These  were  compared  for  discrepancies  in  or- 
der to  allow  us  to  determine  whether  parent  participation  was 
necessary  to  ensure  an  accurate  history. 

Also  in  1 984  a subgroup  of  athletes  were  asked  whether 
they  obtained  routine  health  care  for  any  reason  other  than  to 
obtain  permission  to  play  sports. 

In  1984,  detailed  information  was  obtained  about  provider 
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and  patient  costs  for  the  examinations,  including  the  costs  of 
referrals.  From  these,  a cost  per  significant  finding  could  be 
calculated.  In  addition,  an  estimate  was  made  of  the  addi- 
tional costs  because  of  death,  disability,  or  greater  medical 
care  expenses  that  would  have  accrued  if  the  significant  find- 
ings had  not  been  detected  and  the  athletes  had  been 
allowed  to  participate.  When  these  additional  costs  were  di- 
vided by  the  total  cost  of  the  examination  program,  a ratio 
less  than  one  indicated  an  unfavorable  cost-benefit  ratio. 

Results 

Demographic  information  on  the  athletes  is  presented  in 
Fig  1 . Most  were  white  and  from  relatively  affluent  families; 
males  outnumbered  females,  and  the  majority  were  high 
school  students.  Seventy-one  athletes  (3.4%)  were  thought 
to  have  medical  problems  that  might  compromise  safe  sports 
participation  and  were  referred  for  further  evaluation  before 
participation  was  allowed;  of  these,  six  (0.3%)  were  dis- 
qualified and  another  32  were  treated  with  either  rehabili- 
tation programs  or  protective  devices.  The  remaining  33 
patients  referred  for  additional  workup  were  found  to  be  with- 
out extra  risk.  The  physical  conditions  that  led  to  referral  or 
disqualification  are  listed  in  Fig  2. 

In  addition  to  the  small  number  of  athletes  disqualified  or 
referred  for  further  evaluation  before  participation  was  al- 
lowed, an  additional  448  athletes  (21 .2%)  had  previously  un- 
recognized or  inadequately  evaluated  or  treated  medical 
conditions  that  were  considered  significant  but  that  were  not 
relevant  to  safe  sports  participation.  These  included  poor  vi- 
sion, mild  hypertension,  varicocele,  a family  history  of  unex- 
plained premature  myocardial  infarction,  congenital  nevus, 
mild  exercise-induced  bronchospasm,  and  several  others. 


1.  Characteristics  of  patients  studied. 


No  of  athletes 

2,114 

Sex 

Males 

1 ,560  (73.8%) 

Females 

554  (26.2%) 

Age 

Mean* 

15.3  ± 1 6 years 

Range 

11.2—18.3  years 

Race 

Black 

27  (1.4%) 

Hispanic 

55  (2.4%) 

Other/White 

2,032  (96.1%) 

School  placement 

Middle  school 

663  (31 .4%) 

High  school 

1,451  (68.6%) 

Mean  family  income 

$26,337 

'Mean  ± 1 SD 
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These  athletes  and  their  families  were  informed  of  their  medi- 
cal problems  and  given  advice  concerning  appropriate 
follow-up.  Ninety-seven  athletes  (4.6%)  had  mild  to  moder- 
ately severe  orthopedic  disabilities  that  did  not  contraindicate 
participation  but  which  resulted  in  referral  to  the  athletic  train- 
ers for  rehabilitation  (usually  a strength  program)  or  for  pro- 
tective devices  (usually  taping  or  padding).  An  additional  51 
athletes  (2.4%)  had  minor  orthopedic  problems  and  were 
told  to  contact  the  trainers  or  their  physician  if  symptoms 
worsened.  One  hundred  thirty-six  (92.1  %)  of  these  148 
orthopedic  problems  resulted  from  previous  injury;  the  rest 
resulted  from  overuse  or  congenital  malformations. 

Of  the  medical  conditions  serious  enough  to  require  further 
evaluation  before  participation,  22  of  33  (67%)  were  men- 
tioned in  the  history  (Fig  2).  Two  of  the  remaining  1 1 athletes 
knew  of  their  medical  problems  but  failed  to  report  them  on 
the  initial  history.  Seven  of  nine  of  the  previously  unrecog- 
nized conditions  involved  the  cardiovascular  system;  none  of 
these  were  considered  to  be  significant  in  the  follow-up  ex- 
amination. The  only  significant  occult  problem  was  the  ab- 
dominal mass,  which  was  found  to  be  an  asymptomatic 
unilateral  hydronephrotic  kidney.  This  almost  certainly  would 
not  have  led  to  serious  complications  during  sports  participa- 
tion by  the  patient,  a 1 5-year-old  volleyball  player;  however, 
she  was  disqualified  and  underwent  surgery.  Hers  was  the 
only  medical  disability  that  led  to  disqualification.  The  consul- 
tants allowed  all  athletes  with  absence  or  loss  of  function  of  a 
paired  organ  to  participate;  some  were  treated  with  protec- 
tive devices  (Fig  2). 

Of  the  38  orthopedic  problems  resulting  in  referral  of  pa- 
tients, 24  (63%)  were  mentioned  in  the  history  (Fig  2).  All  of 
the  remaining  athletes  knew  of  their  previous  diagnoses  but 
failed  to  report  them.  Three  of  five  orthopedic  problems  that 
led  to  disqualification  were  reported  in  the  history;  the  excep- 
tions were  an  unstable  knee  and  a recently  ruptured  quad- 
riceps femoris  muscle. 

In  1984,  when  the  cost-benefit  analysis  was  performed,  13 
of  557  athletes  (2.3%)  were  referred.  Of  these,  two  were  dis- 
qualified and  one  was  treated.  The  total  cost  of  the  examina- 
tion program,  for  the  557  families,  was  $1 1 ,027.  Thus  the 
cost  per  significant  finding  was  this  total  cost  divided  by  3,  or 
$3,676.  One  disqualified  athlete  was  the  previously  men- 
tioned 15-year-old  volleyball  player  with  unrecognized 
asymptomatic  unilateral  hydronephrosis  who  was  thought  to 
be  at  virtually  no  risk  of  serious  complications  from  athletic 
participation.  The  other  disqualified  athlete  had  a meniscus 
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injury  that  was  repaired  by  arthroscopic  surgery;  we  esti- 
mated that  he  had  approximately  a 50%  chance  of  a worse 
injury  requiring  open  knee  surgery  if  the  condition  had  not 
been  detected  during  our  examination.  The  consequent  addi- 
tional expenses  would  have  been  approximately  $1 ,250.  The 
third  athlete  who  was  treated  and  cleared  to  play  had  a sub- 
luxating patella  causing  patellofemoral  pain;  we  did  not  feel 
that  she  would  have  accrued  additional  expenses  if  we  had 
failed  to  recognize  the  subluxation  and  she  had  been  allowed 
to  participate  without  treatment.  Hence  the  total  expenses 
saved  by  our  screening  were  estimated  to  be  $1 ,250,  and 


therefore  the  cost-benefit  ratio  was  unfavorable,  given  the 
total  costs  of  $1 1 ,027.  The  details  of  this  cost-benefit  study 
are  being  published  elsewhere  (7). 

In  the  above  subgroup  of  557  athletes,  every  other  one 
was  asked  whether  he  or  she  sought  routine  care  for 
any  other  reason  than  to  obtain  permission  to  participate  in 
sports.  Eighty-eight  percent  reported  that  preparticipation 
sports  evaluations  were  their  only  regular  source  of  routine 
health  care. 

In  1984,  33  athlete-parent  pairs  filled  out  duplicate  histo- 
ries. Only  13  (39%)  of  the  athletes’  histories  agreed  with 


2.  Athletes  referred  for  further  evaluation. 


Medical  Problems 

Number 

Referred 

Number 

Disqualified 

Number  Not 
Disqualified 

But  Treated 

Number  Who 
Mentioned 

Problem  in 
History 

Blind  one  eye  (vision  20/200) 

11 

0 

5 

10 

Possible  cardiac  dysrhythmia 

4 

0 

0 

4 

Hypertension  (diastolic  BP  & 95) 

4 

0 

0 

0 

Possible  pathologic  heart  murmur,  never  evaluated 

3 

0 

0 

1 

Single  kidney 

2 

0 

0 

2 

Undescended  testis 

2 

0 

0 

1 

Known  pathologic  heart  murmur,  not  recently  evaluated 

1 

0 

0 

1 

Bradycardia 

1 

0 

0 

0 

Syncope  during  exercise 

1 

0 

0 

1 

Abdominal  mass  (asymptomic  hydronephrotic  kidney) 

1 

1 

1 

0 

History  of  clotting  disorder 

1 

0 

0 

1 

History  of  kidney  disease,  unknown  type 

1 

0 

0 

1 

Aniscoria  and  decreased  vision,  acute  onset 

1 

0 

1 

0 

Total 

33 

1 

7 

22 

Orthopedic  Problems 

Number 

Referred 

Number 

Disqualified 

Number  Not 
Disqualified 

But  Treated 

Number  Who 
Mentioned 
Problem  in 
History 

Unstable  knee 

8 

1 

4 

4 

Knee  pain  with  effusion,  never  evaluated 

4 

0 

1 

3 

Neck  pain  and/or  decreased  mobility 

4 

0 

4 

3 

Recent  fracture,  not  yet  healed 

3 

2 

1 

2 

Possible  meniscus  injury,  never  evaluated 

3 

1 

2 

2 

Hip  pain 

3 

0 

0 

1 

Previously  evaluated  knee  injury,  persistent  pain/swelling 

2 

0 

2 

2 

Previously  evaluated  ankle  injury,  persistent  pain/swelling 

2 

0 

2 

1 

Patellofemoral  pain 

2 

0 

2 

2 

Previously  evaluated  elbow  injury,  persistent  pain/swelling 

1 

0 

1 

1 

Previously  evaluated  wrist  injury,  persistent  pain/swelling 

1 

0 

1 

0 

Unstable  ankle 

1 

0 

1 

0 

Recent  rupture,  quadriceps  femoris  muscle 

1 

1 

0 

0 

Dislocating  shoulder 

1 

0 

1 

1 

Slipped  intervertebral  disk,  persistent  symptoms 

1 

0 

1 

1 

Scoliosis,  wears  brace 

1 

0 

0 

1 

Total 

38 

5 

23 

24 

Volume  81  July  1985 


37 


Sports  examinations 


those  of  their  parent.  Of  1 5 high  school  athlete-parent  pairs, 
only  five  (33%)  agreed;  of  1 8 junior  high  school  athlete- 
parent  pairs,  eight  (44%)  agreed.  Five  of  the  athletes  had 
ailments  relevant  to  safe  sports  participation:  of  three  old  in- 
juries that  needed  either  rehabilitation  or  taping,  two  were 
mentioned  by  both  the  athletes  and  their  parents,  and  one 
was  mentioned  by  neither.  One  student  had  had  recent  heat 
illness;  only  his  mother  mentioned  this.  One  athlete  had 
spondylolisthesis  which  led  to  restriction  from  certain  sports; 
both  the  child  and  the  parent  mentioned  this  problem. 

Discussion 

There  are  four  published  studies  that  give  detailed  data  on 
findings  and  rates  of  referral  and  disqualification  following 
preparticipation  sports.  Goldberg  et  al  examined  701  ath- 
letes. They  disqualified  nine  (1 .3%)  and,  excluding  those  re- 
ferred for  asymptomatic  proteinuria,  referred  55  (7.8%)  for 
further  evaluation  before  participation  was  allowed.  None  of 
these  55  athletes  was  disqualified  after  follow-up  consulta- 
tion (1 ).  Linder  et  al  examined  1 ,268  adolescents  and  re- 
ferred 64  (5.0%),  of  whom  two  (0.2%)  were  disqualified  (2). 
Thompson  et  al  referred  31  of  2,670  athletes  (1 .2%),  “most” 
of  whom  were  eventually  cleared  to  play  (3).  Tennant  et  al 
found  that  32  of  2,719  subjects  (1.2%)  required  treatment 
before  participation  was  allowed;  the  number  disqualified  is 
not  mentioned  (4). 

The  overall  referral  rate  of  3.4%  and  disqualification  rate  of 
0.3%  for  our  athletes  are  similar  to  those  in  the  above  stud- 
ies. The  large  majority  of  referrals  in  all  studies  are  “false 
positives”  in  the  sense  that  they  do  not  lead  to  disqualifi- 
cation or  to  treatment.  The  medical  referrals  are  most 
commonly  for  possible  cardiovascular  problems  such  as  hy- 
pertension, dysrhythmia,  and  pathologic  heart  murmurs;  in 
almost  all  cases,  the  problem  is  considered  to  be  absent  or 
insignificant  in  follow-up. 

Almost  all  referred  orthopedic  problems  result  from  previ- 
ous injury,  and  almost  all  athletes  with  these  problems  are 
cleared  to  participate.  The  majority  of  our  referred  athletes 
who  were  not  disqualified  were  given  some  kind  of  treatment 
program,  usually  either  a rehabilitation  program  from  the 
school  athletic  trainer  or  a protective  intervention  such  as 
taping  or  padding.  The  other  studies,  except  Tennant’s  (4), 
do  not  state  what  percent  of  referred  athletes  were  treated 
and  allowed  to  play.  We  did  not  determine  how  many  athletes 
complied  with  their  treatment  programs.  We  also  do  not  know 
how  many  treated  in  these  programs  may  have  been  spared 
further  injury.  Hence,  even  though  many  injuries  are  re- 
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injuries  (8)  and  effective  rehabilitation  may  help  prevent  re- 
injury (9),  it  is  not  clear  how  often  recognition  of  an 
orthopedic  problem  that  does  not  lead  to  disqualification 
benefits  the  athletes.  Presumably  at  least  some  athletes  are 
aided  if  the  treatment  is  readily  available  and  supervising 
adults  such  as  coaches  and  trainers  are  energetic  in  ensur- 
ing compliance. 

Data  such  as  these  have  led  many  experts  to  assume  that 
preparticipation  sports  examinations  have  a poor  cost- 
benefit  ratio.  Our  study  is  the  first  to  analyze  this  assumption 
critically,  and  our  careful  analysis  confirms  that  this  ratio  is 
indeed  unfavorable. 

Can  these  studies  help  indicate  whether  the  UIL  guidelines 
concerning  frequency  of  preparticipation  examinations  are 
appropriate? 

The  history  is  clearly  a very  important  part  of  the  medical 
evaluation  of  young  athletes.  We  found  that  67%  of  medical 
problems  and  63%  of  orthopedic  problems  that  were  referred 
were  mentioned  in  the  history.  Goldberg  et  al  found  that  74% 
of  significant  medical  and  orthopedic  problems  were  similarly 
reported  in  the  history;  in  their  study,  the  unreported  medi- 
cal problems  were  mild  hypertension,  and  only  two  unre- 
ported orthopedic  problems  led  to  disqualification  (1).  How- 
ever, there  are  some  difficulties  in  the  use  of  the  history  as  a 
screening  tool  to  help  the  clinician  decide  about  the  need  for 
an  initial  or  a follow-up  examination.  First,  occult  heart  dis- 
ease is  a major  concern  to  health  care  providers  who  might 
feel  uncomfortable,  at  least  from  a legal  standpoint,  if  car- 
diovascular evaluation  was  not  performed.  However,  sig- 
nificant occult  heart  disease  is  rare  and  often  is  missed  on 
routine  clinical  cardiovascular  examination  (10).  In  our  study 
and  the  other  four  described  herein,  only  two  of  9,472  ath- 
letes were  found  to  have  a significant  occult  heart  lesion  that 
led  to  restriction  or  disqualification. 

Second,  athletes  and  their  families  frequently  fail  to  men- 
tion known  medical  problems.  This  is  particularly  true  of 
orthopedic  problems;  all  37%  of  our  athletes  with  referred 
orthopedic  problems  who  failed  to  mention  them  in  their  his- 
tories were  aware  of  their  difficulties,  as  were  almost  all  of  the 
negative  respondents  evaluated  by  Goldberg  et  al  (1 ).  We 
have  found  that  we  can  identify  about  half  of  these  non- 
responders by  asking  all  athletes  as  we  review  their  histories 
whether  or  not  they  have  had  a previous  serious  injury  or  are 
having  current  problems  with  any  joint,  bone,  or  muscle. 

Since  very  few  orthopedic  problems  lead  to  disqualification, 
and  since  it  is  unclear  how  often  treatment  of  problems  not 
requiring  disqualification  leads  to  safer  sports  participation 
and  prevents  progression  of  injury,  it  does  not  appear  neces- 
sary to  identify  every  athlete  with  an  active  orthopedic 
complaint.  Presumably,  significant  dysfunction  will  become 
evident  during  participation,  at  least  in  programs  with  con- 
cerned coaches  and/or  athletic  trainers.  It  has  been  our  ex- 
perience that  team  orthopedists  often  adopt  this  “play  and 
see  what  happens”  approach  after  the  athletes  are  referred 
to  them  for  preparticipation  evaluation  of  an  active  problem. 

There  are  at  least  two  other  difficulties  with  using  the  his- 
tory as  a screening  tool.  As  indicated  above,  there  may  be 
significant  discrepancies  between  the  history  as  reported  by 
the  child  and  as  reported  by  the  parent;  presumably,  one 
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should  insist  that  the  parent  be  involved,  but  we  have  found 
that  this  makes  the  preparticipation  evaluations  difficult  to 
complete  when  we  examine  indigent  athletes,  who  some- 
times have  apathetic  parents.  Also,  in  these  instances,  we 
have  found  that  many  athletes  and  their  parents  cannot  read 
and  understand  the  history.  This  is  not  surprising  since  the 
illiteracy  rate  in  Houston  is  currently  estimated  to  be  30% 
among  adults  and  25%  among  recent  high  school  graduates 
(Houston  Post,  Feb  13, 1985,  Section  H,  p 1).  This  has  re- 
quired us  to  take  the  history  orally  in  certain  subgroups  of  our 
population. 

When  is  a physical  examination  indicated  after  a careful 
history  has  been  obtained?  In  our  study,  the  cost-benefit  ratio 
for  a physical  examination  when  the  history  was  negative 
was  even  more  unfavorable  than  the  ratio  we  reported,  since 
only  one  significant  problem,  the  abdominal  mass,  was  not 
mentioned  in  the  history.  However,  most  health  care  pro- 
viders and  parents  would  probably  be  uncomfortable  if  ado- 
lescents participated  in  vigorous  sports  without  at  least  one 
checkup  during  their  teenage  years.  In  addition  to  the  detec- 
tion of  the  rare  individual  with  occult  heart  disease  or  some 
other  occult  significant  medical  problem,  such  as  our  pa- 
tient with  kidney  disease,  a physical  examination  allows  the 
health  care  provider  to  ensure  that  known  problems  have 
been  appropriately  evaluated  and  treated.  In  the  high  school 
athlete,  one  important  group  of  such  known  problems  are  the 
sequelae  of  serious  joint  injuries,  which  become  common  in 
some  sports  at  about  age  14(11).  The  physical  examination 
can  be  particularly  useful  if  the  health  care  provider  is  seek- 
ing significant  problems  that  are  not  relevant  to  safe  sports 
participation  but  are  important  to  the  present  and  future 
health  of  the  athlete.  The  list  of  such  problems  varies  with  the 
viewpoints  of  the  health  care  providers  who  are  conducting 
the  screenings;  in  our  program,  we  felt  that  21 .2%  of  our  ath- 
letes had  such  problems.  This  broader  approach  is  useful 
because  many  adolescents  only  seek  routine  health  care  to 
obtain  clearance  to  play  sports.  This  was  true  of  88%  of  the 
athletes  in  our  population  and  of  78%  of  the  athletes  studied 
by  Goldberg  et  al  (1). 

Finally,  the  emphasis  of  the  preparticipation  sports  evalua- 
tion should  be  based  on  the  frequency  of  the  significant  prob- 
lems found  in  these  assessments.  Our  study  and  the  four 
others  cited  (1  -4)  clearly  indicate  that  the  history,  the  car- 
diovascular examination  (including  blood  pressure  deter- 
mination), and  a careful  check  of  the  neck,  back,  and  all 
joints  are  the  important  items.  The  knee  and  ankle  should  be 


carefully  examined  for  ligamentous  instability  in  high  school 
athletes. 

Conclusion 

Our  data  from  the  preparticipation  evaluation  of  2,1 14  sec- 
ondary school  athletes  and  data  published  in  other  reports 
support  the  UIL  recommendations  that  these  examinations 
should  be  required  only  once  or  twice  during  the  secondary 
school  years,  unless  an  accurate  interim  history  suggests  the 
need  for  additional  workup.  This  conclusion  follows  from  the 
benign  nature  and  low  frequency  of  most  significant  prob- 
lems found  in  preparticipation  screenings  and  the  likelihood 
that  such  problems  will  be  mentioned  in  the  history.  Since  a 
careful  analysis  shows  that  the  cost-benefit  ratio  of  these  ex- 
aminations is  unfavorable,  the  UIL  policy  would  result  in  a 
substantial  and  appropriate  savings  in  health  care  costs  with- 
out a significant  increase  in  risk  of  sports  participation. 
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Predictors  of  nursing 
home  placement 
of  patients  with 
Alzheimer’s  disease 

An  informant-based  functional  scale  for  Alzheimer’s  dis- 
ease is  described.  Twelve  of  14  Alzheimer  patients  re- 
quiring institutionalization  had  remarkably  consistent 
scores  (32.2  ± 3.3)  immediately  before  nursing  home 
placement.  Items  most  closely  associated  with  place- 
ment were  incontinence  of  bladder  and  bowel,  inability 
to  speak  coherently,  and  inability  to  bathe  and  groom 
oneself.  The  qualitative  and  quantitative  information  ob- 
tained by  using  the  scale  may  assist  the  physician  in  ad- 
vising placement. 


Alzheimer-type  dementia  is  the  major  reason  for  placement 
of  older  adults  in  nursing  homes  (1 ).  Family  members  of 
Alzheimer's  patients  often  ask  physicians  about  the  timing  or 
need  for  nursing  home  placement.  Unfortunately,  the  medical 
literature  contains  little  information  to  help  the  physician  pre- 
dict when  nursing  home  placement  will  likely  be  necessary. 
This  lack  of  information  regarding  the  timing  of  institution- 
alization results  in  part  from  a paucity  of  longitudinal  studies 
following  the  progression  of  Alzheimer’s  disease  (2). 

For  two  years  we  observed  1 4 patients  diagnosed  as  hav- 
ing Alzheimer-type  dementia.  Aberrant  behavior  was  evalu- 
ated using  the  “Functional  Rating  Scale  for  Symptoms  of 
Dementia”  (FS).  This  scale  (Fig  1 ) was  developed  initially  to 
assess  changes  in  everyday  behavior  that  appeared  to  be 
most  noticeably  affected  by  the  disease.  Experience  has 
shown  that  the  scale  is  effective  in  evaluating  behavioral  dis- 
turbances of  concern  to  relatives  of  patients  with  Alzheimer’s 
disease. 

Many  of  the  rating  scales  currently  used  for  geriatric  pa- 
tients were  designed  for  measuring  severity  of  impairment  of 
institutionalized  patients  and  are  not  specific  for  Alzheimer- 
type  dementia  (3,4).  Other  scales,  developed  specifically  for 
the  diagnosis  of  Alzheimer  disease,  are  lengthy  and  empha- 
size cognitive  decline  (5).  Such  tests  provide  valuable  re- 
search information  but  are  cumbersome  for  routine,  serial 
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evaluations  by  clinicians.  The  informant-based  FS  used  in 
this  study  may  be  quickly  administered  by  office  personnel, 
nurses,  psychologists,  or  physicians,  without  need  for  special 
training  in  testing  procedures. 

Methods 

SUBJECTS 

The  study  subjects  were  14  married  male  patients  diagnosed 
as  having  Alzheimer-type  dementia  (age  range  56-86  years, 
x = 67).  Inclusion  criteria  consisted  of  the  following  charac- 
teristics: insidious  onset,  documented  progression  of  demen- 
tia, intact  level  of  consciousness,  and  absence  of  focal  neu- 
rologic signs.  Following  a thorough  medical  evaluation, 
exclusion  criteria  included  the  diagnosis  of  any  other  entity 
believed  to  be  responsible  for  the  patient’s  mental  decline. 
Diagnostic  criteria  have  been  described  in  detail  elsewhere 
(6).  Informed  consent  for  study  subjects  was  obtained  before 
they  were  included  in  the  study. 

DEMENTIA  RATING  SCALE 

The  FS  was  administered  to  the  patient’s  most  knowledge- 
able relative  (usually  the  spouse)  by  the  same  interviewer  at 
each  clinic  visit  and,  at  times,  by  a telephone  interviewer.  For 
inclusion  in  the  study,  an  initial  evaluation  and  at  least  two 
follow-up  evaluations  were  required;  the  average  was  four 
evaluations.  The  subjects  were  observed  for  an  average  of 
30  months  (range  18-36  months).  As  evaluations  occurred 
at  somewhat  irregular  intervals,  scores  for  3,  6, 1 2, 1 8,  and 
24  months  were  interpolated.  Within  each  problem  area  of 
the  FS  are  four  statements  ranging  from  normal  rating  0 to 
complete  lack  of  ability  to  cope  in  that  area,  rating  3.  Correla- 
tions between  the  FS  score  and  both  cognitive  and  phys- 
iological indices  of  dementia  have  been  reported.  The  FS 
correlates  highly  with  the  “Mini-Mental  State  Exam”  (r  = .875, 
p < .001 ) and  with  a measure  of  visual  pursuit  dysfunction 
(r  = .73,  p < .005)  (7). 

Results 

Scores  from  the  FS  at  the  time  of  initial  testing  ranged  from 
1 1 .5  to  31 , reflecting  variable  severity  of  dementia  at  the 
onset  of  the  study.  Mean  scores  and  standard  deviations  for 
several  time  points  during  24  months  of  follow-up  are  shown 
in  Fig  2.  Paired  t-tests  between  scores  at  successive  time 
periods  showed  significant  differences  in  scores  (p  < .001 ) 
with  dementia  severity  increasing  at  each  successive  time 
period. 

Twelve  of  the  1 4 subjects  were  placed  in  nursing  homes 
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1.  Functional  Rating  Scale  for  Symptoms  of  Dementia©. 


Instructions 

1 . The  scale  must  be  administered  to  the  most  knowledgeable  informant  avail- 
able. This  usually  is  a spouse  or  close  relative. 

2.  The  scale  should  be  read  to  the  informant  one  category  at  a time.  The  infor- 
mant is  presented  the  description  for  behavior  in  each  category.  The  infor- 
mant is  read  each  of  the  responses  beginning  with  zero  response.  All 
responses  should  be  read  before  the  informant  endorses  the  highest  num- 
ber response  which  best  describes  the  behavior  of  the  patient. 

3.  When  responses  have  been  obtained  for  each  category,  the  circled  numbers 
from  each  category  are  summed  to  give  an  overall  score  for  functional  rating 
of  symptoms  of  dementia. 

Circle  the  highest  number  in  each  category  which  best  describes  behavior 
during  the  last  three  months. 

Eating: 

0 Eats  neatly  using  appropriate  utensils 

1 Eats  messily,  has  some  difficulty  with  utensils 

2 Able  to  eat  solid  foods  (eg,  fruits,  crackers,  cookies)  with  hands  only 

3 Has  to  be  fed 

Dressing: 

0 Able  to  dress  appropriately  without  help 

1 Able  to  dress  self  with  occasionally  mismatched  socks,  disarranged  buttons 
or  laces 

2 Dresses  out  of  sequence,  forgets  items,  or  wears  sleeping  garments  with 
street  clothes,  needs  supervision 

3 Unable  to  dress  alone,  appears  undressed  in  inappropriate  situations 
Continence: 

0 Complete  sphincter  control 

1 Occassional  bed  wetting 

2 Frequent  bed  wetting  or  daytime  urinary  incontinence 

3 Incontinent  of  both  bladder  and  bowel 

Verbal  Communication: 

0 Speaks  normally 

1 Minor  difficulties  with  speech  or  word  finding  difficulties 

2 Able  to  carry  out  only  simple,  uncomplicated  conversations 

3 Unable  to  speak  coherently 

Memory  for  Names: 

0 Usually  remembers  names  of  meaningful  acquaintances 

1 Cannot  recall  names  of  acquaintances  or  distant  relatives 

2 Cannot  recall  names  of  close  friends  or  relatives 

3 Cannot  recall  name  of  spouse  or  other  living  partner 

Memory  for  Events: 

0 Can  recall  details  and  sequences  of  recent  experiences 

1 Cannot  recall  details  or  sequences  of  recent  events 

2 Cannot  recall  entire  events  (eg,  recent  outings,  visits  of  relatives  or  friends) 
without  prompting 

3 Cannot  recall  entire  events  even  with  prompting 


Mental  Alertness: 

0 Usually  alert,  attentive  to  environment 

1 Easily  distractible,  mind  wanders 

2 Frequently  asks  the  same  questions  over  and  over 

3 Cannot  maintain  attention  while  watching  television 

Global  Confusion: 

0 Appropriately  responsive  to  environment 

1 Nocturnal  confusion  or  confusion  upon  awakening 

2 Periodic  confusion  during  daytime 

3 Nearly  always  quite  confused 

Spatial  Orientation: 

0 Oriented,  able  to  find  and  keep  his/her  bearings 

1 Spatial  confusion  when  driving  or  riding  in  local  community 

2 Gets  lost  when  walking  in  neighborhood 

3 Gets  lost  in  own  home  or  in  hospital  ward 

Facial  Recognition: 

0 Can  recognize  faces  of  recent  acquaintances 

1 Cannot  recognize  faces  of  recent  acquaintances 

2 Cannot  recognize  faces  of  relatives  or  close  friends 

3 Cannot  recognize  spouse  or  other  constant  living  companion 

Hygiene  and  Grooming: 

0 Generally  neat  and  clean 

1 Ignores  grooming  (eg,  does  not  brush  teeth  and  hair,  shave) 

2 Does  not  bathe  regularly 

3 Has  to  be  bathed  and  groomed 

Emotionality: 

0 Unchanged  from  normal 

1 Mild  change  in  emotional  responsiveness— slightly  more  irritable  or  more 
passive,  diminished  sense  of  humor,  mild  depression 

2 Moderate  change  in  emotional  responsiveness— growing  apathy,  increased 
rigidity,  despondent,  angry  outbursts,  cries  easily 

3 Impaired  emotional  control— unstable,  rapid  cycling  or  laughing  or  crying  in 
inappropriate  situations,  violent  outbursts 

Social  Responsiveness: 

0 Unchanged  from  previous,  "normal" 

1 Tendency  to  dwell  in  the  past,  lack  of  proper  association  for  present  situation 

2 Lack  of  regard  for  feelings  of  others,  quarrelsome,  irritable 

3 Inappropriate  sexual  acting  out  or  antisocial  behavior 

Sleep  Patterns: 

0 Unchanged  from  previous,  "normal" 

1 Sleeps,  noticeably  more  or  less  normal 

2 Restless,  nightmares,  disturbed  sleep,  increased  awakenings 

3 Up  wandering  for  all  or  most  of  the  night,  inability  to  sleep 
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Nursing  home  placement 


before  conclusion  of  this  study.  Scores  at  the  time  of  admis- 
sion to  nursing  homes  ranged  from  27.5  to  38,  with  the  mean 
score  at  time  of  placement  being  32.2  (SD  ± 3.3).  The  time 
from  initial  testing  to  time  of  nursing  home  placement  ranged 
from  2.3  to  24. 1 months.  The  1 2 subjects  who  were  placed 
in  nursing  homes  were  divided  into  two  groups  based  on 
whether  the  initial  scores  were  greater  than  21  (n  = 6)  or 
equal  to  or  less  than  21  (n  = 6).  The  mean  scores  of  the  two 
groups  are  presented  in  Fig  3 and  indicate  that  the  rate  of 
progression  was  quite  comparable  between  the  two  groups. 
The  rate  of  progression  was  greater  for  the  first  six  months 
for  both  groups,  similar  to  that  in  the  total  group.  The  rate  of 
progression  for  the  “greater-than-21  ’’  group  slowed  beyond 
six  months,  whereas  for  the  “less-than-or-equal-to-21  ” group 
the  rate  of  progression  did  not  slow  until  18  months.  This 
most  likely  represents  a lack  of  sensitivity  of  the  FS  to  func- 
tional changes  in  the  more  severe  stages  of  the  disease. 

The  time  from  initial  testing  to  nursing  home  placement 
was  compared  between  the  > 21  group  and  then  21  group. 


A significant  difference  was  found  (f  = 4.05,  p < .005).  The 
mean  number  of  months  from  initial  testing  to  nursing  home 
placement  of  the  > 21  group  was  7.2  months  (SD  ± 4.2 
months).  Scores  at  time  of  nursing  home  placement  between 
the  > 21  group  (x  = 33.2,  SD  = 2.7)  and  the  21  group  (x  = 
31 .2)  were  not  significantly  different  (Fig  2). 

As  age  of  onset  of  Alzheimer’s  disease  has  been  reported 
to  be  an  important  determinant  of  the  rate  of  progression  of 
dementia,  the  progression  of  dementia  severity  was  com- 
pared between  subject  groups  who  were  65  years  or  less  at 
time  of  diagnosis  (n  = 6)  and  a group  over  age  65  (n  = 8) 

(Fig  4).  No  significant  correlation  between  age  at  time  of  di- 
agnosis and  time  to  nursing  home  placement  was  found. 

To  determine  which  individual  items  for  the  FS  were  asso- 
ciated with  nursing  home  placement,  a factor  analysis  was 
performed.  Individual  items  from  the  initial  measure  were 
compared  with  those  scored  at  the  approximate  time  of  nurs- 
ing home  placement.  Three  items  from  the  FS  stood  out  as 
being  important  in  the  prediction  of  nursing  home  placement: 


2.  Rate  of  progression  for  overall  Alzheimer's  disease  group.  Data  points  are 
based  on  n = 14  except  for  24-month  data  point  where  n = 12. 
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3.  Comparison  of  rates  of  progression  between  two  Alzheimer's  disease 
groups  which  differed  by  dementia  severity  at  onset  of  study.  Average  time  of 
nursing  home  admission  for  each  group  is  indicated  by  an  x. 
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incontinence  of  both  bladder  and  bowel,  inability  to  speak 
coherently,  and  inability  to  bathe  and  groom  oneself.  Of  the 
patients  with  two  of  these  three  disabilities,  83%  were  placed 
in  nursing  homes  before  their  next  evaluation.  At  the  time  of 
initial  testing,  two  out  of  three  of  these  items  were  reported 
for  only  8%  of  the  patients. 

Comment 

Dementia  severity  represents  an  important  factor  in  the  in- 
stitutionalization of  Alzheimer’s  disease  patients.  Our  study 
found  surprising  uniformity  in  the  FS  scores  (mean  32  ± 3.3) 
of  male  patients  at  the  time  of  placement.  Several  key  items 
(incontinence,  inability  to  speak  coherently,  and  need  for  as- 
sistance with  bathing  and  grooming)  were  closely  associated 
with  institutional  placement.  Although  families  differed  in 
their  ability  to  cope  with  the  behavioral  abnormalities  of  a 
demented  family  member,  this  study  finds  that  a critical  level 
of  qualitative  and  quantitative  symptomatology  exists  which 
on  average  is  associated  with  nursing  home  placement. 

Although  Alzheimer-type  dementia  is  generally  accepted 
to  be  a progressive  illness,  controversy  exists  as  to  whether 
an  earlier  age  of  onset  is  associated  with  a more  rapidly  pro- 
gressive course.  Constantinidis  reported  that  Alzheimer’s 
presenile  dementia  progresses  more  rapidly,  is  more  serious, 
and  is  less  regular  in  its  chronological  evolution  than  senile 
onset  Alzheimer’s  disease  (8).  Kaszniak  et  al  failed  to  find  a 
clear  relationship  between  age  and  rate  of  disease  progres- 
sion (9).  We  found  no  clear  relationship  between  age  at  time 
of  diagnosis  and  the  rate  of  progression  of  dementia  or  be- 


4.  Comparison  of  rates  of  progression  between  two  Alzheimer’s  disease 
groups  which  differ  by  age  at  initial  evaluation ; means  ±SD,  n = 6 in  age 
group  « 65  years  (n  = 5 at  24  months)  and  n = 8 in  age  group  > 65  years  (n 
= 7 at  24  months). 


tween  age  at  time  of  diagnosis  and  the  length  of  time  until 
nursing  home  placement. 

The  results  of  our  study  also  suggest  that  patients  with  FS 
scores  in  the  low-30  range  may  require  nursing  home  care, 
particularly  if  maximal  scores  are  achieved  for  two  out  of 
three  key  items.  If  scores  on  the  FS  are  less  than  21 , nursing 
home  care  may  be  necessary  in  approximately  18  months.  If 
scores  exceed  21 , nursing  home  placement  can  be  expected 
within  six  months  to  a year.  If  the  physician  can  report  to  the 
family  that  most  patients  who  have  reached  this  level  of 
disability  require  nursing  home  care,  such  counsel  may  ame- 
liorate the  guilt  that  family  members  suffer  when  deciding 
whether  to  place  their  loved  one  in  a nursing  home. 

The  FS  scale  may  be  used  to  assist  the  physician  and  the 
family  in  eliciting  information  relevant  to  the  behavior  of  the 
Alzheimer’s  disease  victim.  This  information  should  be  com- 
bined with  all  other  relevant  medical,  psychological,  social, 
and  economic  data  so  that  individualized  recommendations 
regarding  nursing  home  placement  can  be  provided. 
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Comparative 
evaluation  of  two 
outpatient  antiemetic 
regimens  for  cancer 
chemotherapy 

in  a pilot  investigation  for  antiemetic  treatment  during 
outpatient  cancer  chemotherapy,  we  randomized  15  pa- 
tients in  39  treatment  cycles  to  receive  either 
metoclopramide  or  dexamethasone.  Metoclopramide 
(Reglan),  1 mg/kg  body  weight,  was  given  intravenously 
just  before  therapy,  and  1 mg/kg  body  weight  was  given 
orally  every  two  hours  for  four  doses  thereafter.  Dexa- 
methasone, 8 mg,  was  given  intravenously  before  ther- 
apy, and  8 mg  was  given  orally  every  eight  hours  for  two 
more  doses.  Nausea  was  assessed  using  a visual  analog 
scale,  and  patients  reported  the  number  of  vomiting 
episodes. 

There  was  a significant  correlation  between  nausea 
and  vomiting.  However,  the  nausea  rating  was  more  sen- 
sitive than  the  number  of  vomiting  episodes  in  detecting 
differences  between  antiemetics.  Patients  treated  with 
dacarbazine  (DTIC)  had  uncontrolled  nausea  and  vomit- 
ing with  either  antiemetic  regimen.  Cisplatinum-treated 
patients  had  significantly  less  nausea  with  metoclo- 
pramide than  with  dexamethasone.  Nausea  from  the 
other  chemotherapeutic  agents  was  well  controlled  with 
either  antiemetic  program.  In  this  study,  the  efficacy  of 
the  antiemetic  regimens  specifically  depended  on  the 
chemotherapy  that  the  patient  received. 


Introduction 

Increasingly,  cancer  chemotherapy  is  given  in  outpatient 
clinics.  With  ambulatory  pumps,  chemotherapy  can  be  in- 
fused intravenously  over  several  days  or  weeks  without  hos- 
pitalization (1).  Current  hydration  programs  have  allowed 
even  cisplatinum  (Platinol)  to  be  given  safely  in  the  clinic  (2). 
However,  nausea  remains  an  unsolved  problem.  The  anti- 
emetic agents  used  for  outpatients  are  of  limited  value  in 
controlling  nausea  associated  with  strongly  emetogenic 
agents.  The  more  effective  antiemetic  agents  have  been  ad- 
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ministered  parenterally  in  a hospital  setting  (3,4). 

We  evaluated  two  reportedly  effective  antiemetics,  meto- 
clopramide (Reglan)  and  dexamethasone,  administered  par- 
enterally and  orally  in  a schedule  designed  for  outpatient  use. 

Methods 

Patients  receiving  emetogenic  chemotherapy  were  eligible 
for  the  trial  if  they  had  had  no  prior  antiemetic  treatment  with 
metoclopramide  or  dexamethasone.  We  used  a cross-over 
design,  in  which  half  the  patients  were  assigned  at  random  to 
receive  metoclopramide  with  the  first  course  of  chemother- 
apy, dexamethasone  with  the  second  course,  and  metoclo- 
pramide with  the  third  and  subsequent  courses  of  chemo- 
therapy. The  other  group  of  patients  received  dexamethasone 
first,  then  metoclopramide,  and  then  dexamethasone  there- 
after. Metoclopramide,  1 mg  per  kg  body  weight,  was  given 
intravenously  just  before  chemotherapy,  and  1 mg  per  kg  or- 
ally thereafter  every  two  hours  for  six  doses.  Dexametha- 
sone was  given  8 mg  intravenously  just  prior  to  chemo- 
therapy and  then  8 mg  orally  every  eight  hours  for  two  more 
doses.  Suppositories  of  prochlorperazine  (Compazine)  were 
allowed  prn. 

Twenty-four  hours  after  receiving  chemotherapy,  patients 
filled  out  questionnaires  concerning  their  nausea  and  vomit- 
ing and  mailed  them  to  us.  An  X on  a 1 0-cm  linear  analog 
scale  (Fig  1 ) indicated  the  severity  of  the  worst  nausea  expe- 
rienced. The  questionnaire  also  asked  for  the  number  of 
vomiting  episodes  and  the  number  of  prochlorperazine  sup- 
positories used  during  the  24-hour  period. 

Results 

Fifteen  patients  received  48  chemotherapy  treatments  while 
participating  in  the  study.  They  returned  questionnaires  after 
39  of  the  treatments.  Nausea  was  measured  in  centimeters 
from  the  analog  scales  on  the  39  questionnaires.  Not  surpris- 
ingly, there  was  a significant  correlation  (p  < .001 , r = .69 
Spearman  rank  correlation  coefficient)  between  nausea  and 
the  number  of  vomiting  episodes  for  each  treatment  course. 

The  results  of  the  trial  are  indicated  in  Fig  2.  Neither  anti- 
emetic regimen  controlled  the  nausea  or  vomiting  experi- 
enced by  dacarbazine  (DTIC)  patients.  Patients  treated  with 
cisplatinum  had  significantly  less  nausea  with  metoclo- 
pramide than  with  dexamethasone  (p  = .05,  Mann-Whitney 
rank-sum  test).  Nausea  from  the  other  chemotherapeutic 
agents  was  well  controlled  with  either  antiemetic  program. 

Our  patients  generally  did  not  like  metoclopramide.  We 
saw  two  episodes  of  oral-facial  dyskinesia  after  intravenous 
metoclopramide  administration.  Many  other  patients  com- 
plained of  a vague,  uncomfortable  feeling  of  restlessness 
after  intravenous  metoclopramide.  They  also  disliked  oral 
metoclopramide  because  of  the  number  of  pills  involved. 
Dexamethasone  was  well  tolerated  by  both  routes  of 
administration. 

Discussion 

Gralla’s  demonstration  that  high-dose  intravenous  metoclo- 
pramide is  an  effective  antiemetic  for  cisplatinum  chemo- 
therapy (3)  has  caused  a major  reduction  in  the  nausea  of 
hospitalized  patients  treated  with  the  drug.  The  high-dose 
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regimen  as  reported  was  metoclopramide,  2 mg/kg  body 
weight  intravenously  every  two  hours  beginning  30  minutes 
before  chemotherapy.  Others  (5)  have  shown  similar  effec- 
tiveness with  lower  doses  of  intravenous  metoclopramide, 

1 mg/kg  body  weight  given  repeatedly  after  cisplatinum 
chemotherapy.  Ogawa  (6)  has  commented  that  the  anti- 
emetic activity  of  metoclopramide  seen  with  cisplatinum 
chemotherapy  might  not  apply  when  other  emetogenic 
agents  were  used.  More  recent  reports  (7,8)  have  shown  that 
metoclopramide  has  antiemetic  activity  with  noncisplatinum 
chemotherapies;  its  activity  with  dacarbazine  was  not  specifi- 
cally mentioned. 

Dexamethasone  has  been  an  effective  antiemetic  for  both 
cisplatinum  (9)  and  non-cisplatinum  (10)  chemotherapy  regi- 
mens. It  can  be  administered  easily  by  parenteral  or  oral 
routes  and  is  suitable  for  outpatient  use. 

Our  comparison  of  ambulatory  schedules  for  the  two  drugs 
is  an  illustration  of  the  limitations  of  outpatient  antiemetic 
therapy.  Neither  of  the  tested  regimens  was  very  good. 
Metoclopramide  was  a better  antiemetic  than  dexametha- 
sone for  the  cisplatinum-treated  patients  in  this  trial,  but  the 
patients  objected  to  the  side  effects  of  metoclopramide.  Al- 
though we  did  not  use  diphenhydramine  (Benadryl)  pro- 
phylactically,  it  has  been  used  with  success  in  preventing  the 
extrapyramidal  effects  of  metoclopramide  (1 1 ). 

It  is  interesting  that  metoclopramide  was  less  effective  (sig- 
nificantly less  effective  by  rank-sum  test)  as  an  antiemetic 
for  dacarbazine  than  for  platinum.  Dexamethasone  in  the 
doses  used  gave  slightly  better  nausea  control,  but  neither 
agent  could  be  considered  effective  antiemetic  therapy  for 
dacarbazine. 

The  doses  of  the  antiemetics  may  not  have  been  ade- 
quate. Metoclopramide,  2 mg/kg  body  weight,  might  be  supe- 
rior to  the  1 mg/kg  body  weight  dose  that  we  used,  but  the 
frequency  of  side  effects  with  the  higher  dose  might  also  be 
greater.  Dexamethasone,  on  the  other  hand,  caused  no  ap- 
parent problems  in  the  dosage  used.  In  particular,  there  were 
no  apparent  complications  resulting  from  immune  suppres- 
sion. Transient  alterations  in  immune  function  have  been 
documented  (12)  after  very  brief  courses  of  steroids.  How- 
ever, there  has  been  no  evidence  of  a greater  risk  of  infection 
unless  the  steroids  are  given  chronically  (12).  Based  on  our 
results,  we  have  begun  a second  antiemetic  trial  to  compare 
higher  corticosteroid  doses,  looking  for  optimal  antiemetic 
activity  against  cisplatinum,  dacarbazine,  and  other  emeto- 
genic drugs. 
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1.  Patients  indicated  the  severity  of  their  worst  nausea  on  this  linear  analog 
scale. 


PLEASE  MAKE  AN  X ON  THE  LINE  TO  REPRESENT  THE  WORST 

NAUSEA  THAT  YOU  FELT  IN  THE  PAST  24  HOURS 

0 

10 

NO  NAUSEA 

MOST  NAUSEA 

2.  Results  of  trial  of  two  antiemetic  regimens. 

Dexamethasone 

Metoclopramide 

Chemotherapy  courses 
ncluding  cisplatinum  (N  = 1 2) 

Median  nausea  score 

5.1 

2.8 

Median  number  of  vomiting  episodes 
Chemotherapy  courses 
including  dacarbazine  (N=9) 

11 

3.5 

Median  nausea  score 

6 

7.1 

Median  number  of  vomiting  episodes 
Chemotherapy  courses 
including  neither  cisplatinum  nor 
dacarbazine  (N=  1 8) 

4.5 

8 

Median  nausea  score 

0 

2.3 

Median  number  of  vomiting  episodes 

0 

0 
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Catheter  size  and  rapid 
crystalloid  infusion 

Actual  time  to  infuse  crystalloid  solution  was  measured 
with  standard  IV  sets.  Through  two  16  gauge  peripheral 
sites,  2,000  cc  of  fluid  can  be  given  in  about  ten  minutes 
with  gravity  infusion  alone.  With  300  mm  Hg  pressure 
infusion,  this  volume  can  be  more  than  doubled.  For 
rapid  volume  replacement,  8-in,  16-gauge  line  does  not 
provide  a time  advantage  even  if  it  is  inserted  into  a cen- 
tral vein. 


Although  recent  attention  has  been  given  to  infusion  pump 
dynamics  and  flow  rates  for  continuous  drug  administration 
(1  -3),  only  a few  studies  have  addressed  the  relationship  of 
catheter  size  to  rapid  intravenous  infusion  (4-7).  Current 
practices  regarding  resuscitation  are  frequently  dictated  by 
emotional  reaction,  dogma,  or  prior  training,  but  not  nec- 
essarily by  scientific  data.  Emergency  care  technicians, 
emergency  physicians,  surgeons,  traumatologists,  and  anes- 
thesiologists should  be  aware  of  the  exact  flow  rates  possible 
to  infuse  crystalloid  solutions  into  critically  ill  hypovolemic  pa- 
tients. None  of  the  current  textbooks  or  the  recent  literature 
impart  this  information.  The  authors,  therefore,  performed 
the  following  experiment  to  clarify  the  guidelines  that  “sev- 
eral large-bore  intravenous  lines”  should  be  started  in  the 
hypovolemic  patient.  More  than  one  line  is  indicated  for  secu- 
rity in  case  of  dislodgement  during  transport  or  infiltration, 
and  for  ease  of  access  for  medications  and  blood.  The  fol- 
lowing experiment  documents  the  time  necessary  to  infuse 
saline  in  through  catheters  of  various  sizes. 

Methods 

Conditions  that  approximate  our  trauma  room  were  used  to 
investigate  the  efficiency  of  saline  administration  through 
various  lines.  The  height  of  the  infusion  column  was  set  at  30 
in.  Normal  saline  0.9%  (Travenol  2B1324)  in  plastic  room 
temperature  intravenous  bags  was  infused  through  standard 


'Travenol  Laboratories,  Parenteral  Products  Division,  Deerfield,  IL  6001 5. 
TThe  Deseret  Company,  Sandy,  UT  84070. 

TJelco  Laboratories,  Johnson  Dr,  Raritan,  NJ  08369. 

§Critiko  Inc,  1410  N Westshore  Blvd,  PO  Box  22800,  Tampa,  FL  33622. 
IIAbbott  Laboratories,  Hospital  Products  Division,  N Chicago,  IL  60064. 
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96-in  tubing  (Travenol  2C005s)  as  this  was  the  available  ma- 
terial in  our  actual  resuscitations.  The  tubing  was  attached 
directly  without  stopcocks  to  catheters  ranging  in  size  from 
gauge  1 0 to  gauge  22.  Catheters  available  in  our  emergency 
center  were  manufactured  by  Travenol*,  Deseretf,  Jelco$, 
Critiko§,  and  Abbott||.  The  solution  was  then  allowed  to  run 
freely  via  gravity  flow  until  all  1 ,000  cc  were  infused.  The  time 
for  each  infusion  was  recorded  in  minutes  and  seconds  (Fig 
1 ).  Trials  were  also  obtained  for  the  saline  and  tubing  alone 
and  for  the  subclavian  catheters  most  commonly  used.  Se- 
lected intravenous  and  subclavian  catheters  were  then  used 
to  infuse  saline  at  a pressure  of  300  mm  Hg  created  with  a 
blood  pump  as  used  in  our  emergency  and  operating  rooms 
(Fig  2).  We  felt  that  the  actual  time  to  infuse  each  liter  was 
the  important  parameter;  therefore,  flow  rates  are  not 
reported. 

Discussion 

The  physics  of  fluid  administration  is  well  documented  and  is 
governed  by  hydrostatic  pressure,  Poiseuilles  lawll,  Ber- 
noulli’s theorem**,  and  laminar  or  turbulent  flow  (8).  Flow 
rates  produced  by  gravity  infusion  are  known  to  be  affected 
by  the  patient’s  venous  pressure  (9).  However,  in  the  hypo- 
volemic patient,  venous  pressure  is  0-5  mm  Hg  and  is  negli- 
gible compared  to  the  hydrostatic  pressure  of  the  infusion 
column. 

In  resuscitation  of  the  patient  in  shock,  neither  minidrips 
nor  infusion  pumps  are  used.  A simple  tubing  is  connected 
directly  to  the  intravenous  cannula.  A patient  in  shock  may 
require  4,000  cc  or  more  of  crystalloid  solution  within  30 
minutes.  With  this  in  mind,  review  of  our  experimental  data 
reveals  several  interesting  features: 

1 . If  a 1 0-gauge  catheter  can  be  inserted,  fluid  can  be 
given  just  as  rapidly  as  through  native  intravenous  tubing  (no 
needle  attached  to  hub).  However,  the  theoretical  advantage 
one  might  gain  by  directly  inserting  intravenous  tubing  in  the 
vein  is  not  much  greater  than  if  one  used  a 1 4-gauge  intra- 
venous catheter. 

2.  There  is  an  apparent  advantage  of  a 1 6-gauge  2V4-inch 
peripheral  IV  over  the  1 6-gauge  4 Vi-  or  8-inch  catheter  (usu- 
ally inserted  centrally)  in  rapid  resuscitation.  Central  venous 
access  via  long  lines  inserted  in  the  subclavian  vein  has 


UPoiseuilles  law:  F = (delta  p x HyfSv  x L),  where  F = rate  of  flow,  delta  p = 
pressure  difference  along  the  tubing,  r = radius  of  the  tubing,  v = viscosity 
coefficient  of  the  liquid,  and  L = length  of  tubing  (8). 

"Bernoulli's  theorem:  Lateral  pressure  is  least  where  velocity  of  flow  is  great- 
est (8). 
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more  utility  in  measuring  venous  pressure  than  in  “rapid” 
fluid  administration. 

3.  Under  300  mm  Hg  pressure,  the  differences  between 
12-,  14-,  and  16-gauge  catheters  are  negligible.  Thus,  if 
blood  pumps  are  used,  a 16-gauge  catheter  provides  nearly 
optimal  rapid  fluid  resuscitation. 

4.  There  is  a significant  loss  of  advantage  with  18-gauge 
catheters  (1 7 min  53  sec)  under  gravity  infusion. 

5.  Nineteen-gauge  subclavian  catheters  (59  min  56  sec) 
have  no  place  in  trauma  resuscitation. 

6.  Catheters  of  20  gauge  or  smaller  and  "butterfly” 
catheters  are  not  indicated  for  use  in  the  adult  trauma  victim. 
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7.  Average  time  to  flow  1,000  ml  of  crystalloid  solution  through  standard 
catheters  via  gravity  from  a height  of  30  inches. 


Catheter 

Gauge 

Catheter 

Length  (inches) 

Manufacturer 

Time* 

std.  IV 

— 

Travenol 

7 min  10  sec 

10 

3 

Deseret 

7 min  10  sec 

12 

3 

Deseret 

8 min  21  sec 

14 

2'A 

Jelco 

8 min  41  sec 

16 

21/4 

Jelco 

9 min  7 sec 

16 

2 

Travenol 

1 1 min  36  sec 

16 

41/4 

Deseret 

14  min  23  sec 

18 

1% 

Critiko 

14  min  59  sec 

16 

8 

Deseret 

16  min  5 sec 

18 

2 

Travenol 

1 7 min  53  sec 

20 

I1/4 

Critiko 

21  min  — 

19 

% 

Abbott 

25  min  45  sec 

20 

2 

Travenol 

32  min  33  sec 

22 

1 

Critiko 

35  min  22  sec 

19 

8 

Deseret 

59  min  56  sec 

21 

% 

Abbott 

72  min  9 sec 

'Average  of  three  determinations. 


2.  Average  time  to  flow  1,000  ml  of  crystalloid  solution  through  standard 
catheters  and  300  mm  external  pressure  on  fluid  bag. 


Catheter 

Gauge 

Catheter 

Length  (inches) 

Manufacturer 

Time 

12 

3 

Deseret 

3 min  20  sec 

14 

2’/4 

Jelco 

3 min  28  sec 

16 

21/4 

Jelco 

3 min  55  sec 

18 

1% 

Critiko 

6 min  33  sec 

16 

8 

Deseret 

7 min  1 sec 
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Psychotic  reactions  to 
a natural  disaster: 
Hurricane  Alicia 

We  describe  three  patients  with  psychotic  reactions  as- 
sociated with  a hurricane.  We  review  reports  in  the  liter- 
ature of  psychological  reactions  to  natural  disasters 
and  emphasize  the  psychotic  potential  in  predisposed 
individuals. 


Reactions  to  natural  disasters,  accidents,  and  other  environ- 
mental crises  have  been  studied  extensively,  emphasizing 
usual  patterns  of  consequent  stress,  anxiety,  or  grief.  Al- 
though there  are  predictable  short-term  reactions  to  disas- 
ters, some  individuals  may  demonstrate  specific  delayed 
stress  syndromes.  Certain  people  develop  more  severe  psy- 
chopathological  reactions  based  upon  their  individual  intra- 
psychic processes,  weak  ego  functioning,  poor  stimulus 
barriers,  and  previous  maladaptive  coping  methods  (1). 

The  literature  to  date  reveals  little  or  no  response  of  psy- 
chiatric patients  to  disasters.  Crawshaw  et  al  wrote  that  pa- 
tients react  in  a predictable  fashion  relative  to  their  own 
personality  traits  and  previous  defensive  patterns  (2).  A 1 964 
study  noted  that  severely  mentally  ill  patients  showed  little 
reaction  to  an  earthquake  in  Alaska  (3).  A report  in  1972, 
following  an  earthquake  that  destroyed  a treatment  center, 
indicated  that  some  psychotic  patients  became  temporarily 
more  rational  for  periods  of  one  hour  to  two  weeks  (4).  Simi- 
larly, Sporty  et  al  reported  in  1979  that  psychiatric  inpatients, 
evacuated  because  of  threatened  flooding,  showed  no  agita- 
tion (5).  Greenson  et  al,  however,  stated  that  some  patients 
did  worse  than  others  following  earthquakes  (6).  Old  defen- 
sive patterns  in  these  patients  proved  ineffective,  and  their 
psychopathology  emerged.  A controlled  study  of  patients  in 
the  community  mental  health  system  around  the  damaged 
Three  Mile  Island  nuclear  reactor  in  1 982  concluded  that  dis- 
aster does  not  significantly  increase  the  abnormalities  of  psy- 
chiatric patients  (7). 

Although  reactive  psychoses  have  been  described  in  rela- 
tion to  various  stress  situations,  there  are  no  specific  reports 
of  psychosis  as  a response  to  natural  disaster.  The  following 
three  cases  are  examples  of  psychoses  in  individuals  who 
were  directly  in  the  path  of  Hurricane  Alicia  on  Aug  1 8, 1 983. 
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Case  reports 

Case  1 — A 39-year-old  housewife  with  no  previous  psychi- 
atric history,  was  brought  to  an  emergency  room  three  days 
after  the  hurricane.  She  demonstrated  agitated,  delusional 
behavior  which  began  two  days  before  the  storm,  while  news 
reports  of  its  approach  were  being  broadcast.  Her  insomnia, 
increasing  agitation,  and  preoccupation  with  death  and  de- 
struction were  noted  by  family  members.  She  had  delusions 
that  she  and  the  hurricane  shared  special  properties,  since 
their  names  were  the  same.  She  stated  that  the  storm,  like 
herself,  had  a center  of  peace  and  calm  surrounded  by  a 
raging  outer  part.  She  was  also  delusional  about  being  dead 
and  having  been  reborn  many  times.  Her  sensorium  was 
clear,  there  were  no  hallucinations,  and  there  was  no  history 
of  drug  or  alcohol  abuse.  The  patient  was  admitted  to  the 
hospital  and  treated  with  neuroleptics.  The  psychosis  cleared 
in  one  week. 

Case  2 — A 25-year-old  single,  unemployed  man,  had  a 
five-year  history  of  paranoid  schizophrenia.  He  was  attending 
the  community  mental  health  clinic  and  taking  neuroleptic 
medications.  He  had  been  stable,  but  on  the  day  of  the  hur- 
ricane he  became  very  agitated  and  restless,  according  to 
his  mother.  When  the  roof  of  his  bedroom  was  severely  dam- 
aged during  the  storm,  the  patient  immediately  became  delu- 
sional, believing  that  the  devil  had  entered  through  the  roof 
and  was  residing  in  his  room.  Over  the  following  two  weeks 
his  paranoid  delusions  and  agitation  increased,  he  slept  only 
in  a car,  was  extremely  frightened,  and  stopped  taking  medi- 
cations. When  brought  to  the  clinic,  he  was  found  to  have  an 
organized  delusional  system  about  the  hurricane  and  the 
devil.  He  was  given  a long-acting  intramuscular  neuroleptic 
and  his  delusions  and  agitation  decreased  over  the  following 
three  weeks. 

Case  3 — A 40-year-old  divorced,  unemployed  woman  had 
a 20-year  history  of  borderline  personality  disorder  with  sev- 
eral psychotic  episodes  requiring  hospitalization.  She  was 
stable  for  more  than  three  years  while  receiving  antidepres- 
sant medication  and  counseling  at  a mental  health  clinic.  On 
the  day  of  the  hurricane  and  during  the  following  two  weeks 
she  became  increasingly  delusional  that  her  9-year-old 
daughter  had  caused  the  hurricane  and  that  the  child  was 
retaliating  against  her.  The  child  had  lived  with  the  patient’s 
mother  for  more  than  two  years  and  the  patient  rarely  visited. 
Five  months  previously  the  patient’s  brother  had  received 
custody  of  the  child  and  had  taken  her  to  live  in  another  coun- 
try. She  also  had  a delusion  in  which  she  felt  the  daughter’s 
name  was  really  Alicia.  She  had  severe  insomnia  for  about 
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one  week,  stopped  eating,  wandered  around  the  streets,  had 
loosened  associations  and  marked  agitation.  There  was  no 
history  of  hallucinations  or  drug  or  alcohol  use.  She  was  ad- 
mitted to  the  hospital  and  treated  with  neuroleptics.  The  psy- 
chosis cleared  in  three  weeks. 

Discussion 

The  three  patients  described  in  these  reports  demonstrated 
a psychotic  illness  with  paranoid  delusions  related  to  the  on- 
set of  a hurricane.  Some  individuals  may  be  predisposed  to 
the  development  of  this  type  of  reaction  due  to  an  existing 
disorder,  such  as  schizophrenia.  Others,  without  a psychi- 
atric history,  are  not  so  clearly  at  risk  for  psychosis.  In  either 
case,  inner  psychological  turmoil,  weakened  ego  defenses, 
exposure  to  a disaster,  and  personal  implications  of  the 
crisis  are  all  factors  in  the  development  of  psychotic  dis- 
organization. 

Pathological  defenses  of  denial,  externalization,  and  pro- 
jection may  be  employed  by  some  predisposed  individuals  in 
a severe  natural  catastrophe  (8).  Denial  helps  to  defend 
against  recognition  that  the  self  has  been  affected  and  dis- 
avows helpless  feelings.  Externalization  helps  to  alleviate 
feelings  of  anger,  fear,  and  helplessness.  Projection  places 
inner,  unwanted  feelings  onto  others,  including  personalizing 
the  event,  such  as  the  hurricane.  All  of  these  defenses  are 
maladaptive  and,  especially  in  those  with  poor  ego  function- 
ing, can  result  in  a psychotic  reaction. 

Two  major  disaster  relief  undertakings  by  the  National  In- 
stitute of  Mental  Health — Project  Outreach  (9)  after  the 
Pennsylvania  floods  in  1 972  and  the  US-Nicaragua  Emer- 
gency Mental  Health  Project  (10)  following  the  earthquakes 
in  Managua — did  not  report  psychotic  reactions  as  a direct 
result  of  disaster.  In  addition  to  the  literature  to  date,  the  three 
cases  reported  here  suggest  that  some  victims  of  a natural 
disaster  may  develop  full-blown  psychoses,  marked  by 
prominent  paranoid  delusions.  Reactive  disorders  of  this 
nature  may  occur  more  frequently  than  previously  antici- 
pated. Awareness  of  these  types  of  reactions  is  useful  in  di- 
agnosis, consultation,  and  treatment  planning  for  victims  of  a 
natural  disaster. 
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The  first  class  accommodations  of  the  Clarion  Hotel  offer  the  medical 
business  traveler  special  services  at  very  affordable  rates.  Located 
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TEXAS  MEDICINE 


Brief  Summary  of  Prescribing  Information 

NORLESTRIN®  (norethindrone  acetate  and  ethinyl  estradiol  tablets,  USP) 

See  section  under  Special  Notes  on  Administration  and  HOW  SUPPLIED. 

Before  prescribing,  please  see  full  prescribing  information.  A Brief  Summary  follows. 

DESCRIPTION 

Norlestrin  Products  are  progestogen-estrogen  combinations. 

INDICATIONS  AND  USAGE 

Norlestrin  Products  are  indicated  for  the  prevention  of  pregnancy  in  women  who  elect  to  use 
oral  contraceptives  as  a method  of  contraception 
In  clinical  trials  with  Norlestrin  1/50  involving  25,983  therapy  cycles,  there  was  a preg- 
nancy rate  of  0.05  per  100  woman-years;  in  clinical  trials  with  Norlestrin  2 5/50  involving 
96,388  cycles,  there  was  a pregnancy  rate  of  0.22  per  100  woman-years 
Dose-Related  Risk  of  Thromboembolism  from  Oral  Contraceptives:  Studies  have 
shown  a positive  association  between  the  dose  of  estrogens  in  oral  contraceptives  and  the 
risk  of  thromboembolism.  It  is  prudent  and  in  keeping  with  good  principles  of  therapeutics  to 
minimize  exposure  to  estrogen.  The  oral  contraceptive  prescribed  for  any  given  patient 
should  be  that  product  which  contains  the  least  amount  of  estrogen  that  is  compatible  with 
an  acceptable  pregnancy  rate  and  patient  acceptance 
CONTRAINDICATIONS 

1 Thrombophlebitis  or  thromboembolic  disorders 

2.  A past  history  of  deep-vein  thrombophlebitis  or  thromboembolic  disorders 

3.  Cerebral  vascular  or  coronary  artery  disease 
4 Known  or  suspected  carcinoma  of  the  breast 

5.  Known  or  suspected  estrogen-dependent  neoplasia 

6.  Undiagnosed  abnormal  genital  bleeding 

7.  Known  or  suspected  pregnancy  (See  WARNING  No.  5) 

8  Benign  or  malignant  liver  tumor  which  developed  during  the  use  of  oral  contraceptives 
or  other  estrogen-containing  products. 

WARNINGS 

Cigarette  smoking  increases  the  risk  of  serious  cardiovascular  side  effects  from 
oral  contraceptive  use.  The  risk  increases  with  age  and  with  heavy  smoking  (15  or 
more  cigarettes  per  day)  and  is  quite  marked  in  women  over  35  years  of  age. 

Women  who  use  oral  contraceptives  should  be  strongly  advised  not  to  smoke. 

The  use  of  oral  contraceptives  is  associated  with  increased  risk  of  several  serious 
conditions  including  thromboembolism,  stroke,  myocardial  infarction,  hepatic  ade- 
noma, gallbladder  disease,  and  hypertension  Practitioners  prescribing  oral  contracep- 
tives  should  be  familiar  with  the  following  information  relating  to  these  risks. 

1 Thromboembolic  Disorders  and  Other  Vascular  Problems.  An  increased  risk  of  throm- 
boembolic and  thrombotic  disease  associated  with  the  use  of  oral  contraceptives  is  well- 
established.  Studies  have  demonstrated  an  increased  risk  of  fatal  and  nonfatal  venous 
thromboembolism  and  stroke,  both  hemorrhagic  and  thrombotic. 

Cerebrovascular  Disorders:  In  a collaborative  study  in  women  with  and  without  predispos- 
ing causes,  it  was  estimated  that  the  risk  of  hemorrhagic  stroke  was  2 0 times  greater  in 
users  than  nonusers,  and  the  risk  of  thrombotic  stroke  was  4.0  to  9.5  times  greater 
Myocardial  Infarction:  An  increased  risk  of  myocardial  infarction  associated  with  oral 
contraceptives  has  been  reported  confirming  a previously  suspected  association.  These 
studies  found  that  Ihe  greater  the  number  of  underlying  risk  factors  (cigarette  smoking, 
hypertension,  hypercholesterolemia,  obesity,  diabetes,  history  of  preeclamptic  toxemia)  for 
coronary  artery  disease,  the  higher  the  risk  of  developing  myocardial  infarction,  regardless 
of  whether  the  patient  was  an  oral  contraceptive  user  or  not  Oral  contraceptives,  however, 
were  found  to  be  a clear  additional  risk  factor 
It  has  been  estimated  that  users  who  do  not  smoke  (smoking  is  considered  a major  pre- 
disposing condition  to  myocardial  infarction)  are  about  twice  as  likely  to  have  a fatal  myo- 
cardial infarction  as  nonusers  who  do  not  smoke.  Oral  contraceptive  users  who  are  smokers 
have  about  a fivefold  increased  risk  of  fatal  infarcfion  compared  to  users  who  do  not  smoke, 
but  about  a tenfold  to  twelvefold  increased  risk  compared  to  nonusers  who  do  not  smoke 
The  amount  of  smoking  is  also  an  important  factor 

Risk  of  Dose:  In  an  analysis  of  data,  British  investigators  concluded  that  the  risk  of  throm- 
boembolism, including  coronary  thrombosis,  is  directly  related  to  the  dose  of  estrogen  used 
in  oral  contraceptives,  however,  the  quantity  of  estrogen  may  not  be  the  sole  factor  involved. 
Persistence  of  Risk:  Two  studies  have  suggested  that  an  increased  risk  may  persist  for  as 
long  as  6 years  after  discontinuation  of  oral  contraceptive  use  for  cerebrovascular  disease 
and  9 years  for  myocardial  infarction  In  addition,  a prospective  study  suggested  the  per- 
sistence of  risk  for  subarachnoid  hemorrhage. 

Estimate  of  Excess  Mortality  from  Circulatory  Diseases:  The  risk  of  diseases  of  Ihe  cir 

culatory  system  is  concentrated  in  older  women,  in  those  with  a long  duration  of  use,  and  in 
cigarette  smokers 

A study  of  available  data  from  a variety  of  sources  concluded  that  the  mortality  associated 
with  all  methods  of  birth  control  is  low  and  below  that  associated  with  childbirth,  with  the 
exception  of  oral  contraceptives  in  women  over  40  who  smoke. 

The  risk  of  thromboembolic  and  thrombotic  diseases  associated  with  oral  contraceptives 
increases  with  age  after  approximately  age  30  and.  for  myocardial  infarction,  is  further 
increased  by  hypertension,  hypercholesterolemia,  obesity  diabetes,  or  history  of  pre- 
eclamptic toxemia,  and  especially  by  cigarette  smoking. 

The  physician  and  the  patient  should  be  alert  to  the  earliest  manifestations  of  thromboem- 
bolic and  thrombotic  disorders.  Should  any  occur  or  be  suspected,  the  drug  should  be  dis- 
continued immediately 

A fourfold  to  sixfold  increased  risk  of  postsurgery  thromboembolic  complications  has 
been  reported  in  users.  If  feasible,  oral  contraceptives  should  be  discontinued  at  least  four 
weeks  before  surgery  of  a type  associated  with  an  increased  risk  of  thromboembolism  or 
prolonged  immobilization 

2 Ocular  Lesions.  Neuro-ocular  lesions,  such  as  optic  neuritis  or  retinal  thrombosis,  have 
been  associated  with  the  use  of  oral  contraceptives.  Discontinue  the  oral  contraceptive  if 
there  is  unexplained  sudden  or  gradual,  partial,  or  complete  loss  of  vision;  onset  of  propto- 
sis or  diplopia;  papilledema;  or  retinal  vascular  lesions 

3.  Carcinoma.  Long-term  continuous  administration  of  estrogen  in  certain  animal  species 
increases  the  frequency  of  carcinoma  of  the  breast,  cervix,  vagina,  and  liver. 

In  humans,  an  increased  risk  of  endometrial  carcinoma  associated  with  the  prolonged 
use  of  exogenous  estrogen  in  postmenopausal  women  has  been  reported  However,  there 
is  no  evidence  suggesting  increased  risk  of  endometrial  cancer  in  users  of  conventional 
combination  or  progestogen-only  oral  contraceptives 
Studies  found  no  evidence  of  increase  in  breast  cancer  in  women  taking  oral  contracep- 
tives; however,  an  excess  risk  in  users  with  documented  benign  breast  disease  was 
reported. 

There  is  no  confirmed  evidence  of  an  increased  risk  of  cancer  associated  with  oral  contra- 
ceptives. Close  clinical  surveillance  of  users  is,  nevertheless,  essential.  In  cases  of  undiag- 
nosed persistent  or  recurrent  abnormal  vaginal  bleeding,  appropriate  diagnostic  measures 
should  be  taken  to  rule  out  malignancy  Women  with  a strong  family  history  of  breast  cancer, 
or  who  have  breast  nodules,  fibrocystic  disease,  or  abnormal  mammograms,  should  be 
monitored  with  particular  care. 

4  Hepatic  Tumors.  Benign  hepatic  adenomas  have  been  found  to  be  associated  with  oral 
contraceptives.  Because  hepatic  adenomas  may  rupture  and  may  cause  death  through 
intra-abdominal  hemorrhage,  they  should  be  considered  in  women  presenting  abdominal 
pain  and  tenderness,  abdominal  mass,  or  shock 
A few  cases  of  hepatocellular  carcinoma  have  been  reported  in  women  taking  oral  contra- 
ceptives. The  relationship  of  these  drugs  to  this  type  of  malignancy  is  not  known  at  this  time 
5.  Usage  in  or  Immediately  Preceding  Pregnancy ; Birth  Defects  in  Offspring,  and  Malig- 
nancy in  Female  Offspring.  During  early  pregnancy  female  sex  hormones  may  seriously 
damage  the  offspring 

An  increased  risk  of  congenital  anomalies,  including  heart  defects  and  limb  defects,  has 
been  reported  with  the  use  of  oral  contraceptives  in  pregnancy. 

There  is  some  evidence  that  tnploidy  and  possible  other  types  of  polyploidy  are  increased 
among  abortuses  from  women  who  become  pregnant  soon  after  ceasing  oral 
contraceptives. 

Pregnancy  should  be  ruled  out  before  continuing  an  oral  contraceptive  in  any  patient  who 
has  missed  two  consecutive  menstrual  periods.  If  the  patient  has  not  adhered  to  the  sched- 


ule, the  possibility  of  pregnancy  should  be  considered  at  the  time  of  the  first  missed  period, 
and  oral  contraceptives  should  be  withheld  until  pregnancy  has  been  ruled  out  If  preg- 
nancy is  confirmed,  the  patient  should  be  apprised  of  the  potential  risks  to  the  fetus  and  the 
advisability  of  continuation  of  the  pregnancy  should  be  discussed 

Women  who  discontinue  oral  contraceptives  with  the  intent  of  becoming  pregnant  should 
use  an  alternate  form  of  contraception  for  a period  of  time  before  attempting  to  conceive 

Administration  of  progestogen-only  or  progestogen-estrogen  combinations  to  induce 
withdrawal  bleeding  should  not  be  used  as  a test  of  pregnancy 

6.  Gallbladder  Disease.  Studies  report  an  increased  risk  of  surgically  confirmed  gallblad- 
der disease  in  users  of  oral  contraceptives 

7 Carbohydrate  and  Lipid  Metabolic  Effects.  Because  decreased  glucose  tolerance  has 
been. observed  in  a significant  percentage  of  patients,  prediabetic  and  diabetic  patients 
should  be  carefully  observed  while  receiving  oral  contraceptives. 

An  increase  in  triglycerides  and  total  phospholipids  has  been  observed 

8 Elevated  Blood  Pressure  An  increase  in  blood  pressure  has  been  reported  in  patients 
receiving  oral  contraceptives  The  prevalence  in  users  increases  with  longer  exposure  Age 
is  also  strongly  correlated  with  development  of  hypertension.  Women  who  previously  have 
had  hypertension  during  pregnancy  may  be  more  likely  to  develop  elevation  of  blood 
pressure. 

9 Headache.  Onset  or  exacerbation  of  migraine  or  development  of  headache  of  a new 
pattern  which  is  recurrent,  persistent,  or  severe,  requires  discontinuation  of  oral 
contraceptives 

10  Bleeding  Irregularities.  Breakthrough  bleeding,  spotting,  and  amenorrhea  are  fre- 
quent reasons  for  patients  discontinuing  oral  contraceptives.  In  breakthrough  bleeding, 
nonfunctional  causes  should  be  borne  in  mind  In  undiagnosed  abnormal  bleeding  from  the 
vagina,  adequate  diagnostic  measures  are  indicated  to  rule  out  pregnancy  or  malignancy 

Women  with  a past  history  of  oligomenorrhea  or  secondary  amenorrhea,  or  young  women 
without  regular  cycles  should  be  advised  that  they  may  have  a tendency  to  remain  anovula- 
tory or  to  become  amenorrheic  after  discontinuation  of  oral  contraceptives. 

11  Ectopic  Pregnancy.  Ectopic  as  well  as  intrauterine  pregnancy  may  occur  in  contracep- 
tive failures. 

12  Breast-Feeding.  Oral  contraceptives  may  interfere  with  lactation  Furthermore,  a small 
fraction  of  the  hormonal  agents  in  oral  contraceptives  has  been  identified  in  the  milk  of  moth- 
ers receiving  these  drugs. 

PRECAUTIONS 

1 A complete  medical  and  family  history  should  be  taken  prior  to  the  initiation  of  oral  con- 
traceptives. The  pretreatment  and  periodic  physical  examinations  should  include  special 
reference  to  blood  pressure,  breasts,  abdomen,  and  pelvic  organs,  including  Papanicolaou 
smear  and  relevant  laboratory  tests.  As  a general  rule,  oral  contraceptives  should  not  be 
prescribed  for  longer  than  one  year  without  another  examination, 

2.  Preexisting  uterine  leiomyomata  may  increase  in  size 

3.  Patients  with  a history  of  psychic  depression  should  be  carefully  observed  and  the  drug 
discontinued  if  depression  recurs  to  a serious  degree. 

4.  Oral  contraceptives  may  cause  fluid  retention  and  should  be  prescribed  with  caution, 
and  only  with  careful  monitoring,  in  patients  with  conditions  which  might  be  aggravated 

5 Patients  with  a past  history  of  jaundice  during  pregnancy  have  an  increased  risk  of 
recurrence  of  |aundice.  If  jaundice  develops,  the  medication  should  be  discontinued. 

6 Steroid  hormones  may  be  poorly  metabolized  and  should  be  administered  with  caution 
in  patients  with  impaired  liver  function 

7 Users  may  have  disturbances  in  normal  tryptophan  metabolism,  which  may  result  in  a 
relative  pyridoxine  deficiency 

8 Serum  folate  levels  may  be  depressed. 

9 The  pathologist  should  be  advised  of  oral  contraceptive  therapy  when  relevant  speci- 
mens are  submitted 

10.  Certain  endocrine  and  liver  function  tests  and  blood  components  may  be  affected 

(a)  Increased  sulfobromophthalein  retention,  (b)  Increased  prothrombin  and  factors  VII 
VIII,  IX,  and  X;  decreased  antithrombin  3;  increased  norepinephrine-induced  platelet  aggre- 
gability.  (c)  Increased  thyroid-binding  globulin  (TBG)  leading  to  increased  circulating  total 
Ihyroid  hormone,  (d)  Decreased  pregnanediol  excretion  (e)  Reduced  response  to  metyra- 
pone  test 

Drug  Interactions:  Reduced  efficacy  and  increased  incidence  of  breakthrough  bleeding 
have  been  associated  with  concomitant  use  of  rifampin.  A similar  association  has  been  sug- 
gested with  barbiturates,  phenylbutazone,  phenytoin  sodium,  telracycline,  and  ampicillin. 

ADVERSE  REACTIONS 


An  increased  risk  ol  the  following  serious  adverse  reactions  has  been  associated  with  oral 
contraceptives:  thrombophlebitis;  pulmonary  embolism,  coronary  thrombosis;  cerebral 
thrombosis,  cerebral  hemorrhage;  hypertension;  gallbladder  disease;  benign  hepatomas; 
congenital  anomalies. 

There  is  evidence  of  an  association  between  the  following  conditions  and  the  use  of  oral 
contraceptives,  although  additional  confirmatory  studies  are  needed:  mesenteric  thrombo- 
sis, neuro-ocular  lesions,  eg,  retinal  thrombosis  and  optic  neuritis 

The  following  adverse  reactions  have  been  reported  in  patients  receiving  oral  contracep- 
tives and  are  believed  to  be  drug  related:  nausea  and/or  vomiting,  usually  the  most  com- 
mon adverse  reactions,  occur  in  approximately  10%  or  less  of  patients  during  the  first  cycle. 
Other  reactions,  as  a general  rule,  are  seen  much  less  frequently  or  only  occasionally: 
gastrointestinal  symptoms;  breakthrough  bleeding;  spotting,  change  in  menstrual  flow, 
dysmenorrhea:  amenorrhea  during  and  after  treatment;  temporary  infertility  after  discon- 
tinuance of  treatment;  edema,  chloasma  or  melasma;  breast  changes;  change  in  weight; 
change  in  cervical  erosion  and  cervical  secretion;  possible  diminution  in  lactation  when 
given  immediately  postpartum;  cholestatic  jaundice,  migraine;  increase  in  size  of  uterine 
leiomyomata;  rash  (allergic);  mental  depression;  reduced  tolerance  to  carbohydrates; 
vaginal  candidiasis;  change  in  corneal  curvature;  intolerance  to  contact  lenses. 

The  following  adverse  reactions  have  been  reported  and  the  association  has  been  neither 
confirmed  nor  refuted:  premenstrual-like  syndrome;  cataracts;  changes  in  libido;  chorea; 
changes  in  appetite,  cystitis-like  syndrome;  headache;  nervousness;  dizziness;  hirsutisrr); 
loss  of  scalp  hair;  erythema  multiforme;  erythema  nodosum,  hemorrhagic  eruption,  vaginitis; 
porphyria 

Special  Notes  on  Administration 

Menstruation  usually  begins  two  or  three  days,  but  may  begin  as  late  as  the  fourth  or  fifth 
day,  after  discontinuing  medication. 

After  several  months  on  treatment,  bleeding  may  be  reduced  to  a point  of  virtual  absence; 
reduced  flow  may  be  a result  of  medication  and  not  indicative  of  pregnancy 

HOW  SUPPLIED 


Norlestrin  [2TJ  1/50  is  available  in  compacts  each  containing  21  tablets  Each  tablet  contains 
1 mg  of  norethindrone  acetate  and  50  meg  of  ethinyl  estradiol.  Available  in  packages  of  five 
compacts  and  packages  of  five  refills. 

Norlestrin  [Sf]  2 5/50  is  available  in  compacts  each  containing  21  tablets.  Each  tablet 
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CLINICAL  ABSTRACTS 


Clinical  abstracts  are  selected  from  current  reviews  in  1 00 
internationally  recognized  journals  received  by  the  TMA  Me- 
morial Library  each  month. 


Urinary  tract  infections  in  the  female  patient.  C.  Lowell 
Parsons,  MD.  W.B.  Saunders  Company,  Urologic  Clinics  of 
North  America,  vol  12,  no  2,  May  1985,  pp  355-360. 

Recent  investigations  into  the  pathogenesis  of  urinary  tract 
infections  have  led  to  significant  understanding  of  the  inter- 
action between  uropathogens  and  the  urogenital  tract.  This 
understanding  has  already  provided  the  potential  for  the 
development  of  new  types  of  therapy.  Because  these 
mechanisms  offer  future  potential  pragmatic  approaches  to 
infection,  they  are  reviewed  here,  as  is  a practical  approach 
to  management  of  lower  urinary  tract  infections  in  female 
patients. 

New  developments  in  the  understanding  of  nonbacterial 
cystitis,  including  the  urgency-frequency  syndrome,  have 
also  offered  the  opportunity  to  develop  new  treatments  of 
these  diseases.  These  new  findings  and  treatments  are  also 
discussed. 


The  genetics  of  thyroiditis  as  a prototype  of  human  auto- 
immune disease.  Noel  R.  Rose,  MD,  PhD,  and  C.  Lynne 
Burek,  PhD.  American  College  of  Allergists,  Annals  of  Al- 
lergy, vol  54,  April  1 985,  pp  261  - 269. 

The  predisposition  to  autoimmune  disease  has  been  termed 
an  autoimmune  diathesis.  The  genetic  basis  for  this  pre- 
disposition has  been  analyzed,  using  three  different  models: 
juvenile  thyroiditis  in  humans,  spontaneous  thyroiditis  in 
chickens,  and  experimental  thyroiditis  in  mice.  At  least  three 
different  categories  of  genetic  factors  contribute  to  the  devel- 
opment of  autoimmunity.  They  include  an  increased  immune 
response  due  to  immunoregulatory  genes  associated  with 
the  major  histocompatibility  complex,  the  balance  of  thymus- 
derived  lymphocyte  population  with  helper/inducer  vs  sup- 
pressor properties,  and  intrinsic  metabolic  abnormalities  of 
the  target  thyroid  cells. 

Complications  of  tardive  dyskinesia:  a review.  Ramzy 
Yassa,  MD,  and  Barry  D.  Jones,  MD.  Cliggott  Publishing  Co, 
Psychosomatics,  vol  26,  no  4,  April  1985,  pp  305-313. 

Tardive  dyskinesia  is  a side  effect  of  neuroleptic  treatment. 
Studies  report  up  to  60%  prevalence  in  chronically  treated 
patients.  Although  many  patients  develop  only  milder  forms, 
its  complications  present  a serious  health  care  problem  and 
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also  can  be  misdiagnosed.  We  propose  and  describe  the  fol- 
lowing classification:  Medical  or  primary  complications  at 
times  resemble  symptoms  of  medical  illnesses  and  arise  di- 
rectly from  abnormal  involuntary  movements  of  a particular 
muscle  group.  They  include  disturbances  of  gait  and  posture, 
gastrointestinal  function,  speech,  and  respiration.  Psycho- 
social or  secondary  complications  at  times  resemble  symp- 
toms of  psychiatric  illnesses  and  arise  indirectly  from  the 
general  presence  of  abnormal  involuntary  movements.  They 
include  suicide  and  possible  increased  mortality,  occupa- 
tional impairment,  and  social  stigmatization. 


Primary  transitional  cell  carcinoma  of  prostatic  peri- 
urethral ducts.  Ihor  Sawczuk,  MD;  Myron  Tannenbaum, 

MD;  Carl  A.  Olsson,  MD;  and  Ralph  deVere  White,  MD. Pro- 
fessional Medical  Services  Company,  Urology,  vol  25,  no  4, 
pp  339-343. 

Primary  transitional  cell  carcinoma  of  the  prostatic  peri- 
urethral ducts  is  a distinct  histologic  variety  of  prostate  carci- 
noma. Traditional  methods  of  therapy  for  adenocarcinoma  of 
the  prostate  are  ineffective.  A review  of  the  literature  sug- 
gests that  appropriate  radical  surgical  therapy  should  be  con- 
sidered for  early  control  of  this  disease. 


Melanocytoma:  nomenclature,  pathogenesis,  natural 
history  and  treatment.  James  J.  Reidy,  MD;  David  J.  Apple, 
MD;  Robert  L.  Steinmetz,  MD,  et  al.  Survey  of  Ophthalmol- 
ogy, Inc,  Survey  of  Ophthalmology,  vol  29,  no  5,  March-April 
1985,  pp  319-327. 

A melanocytoma  (magnocellular  nevus)  is  a benign  pig- 
mented tumor  that  may  arise  wherever  uveal  melanocytes 
are  present.  The  most  commonly  observed  site  is  on  or  adja- 
cent to  the  optic  nerve  head.  In  the  past  this  tumor  was  fre- 
quently misdiagnosed  as  a malignant  melanoma  and  many 
unnecessary  enucleations  were  carried  out.  Its  clinical  fea- 
tures are  now  well  recognized  and,  fortunately,  specimens  of 
melanocytomas  are  rarely  received  in  ocular  pathology  labo- 
ratories today.  A review  of  the  literature  concerning  this  tumor 
is  presented,  with  special  reference  to  the  changing  concepts 
in  nomenclature,  pathogenesis,  natural  history,  and  treat- 
ment that  have  evolved  in  the  past  100  years.  We  also  define 
the  clinical  and  histopathological  features  of  this  tumor. 
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equation  equals  the  total  number  of  staff  members  in 
your  professional  practice  or  corporation.  Subtract 
from  that  number  all  but  one  staff  member  — yourself. 

What  do  you  get?  Freedom.  Freedom  from  the 
expense  and  bother  of  personnel-related 
administrative  chores. 

Freedom  to  design  a benefits  and  retirement 
package  which  best  fits  your  own  needs,  without 
the  financial  and  administrative  burden  of  supplying 
like  coverage  for  every  member  of  your  staff. 

Freedom  to  offer  your  staff  "large  corporation” 
benefits,  even  if  your  professional  practice  or  company 
is  modest  in  size. 

The  equation  can  work  for  you,  through  the  services 
of  Staff  Leasing,  Inc.  The  concept  is  simple.  Our 
company  hires  your  employees  and  leases  them  back 
to  you.  Your  office  routine  remains  unchanged,  except 
that  Staff  Leasing,  Inc.  handles  all  facets  of  personnel 
administration.  We  assume  responsibility  for  payroll 
and  related  accounting,  make  all  employer  contributions 
to  taxes  and  insurance  on  behalf  of  employees,  and 
manage  the  withholding  and  deposit  of  all  employee 
payroll  deductions. 

Because  a large  number  of  men  and  women  are 
employed  by  Staff  Leasing,  Inc.,  our  company  can 
provide  a package  of  employee  benefits  second  to 
none.  Your  staff  will  enjoy  group  medical  insurance, 
including  maternity  benefits;  group  dental  insurance; 
group  life  insurance;  a sound  retirement  plan; 
professional  liability  insurance;  worker’s  compensation 
insurance;  and  more. 

Staff  leasing  is  also  a recognized  and  approved 
solution  to  the  affiliated  service  group 
problem  presented  by  Internal  Revenue  Code 
Section  4l4(m). 

Staff  Leasing,  Inc.  is  not  an  employment  agency. 

We  simply  make  it  easier  for  you  to  operate  your 
professional  practice  or  corporation  with  existing 
staff.  Or  we  staff  your  office  with  new  employees, 
subject  to  your  approval. 

Freedom.  It’s  writing  one  check  a month  and  letting 
Staff  Leasing,  Inc.  do  the  rest. 

Let  us  work  out  a staff  leasing  plan  for  you.  It 
adds  up  to  a better  way  of  doing  business. 


Texas  office: 

Staff  Leasing,  Inc. 
7557  Rambler  Road, 
Suite  610 

Dallas,  Texas  75231 
(214)  696-0808 
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P.O.  Box  12373 

Oklahoma  City,  Oklahoma  73157 
(405)  943-3310 
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How  medicine  fared  in  the  69th  Texas  Legislature 


The  Texas  Medical  Association  gained  a major  victory  when 
the  69th  Texas  Legislature  voted  to  re-create  the  Texas  De- 
partment of  Health  and  retain  the  requirement  that  the  com- 
missioner of  health  be  a physician.  The  development  was 
one  of  several  that  the  association  supported  during  the 
session.  Among  the  others  were  the  abolition  of  the  Texas 
Health  Facilities  Commission  and  the  death  of  unfavorable 
legislation  regarding  preferred  provider  organizations. 

Despite  the  association’s  dedicated  efforts,  some  issues 
did  not  conclude  successfully.  The  most  disappointing 
among  those  issues  was  tort  reform.  Lawmakers  failed  to 
approve  any  proposals  to  relieve  the  state’s  oppressive  mal- 
practice situation. 

These  bills  were  among  more  than  400  medically-related 
bills  that  legislators  considered  during  their  1985  session, 
which  convened  Jan  8 and  adjourned  May  30,  following  a 
brief  special  session. 

TMA  kept  a careful  watch  over  those  bills,  with  members 
and  staff  working  behind  the  scenes  when  possible  and  tak- 
ing more  aggressive  measures  when  necessary  to  protect 
the  best  interests  of  the  state’s  health  care  system.  Many 
physicians  traveled  to  the  State  Capitol  to  visit  their  rep- 
resentatives and  senators,  and  others  testified  in  legisla- 
tive committee  hearings.  The  physician  members  of  TMA's 
PULSE  network  responded  to  several  legislative  alerts  by 
requesting  their  representatives'  support  on  specific  issues. 
These  efforts,  guided  by  TMA’s  Council  on  Legislation  and 
the  Division  of  Legislative  Affairs,  produced  perhaps  the 
most  successful  state  legislative  results  in  years. 

This  article  describes  the  fate  of  the  bills  that  offered 
promise  to— or  threatened—  medicine. 


If  party  affiliation  is  an  indication,  the  69th  Texas  Legislature 
brought  together  a more  conservative  group  than  that  of  the 
previous  body.  The  most  recent  Senate  included  six  Republi- 
cans (19%),  as  opposed  to  five  (16%)  in  1983.  The  House  of 
Representatives  increased  its  Republican  membership  from 
36  (24%)  to  52  (35%).  Combined  with  a strong  conservative 
Democrat  representation,  the  1985  Texas  legislature  was 
significantly  more  conservative  than  in  past  years. 

As  the  legislators  gathered  in  Austin,  their  overriding  con- 
cern was  for  the  state’s  budget  constraints,  coupled  with  the 
governor’s  challenge  to  fund  the  upcoming  biennium  without 
levying  any  new  taxes.  With  that  issue  in  mind,  legislators 
studied  more  than  3,500  bills,  including  some  416  related  to 
health  care. 

Following  the  guidelines  and  priorities  set  out  by  Texas 
Medical  Association’s  Council  on  Legislation,  the  associa- 
tion’s Division  of  Legislative  Affairs  staff  kept  a watchful  eye 
on  the  bills  as  they  crept  through  a maze  of  legislative  com- 
mittees. TMA  members  and  staff  helped  favorable  bills  and 


threw  roadblocks  before  those  that  threatened  the  best  inter- 
est of  the  state’s  health  care  system. 

Each  Friday  of  the  session,  the  division  briefed  staff  repre- 
sentatives of  the  state’s  six  largest  county  medical  soci- 
eties— Harris,  Dallas,  Tarrant,  Bexar,  El  Paso,  and  Travis — 
via  conference  call.  They  also  briefed  headquarters  staff 
members. 

Intensifying  physician  involvement,  county  medical  so- 
cieties were  invited  to  send  physicians  to  Austin  on  a regular 
basis  to  support  legislative  interests,  and  the  Council  on  Leg- 
islation assigned  one  of  its  members  to  the  Capitol  each 
Monday  during  the  session. 

TMA’s  Communication  Department  initiated  the  TMA 
News  Hotline,  a toll-free  number  offering  a two-minute  sum- 
mary of  current  legislative  news,  updated  each  weekday,  and 
followed  with  a weekly  mailing  of  the  newsletter  “TMA  Hot- 
line Replay.” 

The  efforts  of  the  membership  and  staff  paid  off  with  an 
overall  successful  outcome  for  those  bills  that  the  association 
supported.  Among  the  major  victories  was  the  fight  to  re- 
authorize the  Texas  Department  of  Health  under  the  state’s 
sunset  law  and  to  retain  (1 ) the  requirement  that  the  commis- 
sioner of  health  be  a physician  and  (2)  the  composition  of  the 
18-member  State  Board  of  Health,  which  includes  six  physi- 
cian members.  Also  in  the  victory  column  is  the  abolition  of 
the  Texas  Health  Facilities  Commission  (THFC),  which  car- 
ried out  the  certificate-of-need  (CON)  program.  The  program 
authorized  the  THFC  to  approve  medical  facilities  costing 
more  than  $600,000.  TMA  spokesmen  testified  in  legislative 
committees  that  the  CON  program  represented  the  rationing 
of  health  care  and  that  the  commission  had  not  been  effec- 
tive in  controlling  health  care  costs.  In  addition,  TMA  testified 
that  local  decision-makers  and  the  marketplace  can  best  de- 
termine community  need  without  interference  from  the  health 
facilities  commission. 

Legislation  controlling  the  structure  of  preferred  provider 
organizations  (PPOs)  was  blocked  in  the  committee  stage, 
an  outcome  that  TMA  also  counts  as  a victory.  The  proposed 
legislation  would  have  given  a corporate  entity  the  flexibility 
to  choose  physicians  for  patients  and  to  control  peer  review 
activities.  The  corporation  also  could  have  restricted  a physi- 
cian’s ability  to  refer  patients  to  the  best-qualified  specialists. 
This  authority  would  have  been  accomplished  through  un- 
controlled financial  incentives  and  other  unregulated  contrac- 
tual requirements.  TMA  does  not  oppose  the  PPO  concept, 
but  it  did  oppose  this  particular  legislation. 

The  indigent  health  care  package  that  was  the  subject  of  a 
hastily  called  and  brief  special  session  immediately  following 
the  legislature's  regular  session  conformed  with  policies  from 
the  association’s  committees  and  councils.  The  association 
supported  the  proposals,  but  took  no  position  on  funding 
them.  The  bills  authorized  expanded  perinatal  care;  a pri- 
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mary  care  delivery  through  the  Texas  Department  of  Health, 
where  private  physicians  and  other  providers  were  unavaila- 
ble; hospital  transfer  standards;  and  a county  indigent  care 
responsibility  proposal. 

Students  at  institutions  of  higher  learning,  including  the 
state’s  medical  schools,  fell  victims  to  the  budget  crunch  as 
the  lawmakers  approved  hefty  tuition  increases.  During  the 
debate,  legislators  considered  raising  the  yearly  tuition  from 
$400  to  $5,463  over  a three-year  period.  Action  from  medical 
students  help  to  soften  the  blow,  and  the  increases  will  be 
implemented  instead  over  a longer  period,  with  Texas  resi- 
dents’ tuition  reaching  $5,463  in  1989.  Rates  for  out-of-state 
students  will  be  four  times  the  in-state  rate.  While  TMA  sup- 
ported reasonable  tuition  increases  accompanied  by  in- 
creases in  available  financial  aid,  the  leadership  considers 
the  new  amounts  excessive. 

Among  the  disappointments  meted  out  by  the  legislature 
was  its  failure  to  approve  any  meaningful  tort  reform  legisla- 
tion, which  would  have  offered  relief  from  the  state’s  op- 
pressive malpractice  situation.  Proposed  bills  would  have 
repealed  the  collateral  source  rule  and  the  doctrine  of  joint 
and  several  liability,  authorized  reimbursement  of  costs  for 
defending  nonmeritorious  suits,  limited  punitive  damages, 
and  allowed  structured  awards.  While  several  of  these  pro- 
posals were  approved  by  House  committees,  none  made  it  to 
a vote  on  the  floor  of  either  house. 

In  another  disappointing  move,  the  lawmakers  did  not 
approve  a bill  to  require  hospital  governing  boards  to  abide 
by  medical  staff  bylaws  after  the  boards  adopt  the  bylaws. 
Texas  law  allows  a hospital  governing  board  to  override  or 
ignore  medical  staff  bylaws,  which  control  the  medical  staff’s 
relationship  with  the  hospital,  even  though  the  governing 
board  adopted  the  bylaws.  While  physician  staff  members 
are  bound  to  abide  by  the  bylaws,  the  governing  board  is  not 
similarly  bound  and  can  change  the  terms  of  the 
relationship  at  will. 

Tort  reform,  binding  medical  staff  bylaws,  and  other  issues 
are  expected  to  resurface  in  the  legislature’s  interim  study 
committees  and  in  the  next  session  in  January  1987. 

Following  are  other  medically  related  bills,  TMA’s  position, 
if  any,  and  their  disposition: 

Medical  Practice  Act  Amendment  (SB  1 1 70  by  Farabee, 

HB  1 777  by  Messer).  Permits  the  Board  of  Medical  Exam- 
iners to  utilize  hearings  examiners  in  the  conduct  of  disciplin- 
ary hearings  and  otherwise  streamlines  board  functions. 
SUPPORT.  Passed,  as  amended. 

Hospital  Corporate  Practice  of  Medicine  (SB  1334  by 
Brooks).  Would  have  permitted  hospitals  to  hire  physicians  to 
provide  medical  care  for  hospital  patients,  an  exception  to 


the  prohibition  against  lay  persons  controlling  the  practice  of 
medicine.  OPPOSE.  Died  in  Senate  committee. 

Legalizing  Foreign  Drug  Prescriptions  (SB  224  by  Uribe, 
HB  584  by  Hinojosa).  Would  have  authorized  Texas  phar- 
macists to  fill  prescriptions  for  dangerous  drugs  written  by 
Mexican  and  Canadian  physicians  if  the  pharmacist  deter- 
mined the  prescription  was  legitimate,  that  of  a legitimate 
physician,  and  for  a valid  medical  purpose.  OPPOSE.  Died  in 
House  Calenders  Committee. 

Occupational  Therapy  Certification  (SB  300  by  Sarpalius, 
HB  1 552  by  Messer).  Continues  the  Texas  Advisory  Board  of 
Occupational  Therapy  and  state  certification  of  occupational 
therapists.  Also  defines  the  scope  of  practice  and  authorizes 
the  independent  evaluation — but  not  the  diagnosis — of  pa- 
tients, and  requires  physician  referral  for  direct  provision  of 
occupational  therapy  services.  OPPOSE.  Passed. 

Acupuncture  Licensure  (SB  361  by  Washington,  HB  484 
by  Uher).  Would  have  established  a new  Acupuncture  Licen- 
sure Advisory  Committee  under  the  Department  of  Health  to 
license  and  regulate  nonphysicians  to  diagnose  and  treat  ill- 
ness, disease  and  injury  solely  by  means  of  acupuncture. 
OPPOSE.  Defeated  by  the  House  as  an  amendment  to  the 
Department  of  Health  Sunset  bill. 

Radiation  Technologist  Licensure  (SB  379  by  Brooks,  HB 
821  by  Haley).  Would  have  established  a Radiation  Tech- 
nologists Advisory  Committee  under  the  Department  of 
Health  to  license  and  regulate  persons  using  or  performing 
diagnostic  and  therapeutic  radiation-producing  equipment 
and  procedures.  OPPOSE.  Defeated  by  House  as  amend- 
ment to  Department  of  Health  Sunset  bill. 

Medical  Staff  Membership/Privileges  for  Podiatrists 

(SB  655  by  Brooks,  HB  2063  by  Berlanga).  Originally  made 
podiatrists  eligible  for  full  medical  staff  membership  and  privi- 
leges, prohibited  discrimination  against  podiatrists  as  a 
class,  and  authorized  hospitals  to  require  physicians  to  co- 
admit and  provide  medical  care  for  podiatrists’  patients.  As 
amended,  podiatrists  are  eligible  for  membership/privileges  if 
they  meet  the  same  standards  established  for  all  (including 
medical)  staff  members.  Podiatrists  are  required  to  secure 
physician  willing  to  co-admit  and  provide  medical  care,  and 
hospitals  are  required  to  provide  due  process  for  podiatrists 
and  physicians  in  all  matters  regarding  membership  and 
privileges.  OPPOSE/ACCEPT  AS  AMENDED.  Passed. 

Medical  Staff  Membership/Privileges  for  Psychologists 

(SB  899  by  Brooks).  Would  have  made  psychologists  eligible 
for  full  medical  staff  membership  and  privileges,  prohibited 
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discrimination  against  psychologists  as  a class,  and  autho- 
rized hospitals  to  require  physicians  to  co-admit  and  provide 
medical  care  to  psychologists’  hospitalized  patients.  OP- 
POSE. Died  before  Senate. 

Respiratory  Therapists  Certification  (SB  1007  Santieste- 
ban,  HB  1028  by  McDonald).  Establishes  a Respiratory  Care 
Therapists  Advisory  Committee  under  the  Department  of 
Health  to  license  and  regulate  respiratory  therapists,  defines 
the  scope  of  practice,  and  requires  such  therapy  only  under 
the  direction  and  supervision  of  a physician.  Amended  to 
provide  for  state  certification,  not  licensure,  of  such  practi- 
tioners. OPPOSE/ACCEPT  AS  AMENDED.  Passed. 

Mandatory  Alcoholism  Insurance  Coverage  (SB  544  by 

McFarland,  HB  1217  by  C.  Evans).  Mandates  alcohol  and 
other  drug  dependency  coverage  by  certain  individual  and 
group  health  insurance  policies.  MONITOR.  Passed. 

Creation  of  Single-purpose  HMOs  (SB  937  by  Montford, 
HB  1584  by  Evans).  Authorizes  the  organization  and  opera- 
tion of  a health  maintenance  organization  for  the  sole  pur- 
pose of  providing  a single  health  care  service  plan.  A single 
health  care  service  is  defined  as  health  care  services  that 
enrolled  populations  may  reasonably  require  in  order  to  be 
maintained  in  good  health  in  respect  to  particular  health 
care  needs  (for  example,  dental  services)  for  the  purpose  of 
preventing,  alleviating,  curing,  or  healing  human  illness  or 
injury  of  a single  specified  nature.  MONITOR.  Passed. 

Human  Organ  Sale  Prohibition  (SB  33  by  Farabee,  HB  277 
by  Messer).  Creates  a third-degree  felony  for  knowingly  or 
intentionally  offering  to  buy,  sell,  acquire,  receive,  or  other- 
wise transfer  any  human  organ  for  valuable  consideration. 
Exceptions  to  the  application  of  this  act  include:  (1 ) A fee 
paid  to  a physician  for  services  rendered  in  the  usual  course 
of  medical  practice  or  a fee  paid  for  hospital  or  other  clinical 
services;  (2)  reimbursement  of  legal  or  medical  expenses  in- 
curred for  the  benefit  of  the  ultimate  receiver  of  the  organ; 
and  (3)  reimbursement  of  expenses  of  travel,  housing,  and 
lost  wages  incurred  by  a donor  of  a human  organ  in  connec- 
tion with  the  donation  of  the  organ.  The  definition  of  human 
organ  does  not  include  hair  or  blood,  blood  components  (in- 
cluding plasma),  blood  derivatives,  and  blood  reagents. 
SUPPORT.  Passed. 

Mandatory  Use  of  Seatbelts  (SB  500  by  Lyon,  HB  941  by 
Messer).  Beginning  Sept  1 , 1 985,  drivers  and  front-seat 
passengers  who  do  not  use  use  seatbelts  while  riding  in  a 
passenger  car  will  be  subject  to  a $25  to  $50  fine.  If  the  pas- 
senger is  under  1 5 years  of  age,  the  driver  will  be  held  re- 


sponsible. Passengers  over  15  years  of  age  will  be  held 
responsible  and  subject  to  the  fine.  SUPPORT.  Passed. 

Seatbelts  in  School  Buses  (HB  158  by  Cavazos).  Would 
have  required  the  provision  and  use  of  seatbelts  in  all  school 
buses  manufactured  after  Jan  1 , 1 986.  MONITOR.  Died  in 
Senate. 

Criminal  Sanctions  Against  Physicians  Performing 
Abortions  (SB  129  by  Sharp,  HB  486  by  Kubiak).  Would 
have  established  a new  Texas  Penal  Code  chapter  governing 
abortions  and  a comprehensive  regulatory  scheme  govern- 
ing procedures  involved  in  abortion  acts  and  providing  cer- 
tain criminal  penalties  for  violations  of  specific  procedures. 
OPPOSE  in  part  provisions  for  criminal  rather  than  civil  sanc- 
tions applicable  to  physicians  for  errors  in  reporting  and  other 
procedures.  Died  in  House  and  Senate  committees. 

Legal  Drinking  Age  (SB  21  by  Sarpalius,  HB  27  by  Thomp- 
son). To  comply  with  1 984  federal  highway  funding  legisla- 
tion, the  Texas  Alcoholic  Beverages  laws  and  regulations  are 
amended  to  raise  the  legal  drinking  age  from  19  to  21  years. 
Amended  to  require  that  if  the  federal  restriction  on  highway 
funds  is  found  to  be  unconstitutional,  the  legal  drinking  age 
will  revert  to  1 9 years.  SUPPORT.  Passed  as  amended. 

Open  Containers  (SB  135  by  Sarpalius,  HB  344  by  Keller). 
Would  have  made  the  presence  of  an  open  container  of  an 
alcoholic  beverage  in  the  front  seat  of  a motor  vehicle  a viola- 
tion of  state  law.  SUPPORT.  Died  in  House  subcommittee. 

Immunity  from  Liability — Vaccinations  (HB  1883  by 
Schoolcraft).  Establishes  that  no  person  who  administers  or 
authorizes  administration  of  a vaccine  or  immunizing  agent 
shall  be  liable  for  any  injury  caused  by  such  vaccine.  SUP- 
PORT. Passed. 

Triplicate  Prescription  Bill  (SB  137  by  Farabee,  HB  1 1 by 
Thompson).  Renews  the  law  requiring  the  use  of  special  trip- 
licate prescription  blank  issued  by  the  Texas  Department  of 
Public  Safety.  The  legislation  covers  only  Schedule  II  drugs, 
defined  as  having  a high  potential  for  abuse  that  can  lead  to 
severe  psychological  or  physical  dependence.  SUPPORT. 
Passed. 

Prepared  with  assistance  from  the  Division  of  Legislative  Affairs,  Texas 
Medical  Association. 
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MEDICINE  AND  THE  LAW 


CONTRACTUAL  ARRANGEMENTS  BETWEEN  LAY 
CORPORATIONS  AND  PHYSICIANS— PATIENT 
SAFEGUARDS 

In  Texas,  hospitals  long  have  been  permitted  to  enter  into 
independent  contractual  arrangements  with  physicians  for 
providing  medical  diagnosis  and  treatment  for  patients  (1). 
However,  these  arrangements  are  subject  to  restrictions. 
This  discussion  of  the  restrictions  as  they  apply  to  hospitals, 
preferred  provider  organizations  (PPOs),  health  mainte- 
nance organizations  (HMOs),  and  others  is  the  first  of  two 
articles  that  will  highlight  restrictions  in  Texas  applicable  to 
licensed  physicians  who  contract  with  lay  entities. 


The  front  page  headline  of  the  April  1 9, 1 985,  issue  of  Ameri- 
can Medical  News,  reads,  “MDs  likely  to  see  HCA  as  ‘safe 
haven.’”  The  article  states  that  in  a meeting  with  "financial 
analysts  and  stockbrokers”  Hospital  Corporation  of  Amer- 
ica’s (HCA)  chief  executive  officer  predicts  that  as  com- 
petitive pressures  increase,  physicians  will  seek  a closer 
relationship  with  the  for-profit  chain  in  order  to  “ . . . help  in- 
crease or  maintain  their  market”  share.  “Insurance  products” 
such  as  PPOs  and  HMOs  will  draw  patients  into  an  "inte- 
grated health  care  system,”  according  to  the  chief  admin- 
istrative officer  for  American  Hospital  Supply  (AHS),  who 
explained  the  motivation  for  a merger  between  HCA  and 
AHS.  Because  "more  juice”  will  be  available  to  develop  "in- 
surance products,”  the  two  corporate  partners  likely  will 
reach  their  common  goal: "...  to  capture  as  many  of  (the 
nation’s)  240  million  patients  as  is  possible." 

The  article  continues  by  stating  that  when  patients  sign  up 
with  one  of  the  insurance  plans,  they  will  be  guided  to  physi- 
cians "affiliated  with  the  system  . . . through  financial 
incentives.” 

Physicians  are  and  will  continue  to  be  offered  opportuni- 
ties to  contract  with  lay  corporations  in  ventures  designed  to 
“capture  patient  market  share,”  and  they  should  be  aware  of 
the  restrictions  applicable  to  such  contracts. 

The  depression  years 

In  1 933,  a Texas  court  decision  during  the  hard  depression 
years  held  enforceable  an  insurance  contract  that  permitted 
a hospital  to  bill  not  only  for  its  own  charges  of  $1 07.50,  but 
also  for  the  physician’s  $1 56  fee  for  surgery  (2).  Subsequent 
to  that  case,  the  46th  Texas  Legislature  added  amendments 
to  Article  4505,  Texas  Revised  Civil  Statutes  Annotated 
(codified  in  subsections  12  and  15)  to  clarify  the  long-held 
belief  that  such  contractual  arrangements  were  not  permitted 
because  lay  control  over  medical  decision-making  would  re- 
sult. Subsection  12  clarified  the  prohibition  of  a lay  entity  hir- 
ing a physician  and  charging  for  his  services  by  prohibiting  a 


physician  from  "...  permitting,  or  allowing,  another  to  use 
his  license,  or  certificate  to  practice  medicine  in  this  State,  for 
the  purpose  of  treating,  or  offering  to  treat  sick,  injured,  or 
afflicted  human  beings.”  Subsection  15  strengthened  this 
prohibition  by  proscribing  "The  aiding  or  abetting  . . . (of  the) 
practice  of  medicine  by  any  person  not  duly  licensed  to  prac- 
tice medicine  ...”  These  subsections  are  codified  in  Article 
4495b,  section  3.08(12)  and  (15),  Texas  Revised  Civil  Stat- 
utes Annotated  (1985  Suppl). 

Watt  v Texas  State  Board  of  Medical  Examiners  (3)  illus- 
trates the  public  policy  behind  the  statutory  restriction  on 
physician's  contracts  with  lay  entities  to  provide  medical  ser- 
vices through  employee  or  other  similar  arrangements.  Two 
laymen,  Harry  M.  Hoxsey  and  his  wife,  owned  a clinic  and 
hired  on  a salary  basis  Donald  Watt,  DO,  to  interpret  x-ray 
films  for  the  Hoxsey  Cancer  Clinic  in  Dallas.  The  clinic  of- 
fered “cancer  cures”  for  patients  in  the  1 950s.  Thousands  of 
patients  from  all  over  the  country  came  to  the  clinic  to  receive 
the  touted  curative  therapy  offered  by  Mr  Hoxsey.  The  lay- 
owned  clinic  charged  fees  for  medical  services  rendered  by 
Dr  Watt  to  those  hopeful  patients  and  paid  Dr  Watt  a salary 
for  interpreting  the  x-ray  films.  The  Dallas  Court  of  Civil  Ap- 
peals reviewed  and  affirmed  a district  court  order  that  sus- 
pended Dr  Watt’s  license  for  18  months  based  upon  a similar 
action  by  the  Texas  State  Board  of  Medical  Examiners  (4). 

The  HMO  case 

The  most  recent  Texas  court  case  addressing  the  public  pol- 
icy restriction  on  the  ability  of  a physician  to  contract  as  an 
employee  with  a hospital  or  other  lay  entity  is  Garcia  et  al  v 
Texas  State  Board  of  Medical  Examiners  (5). 

The  plaintiffs  were  Juan  Genaro  Garcia,  five  other  persons 
in  their  individual  capacities,  and  three  organizations,  includ- 
ing the  San  Antonio  Community  Health  Maintenance  Asso- 
ciation (SACHMA).  The  purposes  of  SACHMA  included 
provision  of  medical  and  health  care  services  to  low  income 
persons  in  Bexar  County  through  salaried  physicians  as  em- 
ployees. SACHMA  s proposed  Articles  of  Incorporation  were 
rejected  by  the  Secretary  of  State  because  the  incorporators 
or  directors  were  not  licensed  physicians  as  required  by  then- 
article  4509a  and  article  1 396-2.01  B(2)  ( Texas  Revised  Civil 
Statutes  Annotated)  (1976)  (6).  The  plaintiffs  brought  suit, 
alleging  denial  of  equal  protection  and  the  right  to  assemble 
under  the  First  Amendment.  The  plaintiffs  also  sought  an 
injunction  against  enforcement  of  articles  4505(12)  and  (15) 
and  article  4506  to  the  extent  that  those  laws  denied  the 
class  they  represented  the  right  of  equal  protection,  due  pro- 
cess, and  association.  A three-judge  federal  district  court  de- 
cision made  the  following  points: 

The  police  power  of  the  state  includes  the  power  to  enact 

comprehensive,  detailed,  and  rigid  regulations  for  the  prac- 
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tice  of  medicine,  surgery,  and  dentistry  ....  There  is  no 
right  to  practice  medicine  which  is  not  subordinate  to  the 
police  power. 

The  State’s  right  to  regulate  the  practice  of  medicine  to 
protect  the  general  health  and  welfare  of  the  people 
...  is  of  such  vast  importance  as  to  approach  the  status  of 
a duty  . . . Therefore,  for  this  Court  to  disturb  this  right  it 
must  be  clearly  demonstrated  that  the  State  is  in  this  case 
engaged  in  an  unreasonable  exercise  of  its  reserved  po- 
lice power.  . . . 

Article  4509a  and  other  related  statutes  were  originally  en- 
acted to  protect  the  public  from  the  early  medical  quacks  and 
charlatans. 

Typical  of  police  power  legislation,  Texas  Article  4509a, 
and  its  counterparts  throughout  the  nation,  were  initially 
enacted  to  protect  the  populace  from  the  early  medical 
quacks  and  charlatans.  Historically,  such  remedial  statutes 
have  been  adopted  as  a result  of  hindsight  and  in  the  wake 
of  a stream  of  public  abuse  at  the  hands  of  the  entrepre- 
neur medicine  man  purveying  his  snake  oil  elixir.  Odious 
chicanery  of  this  type  was  rivaled  only  by  the  ‘shell  game’ 
artist  and  rainmaker.  Eventually,  public  outrage  over  insipid 
and  often  harmful  patent  medicines  and  the  ministrations 
of  untrained  healers  became  so  widespread  and  the  effects 
of  their  handiwork  so  egregious  that  the  Federal  and  State 
governments  were  forced  to  act . . 

Medical  practice  acts  were  enacted  by  all  the  states 

...  to  insure  the  quality  and  competency  of  the  practi- 
tioner in  the  interest  of  the  public  welfare.  On  the  national 
level  the  Food  and  Drug  Administration  was  established  to 
oversee  and  regulate  the  commercial  drug  industry.  Such 
has  been  the  long,  arduous  development  of  the  legislative 
safeguards  we  cherish  today.  By  their  very  nature,  the 
medical  and  legal  professions  are  complex,  esoteric  disci- 
plines, the  practice  or  administration  of  which  by  the  igno- 
rant or  untrained,  historically  and  inevitably  leads  to  the 
exploitation  of  the  naive  public. 

The  court  concluded  that  the  Texas  statutes  clearly  had  a 
rational  basis,  and  the  Legislature  rationally  could  have  be- 
lieved they  would  accomplish  their  desired  goals.  Thus,  any 
change  in  public  policy  regarding  this  aspect  of  regulating  the 
medical  profession  should  come  from  the  Legislature  rather 
than  the  courts. 

The  court  also  stated  that  corporations  able  to  hire  physi- 
cians did  not  seem  to  present  a “panacea”  for  the  nation’s 


need  for  physicians.  Without  licensed  physicians  on  a board 
of  directors, 

Who  and  what  criteria  govern  the  selection  of  medical 
and  paramedical  staff  members?  To  whom  does  the  doctor 
owe  his  first  duty — the  patient  or  corporation?  Who  is  to 
preserve  the  confidential  nature  of  the  doctor-patient  rela- 
tionship? What  is  to  prevent  or  who  is  to  control  a private 
corporation  from  engaging  in  mass  media  advertising  in 
the  exaggerated  fashion  so  familiar  to  every  American? 
Who  is  to  dictate  the  medical  and  administrative  proce- 
dures to  be  followed?  Where  do  budget  considerations  end 
and  patient  care  begin? 

On  appeal,  the  United  States  Supreme  Court  refused  to 
overturn  the  judgment  of  the  three-judge  court  upholding  the 
Texas  statutory  safeguards  against  the  lay  control  of  medical 
practice. 

Contracts  offered  today 

The  contractual  arrangements  proposed  today  by  hospitals, 
HMOs,  and  PPOs  may  require  the  physician  to  “give  up” 
control  over  how  or  when  his  patient  is  to  be  treated.  Physi- 
cians should  watch  for  language  that  binds  them  to  abide  by 
the  decisions  of  those  who  will  perform  quality  or  utilization 
review  activities.  If  unlicensed  physicians  are  to  perform  the 
review  and  dictate  medical  treatment  decisions  to  a licensed 
physician,  is  such  activity  the  unauthorized  practice  of  medi- 
cine? How  is  this  arrangement  any  less  dangerous  than  the 
control  that  lay  entities  can  exercise  over  their  salaried  physi- 
cian employees?  It  is  one  thing  to  retrospectively  deny  reim- 
bursement, but  quite  another  to  direct  medical  diagnosis  and 
treatment  through  prospective  and  concurrent  review.  The 
following  example  is  illustrative. 

Mrs  Wickline  was  a Medi-Cal  patient  who  encountered 
complications  after  a bilateral  aorta-femoral  bypass  graft. 

The  Medi-Cal  program  authorized  only  four  days  extension  ol 
hospitalization.  Her  physician  believed  she  should  remain  in 
the  hospital  for  at  least  eight  more  days.  The  extension  was 
not  approved  and  she  was  discharged  in  spite  of  her  physi- 
cian’s opinion. 

Subsequent  to  discharge,  the  patient  was  readmitted  and 
her  leg  was  amputated,  apparently  because  a thrombus  re- 
occurred in  the  right  femoral  artery.  Mrs  Wickline  sued  the 
state,  and  a jury  awarded  her  $500,000.  A brochure  pub- 
lished by  the  California  Medical  Association  states: 

Informally,  we  have  heard  that  Department  of  Health 
Services  personnel  have  been  critical  that  no  cross  com- 
plaint was  filed  by  the  State  against  Mrs  Wickline’s  physi- 
cians, on  the  theory  that  they  should  have  made  greater 
efforts  to  obtain  further  authorization  for  extension  of  stay 
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....  At  the  trial,  the  State  did  try  to  blame  Mrs  Wickline’s 
doctors.  I am  sure  that  every  carrier  faced  with  such  a suit 
will  take  a careful  look  at  the  physicians,  to  see  whether 
blame  can  be  passed  off  or  at  least  shared  (7). 

New  schemes — new  promises 

As  "cost  containment”  schemes  multiply,  new  restrictive  con- 
tractual arrangements  may  place  more  controls  on  each  con- 
tracting physician’s  discretion.  The  physician  must  remain 
the  advocate  for  his  or  her  patient.  A physician  may  not  justify 
his  or  her  actions  as  being  required  by  the  contract  with  a lay 
entity  when  a patient  is  harmed.  In  Texas,  the  licensed  physi- 
cian’s obligation  is  to  the  patient,  above  all  others.  With  this 
duty  in  mind,  physicians  and  their  counselors  must  carefully 
review  contracts  that  may  provide  otherwise.  Physicians  who 
blindly  accept  erroneous  restrictions  or  decisions  from  hospi- 
tals, carriers,  or  benefit  administrators  may  be  liable  for  the 
consequences.  The  third  party  lay  entity  also  may  be  sued, 


but  this  is  small  comfort  to  the  harmed  patient  or  to  the  physi 
cian  involved. 

Donald  P.  "Rocky"  Wilcox,  JD 

TMA  General  Counsel 
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DEATHS 


J. B.  Allen 

John  Berry  Allen,  MD,  a Dallas  physician,  died  March  13, 
1985.  He  was  72. 

Dr  Allen  was  born  in  Kansas  City,  Mo,  and  attended  the 
University  of  Kansas.  In  1940  he  received  his  medical  degree 
from  Northwestern  University  Medical  School  in  Chicago. 
After  an  internship  and  residency  in  Chicago,  Dr  Allen  served 
in  the  US  Army.  During  1 947-1948,  he  completed  residencies 
at  Cook  County  Hospital  in  Chicago  and  at  the  US  Veterans 
Administration  Hospital  in  Dallas.  He  remained  in  Dallas  to 
practice  internal  medicine. 

Surviving  Dr  Allen  are  his  wife,  Virginia  D.  Allen,  MD,  and 
son,  John  C.  Allen,  both  of  Dallas;  daughter,  Barrie  A.  Curt- 
singer,  Grapevine,  Tex;  and  four  grandchildren. 

R.B.  Herrick 

Richard  Benedict  Herrick,  MD,  67,  died  March  19, 1985. 

Dr  Herrick  began  practicing  orthopedic  surgery  in  Dallas  in 
1949.  He  was  born  in  Iowa  and  received  his  premedical  edu- 
cation at  the  State  University  of  Iowa  in  Iowa  City.  In  1 943  he 
was  graduated  from  the  University  of  Iowa  College  of  Medi- 
cine. After  an  internship  at  City  Hospital  in  Akron,  Ohio,  Dr 
Herrick  served  in  the  US  Army  Medical  Corps  in  England, 
France,  and  Germany.  He  returned  to  Ohio  for  a residency  at 
St  Luke’s  Hospital  in  Cleveland  before  moving  to  Dallas  in 
1949. 

Surviving  family  members  include  his  wife,  Beverly  Her- 
rick, Dallas;  daughters,  Mary  Frances  Herrick  Macy,  New  Or- 
leans, and  Ginny  Pitre  and  Julie  Herrick,  both  of  Dallas;  sons, 
Patrick  Benedict  Herrick,  Christopher  Anthony  Herrick,  Timo- 
thy Joseph  Herrick,  and  Michael  Joseph  Herrick,  all  of 
Dallas;  stepdaughter,  Kathryn  Harris,  Plano,  Tex;  sister,  Mar- 
garet Derry,  and  brother,  William  J.  Herrick,  both  of  Portland, 
Me;  and  five  grandchildren. 

K. R. Jones 

Kermit  R.  Jones,  MD,  a Gatesville  family  physician,  died 
March  1 6, 1 985,  at  age  77. 

A Gatesville  native,  Dr  Jones  was  a 1931  graduate  of  Bay- 
lor College  of  Medicine.  After  an  internship  at  Baylor  Univer- 
sity Hospital,  he  practiced  in  Freer,  Tex,  for  a year  before 
returning  to  Gatesville  in  1933. 

Surviving  Dr  Jones  are  his  wife,  Emmay  Aderhold  Jones, 
Gatesville;  daughter,  Mrs  John  E.  Pierson,  Tyler,  Tex;  brother, 
Dean  B.  Jones,  MD,  San  Antonio;  and  sister,  Mrs  Jacob  S. 
Floyd,  Sugarland,  Tex. 

J.B.  Trunnell 

Jack  Byron  Trunnell,  MD,  66,  died  March  12,  1985.  Dr  Trun- 
nell had  practiced  internal  medicine  in  Baytown  since  1969. 

He  was  born  in  Milledgeville,  III,  and  attended  Brigham 
Young  University.  In  1 945  he  was  graduated  from  the  Univer- 
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sity  of  Utah  College  of  Medicine.  His  internship  and  resi- 
dency were  at  the  US  Naval  Hospital  in  Great  Lakes,  III.  He 
completed  postgraduate  training  in  internal  medicine  at  Me- 
morial Hospital  and  Sloan  Kettering  Institute  in  New  York  City 
during  1946-1848.  In  1950  Dr  Trunnell  joined  the  staff  of  M.D. 
Anderson  Hospital  and  Tumor  Institute  where  he  became 
head  of  experimental  medicine  and  chairman  of  the  research 
committee.  He  was  an  associate  professor  of  medicine  at 
The  University  of  Texas  Postgraduate  School  of  Medicine  in 
Houston.  He  moved  to  Baytown  in  1969. 

Dr  Trunnell  is  survived  by  his  wife,  Norma  Vance  Trunnell, 
Baytown;  sons,  Thom  Trunnell,  Denver;  Mark  Trunnell,  Glen- 
dale, Ariz;  D.  Eldon  Cannon,  Orem,  Ore;  Michael  G.  Cannon, 
Baytown,  Tex;  and  Eric  V.  Cannon,  Houston;  daughters, 
Nancy  Trunnell,  Palo  Alto,  Calif;  Bariann  Powell,  Liverpool, 
NY;  Martha  Bishop,  Delta,  Utah;  Janet  Trunnell,  Houston; 
Janine  C.  Davis,  Steilacoom,  Wash;  and  Lynn  A.  Cannon, 
Salt  Lake  City;  mother,  Helen  T.  Hodler,  and  sister,  Nancy  T. 
Kough,  both  of  Danville,  Pa. 

J.E.  Watson,  Jr 

James  E.  Watson,  Jr,  MD,  a Houston  surgeon,  died  March  3, 
1985.  He  was  77. 

A native  of  Waco,  Dr  Watson  received  a bachelor  of  arts 
degree  from  Texas  Tech  University  in  Lubbock,  a bachelor  of 
science  degree  from  the  University  of  Missouri  in  Columbia, 
and  a medical  degree  from  the  University  of  Tennessee 
School  of  Medicine  at  Memphis.  As  an  intern,  Dr  Watson 
joined  the  US  Army  Reserve  and  in  1940  he  began  service 
with  the  US  Army  Medical  Corps.  In  1 942  he  transfered  to  the 
Army  Air  Corps,  serving  in  England,  France,  and  Germany. 
He  was  awarded  many  decorations  and  citations,  including 
the  Bronze  Star  and  the  World  War  II  Victory  Medal.  In  1946 
Dr  Watson  began  a surgical  practice  in  Houston.  He  was  on 
the  surgical  and  teaching  staff  of  St  Joseph  Hospital  there  for 
many  years.  Dr  Watson  continued  to  be  active  in  the  US 
Army  Reserve  in  Houston  until  1967. 

Surviving  the  physician  are  his  wife,  Dora  Mae  Craddock 
Watson,  Houston;  daughter,  Lucretia  Ann  Watson,  Dallas; 
sisters,  Priscilla  Mae  Cantrell,  Denver,  and  Lou  Alice  Pass, 
Allenspark,  Colo;  and  many  nieces  and  nephews. 

S.T.  Wier 

Stuart  Taylor  Wier,  MD,  a Beaumont  family  physician  and 
surgeon,  died  March  14, 1985. 

Dr  Wier,  84,  practiced  medicine  for  57  years  before  his  re- 
tirement in  1982.  He  was  born  in  Houston  and  received  his 
medical  degree  from  the  University  of  Pennsylvania  School 
of  Medicine  in  1 924.  In  1 925  Dr  Wier  began  his  practice  in 
Beaumont,  where  he  served  as  president  of  the  Jefferson 
County  Medical  Society  in  1945. 

He  is  survived  by  his  wife,  Frances  Allums  Wier,  Lumber- 
ton,  Tex;  daughters,  Jenny  Wier  Huey,  Beaumont,  and  Laurie 
Wier  Ford,  New  Orleans;  four  grandchildren;  and  two  great- 
grandchildren. 
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Information  for  authors 

Texas  Medicine  has  two  purposes:  As  a continuing  education  vehi- 
cle for  physicians,  it  publishes  clinically  useful  scientific  articles  and 
other  technical  information.  As  the  official  publication  of  the  Texas 
Medical  Association,  it  informs  members — through  editorials,  news 
pages,  and  regular  departments — about  medical  events,  legislative 
and  governmental  news,  meetings,  continuing  education  courses, 
and  programs  and  policies  of  the  Association. 

Material  for  Texas  Medicine  may  be  sent  to  the  Managing  Editor, 

1 801  North  Lamar  Blvd,  Austin  78701 . It  must  be  offered  solely  to 
this  journal.  Each  article  is  reviewed  by  a consultant  specialist  and 
an  editorial  board,  and  is  accepted  or  rejected  on  the  basis  of  its 
individual  merit  and  the  availability  of  other  material.  Reviews  usually 
take  six  to  eight  weeks. 

Copyright  assignment 

In  view  of  The  Copyright  Revision  Act  of  1 976,  effective  Jan  1 , 1 978, 
all  transmittal  letters  to  the  editor  must  contain  the  following  lan- 
guage: In  consideration  of  the  Texas  Medical  Association  taking 
action  in  reviewing  and  editing  my  submission,  the  author(s)  under- 
signed hereby  transfers,  assigns,  or  otherwise  conveys  all  copyright 
ownership  to  the  Texas  Medical  Association  in  the  event  that  such 
work  is  published  by  the  TMA." 

We  regret  that  transmittal  letters  not  containing  the  foregoing  lan- 
guage signed  by  all  authors  of  the  manuscript  will  necessitate  return 
of  the  manuscript. 

Scientific  articles 

Manuscripts  should  be  typed  double-spaced  with  ample  margins. 
Three  copies,  including  illustrations,  should  be  submitted  and  the 
author  should  keep  a copy. 

Please  indicate  six  key  words  for  indexing. 

Titles  should  include  the  words  most  suitable  for  indexing  the  arti- 
cle in  “Index  Medicus,”  should  stress  the  main  point,  and  should  be 
brief.  Subtitles  should  not  be  connected  grammatically  with  the  main 
title. 

Include  a mailing  address  and  telephone  number  for  each  author. 

An  introductory  summary  of  100-150  words  is  required. 

Text  should  be  narrative  with  complete  sentences,  few  abbrevia- 
tions, and  logical  subheadings.  For  spelling  and  usage  the  editors 
follow  "Dorland’s  Illustrated  Medical  Dictionary,”  26th  edition,  and 
“Webster's  Third  New  International  Dictionary,  Unabridged.” 

The  text  of  observational  and  experimental  articles  is  usually — but 
not  necessarily — divided  into  sections  with  the  headings:  Introduc- 
tion, Methods,  Results,  and  Discussion.  Subheadings  may  be 
needed  to  clarify  content.  Other  types  of  articles  may  need  different 
formats. 

For  more  extensive  information  about  preparing  medical  articles 
for  publication,  the  editors  suggest  the  following  sources: 

International  Committee  of  Medical  Journal  Editors:  Uniform  re- 
quirements for  manuscripts  submitted  to  biomedical  journals.  The 
complete  document  is  available  in  the  June  1 982  issue  of  the  Annals 
of  Internal  Medicine. 

Barclay  WR,  Southgate  MT,  Mayo  RW:  Manual  for  authors  and 
editors:  editorial  style  and  manuscript  preparation.  Los  Altos,  Calif, 
Lange  Medical  Publications,  1 981 . Compiled  for  the  American  Medi- 
cal Association. 

CBE  Style  Manual  Committee:  Council  of  Biology  Editors  style 
manual:  a guide  for  authors,  editors,  and  publishers  in  the  biological 
sciences.  4th  ed.  Council  of  Biology  Editors,  Inc,  1978.  Distributed  by 
the  American  Institute  of  Biological  Sciences,  Arlington,  Va. 

In  addition,  many  excellent  books  and  manuals  are  devoted  to 
principles  and  techniques  of  clear,  concise  writing,  and  are  applica- 
ble to  scientific  as  well  as  general  topics. 

References 

References  to  scientific  publications  should  be  listed  in  numerical 
order  at  the  end  of  the  article,  with  reference  numbers  placed  in 
parentheses  at  appropriate  points  in  text. 

Minimum  acceptable  data: 


Journals : Author,  article  title,  journal,  volume,  inclusive  pages, 
year. 

Books:  Author,  title,  place  of  publication,  publisher,  year. 

Other  sources:  Enough  information  must  be  included  so  that  the 
information  can  be  identified  and  retrieved. 

Letters,  personal  communications,  and  sources  not  readily  avail- 
able should  be  excluded  from  the  reference  list,  but  may  be 
mentioned  parenthetically  or  in  footnotes. 

Illustrations 

Illustrations  should  be  black  and  white  drawings  or  positive  photo- 
graphs, with  neat,  uniform,  fairly  large  lettering.  A label  pasted  to  the 
back  of  each  illustration  should  indicate  its  number,  topic,  author's 
name,  and  title  of  article  in  brief. 

Legends  should  be  in  complete  sentences,  numbered,  and  typed 
on  a separate  sheet. 

Tables  should  be  typed  on  separate  sheets.  Column  headings 
should  show  points  of  similarity:  side  headings,  points  of  difference. 

Previously  published  material 

Written  permission  should  be  obtained  from  the  publishers  and  the 
authors  for  use  of  any  previously  published  material  (extensive  tex- 
tual matter,  illustrations,  tables)  used.  Short  verbatim  quotations  in 
the  text  may  be  used  without  permission,  but  should  be  quoted  ex- 
actly with  the  source  credited.  Copies  of  permission  letters  should  be 
submitted  with  the  manuscript. 

Editorials 

Editorials  should  be  written  in  clear,  concise  language.  Length 
should  be  about  two  or  three  pages  typed  with  double  spacing. 

Letters 

Letters  will  be  published  at  the  discretion  of  the  managing  editor, 
consultants,  and  Board  of  Publication. 

News 

News  items  should  be  sent  to  the  Editorial  Offices,  1801  North 
Lamar  Blvd,  Austin  78701 . 

Obituaries 

Brief  obituaries  of  deceased  TMA  members  are  published  if  ade- 
quate information  is  received  within  four  months  of  date  of  death. 
With  notification,  please  include  the  name  and  address  of  next  of  kin. 

Policy  on  columns 

Few  contributors  recognize  beforehand  the  demands  of  producing  a 
monthly  column  that  will  consistently  be  of  interest  and  value  to  the 
reader.  Although  a few  regular  columns  appear,  it  has  not  been  the 
policy  to  grant  monthly  pages  to  specific  committees,  councils,  or 
groups. 

The  Editorial  Committee  and  the  editors  do,  however,  encourage 
committees,  councils,  and  individuals  to  submit  original  material 
which  they  consider  valuable  to  readers.  Should  regular  publication 
in  column  form  be  deemed  appropriate,  the  committee  and  the  edi- 
tors will  consider  development  of  a column. 

Editing 

All  material  is  subject  to  editing,  but  authors  receive  typescripts  to 
check  before  publication.  After  the  article  is  sent  to  the  printer,  only 
minimal  revision  may  be  made. 

Reprints 

Reprints  are  available  directly  from  the  printer  at  an  established 
schedule  of  costs.  Authors  automatically  receive  order  blanks  when 
their  articles  are  published. 

Copyright 

Texas  Medicine  is  copyrighted  by  the  Texas  Medical  Association. 
Written  permission  from  the  managing  editor  must  be  obtained  be- 
fore reproducing,  in  part  or  in  whole,  any  material  published  in  Texas 
Medicine. 

Point  of  View 

Publication  of  any  article  or  statement  is  not  to  be  deemed  an  en- 
dorsement of  the  views  expressed  therein,  nor  shall  publication  of 
any  advertisement  be  considered  an  endorsement  of  or  approval  of 
the  product  or  service  involved. 
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Once-daily  INDERAL  LA 
for  the  cardiovascular 
benefits  of  the  world's 
leading  beta  blocker 

Simply  start  with  80  mg  once  daily.  Dosage 
may  be  increased  to  120  mg  to  1 60  mg  once 
daily  as  needed  to  achieve  additional  control. 

Like  conventional  INDERAL  tablets, 

INDERAL  LA  should  not  be  used  in  the 
presence  of  congestive  heart  failure,  sinus 

i . i _ - i-  i . . i i i . . i 
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The  appearance  of  these  capsules 
is  a registered  trademark 
of  Ayerst  Laboratories 


SO  mg  1 20  mg  160  mg 

Please  see  brief  summary  of  prescribing  information 
on  the  next  page  for  further  details. 


Once-daily  INDERAL  LA 
(propranolol  HCI)  for 
smooth  blood  pressure 
control  without  the 
potassium  problems 
of  diuretics 


Once-daily  INDERAL  LA  (propranolol  HCI) 
avoids  the  risk  of  diuretic-induced  ECG  ab- 
normalities due  to  hypokalemia.1  - In  addi- 
tion, INDERAL  LA  preserves  potassium 
balance  without  additive  agents  or  supple- 
ments while  providing  simple,  well-tolerated 
therapy  with  broad  cardiovascular  benefits. 


Once-daily 

For  betabi£ktdilNDERAL  LA 

(PROPRANOLOL  HCI)  L<CAPSULESG 

BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION,  SEE  PACKAGE  CIRCULAR.) 
INDERAL*  LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 
DESCRIPTION.  Inderal  LA  is  formulated  to  provide  a sustained  release  of  propranolol 
hydrochloride  Inderal  LA  is  available  as  80  mg,  120  mg,  and  160  mg  capsules 
CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective  beta-adrenergic  receptor 
blocking  agent  possessing  no  other  autonomic  nervous  system  activity.  It  specifically  com- 
petes with  beta-adrenergic  receptor  stimulating  agents  for  available  receptor  sites  When 
access  to  beta-receptor  sites  is  blocked  by  INDERAL,  the  chronotropic,  inotropic,  and 
vasodilator  responses  to  beta-adrenergic  stimulation  are  decreased  proportionately 

INDERAL  LA  Capsules  (80, 120,  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate.  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours 
and  the  apparent  plasma  half-life  is  about  1 0 hours  When  measured  at  steady  state  over  a 24- 
hour  period  the  areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for  the 
capsules  are  approximately  60%  to  65%  of  the  AUCs  for  a comparable  divided  daily  dose  of 
INDERAL  tablets  The  lower  AUCs  for  the  capsules  are  due  to  greater  hepatic  metabolism  of 
propranolol,  resulting  from  the  slower  rate  of  absorption  of  propranolol  Over  a twenty-four  (24) 
hour  period,  blood  levels  are  fairly  constant  for  about  twelve  (12)  hours  then  decline 
exponentially. 

INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  for  conventional 
propranolol  and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four 
times  daily  dosing  with  the  same  dose  When  changing  to  INDERAL  LA  from  conventional 
propranolol,  a possible  need  for  retitration  upwards  should  be  considered  especially  to 
maintain  effectiveness  at  the  end  of  the  dosing  interval.  In  most  clinical  settings,  however, 
such  as  hypertension  or  angina  where  there  is  little  correlation  between  plasma  levels  and 
clinical  effect,  INDERAL  LA  has  been  therapeutically  equivalent  to  the  same  mg  dose  of 
conventional  INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure  and  on  24-hour 
exercise  responses  of  heart  rate,  systolic  pressure  and  rate  pressure  product.  INDERAL  LA 
can  provide  effective  beta  blockade  for  a 24-hour  period 

The  mechanism  of  the  antihypertensive  effect  of  INDERAL  has  not  been  established 
Among  the  factors  that  may  be  involved  in  contributing  to  the  antihypertensive  action  are  (1) 
decreased  cardiac  output,  (2)  inhibition  of  renin  release  by  the  kidneys,  and  (3)  diminution  of 
tonic  sympathetic  nerve  outflow  from  vasomotor  centers  in  the  brain  Although  total  peripheral 
resistance  may  increase  initially,  it  readjusts  to  or  below  the  pretreatment  level  with  chronic 
use  Effects  on  plasma  volume  appear  to  be  minor  and  somewhat  variable  INDERAL  has 
been  shown  to  cause  a small  increase  in  serum  potassium  concentration  when  used  in  the 
treatment  of  hypertensive  patients. 

In  angina  pectoris,  propranolol  generally  reduces  the  oxygen  requirement  of  the  heart  at 
any  given  level  of  effort  by  blocking  the  catecholamine-induced  increases  in  the  heart  rate 
systolic  blood  pressure,  and  the  velocity  and  extent  of  myocardial  contraction.  Propranolol 
may  increase  oxygen  requirements  by  increasing  left  ventricular  fiber  length,  end  diastolic 
pressure  and  systolic  ejection  period  The  net  physiologic  effect  of  beta-adrenergic  blockade 
is  usually  advantageous  and  is  manifested  during  exercise  by  delayed  onset  of  pain  and 
increased  work  capacity 

In  dosages  greater  than  required  for  beta  blockade,  INDERAL  also  exerts  a quinidine-like 
or  anesthetic-like  membrane  action  which  affects  the  cardiac  action  potential.  The  signifi- 
cance of  the  membrane  action  in  the  treatment  of  arrhythmias  is  uncertain 

The  mechanism  of  the  antimigraine  effect  of  propranolol  has  not  been  established  Beta- 
adrenergic  receptors  have  been  demonstrated  in  the  pial  vessels  of  the  brain 

Beta  receptor  blockade  can  be  useful  in  conditions  in  which,  because  of  pathologic  or 
functional  changes,  sympathetic  activity  is  detrimental  to  the  patient  But  there  are  also 
situations  in  which  sympathetic  stimulation  is  vital.  For  example,  in  patients  with  severely 
damaged  hearts,  adequate  ventricular  function  is  maintained  by  virtue  of  sympathetic  drive 
which  should  be  preserved.  In  the  presence  of  AV  block,  greater  than  first  degree,  beta 
blockade  may  prevent  the  necessary  facilitating  effect  of  sympathetic  activity  on  conduction. 
Beta  blockade  results  in  bronchial  constriction  by  interfering  with  adrenergic  bronchodilator 
activity  which  should  be  preserved  in  patients  subject  to  bronchospasm 
Propranolol  is  not  significantly  dialyzable 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  manage- 
ment of  hypertension,  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive 
agents,  particularly  a thiazide  diuretic.  INDERAL  LA  is  not  indicated  in  the  management  of 
hypertensive  emergencies. 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated 
for  the  long-term  management  of  patients  with  angina  pectoris 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache 
The  efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been 
established  and  propranolol  is  not  indicated  for  such  use 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  In  the  management  of 
hypertrophic  subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced 
angina,  palpitations,  and  syncope  INDERAL  LA  also  improves  exercise  performance  The 
effectiveness  of  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of 
the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta-receptor  stimulation 
Clinical  improvement  may  be  temporary 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock.  2)  sinus 
bradycardia  and  greater  than  first  degree  block,  3)  bronchial  asthma,  4)  congestive  heart 
failure  (see  WARNINGS)  unless  the  failure  is  secondary  to  a tachyarrhythmia  treatable  with 
INDERAL 

WARNINGS.  CARDIAC  FAILURE.  Sympathetic  stimulation  may  be  a vital  component  sup- 
porting circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta 
blockade  may  precipitate  more  severe  failure  Although  beta  blockers  should  be  avoided  in 
overt  congestive  heart  failure,  if  necessary,  they  can  be  used  with  close  follow-up  in  patients 
with  a history  of  failure  who  are  well  compensated  and  are  receiving  digitalis  and  diuretics 
Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart 
muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can.  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually,  if  possible). 

IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and,  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of 
INDERAL  therapy  Therefore,  when  discontinuance  of  INDERAL  is  planned  the  dosage 
should  be  gradually  reduced  over  at  least  a few  weeks,  and  the  patient  should  be 
cautioned  against  interruption  or  cessation  of  therapy  without  the  physician's  advice  If 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advis- 
able to  reinstitute  INDERAL  therapy  and  take  other  measures  appropriate  for  the  man- 
agement of  unstable  angina  pectoris  Since  coronary  artery  disease  may  be 
unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients  considered  at  risk 
of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for  other 
indications 

Nonallergic  Bronchospasm  (e.g.,  chronic  bronchitis,  emphysema)  — 

PATIENTS  WITH  BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA 
BLOCKERS  INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodila- 
tion  produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors. 

MAJOR  SURGERY:  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy 
prior  to  ma|or  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability  of 
the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthe- 
sia and  surgical  procedures 


The  appearance  of  these  capsules 
is  a registered  trademark 
of  Ayerst  Laboratories 


INDERAL  (propranolol  HCI),  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta 
receptor  agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  e g 
dobutamme  or  isoproterenol.  However,  such  patients  may  be  subject  to  protracted  seven 
hypotension  Difficulty  in  starting  and  maintaining  the  heartbeat  has  also  been  reported  wit! 
t)6t3  blockers 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  ap. 
pearance  of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)? 
acute  hypoglycemia  in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be  men 
difficult  to  ad|ust  the  dosage  of  insulin 

THYROTOXICOSIS:  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidisrr 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptom 
of  hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid  function  teste 
IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  bee 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardi 
requiring  a demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  of  5 mi 
propranolol 

PRECAUTIONS.  General  Propranolol  should  be  used  with  caution  in  patients  with  impairei 
hepatic  or  renal  function  INDERAL  (propranolol  HCI)  is  not  indicated  for  the  treatment  c 
hypertensive  emergencies 

Beta  adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patient 
should  be  told  that  INDERAL  may  interfere  with  the  glaucoma  screening  test  Withdrawal  ma 
lead  to  a return  of  increased  intraocular  pressure 

Clinical  Laboratory  Tests  Elevated  blood  urea  levels  in  patients  with  severe  heart  diseasr 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 

DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs  such  as  rese: 
pine  should  be  closely  observed  if  INDERAL  is  administered  The  added  catecholamine 
blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activit 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatr 
hypotension 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  Long-term  studies  in  animals  hav 
been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18-month  studies  i 
both  rats  and  mice,  employing  doses  up  to  150mg/kg/day,  there  was  no  evidence  of  significar 
drug-induced  toxicity  There  were  no  drug-related  tumorigenic  effects  at  any  of  the  dosag 
levels  Reproductive  studies  in  animals  did  not  show  any  impairment  of  fertility  that  wa 
attributable  to  the  drug 

Pregnancy:  Pregnancy  Category  C INDERAL  has  been  shown  to  be  embryotoxic  i 
animal  studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  INDERAL  shout 
be  used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
Nursing  Mothers  INDERAL  is  excreted  in  human  milk  Caution  should  be  exercised  whe 
INDERAL  is  administered  to  a nursing  woman 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established 
ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  hav 
rarely  required  the  withdrawal  of  therapy 

Cardiovascular:  bradycardia,  congestive  heart  failure;  intensification  of  AV  block,  hype 
tension;  paresthesia  of  hands;  thrombocytopenic  purpura;  arterial  insufficiency,  usually  of  th 
Raynaud  type 

Central  Nervous  System:  lightheadedness;  mental  depression  manifested  by  insomnii 
lassitude,  weakness,  fatigue;  reversible  mental  depression  progressing  to  catatonia;  visu; 
disturbances;  hallucinations;  an  acute  reversible  syndrome  characterized  by  disorientation  ft 
time  and  place,  short-term  memory  loss,  emotional  lability,  slightly  clouded  sensorium,  an 
decreased  performance  on  neuropsychometrics 

Gastrointestinal:  nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhee 
constipation,  mesenteric  arterial  thrombosis,  ischemic  colitis 

Allergic:  pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  achin 
and  sore  throat,  laryngospasm  and  respiratory  distress 
Respiratory  bronchospasm 

Flematologic:  agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopeni 
purpura 

Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  bee 
reported 

Miscellaneous . alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impc 
tence,  and  Peyronie's  disease  have  been  reported  rarely.  Oculomucocutaneous  reaction 
involving  the  skin,  serous  membranes  and  con|unctivae  reported  for  a beta  blocker  (practolo 
have  not  been  associated  with  propranolol 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in 
sustained-release  capsule  for  administration  once  daily.  If  patients  are  switched  from  INDERA 
tablets  to  INDERAL  LA  capsules,  care  should  be  taken  to  assure  that  the  desired  therapeuti 
effect  is  maintained  INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  ft 
INDERAL  INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels.  Retitration  ma 
be  necessary  especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interva 
HYPERTENSION — Dosage  must  be  individualized  The  usual  initial  dosage  is  80  m 
INDERAL  LA  once  daily,  whether  used  alone  or  added  to  a diuretic  The  dosage  may  b 
increased  to  120  mg  once  daily  or  higher  until  adequate  blood  pressure  control  is  achievet 
The  usual  maintenance  dosage  is  120  to  160  mg  once  daily.  In  some  instances  a dosage  of  64 
mg  may  be  required.  The  time  needed  for  full  hypertensive  response  to  a given  dosage 
variable  and  may  range  from  a few  days  to  several  weeks. 

ANGINA  PECTORIS — Dosage  must  be  individualized  Starting  with  80  mg  INDERAL  L 
once  daily,  dosage  should  be  gradually  increased  at  three  to  seven  day  intervals  until  optimut 
response  is  obtained.  Although  individual  patients  may  respond  at  any  dosage  level,  th 
average  optimum  dosage  appears  to  be  160  mg  once  daily.  In  angina  pectoris,  the  value  an 
safety  of  dosage  exceeding  320  mg  per  day  have  not  been  established 

If  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  week 
(see  WARNINGS) 

MIGRAINE — Dosage  must  be  individualized  The  initial  oral  dose  is  80  mg  INDERAL  L 
once  daily  The  usual  effective  dose  range  is  160-240  mg  once  daily  The  dosage  may  b 
increased  gradually  to  achieve  optimum  migraine  prophylaxis  If  a satisfactory  response  is  n< 
obtained  within  four  to  six  weeks  after  reaching  the  maximum  dose,  INDERAL  LA  therap 
should  be  discontinued  It  may  be  advisable  to  withdraw  the  drug  gradually  over  a period  ( 
several  weeks 

HYPERTROPHIC  SUBAORTIC  STENOSIS— 80-160  mg  INDERAL  LA  once  daily. 
PEDIATRIC  DOSAGE — .At  this  time  the  data  on  the  use  of  the  drug  in  this  age  group  are  to 
limited  to  permit  adequate  directions  for  use 
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and  Allergy,  Diplomats  American  Board  of  Allergy  and  Immunology 
James  A.  Caplin,  MD.  Allergy-Immunology 


2530  Morgan.  Corpus  Christi,  Texas;  882-3487 


CHARLES  A.  RUSH,  JR,  MD 

Diplomate/American  Board  of  Allergy  & Immunology 
Fellow.  AAA.  ACA.  AACLA 

Northeast  Medical  Clinic  Association 
7601  Glenview  Drive 
Fort  Worth,  Texas  76118 


behavioral  medicine  facilities  dedicated 
to  DIAGNOSIS  AND  COMPREHENSIVE  CARE  OF  PATIENTS  WITH 
CHRONIC  RECURRENT  HEADACHES  with  emphasis  on  prophylactic 
treatment.  1 


HOUSTON  HEADACHE 
CLINIC 

Park  Plaza  Prof.  Bldg. 
1213  Hermann  Dr.  #855 
Houston,  Texas  77004 
713  528-1916 


DALLAS  HEADACHE 

CLINIC 

Douglas  Plaza 

8226  Douglas  Ave.  #325 

Dallas,  Texas  75225 

214  692-7011 


s5an:,  “V.'  tMU;  Evoked  Potentials;  Thermography;  Personality. 
Behavioral  and  Psychological  Evaluations.  Multimodality  approach  to 
management  of  headache  including  prophylactic  medications,  bio- 
teedback  and  behavioral  therapy. 


NINAN  T.  MATHEW,  MD,  FRCP  (C) 
Neurologist-Director 


JAMES  A.  AYERS,  MD 
FAACIA,  FAAA,  FACA 
Adult  and  Pediatric  Allergy 

3130  S.  Alameda,  Corpus  Christi.  Texas  78404 
512  884-2841;  exchange  512  884-0661 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 

CONSULTANTS 


John  P.  McGovern,  MD 
DIRECTOR-CONSULTANT 


Theodore  J.  Haywood,  MD 
Orville  C.  Thomas,  MD 
Joseph  T.  Queng,  MD 
Lawrence  G.  Thorne,  MD 
Venugopal  K.  Menon,  MD 
Robert  E.  Smith,  MD 
Albert  Lehmann,  MD 
Gerald  T.  Machinski,  MD 
Theresa  C.  Queng,  MD 
Waldo  M.  Martinez,  MD 
Ellen  Louise  Gurian,  MD 


RESEARCH  ASSOCIATES 
Michael  H.  Smolensky,  PhD 
Alain  Reinberg,  MD,  PhD 
Michael  A.  McCormick,  PhD 
Chinavudh  Wanissorn,  MS 
Glenna  M.  Kyle,  PhD 


Evan  M.  Hersh,  MD 
IMMUNOLOGY 

James  A.  Knight,  MD 
PSYCHIATRY 

R.  John  Prevost,  MS 
AIR  POLLUTION 

Carolyn  S.  Leach,  PhD 
CLINICAL  LABORATORIES 

John  A.  Thomas,  PhD 
CLINICAL  PHARMACOLOGY 

Thomas  D.  Downs,  PhD 
BIOMETRICS 

Warren  E.  Schaller,  HSD 
Charles  F.  Kegley,  PhD 
ALLIED  HEALTH  SCIENCES 

Hester  Beth  Bland,  HSD 
HEALTH  EDUCATION 


DALLAS  DIAGNOSTIC  ASSOCIATION 

7777  Forest  Lane,  Suite  303,  Dallas.  Texas  75230 


214  661-7770 
CARDIOLOGY 

J.  Edward  Rosenthal.  MD.  FACC 
Jack  Schwade.  MD,  FACC,  FACP 
David  A.  Schwartz.  MD 

GASTROENTEROLOGY 
Paul  K.  Anderson,  MD 
Roger  C.  Camp.  MD 
Lannie  R.  Hughes,  MD 

HEMATOLOGY  AND  ONCOLOGY 
Barry  D.  Brooks,  MD 
Charles  S.  White  III,  MD 


INTERNAL  MEDICINE 
Larry  Dossey.  MD 
Tom  L.  Hampton  MD 
David  A.  Haymes.  MD 
Carl  Thomas  Long,  III,  MD 
Jack  F.  Melton,  MD 
Joe  H.  Sample.  Jr..  MD 
Peter  S.  Stack,  MD 
Rick  T.  Waldo,  MD 

ADMINISTRATOR 
Carl  E.  Ikard 


Diplomates  American  Boards  oi  Internal  Medicine, 
Cardiology,  Gastroenterology,  Hematology  and  Oncology 


Colon  <&  Rectal  Surgery 


FT.  WORTH  PROCTOLOGIC  CLINIC,  PA 
Colon  and  Rectal  Surgery  and  Colonoscopy 
Sommai  Sehapayak,  MD,  FACS,  FICS 

Diplomats  American  Board  of  Colon  and  Rectal  Surgery 

1050  West  Rosedale.  Fort  Worth,  Texas  76104; 

817  338-4501  (24  hours) 


Certified  American  Board  of  Allergy  and  Immunology 

Diplomates  American  Boards  of  Pediatrics  and  Allergy 

6969  Brompton  (at  Holcombe).  Houston,  Texas  77025;  713  661-1444 


TMA  Medical  Student  Loan  Programs 


DAVID  S.  PITA,  MD 
Colon  and  Rectal  Surgery 
Colonoscopy 

Barnett  Tower,  Baylor  Medical  Plasa 
3600  Gaston  Ave.,  Suite  411 
Dallas,  Texas  75246 
Telephone  214  821-4300 


. . . Another  service  oi  your  association  Representing  the  Profession 

Another  service  of  your  association 
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Dermatology 

ERIC  A.  ORZECK,  MD,  FACP 

DAVID  R.  WEAKLEY,  MD,  FACP 

Dermatology — Dermatological  Surgery 

Including  Dermabrasion,  Chemical  Peeling 
and  Collagen  Injections 

Medical  City  Dallas,  Suite  214,  7777  Forest  Lane 

Dallas,  Texas  75230;  Phone  214  G61-7460 

Endocrinology  <S  Diabetes 

8181  North  Stadium  Drive,  Houston.  Texas  77054;  713  797-9922 

Gastroenterology 

WILLIS  I.  COTTEL.  MD 

Practice  Limited  to  Skin  Cancer 

Mohs'  Chemosurgery 

Baylor  Medical  Plaza,  3600  Gaston  Avenue 

Suite  1154.  Dallas.  Texas  75246;  214  827-5960 

CECIL  O.  PATTERSON.  MD.  FACP 

Gastroenterology.  Gastroscopy,  Esophagoscopy 

9000  Harry  Hines  Boulevard,  Dallas.  Texas  75235 

214  358-2545 

DERMATOLOGY  ASSOCIATES  OF  SAN  ANTONIO 

James  Lewis  Pipkin,  MD  Mary  Jo  Montgomery,  MD 

Diseases  of  the  Skin,  Skin  Cancer, 

Mucocutaneous  Virology 

108  Tendick,  San  Antonio.  Texas  78209;  512  222-8651,  222-2001 

(East  at  2700  block  Broadway  on  Brackenridge  Ave;  up  hill  lor  3 

blocks  to  Tendick  on  left.  Oiiice  in  middle  of  block.  Note  signs  and 

arrows.) 

DRS.  BAILEY,  DOUGLAS  AND  DEVANEY 
ASSOCIATION 

3434  Swiss  Avenue.  Suite  303,  Dallas,  Texas;  214  823-5180 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  MD 

F.  Clark  Douglas.  MD 

George  T.  DeVaney.  MD 

DERMATOLOGY  ASSOCIATES  OF  DALLAS 

David  S.  Alkek,  MD 

Hair  Transplantation,  Scalp  Reduction, 

General  Surgery 

Dermabrasion,  Chemical  Peel  and  Collagen 

Medical  City  Dallas,  7777  Forest  Lane,  Building  B, 

Suite  309,  Dallas,  Texas  75230;  telephone  214  788-0088 

DRS.  VANDERPOOL,  LANE,  WINTER  & BONE 

David  Vanderpool,  MD,  FACS  John  W.  Winter,  MD,  FACS 

B.  Ward  Lane,  MD,  FACS  G.  Edward  Bone,  MD,  FACS 

Diplomates  American  Board  of  Surgery 

General  <&  Peripheral  Vascular  Surgery 

1008  N.  Washington.  Dallas,  Texas  75204;  214  823-2650 

7777  Forest  Lane,  Suite  204,  Dallas,  Texas  75230;  214  661-7860 

MOHS  SURGERY 

FOR  PRIMARY  AND  RECURRENT 

CANCER  OF  THE  SKIN 

Forrest  C.  Brown,  MD 

Medical  City  Hospital 

7777  Forest  Lane.  Dallas,  Texas  75230;  214  661-4537 

ROBERT  J.  TURNER,  III,  MD,  FACS 

Diplomate  American  Board  of  Surgery 

ROBERT  P.  FULLER.  MD 

Mohs'  Skin  Cancer  Surgery  and  Cutaneous 

Surgery  and  Surgical  Oncology 

1350  South  Main.  Suite  1200. 

Fort  Worth  76104;  817  335-8311 

Cosmetic  Surgery 

909  Frostwood,  Suite  330,  Houston,  Texas  77024 

Telephone  713  464-9346 

Hand  Surgery 

Diagnostic  Radiology 

L.  LEE  LANKFORD.  MD 

Diplomats  American  Board  of  Orthopaedic  Surgery 

DAVID  J.  ZEHR,  MD — Microsurgery 

ARNOLD  V.  DiBELLA,  MD 

COMPUTED  TOMOGRAPHY 

Temple  Independent  Scanner 

Stephen  J.  Vancura.  MD 

High  Resolution  In/Out  Patient  CT  (Head  or  Body) 

Including  Tumor  Biopsy,  Interventional  Radiology 

2027  S.  61st  St.,  Suite  116,  Temple.  Texas  76501 

817  774-9994 

Note:  24  hr.  Emergency  Services  Available 

Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave..  Suite  450.  Dallas.  TX  75246;  214  823-5351 

LANKFORD  HAND  SURGERY  ASSN. 

ROBERT  E.  BUNATA,  MD.  PA 

B.  J.  WROTEN,  MD 

Endocrinology 

Surgery  of  the  Hand 

801  West  Terrell,  Ft.  Worth.  Texas  76104 

Telephone  817  335-5411 

ENDOCRINE  ASSOCIATES  OF  DALLAS,  PA 

Stanley  Feld,  MD,  FACP 

Richard  Sachson,  MD,  FACP 

Steven  Dorfman,  MD,  FACP 

Stephen  Aronoff,  MD.  FACP 

Diplomates  of  American  Board  of  Internal  Medicine 
and  Endocrinology  and  Metabolism 

Practice  Limited  to  Endocrinology  & Diabetes 

5480  LaSierra  Drive,  Dallas.  Texas  75231;  214  363-5535 

W.  DENNIS  STRIPLING,  MD.  PA 

MICHAEL  V.  DOYLE.  MD.  PA 

Diplomates  American  Board  of  Orthopaedic  Surgery 

Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

8220  Walnut  Hill  Lane.  Suite  606.  Dallas.  Texas  75231;  214  368-3776 

TMA  Physician  Placement  Service 

. . . Another  service  of  your  association 

TMA  Practice  Management  Workshops 

. . . Another  service  of  your  association 
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TEXAS  MEDICINE 


KENNETH  D.  GLASS,  MD,  FACS 

Diplomate,  American  Board  of  Orthopedic  Surgery 

Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

5959  Harry  Hines  Blvd.,  Suite  812.  Dallas  75235 
Telephone  214  631-7488 

ADRIAN  E.  FLATT,  MD,  FRCS 

Chief,  Department  of  Orthopaedic  Surgery 
Baylor  University  Medical  Center 

Reconstructive  Surgery  of  the  Hand 

Suite  412,  Doctor's  Building.  3707  Gaston  Avenue, 

Dallas,  Texas  75246;  Office  214  823-9440 


EL  PASO  NEUROLOGICAL  INSTITUTE 

Professional  Association 

Neurology,  Neurosurgery,  Electroencephalography 
Neuro-Radiology,  Computerized  Tomography 

John  T.  O'Neal,  MD,  Neurosurgery 

Robert  D.  Schneider,  MD,  Neurology  and  Electroencephalography 
Steven  K.  Crouse,  MD,  Neurology  and  Electroencephalography 

Murchison  Medical  Bldg.,  Suite  307 
1810  Murchison  Drive,  El  Paso,  Texas  79902 
Telephone  915  532-8901 


ROBERT  A.  ERSEK,  MD 
U.  GAD  ARIA,  MD,  FACS 

Diplomats  of  American  Board  of  Surgery 

Surgery  of  the  Hand 

30th  & Red  River,  Austin,  Texas  78704 
24  HR#  512  474-HAND 


WILLIAM  J.  VAN  WYK,  MD,  PA 
Surgery  of  the  Hand 

803  West  Terrell,  Fort  Worth,  Texas  76104 
Telephone  817  877-3113 


Neurological  Surgery 


DRS.  LONG,  SCOTT  <S  COON 
NEUROSURGERY  ASSOCIATION 
Neurological  Surgery  and  Microneurosurgery 

R.  Gordon  Long,  MD,  FACS 
Bennie  B.  Scott,  MD,  FACS 
John  V.  Coon,  MD 

Diplomates  American  Board  of  Neurological  Surgery 

Baylor  Medical  Plaza,  605  Barnett  Tower,  3600  Gaston  Avenue, 

Dallas,  Texas  75246;  Telephone  214  826-7060 


DOCTORS  SMITH,  WHEELER  AND  PARKER.PA 

Ronald  Smith,  MD,  Retired 
Joe  Ellis  Wheeler,  MD 
Leighton  B.  Parker,  MD 

920  South  Lake,  Fort  Worth,  Texas  76104 
Telephone  817  336-0551 


DALLAS  NEUROSURGICAL  ASSOCIATION 
Neurological  Surgery  and  Microneurosurgery 

Charles  W.  Simpson,  MD  Richard  H.  Jackson,  MD 

Morris  Sanders,  MD  Casey  E.  Patterson,  MD  (Retired) 

W.  Robert  Hudgins,  MD 


5959  Harry  Hines  Blvd.,  St.  Paul  Professional  Bldg.  Suite  620, 
Dallas,  Texas  75235;  214  637-0420 


8210  Walnut  Hill  Lane,  Presbyterian  Professional  Bldg.,  Suite  905, 
Dallas.  Texas  75231;  214  369-7596 


Nuclear  Medicine 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

64 1 1 South  Main  Street,  Houston,  Texas  77030 

Complstely  Equipped  Radioisotope  Laboratory  for  Diagnostic 
Radioactive  Tests  In:  Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology,  Obstetrics-Gynecology  and  Non-Invasive 
Nuclear  Cardiology 

Herbert  C.  Allen,  Jr,  MD,  FACNM 
Director  — 713  790-0540 

Diplomate  American  Board  oi  Nuclear  Medicine 


HERBERT  C.  ALLEN,  JR,  MD,  FACNM 
Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg..  Houston,  Texas  77030;  713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 


Oncology 


HEMATOLOGY-ONCOLOGY  ASSOCIATES  OF 
HOUSTON.  PA 

Gary  B.  Fleishman,  MD  Joel  W.  Abramowitz,  MD,  PhD 

Diplomates  of  the  American  Boards  of  Internal  Medicine  <S  Medical 
Oncology 

Diplomate  of  the  American  Board  of  Hematology  (JWA) 

909  Frostwood,  Suite  120,  Houston,  TX  77024;  713  467-1630 
6565  DeMoss,  Suite  211,  Houston.  TX  77074;  713  270-1188 


Ophthalmology 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser.  MD 
William  B.  Snyder,  MD 
William  L.  Hutton.  MD 
Dwain  G.  Fuller.  MD 
Gary  Edd  Fish,  MD 
Rand  Spencer,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

5421  LaSierra.  Dallas.  Texas  75231;  214  692-6941 


JACK  E.  McCALLUM.  MD,  PA 
PHILIP  C.  BECHTEL,  MD,  PA 
WARREN  D.  WILSON,  MD,  PA 

Diplomates  of  the  American  Board  of  Neurological  Surgery 
1522  Cooper,  Fort  Worth,  Texas  76104;  817  336-1300 


BRUCE  C.  TAYLOR,  MD 
RICHARD  L.  WINSLOW.  MD 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

2811  Lemmon  Ave.  E.  Dallas,  Texas  75204 
214  521-1153;  1-800-442-5376 


TMA  Postgraduate  Courses 

. . . Another  service  of  your  association 


TMA  Physicians  Benevolent  Fund 

. . . Another  service  of  your  association 
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SOUTHWEST  RETINA  CONSULTANTS.  PA 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 


EYE  ASSOCIATES 

Diseases  and  Surgery  of  the  Eye 

Charles  A.  Sargent.  MD 
Alan  C.  Baum.  MD 
R.  Edwin  Pitts,  MD 
William  Decker,  MD 

7777  Southwest  Freeway,  St.  91S.  Houston.  Texas  77074;  713  777-7145 

STUART  A.  TERRY.  MD 
Sub-Specialty  Glaucoma 

M&S  Tower.  Suite  401.  730  N.  Main. 

San  Antonio.  Texas  78205;  512  226-5191 


Roy  A.  Levit.  MD 
Clifford  M.  Ratner,  MD 

Sierra  Towers,  Suite  3800,  1700  Curie 
El  Paso.  Texas  799C2;  915  532-3912 


BRIAN  B.  BERGER.  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Park  St.  David  Professional  Building,  Suite  106. 

80C  East  30th  Street,  Austin  78705;  512  479-8101  day  or  night 


LOUIS  M.  ALPERN,  MD.  MPH.  FACS.  PA 

Diplomate  American  Board  oi  Ophthalmology 

Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902;  915  545-2333 


JUDSON  P.  SMITH,  MD 

Diplomate/American  Board  of  Ophthalmology 

General  Ophthalmology  and  Ophthalmic  Surgery 
of  the  Anterior  Segment 

1350  South  Main,  Suite  3100,  Fort  Worth,  Texas  76104;  817  338-4081 


EDWIN  C.  AUGUSTAT.  MD 

Ophthalmic  Plastic  and  Reconstructive  Surgery 

1400  South  Main.  Suite  503.  Fort  Worth.  Texas  76104;  817  338-4183 


RETINA  SOUTHWEST 

Limited  to  Diseases  and  Surgery  oi  the  Retina  and  Vitreous 

Gary  Mason.  MD 

7777  Southwest  Freeway,  St.  934.  Houston.  Texas  77074; 
Telephone  713  988-2020 


OPHTHALMOLOGY  ASSOCIATES 

JOE  L.  BUSSEY,  MD — Cataract  and  Lens  Implant  Surgery 
RUFUS  A.  ROBERTS,  MD — Diseases  and  Surgery  of  the  Retina 
Cataract  and  Lens  Implant  Surgery 
THOMAS  H.  SMITH,  MD — Ophthalmic  Plastic  and  Reconstructive 
Surgery 

DAN  E.  BRUHL,  MD — Cataract  and  Lens  Implant  Surgery 
JOHN  W.  ZERDECKI.  MD — Cataract  and  Lens  Implant  Surgery 
Refractive  Surgery 

DORIS  E.  JENSEN,  MD— Medical  Ophthalmology 

DAVID  HENDRICKS,  MD— Medical  and  Surgical  Ophthalmology 

JAMES  A.  SAVAGE,  MD — Glaucoma  Consultation  and  Surgery 

308  S.  Henderson,  Fort  Worth,  Texas  76104 
817  355-5435.  appointments  817  335-6070 
se  habla  espanol 


RAND  SPENCER,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous  Orthopedic  Surgery 


555  Wadley  Tower.  Baylor  Medical  Plaza, 
3600  Gaston  Avenue.  Dallas.  Texas  75246 
Telephone  214  821-4540 


RETINA-VITREOUS  ASSOCIATES 

W.  Rex  Hawkins.  MD 
Van  W.  Teeters.  MD 

Limited  to  Retina  and  Vitreous 

6436  Fannin,  Houston.  Texas  77030;  713  797-1531 


BELLAIRE  EYE  ASSOCIATES 
Warren  D.  Cross,  MD 

6802  Mapleridge,  Bellaire,  Texas  77401 
Telephone  713  666-4224 


HAROLD  GRANEK,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Medical  Tower,  Suite  220.  1550  West  Rosedale. 

Fort  Worth.  Texas  76104;  817  332-6200 


EYE  ASSOCIATES  OF  SAN  ANTONIO 

343  W.  Houston,  Rosa  Verde  Towers  #709 
San  Antonio,  Texas  78205;  512  225-6705 

Diseases  and  Surgery  of  the  Eye 

Gilberto  Aguirre,  MD,  PA 
Roberto  San  Martin,  MD,  PA 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

James  W.  Speights,  MD 


L.  Ray  Lawson,  MD 
George  Truett  James,  MD 
Robert  D.  Vandermeer.  MD 
Wynne  M.  Snoots,  MD 
R.  Stephen  Curtis.  MD 
William  A.  Bruck,  MD 
W.  Z.  Burkhead,  Jr.  MD 

W.  B.  CARRELL  MEMORIAL  CLINIC 

A Professional  Association 

2828  Lemmon  Ave..  Dallas,  Texas  75204;  214  521-2191 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue.  Fort  Worth.  Texae;  817-335-4316 

Louie  J.  Levy,  MD,  PA 
Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders.  MD 
James  M.  Beckley.  MD 
Joseph  H.  Gaines.  MD 
Steven  J.  Mackey.  MD.  PA 


F.  Carlton  Hodges.  MD 
J.  Price  Brock.  Jr.  MD 
Mervyn  B.  Fouse.  MD 
John  H.  Judd.  Jr.,  MD 

ORTHOPEDIC  ASSOCIATES  OF  ABILENE 

Diplomates  American  Board  of  Orthopedic  Surgery 
1701  Pine  Street,  Abilene,  Texas  79601 


HOUSTON  ORTHOPEDIC  CENTER 

Donald  T.  Lazarz.  MD 
Lee  C.  Detenbeck.  MD 
Thomas  S.  Padgett,  MD 
John  J.  DeBender.  MD 

Twelve  Oaks  Tower,  4126  Southwest  Freeway,  Suite  200. 

Houston.  Texas  77027;  713  622-5100  and 

Parkway  Towers  Professional  Building,  Suite  202, 

150  West  Parker  Road,  Houston.  Texas  77076;  713  691-3P95 


TMA  Action  monthly  newsletter 

. . . Another  service  of  your  association 
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LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 
Orthopedic  Surgery — Surgery  of  the  Hand 

Royce  C.  Lewis.  Jr.  MD 
Kenneth  C.  Scholz,  DDS,  MD,  PA 
John  Paul  Theo,  MD,  PA 
Robert  A.  Peinert,  Jr..  MD 

3702  21st  St.  Suite  9.  Lubbock.  Texas  79410;  806  795-8261 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel.  Jr.  MD 

E.  E.  Rising,  Jr,  MD,  Emphasis  on  Hand  Surgery 
C.  Poindexter,  MD 

C.  R.  Vavrin,  MD,  Emphasis  on  Sports  Medicine 
Diplomates  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012;  817  261-8284 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

F.  Leon  Ware,  MD  Huntly  G.  Chapman.  MD 

Dan  R.  Sutherland,  MD  Phillip  E.  Hansen.  MD 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 

R.  Dan  Loyd,  MD 

Orthopedic  Surgery 

3600  Gaston  Avenue.  Suite  303.  Dallas.  Texas  75246;  214  823-7090 
Medical  City  Dallas  II.  7777  Forest  Lane.  Suite  2116. 

Dallas.  Texas  75230;  214  661-7010 


HOUSTON  ORTHOPEDIC  CLINIC 

Joieph  Barnhart.  MD 
H.  Kendall  Hamilton.  MD 

5620  Greenbriar.  Houston.  Texas  77005 
Telephone  713  526-6262 

ORTHOPEDIC  FOOT  SURGERY  ASSOCIATES 
Surgery  & Diseases  of  the  Foot  and  Ankle 

Charles  E.  Graham.  MD 

8345  Walnut  Hill  Lane.  Suite  105.  Dallas  75231;  214  369-4361 
Donald  M.  Mauldin.  MD 

6161  Harry  Hines,  Suite  220.  Dallas  75235;  214  630-8646 


ANGELO  L.  OTERO,  MD.  AAOS.  FACS 

A Professional  Association 

Orthopedic  Surgery,  Arthroscopy, 
Arthroscopic  Surgery 

Medical  Tower  Building,  1550  West  Rosedale.  Suite  410. 
Fort  Worth.  Texas  76104;  817  336-3906 
Answered  24  Hours 


Otolaryngology 


Drs.  Morton,  Blumenfeld  & Charbonneau,  PA 
ENT,  ENT  Allergy,  Cosmetic  Facial  Surgery 

R.A.D.  Morton,  Jr..  MD.  FACS 

Ronald  J.  Blumenield,  MD,  FACS 

Paul  A.  Charbonneau,  MD,  FACS 

Diplomates,  American  Board  of  Otolaryngology 

1733  Curie,  Suite  100,  El  Paso,  Texas  79902;  915  533-5461 

9398  Viscount.  1-E.  El  Paso.  Texas  79925;  915  592-8666 


Pathology 


FORT  WORTH  MEDICAL  LABORATORIES 

Dorothy  Patras,  MD 

Anatomic  Pathology  and  Consultation  in 
Clinical  Pathology 

1400  Pennsylvania  Avenue.  Fort  Worth.  Texas  76104 
Mailing  address;  P.O.  Box  1118.  Fort  Worth.  Texas  76101 
Telephone  817  336-7137 


I.  S.  WILKENFELD,  MD.  MEDICAL  LABORATORIES, 
INC. 

J.  S.  Wilkenfeld,  MD 

Diplomat#  of  the  Americas  Board  oi  Pathology 

Anatomical  Pathology,  Clinical  Pathology 
Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.O.  Box  55008  Houston.  Texas  77055;  713  468-0738 
Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 


AUSTIN  PATHOLOGY  ASSOCIATES 
MEDICAL  PARKWAY  CLINICAL  LABORATORY 

Anatomic  and  Clinical  Pathology,  Electron 
Microscopy,  Cytology  and  Dermatopathology 

Computerized  Results  Reporting  With  Telecommunications  Available 

A.  Q.  Da  Silva.  MD  Paul  A.  LeBourgeois.  MD 

Donald  A.  Parsons,  MD  Phillip  C.  Collins.  MD 

William  J.  Reitmeyer.  MD  David  R.  Ralph.  MD 

RENAL  PATHOLOGY:  Gerald  A.  Beathard.  MD 
Main  Lab:  711  W.  38th  Street — Suite  C-Il,  Austin.  Texas  78705 
Mailing  Address:  P.O.  Box  9806.  Austin.  Texas  78766-0806 
Telephone:  512  452-2529 

Specimens:  Mail  to  Main  Lab 
Office  Pickup  Service  in  Austin  Area 


G.  S.  GILL,  MD,  PA 

Orthopedic  Surgery — Surgery  of  the  Hand 

3601  22nd  Place,  Lubbock.  Texas  79410 
Telephone  806  797-9119 


ORTHOPEDIC  SURGERY,  TEXAS  TECH  UNIV. 
SCHOOL  OF  MEDICINE 

Gerald  S.  Laros,  MD,  Low  Back  Problems 

Robert  F.  McCarron  II.  MD,  Traumatology  and  Spinal  Surgery 
William  W.  Robertson,  Jr.,  MD,  Pediatric  Orthopaedic  Surgery 
Robert  P.  Yost,  MD,  Sports  Medicine,  Arthroscopic  Surgery 
Gerhard  E.  Maale,  MD,  Musculoskeletal  Tumor  Surgery. 

Adult  Reconstructive  Surgery 
Health  Sciences  Center  Building.  3601  4th.  Lubbock  79430 
Orthopaedic  Clinic,  806  743-2475;  Cerebral  Palsy  Clinic.  806  743-3028 

ORTHOPAEDIC  SURGERY  ASSOCIATES  OF 
SAN  ANTONIO,  PA 

Jesse  C.  DeLee,  MD  John  A.  Evans,  MD 

Diplomates  ABOS  Fellows  AAOS 

Athletic  Medicine,  Reconstructive  and  Traumatic 
Surgery  of  the  Foot,  Knee  and  Hip 

414  Navarro,  Suite  1128,  San  Antonio,  Texas  78205;  512  225-6045 
7711  Louis  Pasteur,  Suite  209,  San  Antonio,  Texas  78229;  512  697-9888 


Representing  TMA's  legislative  views 


. . . Another  service  of  your  association 


Physical  Medicine  & Rehabilitation 


WARM  SPRINGS  REHABILITATION  HOSPITAL 
GONZALES  WARM  SPRINGS  FOUNDATION.  INC. 

P.O.  Box  58.  Gonzales,  Texas  78629 
Facilities  for  Physical  Restoration 

Physical  Therapy.  Occupation  Therapy,  Speech  Therapy, 

Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 
David  E.  Gumper.  Administrator 
Larry  E.  Browne,  MD,  Medical  Director 


ROBERTO  G.  ROLFINI,  MD 

Diplomats  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  226-2424 


Plan  to  attend  1985-1986  TMA  meetings: 

Fall  Conference — Austin 
September  20,  1985 

Winter  Conference — Austin 
February  8,  1986 

Annual  Session — Dallas 
May  7-11,  1988 
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Plastic  Surgery 


Thomas  D.  Cronin,  MD,  FACS  Laurence  E.  Wolf,  MD,  FACS 
Raymond  O.  Brauer,  MD,  FACS  Benjamin  E.  Cohen,  MD,  FACS 
Thomas  M.  Biggs,  MD,  FACS  Ernest  D.  Cronin,  MD,  FACS 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

7000  Fannin  St.,  Suit*  2400,  Houston,  Texas  77030;  713  795-5930 


HOUSTON  PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks.  MD,  FACS 
lonathan  I.  Dora,  MD,  FACS 
David  J.  Katrana,  DDS,  MD,  FACS 
fames  B.  StafioH,  IV,  MD 
David  A.  Lee,  MD 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

6560  Fannin,  Suit*  750,  Houston,  Texas  77030;  795-5575 


FORT  WORTH  PLASTIC  SURGERY  CLINIC 
David  A.  Grant,  MD,  FACS 

Diplomate  American  Board  oi  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic  and  Reconstructive  Plastic  Surgery 
Raymond  A.  Faires,  MD 

Diplomats  American  Board  oi  Surgery 

Plastic  and  Reconstructive  Surgery 
Hand  and  Micro  Surgery 

606  Medical  Plaza  Building 

800  Eighth  Avenue.  Fort  Worth,  Texas  76104 

817  335-4752  817  332-9441 


VALENTIN  GRACIA,  MD,  FACS,  FICS 

Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic  Surgery — Bums 

1001  W.  Rosedale,  P.O.  Box  2476,  Fort  Worth,  Texas  76113;  817  336-0446 


WILLIAM  E.  BARNES,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Cosmetic  Surgery 

Plastic  <£  Reconstructive  Surgery 

1301  West  38th  Street,  Suite  608,  Austin,  Texas;  454-7659 


JOHN  E.  CARTER,  MD,  PA 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

7711  Louis  Pasteur  Drive,  Suite  801,  San  Antonio,  Texas  78229 
Telephone:  (Area  Code  512)  Office  696-2380  Medical  Exchange  227-6331 


JACK  L.  CONLEE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

CHIU  ROBINSON,  MD 
Plastic  and  Cosmetic  Surgery 

613  Elizabeth,  Suite  401,  Corpus  Christi,  Texas  78404;  882-4566 


PLASTIC  SURGERY  ASSOCIATION 

Leonard  Koch,  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3601  21st  Street.  Suite  5,  Lubbock,  Texas  79410;  806  792-2313 


STEPHEN  C.  LESAUVAGE.  MD 

Diplomats  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

825  Medical  Drive,  Tyler,  Texas  75705;  214  593-8296 

JOSEPH  P.  FLEMING,  MD,  FRCS(C).  FACS 
Plastic  and  Reconstructive  Surgery 

1213  Hermann  Drive,  Suit*  645,  Park  Plaia  Professional  Building 
Houston,  Texas  77004;  713  524-7545 


JAMES  L.  MOORE,  MD,  FACS,  PA 

Diplomats  American  Board  oi  Plastic  Surgery 

Plastic  and  Reconstructive  Surgery 

1200  Binz,  Suite  730 

Houston,  Texas  77004;  713  526-6161 


PLASTIC  SURGERY  CUNIC  OF  AUSTIN 

Robert  A.  Ersek,  MD 
U.  Gadaria.  MD,  FACS 

Diplomates  of  American  Board  of  Plastic  Surgery 

Aesthetics,  Plastic,  Reconstructive, 
Suction  Lipectomy,  and  Hand  Surgery 

30th  & Red  River,  Austin,  Texas  78705 
24  HR#  512  479-6805  & 512  474-HAND 


The  Burn  Care  Associates  has  been  organized  to  provide  care  for 
burned  patients.  Care  for  every  phase  of  burn  trauma  will  be  provided 
from  resuscitation  to  late  rehabilitation. 

John  E.  Carter,  MD  David  Mclnnis,  MD 

Lebaron  W.  Dennis,  MD  Donald  Novick,  MD 

Michael  M.  Duffy,  MD  Millie  Smith,  Coordinator 

Joe  Ford,  MD 

BURN  CARE  ASSOCIATES 

302  Oak  Hills  Building.  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 
Telephone  512  694-0973 

ROBERT  M.  WRIGHT,  JR.,  MD 
VALERIE  WRIGHT,  MD 

Plastic.  Reconstructive,  Hand 
and  Microvascular  Surgery 

1700  Providence  Drive,  Waco.  Texas  76707 
Telephone  817  756-0111 


TEODORO  A.  SAIEH,  MD,  PA 

Plastic  and  Reconstructive  Surgery, 
Cosmetic  Surgery,  Hand  Surgery 

2601  Hospital  Blvd.,  202-B,  Corpus  Christi  78405 
Telephone  512  884-9575 


ROGER  D.  HARMAN,  MD 

Aesthetic,  Plastic  and  Reconstructive  Surgery 

Hand  and  Microsurgery 

747  Eighth  Avenue,  Fort  Worth,  Texas  76104 
817  335-4044 


TMA  Physician  Health  and  Rehabilitation 


Call  Hotline— 512  477-5575 


TMA  HealthWise  Series 


. . . Another  service  oi  your  association 
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TEXAS  MEDICINE 


Psychiatry 


DALLAS  PSYCHIATRIC  ASSOCIATES, 
A PARTNERSHIP 


ROBERT  E.  HAZLEWOOD,  MD 

Psychiatry,  Somatic  Therapies,  Alcoholism  and 
Drug  Abuse,  Individual  & Group  Psychotherapy, 
(Adults  & Adolescents — Hospitalization  & Outpatient) 

Department  of  Psychology 

Medical  Science  Psychiatric  Center 

711  W.  38th,  Suite  C-4,  Austin,  Texas  78705;  512  458-9286 


GONZALO  A.  AILLON,  MD 
Psychiatry-Bilingual 


Inpatient  and  Outpatient  Services  for 
Adolescent  Psychiatry,  Adult  Psychiatry, 
Treatment  of  Alcoholism 


Larrie  W.  Arnold,  MD 
David  R.  Baker,  MD 
Gary  L.  Etter,  MD 
Bradford  M.  Goff,  MD 
Fred  L.  Griffin,  MD 
loel  A.  Holiner,  MD 


R.  Sanford  Kiser,  MD 
William  R.  Lynch,  MD 
Claude  R.  Nichols,  MD 
William  M.  Pederson,  MD 
Leslie  H.  Secrest,  MD 
Angela  M.  Wood.  MD 


Brookhaven  Professional  Plaza,  LBJ  at  Webbs  Chapel 

10  Medical  Parkway,  Suite  304.  Dallas.  Texas  75234 

Medical  City  Dallas.  7777  Forest  Lane,  Suite  2411,  Dallas,  Texas  75230 

Telephone  214  247-1150 


3450  Wheatland  Road,  Suite  120 

Dallas.  Texas  75211;  214  296-6241  PullllOIlCiry  DiS@GSGS 


RICHARD  G.  JAECKLE,  MD 
Psychiatry 

Diplomate,  American  Board  Psychiatry  <&  Neurology,  Child  Psychiatry 
Diplomats.  American  Board  Psychiatry  & Neurology.  Psychiatry 

Presbyterian  Professional  Building  II,  Suite  404. 

8220  Walnut  Hill  Lane.  Dallas.  Texas  75231;  214  696-0964 


C.  MARSHALL  BRADSHAW,  MD,  PA 
Psychiatry,  Somatic  Therapies 
Clinical  Electroencephalography 

Suite  722,  1550  W.  Rosedale,  Fort  Worth,  Texas  76104 
Telephone  817  335-9409 


John  R.  Burk.  MD,  FACP  David  R.  Stoop.  MD.  FACP.  FCCP 

Mitchell  C.  Kuppinger,  MD,  FCCP  W.  Steven  Trombold.  MD,  FCCP 
David  M.  Webb.  MD.  FCCP  David  H.  Plump,  MD 

Diplomates  of  American  Board  of  Internal  Medicine 

PULMONARY  CONSULTANTS  OF  TEXAS.  PA 

Physiology,  Diagnosis  Therapy,  Bronchoscopy, 
Pulmonary  Function,  Intensive  Care,  Pulmonary 
Angiography,  Pulmonary  Rehabilitation, 

Sleep  Apnea 

1413  Eighth  Avenue.  Suite  A.  Fort  Worth.  Texas  76104;  817  926-0242 

801  Road  to  Six  Flags  West,  Suite  137,  Arlington,  Texas  76012; 

817  461-0201  (Metro) 


TIMBERLAWN  PSYCHIATRIC  HOSPITAL 

Inpatient  and  Outpatient  Services  for  Child. 

Adolescent  and  Adult  Psychiatry 

Jerry  M.  Lewis,  MD 
Doyle  I.  Carson.  MD 
Keith  H.  Johansen,  MD 
James  K.  Peden.  MD 
Charles  G.  Markward.  MD 
Byron  L.  Howard,  MD 
Roy  H.  Fanoni,  MD 
Mark  P.  Unterberg.  MD 
John  G.  Looney.  MD 
Kathleen  B.  Erdman,  MD 
Don  C.  Payne.  MD 
Mark  J.  Blotcky.  MD 
L.  Dwight  Holden,  MD 

4600  Samuell  Blvd.,  Dallas,  Texas  75228 
214  381-7181 


Radiology 


THERAPEUTIC  RADIOLOGY  AT 
MEMORIAL  HOSPITAL 

Radiotherapy  Department 
7600  Beechnut 
Houston,  Texas  77074 

713  776-5622  Day  Phone 

713  776-5170  Night  and  Weekends 

Carlos  H.  Fernandez,  MD 

Diplomats  American  Board  of  Therapeutic  Radiology 

Practice  Limited  to  Radiation  Oncology 
External  or  Internal  Irradiation 
Inpatient  and  Outpatient  Services 


Rheumatology 


Paul  M.  Hamilton,  MD 
Jerry  M.  Lewis,  III.  MD 
Tom  G.  Campbell.  MD 
Jeffrey  Glass,  MD 
Grover  M.  Lawlis,  MD 
Conway  McDonald,  MD 
Gary  L.  Malone,  MD 
Edgar  P.  Nace,  MD 
Ernest  N.  Brownlee,  MD 
Michael  Madigan,  MD 
Perry  Talkington,  MD 
Joseph  D.  Gaspari,  MD 


TITUS  HARRIS  CLINIC 

Inpatient  & Outpatient  Services 
(Open  and  Closed  Units) 

Practice  limited  to  Psychiatry 

E.  C.  McDonald,  Jr.,  MD — Individual  and  Group  Psychotherapy 
Grace  K.  Jameson,  MD — Child.  Adolescent  and  Family  Psychiatry 
E.  Ahmed  Zein-Eldin.  MD — General  Psychiatry,  Somatic  Therapies 
William  W.  Bondurant,  III,  MD — General  Psychiatry,  Somatic  Therapies 
A.  O.  Singleton.  Ill,  MD — General  and  Adolescent  Psychiatry 
J.  B.  Rust.  MD — Substance  Abuse  Program.  Child  Psychiatry 
Constance  Stout,  ACSW — Individual  and  Family  Psychotherapy 
Pam  Peirsol.  ACSW — Individual  and  Family  Psychotherapy 
Ann  Brestrup.  ACSW — Individual  and  Family  Psychotherapy 
Mary  Middleton,  ACSW — Individual  and  Family  Psychotherapy 

200  University  Boulevard.  Suite  620,  Galveston,  Texas  77550 
Telephone  713  765-6321 


TMA  Memorial  Library 

. . . Another  service  oi  your  association 


DON  E.  CHEATUM.  MD,  FACP,  FCCP 

Diplomat#  American  Boards  oi  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas.  Texas  75204;  823-4151 


Thoracic  Surgery 


ALLAN  L.  GRAHAM,  MD.  FACS* 

KARAMAT  U.  CHOUDHRY,  MD.  FACS 
ROBERT  W.  MILEY.  MD.  FACS 
RICHARD  L.  SHEPHERD,  MD 

Diplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 
'Also  certificate  of  special  qualification  in  general  vascular  surgery. 
American  Board  of  Surgery 

Cardiac.  Thoracic  and  Vascular  Surgery  Associates 
515  South  Adams.  Fort  Worth.  Texas  76104;  817  332-7878 
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RICHARD  E.  WOOD,  MD 
ROBERT  E.  RAWITSCHER,  MD 
THOMAS  P.  MEYERS,  MD 
Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3G00  Gaston  Avenue, 
Suite  404,  Dallas,  Texas  75246;  214  827-3890 
Hours  By  Appointment 


BERNARD  R.  JACK,  MD,  PA,  FACS 

Diplomate  American  Board  of  Surgery  and 
American  Board  of  Thoracic  Surgery 

Cardiac,  Vascular  & Thoracic  Surgery 

800  Eighth  Avenue,  Suite  432,  Fort  Worth,  Texas  76104 
817  336-1700 


JIM  S.  GARZA,  MD 
Cardiovascular  and  Thoracic  Surgery 

American  Board  of  General  Surgery 
American  Board  of  Thoracic  Surgery 

Practice  in  The  Methodist  Hospital 

Texas  Medical  Center,  7707  Fannin,  Suite  280, 

Houston  77054;  713  795-5527 


Urology 


ELGIN  W.  WARE,  JR,  MD 
GEORGE  E.  HURT,  JR,  MD 
L.  MICHAEL  GOLDSTEIN,  MD 
STEVE  M.  FROST,  MD 
Urology 

3600  Gaston  Avenue,  Dallas,  Texas  75246 


THE  UROLOGY  CLINIC 

Dolphus  E.  Compere.  MD 
Grant  F.  Beglev,  MD 
Hugh  Lamensdorf,  MD 
Ira  N.  Hollander,  MD 

Diplomates  of  American  Board  of  Urology 

Box  11340,  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 
817  336-5711 


EUGENE  R.  TODD,  MD,  PA 

Diplomats  of  the  American  Board  of  Urology 
Fellow  of  the  American  College  of  Surgeons 
Fellow  of  the  Society  for  Pediatric  Urology 

Urology — Adult  and  Pediatric 

3600  Gaston  Avenue,  Baylor  Medical  Center  Plaza, 
Wadley  Tower,  Suite  755.  Dallas,  Texas  75246 
214  826-3500 


DALLAS  UROLOGY  ASSOCIATES 

David  D.  Reisman.  MD,  PA 
Donald  J.  Logan.  MD  PA 
Donald  L.  McKay,  MD.  PA 
Christopher  D Fetner,  MD,  PA 

Diplomates  of  American  Board  of  Urology 

Medical  City  Dallas.  7777  Forest  Lane.  Suite  230,  Dallas,  Texas  75230 
Telephone:  214  233-7765  Answered  24  Hours 


WILLIAM  L MULCHIN,  MD,  FACS 

Diplomats  of  American  Board  of  Urology 

Adult  and  Pediatric  Urology 

10  Medical  Parkway.  Suite  207.  Professional  Plaza  3,  Dallas,  Texas  75234; 
214  241-3975  (Answered  24  hrs) 

3900  W.  15th.  Suite  #408.  Plano,  Texas  75075;  214  867-3928 


KIRBY  B.  TARRY,  MD,  FACS 

Diplomate.  American  Board  of  Urology 

Adult  and  Pediatric  Urology 

Impotence  with  Prosthesis-Vasovasostomy 

1405  West  Illinois,  Midland,  Texas  79701 
915  687-4553 


TMA  Community  Medical  Forum 

. . . Another  service  oi  your  association 
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TEXAS  MEDICINE 


Classified  Advertising 


Physicians  Wanted 


NEEDED:  EMERGENCY  PHYSICIANS,  North  Central  Texas  area,  lull 
and  part-time.  For  an  application  call  817-336-8600  or  write  Emergency 
Medicine  Consultants,  P.A.,  1333  Merrimac  Circle,  Suite  202,  Fort  Worth, 
Texas  76107. 


SAN  JACINTO  METHODIST  HOSPITAL,  BAYTOWN,  TEXAS.  General 
practitioner,  lamilv  practitioner,  OB/Gyn,  psychiatrist.  Solo  or  group 
practice.  Home  ol  Exxon,  U.S.  Steel,  Gull.  High  income.  Bay  area  near 
Houston.  Outstanding  schools,  colleges.  Contact  Administrator,  1101 
Decker  Drive,  Baytown,  Texas  77520;  713-422-3405. 


EXPANDING  GROUP  NEEDS  SPECIALISTS  IN  pediatrics,  family  prac- 
tice, and  orthopedic  surgery.  Enjoy  practicing  medicine  with  our  28-man 
multi-specialty  group  located  in  a triendly  city  of  100,000  people  in 
north  central  Texas.  Close  to  everything,  but  away  from  big  city  proo- 
lems.  II  you  want  to  know  more  about  this  long  established  group 
(1919),  whose  city  has  a booming  economy,  call  collect  Dr.  David 
Pogue  at  817  766-3551.  Wichita  Falls  Clinic,  501  Midwestern  Parkway, 
Wichita  Falls,  Texas  76302 


PHYSICIANS  WANTED — Progressive  hospital  in  East  Texas.  Contact 
Paul  Bennett,  Administrator,  Gladewater  Municipal  Hospital,  300  West 
Upshur,  Gladewater,  Texas  75647;  telephone  214  845-2281. 


WANTED:  ORTHOPEDIC  SURGEON.  Position  available  with  twelve 
doctor  multispecialty  group  located  in  the  Medical  City  Dallas  com- 
plex in  North  Dallas.  All  benefits  paid  for  by  the  group,  afternoon 
off,  rotating  call  schedule.  Send  curriculum  vitae  to  Sharon  Phelps, 
Administrator,  7777  Forest  Lane,  Suite  240,  Dallas,  Texas  75230,  phone 
214  661-7707. 


WANTED:  GENERAL  PRACTITIONER/INDUSTRIAL  MEDICINE.  Position 
available  with  twelve  doctor  multispecialty  group.  All  benefits  paid 
by  the  group,  afternoon  off,  rotating  call  schedule.  Send  curriculum 
vitae  to  Sharon  Phelps,  Administrator,  Suite  240,  7777  Forest  Lane, 
Dallas,  Texas  75230.  Phone  214  661-7707. 


EMERGENCY  MEDICINE  OPPORTUNITIES — Part-time  and  full-time  posi- 
tions available  in  more  than  40  facilities  throughout  Texas.  Competitive 
houly  income  flexible  scheduling  without  on-call,  paid  professional 
liability  insurance  provided.  Week  days,  nights,  and/or  weekend 
shifts  available.  For  details  respond  in  confidence  to:  Spectrum  Emer- 
gency Care,  Inc.,  11494  Luna  Road,  Suite  205,  Dallas,  Texas  75234;  214 
869-0255. 


PHYSICIANS — We  have  positions  available  in  family  practice,  emer- 
gency medicine,  pediatrics,  Ob/Gyn,  internal  medicine,  gastroenterol- 
ogy and  orthopedic  surgery.  Call  Patsy  Bishop,  713  789-1550,  MEDEX, 
2401  Fountain  View,  Suite  510,  Houston,  Texas  77057.  From  outside 
Texas  call  800  231-7578. 


AGGRESSIVE  OB-GYN  to  practice  medicine  with  four  MDs  in  clinic 
located  in  community  of  approximately  4500  about  45  miles  northwest 
of  Fort  Worth.  Office  space  is  available.  Salary:  first  year,  $45,000- 
50,000  guaranteed;  second  year,  a percentage  of  what  you  make. 
Clinic  is  serviced  by  doctor-owned,  44-bed  hospital  which  is  equipped 
with  CRNA  on  staff,  physical  therapy,  radiology,  laboratory,  blood 
bank,  and  fully-equipped,  up-to-date  surgery.  Please  reply  to  Ad-523, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


TEXAS-SAN  ANTONIO  EMERGENCY  MEDICINE— Full  and  part-time 
positions  available  in  the  San  Antonio  area.  Excellent  pay.  Primary 
considerations  given  to  applicants  with  two  years  experience  in 
emergency  medicine  or  board  certified  or  board  eligible  in  emergency 
medicine,  family  practice,  internal  medicine  or  surgery.  Contact  Chuck 
Arnecke,  Emergency  Physicians  Associates,  604  Richmond  Ave.,  San 
Antonio,  TX  78215;  512  222-0746. 


ER  PHYSICIAN — If  you  are  an  experienced  ER  physician,  family  prac- 
titioner, general  surgeon  or  internist,  we  may  have  a place  tor  you 
1 in  our  ER  group.  Our  doctors  make  more  than  any  ER  physicians  in 
the  Houston  area  and  we  operate  out  of  comfortable,  triendly  com- 
munity hospitals.  Call  Greater  Houston  Emergency  Physicians  Asso- 
ciates at  713  861-7942. 


EAST  TEXAS  STATE  UNIVERSITY/Head  Student  Health  Services.  Ex- 
cellent location  55  miles  from  Dallas.  University  enrollment  of  approxi- 
| mately  8,000 — located  in  Commerce,  a city  of  7,500.  The  university 
j desires  to  employ  a physician  to  head  the  Student  Health  Center  and 
perform  other  university  related  health  studies.  Ideal  opportunity  for 
the  starting  physician  or  an  individual  who  wishes  a less  demanding 
schedule.  Competitive  salary  and  fringe  benefits  including  substantial 
time  off.  Must  be  interested  in  young  people,  possess  good  community 
skills,  and  be  able  to  function  as  an  administrator.  References  re- 
quired. Contact  Joe  Webber,  Assistant  Executive  Director,  Student 
Services,  ETSU,  Commerce,  Texas  75428;  214  886-5793. 


PRIVATE  PRACTICE  OPPORTUNITIES — Summit  Health  Ltd.,  a growing 
health  care  corporation,  is  seeking  qualified  physicians  for  associa- 
tion with  our  full-service,  JCAH  accredited  hospitals  in  West  Texas. 
Ideal  opportunities  are  available  in  general/family  practice,  internal 
medicine,  OB/GYN  and  orthopedic  surgery,  as  well  as  other  dis- 
ciplines. Excellent  financial  incentives,  in  addition  to  practice  start-up 
assistance  and  practice-building  support  available.  For  further  infor- 
mation, send  curriculum  vitae  to:  Cheryl  Newman,  Director  of  Physi- 
cian Recruitment,  Summit  Health  Ltd.,  1800  Avenue  of  the  Stars,  Los 
Angeles,  CA  90067;  213  201-4000. 


SOUTHEAST  TEXAS:  ESTABLISHED  three  clinic  operation  looking  for 
a family  practice  or  general  practitioner  with  experience.  Excellent 
hunting  and  fishing.  Only  l1/?  hour  drive  to  Houston.  Paid  malpractice 
and  attractive  compensation  package.  Send  CV  to  Robert  Morris,  2497 
Liberty,  Beaumont,  Texas  77702  or  call  409  838-2636. 

TEXAS  PRIVATE  PRACTICES.  DFW,  Houston,  San  Antonio,  and  other 
areas  in  many  fields.  Solo,  associate,  and  group.  Please  send  CV 
with  area  preferences  to  W.  Sanford  Smith,  Professional  Practice  Man- 
agement, Inc.,  900  Rockmead,  Kingwood,  Texas  77339. 


(1079)  (EXEMPT)  ASSISTANT  DIRECTOR  OF  HEALTH  $45,2 1 1 -$66,784 
yearly.  Nature  of  Work:  Acts  as  first  assistant  to  the  Health  Depart- 
ment Director  administering  a county-wide  public  health  program.  Acts 
on  behalf  of  the  director  in  all  phases  of  activities  involved  in  general 
health  maintenance.  Overall  goal  is  to  maintain  an  effective  community 
health  system.  Duties:  The  following  describes  some  of  the  major  duties 
and  responsibilities,  but  does  not  depict  all  of  the  other  duties  that 
may  be  assigned.  Assists  the  director  in  making  employee  appoint- 
ments, dismissals,  and  any  other  personnel  changes;  supervises  the 
preparation  ol  the  budget  and  monitors  financial  transactions  and  ac- 
counting activities  of  the  financial  transactions  and  accounting  activities 
of  the  department  for  review  by  the  director;  supervises  preventive 
measures  for  contagious  diseases  of  public  health  concern;  maintains 
understanding  and  cooperation  with  local  organizations  through  meet- 
ings and  attendance  at  public  health  related  functions;  gives  medical 
and  administrative  direction  on  special  surveys  regarding  pertinent 
local  health  problems;  plans  and  conducts  inservice  training  programs 
for  personnel.  Preferred  Qualifications:  Licensed  to  practice  medicine 
in  Texas  by  the  State  Board  of  Medical  Examiners.  Three  years  admin- 
istrative experience  in  public  health.  Considerable  knowledge  of  modern 
principles  and  methods  of  business  administration  in  municipal  govern- 
ment. To  apply:  City  of  San  Antonio  Personnel  Department,  111  Plaza 
De  Armas,  San  Antonio,  Texas  78205.  An  equal  opportunity  employer. 


(0161)  (EXEMPT)  PUBLIC  HEALTH  PHYSICIAN— $40, 620-$54  420  annual- 
ly. Nature  of  work — This  is  professional  work  responsible  for  directing 
all  activities  performed  in  the  communicable  control  division  of  the 
Metropolitan  Health  Department.  Supervision  is  exercised  over  the 
following  areas:  Tuberculosis  Nursing  Services,  Tuberculosis  Chest 
Clinic,  Venereal  Disease  Clinic,  Immunization  section  and  general 
support  section  which  totals  approximately  70  employees.  Performs 
administrative  and  logistical  control  of  the  division  and  supporting 
sections  to  include  budgeting,  staffing  and  requisition  of  supplies. 
Maintains  operational  control  of  the  division  and  subordinate  sections 
and  coordinates  immunization  and  epidemiologic  problems  with  en- 
vironmental health  and  nursing  divisions.  Acts  as  liaison  between  other 
departments  and  with  the  public  and  private  sector.  Oversees  and 
maintains  anti-rabies  control  measures  by  working  closely  with  animal 
control  facility  and  Bexar  County  Hospital  services.  Monitors  com- 
municable diseases  in  Bexar  County  and  the  procurement  of  necessary 
vaccines  and  biologic  products  necessary  to  prevent  or  control  such 
outbreaks.  Researches,  develops  and  promulgates  criteria  for  com- 
municable disease  control  in  coordination  with  local,  state  and  federal 
guidelines.  Performs  other  tasks  assigned  by  the  director.  Minimum 
qualifications — Graduation  with  an  MD  degree  from  a medical  school 
of  Grade  A standing  with  the  American  Medical  Association,  plus  one 
year  of  internship  in  an  approved  hospital  and  one  year  of  full-time 
aid  experience  in  public  health  preferably  in  a recognized  public 
ealth  agency.  A license  to  practice  medicine  in  Texas  must  be  obtained 
prior  to  appointment.  To  apply — City  of  San  Antonio  Personnel  Depart- 
ment, 111  Plaza  De  Armas,  San  Antonio,  Texas  78205.  An  equal  oppor- 
tunity employer. 


ONE/TWO  BE/BC,  OB/GYNs  to  buy  out/take  over  established  young, 
expanding  OB/GYN  practice.  (Gross  $200-300,000).  Central  Texas. 
Ideally  would  suit  two  friends  finishing  their  residency  and  wishing 
to  set  up  practice  together.  Basically,  this  is  an  offer  of  a lifetime! 
Contact  early — "Time  is  of  the  essence."  Reply  to  Ad-530,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


POSITIONS  AVAILABLE  IMMEDIATELY— Seeking  BC/BE:  OB/GYN, 
HEM/ONC,  PLS  surgeon,  urologist,  and  general  internist  to  join  seven- 
member  rapidly  expanding  muftispecialty  clinic  in  the  sunbelt.  Contact 
Robert  J.  Knapp,  Administrator,  Skinner  Clinic,  124  Dallas  St.,  San 
Antonio,  Texas  78205. 


FAMILY  PRACTITIONER  WANTED  to  join  active  two-man  practice  in 
a rural,  friendly  community  in  Central  Texas.  Good  schools.  Fishing, 
hunting,  golfing.  Nearby  beautiful  lake.  Fully  equipped  clinic  ad- 
jacent to  40  bed  hospital  with  up  to  date  technology.  Guaranteed 
salary  with  bonus  potential.  No  initial  investment.  Send  CV  to  DeLeon 
Clinic,  DeLeon,  Texas  76444. 


PRIMARY  CARE  SPECIALISTS — Directorship  and  staff  openings  in  lake 
area  ambulatory  clinic  opening  August,  1985,  southeast  of  Dallas. 
Competitive  salary,  malpractice  paid.  Send  CV  or  call  Robert  L. 
Brannon,  MD,  Trinity  Valley  Minor  Emergency  Clinic,  8305  Walnut  Hill 
Lane,  Suite  200,  Dallas,  TX  75231;  214  368-3232. 


NEEDED  IN  AUSTIN,  Texas — Pediatrician,  internist  and  obstetrician/ 
gynecologist  for  a new  multispecialty  group.  Please  send  resume,  in- 
cluding availability  and  salary  expectations  to  Ad-546,  TEXAS  MEDI- 
CINE, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


WANTED:  BC  OR  BE  FAMILY  physician.  Practice  in  northeast  Texas, 
to  include  OB.  Call  or  write;  Ellington  Memorial  Clinic,  322  E.  Hiram, 
Atlanta,  Texas  75551;  214  796-2868. 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $30.00  (U.S.  currency)  per  issue  for  50  words  or 
less,  payable  in  advance.  Ad  numbers  can  be  substituted 
for  formal  addresses  upon  request  at  no  extra  cost.  Name 
and  address  of  ad  number  listings  cannot  be  given  out 
unless  specific  permission  to  do  so  has  been  given.  The 
advertising  office  will  not  contact  ad  number  holders  ex- 
cept by  mail.  Federal  laws  prohibit  references  to  race, 
color,  religion,  sex,  national  origin,  or  age  unless  bona  fide 
occupational  qualifications.  Copy  deadline  is  the  5th  of 
the  month  preceding  publication.  Send  copy  to  Advertising 
Manager,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.. 
Austin,  Texas  78701. 
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ARE  YOU  LOOKING  FOR  A PAVED  HIGHWAY  toward  financial  suc- 
cess— where  you  will  receive  referrals  from  other  doctors  because  they 
are  too  busy  or  retiring — where  there  is  no  animosity  towards  new 
physicians?  Immediate  openings  for  family  physicians,  ob/gyns,  in- 
ternists, pedis,  orthopods,  ana  surgeons  in  smaller  towns  in  Texas. 
Contact  Texas  Doctors  Group,  702  Colorado,  Suite  102,  Austin,  Texas 
78701;  512  476-7129.  Toll  free  in  Texas  1-800-331-8472. 

PHYSICIAN  NEEDED  FOR  URGENT  CARE  facility  in  fast  growing  com- 
munity in  West  Texas.  Knowledge  and  experience  in  primary  care  and 
out-patient  practice  required.  Generous  salary,  benefits,  and  incentive 
program.  Send  inquiries  to:  EGY  Corp.,  Box  1447,  Shawnee,  Oklahoma 
74801;  405  275-165U. 

JULY — LUFKIN.  EXPERIENCED  emergency  room  physician  needed  for 
modern,  well-equipped  emergency  department.  Pleasant  atmosphere, 
good  staff  and  back  up.  8000+  patients  annually.  Director's  package 
includes  director's  stipend,  malpractice,  CME,  relocation,  and  bonus, 
Applicants  must  be  American  board  certified  or  board  eligible  or  have 
significant  experience.  Send  CV  or  call  Keith  D.  Williams,  MD,  Emer- 
gicare  Systems  Corporation,  3101  South  27th  Street,  Abilene,  TX  79605; 
915  695-5440. 

IMMEDIATE  OPENING:  EXCELLENT  opportunity  for  a specialist  in 
FP,  OB/GYN,  IM,  general  surgery,  or  industrial  medicine  to  join  well- 
established  and  rapidly  expanding  family  practice  group  in  San  An- 
tonio. Our  facility  is  fully  equipped  as  a total  health  care  center  with 
laboratory,  x-ray,  stress  testing,  holter  monitoring,  and  pulmonary 
function  testing  already  established.  Plans  are  underway  to  move  to 
a larger  facility  and  offer  increased  services.  We  offer  competitive 
guaranteed  salary,  corporate  benefits  with  paid  professional  liability, 
administrative  and  support  staff,  affiliation  with  large  community  hos- 
pitals, and  call  sharing  opportunities.  Requires  well-rounded  abilities 
in  both  an  out-patient  and  hospital  practice.  Board  certification  or 
eligibility  required.  Dedication  to  high  quality,  excellent  patient 
empathy  and  communicative  skills  mandatory.  Leadership  skills  and 
entrepreneural  interest  in  practice  desirable.  Tremendous  growth  po- 
tential. Immediate  opening  due  to  building  expansion  and  broadening 
patient  base.  Send  CV,  references  to:  William  Gonzaba,  MD,  PA, 
c/o  The  Doctor's  Office,  2101  Lockhill-Selma,  Suite  208,  San  Antonio, 
Texas  78213. 

FRIENDLY  RURAL  COMMUNITY  in  south-central  Texas  looking  for 
family  practice  doctor  who  enjoys  quiet  country  living.  Fully-equipped 
and  staffed  clinic  with  well-established  oractice  offered  rent  free  for 
one  year.  Rotating  call  at  nearby  hospital  every  5th  weekend  and  one 
night  per  week.  Call  Moulton  Community  Medical  Clinic,  512  596-4675 
between  8 and  5. 

GENERAL  SURGEON  SOUGHT  for  association  with  78-bed  hospital  in 
West  Texas.  Dynamic,  growing  community  offers  a stable  economy, 
low  taxes  and  superb  nousing.  Hospital  provides  guaranteed  first- 
year  income,  office  and  staff  support  and  assistance  in  establishing 
practice.  For  more  information  send  curriculum  vitae  to  Patty  Fitz- 
simmons, Director  of  Physician  Recruitment,  Summit  Health,  Lta.,  4070 
Laurel  Canyon  Blvd.,  Studio  City,  CA  91604. 

WEST  TEXAS — BIG  SPRING  State  Hospital— psychiatrist  and  general 
physician  positions  available.  Texas  license  required.  JCAH  fully 
accredited  facility.  Excellent  para-professional  support  staff.  Psy- 
chiatrist salary  $60,400  to  $66,500  depending  on  qualifications.  General 
physician  salary  $58,200.  Excellent  benefit  package  including  40-hour 
work  week,  malpractice  protection,  retirement,  and  tax-sheltered  in- 
come program,  beautiful  friendly  sunbelt  location.  City  of  30,000  with 

good  schools  and  excellent  housing.  Contact:  Superintendent,  Big 
pring  State  Hospital,  P.  O.  Box  231,  Big  Spring,  Texas  79721;  915 
267-8216.  An  equal  opportunity/affirmative  action  employer. 

PHYSICIAN  CONSULTANT,  Office  of  Programs,  $55, 100-$58, 100  yearly. 
The  Texas  Department  of  Human  Resources  has  an  immediate  opening 
for  a physician  consultant.  Duties  include  analyzing  proposed  medical 
and  social  programs  from  a medical  perspective  and  devising  plans 
for  the  delivery  of  medical  and  social  programs.  Other  duties  include 
representing  the  agency  as  medical  liaison  with  various  committees, 
councils,  and  provider  organizations.  Minimum  qualifications  are  Doc- 
tor of  Medicine  degree  from  an  accredited  college  of  medicine  and  five 
years  of  professional  clinical  practice.  The  successful  applicant  must 
be  a member  of  or  join  the  Texas  Medical  Association  and/or  the  ap- 

fropriate  county  medical  society  within  six  months  of  employment. 

or  more  information,  please  contact  Larry  Corley,  Office  of  Programs, 
Texas  Department  of  Human  Resources,  P.O.  Box  2960,  Austin,  Texas 
78769,  or  call  512  450-3020.  An  equal  opportunity  employer. 

HCA  OWNS  OR  MANAGES  50  hospitals  in  Texas — Opportunities  for  all 
specialties  in  both  metropolitan  and  rural  areas.  Send  curriculum 
vitae  to:  Dan  Olphie,  HCA,  P.O.  Box  1575,  Nashville,  TN  37202  or  call 
1-800-251-1537. 

WANTED:  ORTHOPEDIC  SURGEON.  Orthopedist,  board  eligible  or 
certified  in  East  Texas  growth  area  to  associate  and  later  take  over 
retiring  solo  practice  of  a well  established  practice.  Please  reply  to 
Ad-532,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  TX  78701. 

ARIZONA-BASED  PHYSICIAN  RECRUITMENT  firm  has  positions  in 
Dallas/Ft.  Worth  area,  as  well  as  Central  and  West  Texas.  Profession- 
als working  with  professionals.  Over  13  years  experience.  Call  602 
795-7474;  or  send  CV  to:  Mitchell  & Associates,  Inc.,  2761  N.  Country 
Club  Rd.,  Suite  202,  Tucson,  AZ  85716. 

INTERNIST,  CERTIFIED  OR  BOARD  eligible  for  buy-out  of  senior  part- 
ner with  remaining  partner.  Complete  diagnostic  facility  in  3700  sq.  ft. 
office.  Dentist  and  pharmacy  occupy  offices  with  good  leases.  Grossing 
over  $400,000  annually  from  good  middle  class  patients.  Excellent  fi- 
nancing available.  Reply  to  Ad-547,  TEXAS  MEDICINE,  1801  N.  Lamar 
Blvd.,  Austin,  TX  78701. 

AUSTIN,  TEXAS— FAMILY/GENERAL  PRACTICE  to  work  Saturday  and/ 
or  Sundays  in  urgent  care  clinics.  30  hours  of  work  per  week  with 
incentives,  other  benefits  negotiable.  Call  or  write:  Dr.  Matthew  Vail, 
Austin  Medicenter,  6343  Cameron  Rd.,  Austin,  Texas  78723;  512  467-2052. 


EXPANDING  GROUP  has  immediate  opportunities  in  general  or  family 
practice,  non-invasive  cardiology,  internal  medicine,  and  OB/GYN. 
Enjoy  practicing  medicine  in  a friendly  West  Texas  city  of  25,000  peo- 
ple with  a serving  area  of  300,000.  If  you  want  to  know  more  about 
our  22  physician  multispecialty  group,  whose  city  is  progressing,  con- 
tact Rudy  Haddad,  MD,  Malone  and  Hogan  Clinic,  1501  W.  11th  Place, 
Big  Spring,  Texas  79720;  telephone  915  267-6361  or  800  262-6361,  Texas 
only. 


TEXAS,  NORTH  OF  DALLAS:  Family  physician  to  assume  practice  at 
hospital  affiliated  clinic.  Excellent  guaranteed  start-up  salary  and  lease 
arrangement.  Stable  patient  population  with  great  growth  potential. 
Contact:  Emergency  Consultants,  Inc.,  2240  South  Airport  Road,  Room 
29,  Traverse  City,  MI  49684;  1-800-253- 1795  or  in  Michigan  1-800-632-3496. 


TEXAS — PEDIATRIC  ANESTHESIOLOGIST:  Excellent  opportunity  avail- 
able for  BC/BE  pediatric  anesthesiologist  with  minimum  one  year 
pediatric  fellowship.  Be  second  person  in  exciting  practice  serving  two 
children's  hospitals.  Experience  in  pediatric  cardiology,  PICU,  NICU 
or  pulmonology  helpful.  Hospitals  offer  all  sub-specialties.  Must  be 
eligible  for  Texas  license  (FLEX  required).  Benefits  include  competi- 
tive salary,  malpractice,  profit  sharing  leading  to  partnership.  If  living 
in  a city  filled  with  cultural,  recreational  and  academic  facilities 
while  practicing  in  two  of  the  SW's  finest  hospitals  appeals  to  you, 
submit  a CV  with  three  references  to:  Search  Director,  P.O.  Box  2138, 
Fort  Worth,  Texas  76101. 


BEAUTIFUL  EAST  TEXAS  PINEY  WOODS  POSITIONS  available  for 

Primary  care  physicians.  No  minimum  qualifications.  Salary  negotiable. 

art-time  or  full-time.  Send  current  CV  or  call  214  668-4715,  Med-Care, 
P.O.  Box  687,  Hallsville,  Texas  75650. 


OB/GYN— BOARD  ELIGIBLE  OR  CERTIFIED  OB/GYN  physicians  needed 
to  associate  with  a full  service,  JCAH  accredited  hospital  in  a grow- 
ing community  in  Texas.  Excellent  financial  incentives,  practice 
start-up  assistance  and  practice-marketing  support  available.  Send 
curriculum  vitae  to:  Paul  Bodner,  Director  of  Physician  Relations, 
Charter  Medical  Corp.,  21520  S.  Pioneer  Blvd.,  Hawaiian  Gardens, 
California  90716;  213  865-0832. 


GENERAL  INTERNIST— BC/BE  NEEDED  in  Dallas/Fort  Worth  area  to 
join  solo  practitioner  in  rapidly  expanding  general  internal  medicine 
practice.  Individual  should  have  an  interest  in  the  medical  treatment 
of  chemical  dependency  and  substance  abuse.  Excellent  compensation 
package  with  ownership  potential.  Please  reply  to:  Fuller  & Associ- 
ates, 860  Airport  Freeway  West,  Suite  603,  Hurst,  Texas  76054;  817 
498-3333. 


TEXAS— PRIMARY  CARE  PHYSICIANS  AND  OB/GYN  needed  for  locum 
and  permanent  placements.  Excellent  financial  package,  practice  man- 
agement and  affiliation  with  a dynamic  healthcare  company.  CV  to: 
Beverly  Froley,  Westworld  Healthcare  Resources,  23832  Rockfield  Road, 
Lake  Forest,  California  92630;  1-800-847-1596. 


CLINICAL  DIRECTOR — To  $66,400,  depending  on  qualifications.  Under 
direction  of  Superintendent,  Clinical  Director  performs  highly  respon- 
sible clinical  and  administrative  functions,  in  dynamic,  progressive 
psychiatric  hospital  30  miles  east  of  Dallas,  Texas.  Requires  Texas 
license  and  board  certification  in  psychiatry.  Contact:  Superintendent, 
Terrell  State  Hospital,  P.O.  Box  70,  Terrell,  Texas  75160;  214  563-6452. 
EEO/AAP. 


TEXAS— FAMILY  PRACTICE  physician  wanted  for  rural  South  Texas 
community.  Easy  access  to  Corpus  Christi,  Victoria  and  beautiful 
resort  areas  along  the  Texas  Gulf  Coast.  Financial  support  and  relo- 
cation assistance.  Contact  Bruce  Giessel,  Administrator,  Refugio 
County  Memorial  Hospital,  Refugio,  Texas  78377;  512  526-2321. 


FAMILY  PRACTITIONERS — Board  eligible  or  certified  family  practi- 
tioners needed  to  associate  with  a full  service,  JCAH  accredited 
hospital  in  growing  community  in  Texas.  Excellent  financial  incen- 
tives, practice  start-up  assistance  and  practice-marketing  support 
available.  Send  curriculum  vitae  to:  Paul  Bodner,  Director  of  Physician 
Relations,  Charter  Medical  Corp.,  21520  S.  Pioneer  Blvd.,  Hawaiian 
Gardens,  CA  90716;  213  865-0832. 


PSYCHIATRIST,  Texas  licensed,  for  expanding,  flourishing  group  prac- 
tice (psychologist/clinical  social  workers).  Practice  serves  Killeen/ 
Fort  Hood  area  in  Central  Texas  with  population  150,000.  Opportuni- 
ties in  adult/child  psychiatry.  Beginning  salary  $50,000,  plus  bonus. 
Resume  to  David  Stulman,  PhD.  Associated  Counseling  Services,  455 
East  Central  Texas  Expressway,  Killeen,  Texas  76543. 


ATTENTION  PRIMARY  CARE  PHYSICIAN— We  have  a place  for  you. 
Primary  care  physician  for  small  town  medical-dental  clinic  in  Cold- 
spring, Texas.  Located  in  East  Texas,  one  hour  from  Houston.  Attractive 
clinic,  salary  guarantee.  ER  for  minor  emergencies  with  lab  and  x-ray 
within  clinic.  You  can  experience  a satisfying  personal  and  profes- 
sional lifestyle  free  from  the  business  aspects  and  economic  pressures 
of  office  management.  Salary  negotiable  based  on  qualifications  and 
experience.  Comfortable  friendly  lifestyle  of  rural  community  with 
ready  access  to  social  activities  and  professional  support  in  all 
specialties  in  the  immediate  and  nearby  (Houston)  area.  Please  sub- 
mit credentials  and  curriculum  vitae  to  Virginia  Hill,  Administrator, 
San  Jacinto  County  Health  Services,  Inc.,  P.O.  Box  279,  Coldspring, 
Texas  77331. 


PATHOLOGIST  ASSOCIATE — AP  AND  CP  certification  and  Texas  license 
required,  minimum  3-4  years  post  fellowship  experience  in  suraical 
pathology.  Contact:  512  692-8150  or  send  resume  to  P.O.  Box  29005, 
San  Antonio,  Texas  78229. 


Situations  Wanted 


WE  HAVE  PHYSICIANS  WHO  ARE  LOOKING  TO  JOIN  solo,  partner- 
ships, or  multispecialty  groups  in  the  Texas  area.  For  more  information 
call  Medical  Advisor'  Group,  Inc.;  214  758-9939. 


GENERAL  INTERNIST-FAMILY  PRACTITIONER.  37  years  old,  American 
graduate,  seeking  rural  or  urban  location  or  assumption/purchase  of 
active  primary  care  practice.  Extensive  experience.  Active  Texas 
license.  Reply  to  Ad-525,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701  or  call  915  584-9726. 


GENERAL  SURGEON  wanting  to  relocate.  Texas  license.  ABS.  Willing 
to  do  some  general  practice.  Will  consider  HMO,  freestanding  clinic, 
or  suitable  ER.  Available  immediately.  Please  reply  to  Ad-533,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


LOCUM  TENENS — EXPERIENCED,  dependable  board  certified  diagnos- 
tic radiologist  with  additional  expertise  in  CT  and  ultrasound.  Avail- 
able for  locum  tenens  coverage  effective  July  1.  1685.  CV  sent  on 
request.  Please  replv  to  Ad-548,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 
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For  Sale  or  For  Rent 


ONE/TWO  BE/BC,  OB/GYN's  to  buy  out/take  over  established  young, 
expanding  OB/GVN  practice.  (Gross  $200-300,000).  Central  Texas. 
Ideally  would  suit  two  friends  finishing  their  residency  and  wishing 
to  set  up  practice  together.  Basically,  this  is  an  offer  of  a lifetime! 
Contact  early — "Time  is  of  the  essence."  Reply  to  Ad-530,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


THE  LARGEST  MEDICAL  SPECIALTY  SPACE  IN  ARLINGTON— 
Arlington  Medical  Plaza,  has  four  suites  available  ranging  from  1401 
sq.  ft.  to  2208  sq.  ft.  Ideal  location  two  blocks  north  of  Arlington 
Memorial  Hospital.  There  is  an  excellent  pharmacy,  lab,  and  radiology 
department,  as  well  as  optical  and  hearing  aid  dispensaries.  For  leas- 
ing information,  call  Ms.  Cooper  817  265-7862  or  Mr.  Rothrock  214 
696-8883. 


OPHTHALMOLOGIST  & ENT— a great  opportunity  awaits  you  at  the 
Arlington  Medical  Plaza  to  set  up  your  practice  in  the  largest  specialty 
space  in  Texas.  There  is  an  excellent  pharmacy,  radiology,  as  well  as 
complete  optical  shop  and  hearing  aid  dispensary.  Located  two  blocks 
north  of  an  outstanding  hospital.  Call  Ms.  Cooper,  817  265-7862  or 
Mr.  Rothrock,  214  696-8883. 


FOR  SALE:  ACTIVE  PRACTICE  in  an  underserved  area  of  Texas.  Town 
of  12,000,  county  of  16,000,  trade  area  of  20,000.  Medical  building  and 
instruments  included.  Ample  parking  area.  Grossing  over  $200,000. 
Please  reply  to  Ad-536,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701 


FOR  SALE:  Quality  internal  medicine  practice  for  sale  in  elite  North 
Dallas.  Gross  $300,000  plus,  Available  immediately.  Asking  $175,000. 
P.O.  Box  670913,  Dallas,  Texas  75367-0913. 


MEDICAL  OFFICE  SPACE  AVAILABLE— 3,000  square  feet,  two  blocks 
from  Richardson  Medical  Center,  Richardson,  Texas.  P.  I.  Chandler, 
Jr.,  MD,  214  231-7283. 


BUY — SELL — old  medical  books.  Specialty  surgery.  Chirugilib,  1350 
South  Main,  Suite  1200,  Fort  Worth,  Texas  76104  ; 817  335-8311. 


HOUSTON— FAMILY  PRACTICE  FOR  SALE,  close  to  Medical  Center. 
Large  patient  flow.  Good  gross  and  excellent  net.  Well  established 
practice.  Doctor  retiring.  Contact  Business  & Professional  Associates 
at  713  771-5011.  (TMH413) 


NORTHWEST  AUSTIN:  (Duval  Road)  1000-4000  square  feet  of  office 
space  available.  Build  to  suit.  Generous  finishout;  below  market  rents. 
Contact:  Nancy  Steele,  Bill  Milburn  Commercial,  512  331-6655. 


WOODYARD  & ASSOCIATES,  713  688-2201 — Practices — neurological, 
obstetrics,  general;  Properties — medi  clinics,  lease  space;  Equipment — 
head  CAT,  x-ray,  discogram.  "Medi-related  Brokers  Since  1965." 


Business  and  Financial  Services 


PHYSICIAN'S  SIGNATURE  LOANS  to  $50,000.  Up  to  seven  years  to  re- 
pay. No  prepayment  penalties  Prompt,  courteous  service.  Competitive 
fixed  rate,  with  no  points,  fees  or  charges  of  any  kind.  Physicians 
Service  Association,  Atlanta,  Georgia.  Toll  free  800-241-6905.  Serving 
MDs  for  over  ten  years. 


FOR  ADOPTION.  OUR  PATIENT  NEWSLETTER.  Save  your  time  to 

Sractice  medicine  while  we  help  keep  your  communication  lines  open. 

>ur  quarterly  educational  newsletter  gets  excellent  marks  with  patients 
for  its  content,  clarity,  and  quality.  Send  today  for  free  sample;  rates. 
Marilyn  Baker  & Associates,  PO  Box  9802-610,  Austin,  TX  78766;  Ph. 
512  346-6549. 


MEDICAL  EDITORIAL  SERVICES — Newsletters,  instruction  pamphlets, 
etc.  Physician  written  and  edited  HEALCON,  Inc.  Robert  J.  Turner,  III, 
MD,  Editor-in-Chief,  1350  South  Main,  Suite  1200,  Fort  Worth,  Texas 
76104;  817  335-8311. 


Miscellaneous 


ABORTION  ALTERNATIVES!  Licensed  maternity  service  offers  residen- 
tial and  non-residential  program  with  counseling  and  medical  plan  for 
the  expectant  mother  who  is  planning  adoption  for  her  baby.  Costs 
adjusted  to  ability  to  pay  MARYWOOD,  510  West  26th  Street,  Austin, 
Texas  78705.  Phone  512-472-9251.  (Formerly  HOME  OF  THE  HOLY  IN- 
FANCY.) 


DOCTOR,  YOU  CAN'T  BEAT  THE  quality  or  the  price!  Holter  Monitor 
Scanning  Service.  Physician  owned,  trained,  and  supervised.  Now 
using  UP  Service  for  faster  turnaround  time.  No  contracts  to  sign.  We 
can  arrange  for  lea^e/purchase  of  Holter  equipment.  New  Holter 
recorders  $1,550.  DCG  Interpretation  (313)  879-8860. 


PRACTICE  WANTED — Wanted  to  buy  general  practice  or  general  prac- 
tice with  general  surgery.  Prefer  small  or  medium  size  community. 
Licensed  in  Texas.  Could  take  over  the  practice  immediately.  Please 
reply  to  Ad-534,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


Unibed  W^y 

Thanks  to  you.  it  works.  For  ALL  OF  US. 


How  to  live 
with  someone 
who’s  living 
with  cancer. 

Learning  to  live  with 
cancer  is  no  easy  task.  Learning 
to  live  with  someone  else’s 
cancer  can  be  even  more 
difficult. 

Nobody  knows  better  than 
we  do  how  much  help  and 
understanding  is  needed.  That’s 
why  our  service  and 
rehabilitation  programs 
emphasize  the  whole  family  not 
just  the  cancer  patient. 

We  run  local  programs  with 
volunteers  who  are  recovered 
cancer  patients,  or  whose  lives 
have  been  touched  by  family 
members  or  friends  with  cancer. 
That’s  what  makes  us  one  of  the 
largest,  best-motivated  and 
most  caring  of  any  health 
organization  in  the  country. 

Among  our  regular  services 
we  provide  information  and 
guidance  to  patients  and  their 
families,  transport  patients  to 
and  from  treatment,  supply  home 
care  items  and  assist  patients  in 
their  return  to  everyday  life. 

Life  is  what  concerns  us. 
The  life  of  cancer  patients.  The 
lives  of  their  families.  So  you 
can  see  we  are  even  more  than 
the  research  organization  we  are 
so  well  known  to  be. 

No  one  faces 

cancer  alone. 
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Turn  of  the  century 
trephine  forcranial  surgery 
and  tonsillotome  for 
removing  tonsils. 


We’ve  been  defending 
doctors  since 
these  were  the 
state  of  the  art. 


These  instruments  were  the  best  available  at 
the  turn  of  the  century.  So  was  our  professional 
liability  coverage  for  doctors.  In  fact,  we 
pioneered  the  concept  of  professional 
protection  in  1899  and  have  been  providing 
this  important  service  exclusively  to  doctors 
ever  since. 


You  can  be  sure  we’ll  always  offer  the  most 
complete  professional  liability  coverage  you 
can  carry.  Plus  the  personal  attention  and 
claims  prevention  assistance  you  deserve. 

For  more  information  about  Medical 
Protective  coverage,  contact  your  Medical 
Protective  Company  general  agent. 


mm 
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Bruce  Crim,  Keith  H.  Prince,  Charles  F.  Curtice,  Daniel  S.  Marley  Wayne  L.  Kirk,  Mark  Lee  Gunter 

Suite  570,  Allied  Lakewood  Bank  Center,  6301  Gaston  Avenue  Suite  155,  7887  Katy  Freeway 

Dallas  TX  75214,  (214)  821-4640  Katy  Hollow  Office  Park 

Houston,  TX  77024,  (713)  682-8024 


Michael  Rollans 
Suite  512,  GPM  Building 
South  Tower,  800  NW  Loop  410 
San  Antonio,  TX  78216,  (512)  344-5901 
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CONTINUING  EDUCATION  DIRECTORY 


COURSES 


AUGUST 

Anesthesiology 

Aug  8-11,  1985 

CALCIUM  CHANNEL  BLOCKERS.  Hyatt  Del  Monte.  Monterey, 

Calif.  Fee  TBA.  Credit  TBA.  Contact  Lynne  Tiras  or  Lila  Lerner, 
Office  of  Continuing  Education,  Baylor  College  of  Medicine,  One 
Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

Aug  25-28,  1985 

CALCIUM  CHANNEL  BLOCKERS.  Dunfey  Hyanms,  Hyanms, 

Mass.  Fee  TBA.  Credit  TBA.  Contact  Carol  Soroka  or  Lynne  Tiras, 
Office  of  Continuing  Education,  Baylor  College  of  Medicine,  One 
Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

Aug  31 -Sept  1,  1985 

2ND  ANNUAL  PAIN  SYMPOSIUM.  Texas  Tech  University  Health 
Sciences  Center.  Fee  TBA.  Category  1,  AMA  Physician's  Recogni- 
tion Award.  Contact  Vicki  Hollander,  Office  of  Continuing  Medical 
Education,  TTUHSC,  Lubbock,  TX  79430  (806)743-2929 

Family  Medicine 

Aug  5-9,  1985 

5TH  ANNUAL  REVIEW  OF  INTERNAL  MEDICINE.  Lakeway  Resort, 
Austin,  Tex.  Fee  $325-physicians;  $225-residents.  Credit  TBA. 
Contact  LeRoy  J.  Pickles,  Director  of  Continuing  Medical  Educa- 
tion, Scott  & White,  Room  1 01 , 2401  S 31  st  St,  Temple,  TX  76508 
(817)774-4083 

General  Medicine 

Aug  23-25,  1985 

POSTGRADUATE  CONFERENCE.  Houston.  Fee  $40-members; 
$55-nonmembers.  Category  1 , AMA  Physician’s  Recognition 
Award;  hour-for-hour.  Contact  Jeanette  Stone,  SMA,  PO  Box 
190088,  Birmingham,  AL  35219-0088  (800)423-4992 

Radiology 

Aug  26-30,  1985 

BASIC  RADIOLOGICAL  HEALTH.  UT  Health  Science  Center  at  San 
Antonio.  Fee  $500.  Category  1 , AMA  Physician’s  Recognition 
Award;  40  hours.  Contact  Marjorie  Foutz,  EdD,  Conference  Coordi- 
nator, Medical  School  Continuing  Education  Services,  UTHSC  at 
San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (512) 
691-6295 

SEPTEMBER 

Anesthesiology 

Sept  6-7,  1985 

BAYLOR  ANESTHESIA  REVIEW  1985  III.  Marriott  Hotel  Medical 
Center,  Houston.  Fee  $250;  $1 25-physicians  in  training.  Category 
1,  AMA  Physician's  Recognition  Award;  20  hours.  Contact  Carol 
Soroka  or  Lynne  Tiras,  Office  of  Continuing  Education,  Rm  184A, 
One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

Cardiovascular  Disease 

Sept  12-14,  1985 

INTERNATIONAL  SYMPOSIUM  ON  CARDIOVASCULAR  SURGERY 
— 1985.  Westin  Galleria  Hotel,  Houston.  Fee  TBA.  Credit  TBA. 
Contact  Debby  Butler,  Office  of  Medical  Director,  Texas  Heart  Insti- 
tute, PO  Box  20269,  Houston,  TX  77225  (71 3)791  -21 57 


General  Medicine 

Sept  6-8,  1985 

PROTECTING  YOUR  MEDICAL  PRACTICE:  PLANNING  FOR  PAY- 
MENT CHANGES.  Hyatt  Hotel,  San  Antonio,  Tex.  Fee  $270- 
members;  $345-nonmembers.  Category  1,  AMA  Physician's  Recog- 
nition Award;  12  hours.  Contact  Jeanette  Stone,  SMA,  PO  Box 
190088,  Birmingham,  AL  35219-0088  (800)423-4992 

Sept  6-8,  1985 

SURVIVAL  OF  QUALITY  MEDICAL  CARE  IN  A COMPETITIVE 
ARENA.  Hyatt  Hotel,  San  Antonio,  Tex.  Fee  $270-members;  $345- 
nonmembers.  Category  1 , AMA  Physician’s  Recognition  Award,  12 
hours.  Contact  Jeanette  Stone,  SMA,  PO  Box  1 90088,  Birmingham, 
AL  3521 9-0088  (800)423-4992 

Sept  6-8,  1985 

MALPRACTICE  PROPHYLAXIS.  Hyatt  Hotel,  San  Antonio,  Tex.  Fee 
$270-members;  $345-nonmembers.  Category  1 , AMA  Physician’s 
Recognition  Award;  13  hours.  Contact  Jeanette  Stone,  SMA,  PO 
Box  190088,  Birmingham,  AL  35219-0088  (800)423-4992 

Obstetrics  & Gynecology 

Sept  21-22,  1985 

7TH  ANNUAL  SEMINAR  IN  OBSTETRICS  AND  GYNECOLOGY. 
Lubbock,  Tex.  Fee  TBA.  Category  1 , AMA  Physician's  Recognition 
Award.  Contact  Vicki  Hollander,  Office  of  Continuing  Medical  Edu- 
cation, TTUHSC,  Lubbock,  TX  79430  (806)743-2929 

Oncology 

Sept  5-7,  1985 

AMERICAN  CANCER  SOCIETY  2ND  NATIONAL  CONFERENCE  ON 
DIET,  NUTRITION  AND  CANCER.  Shamrock  Hilton,  Houston.  Fee 
TBA.  Category  1 , AMA  Physician's  Recognition  Award;  1 5 hours. 
Contact  ACS  2nd  National  Conference  on  Diet,  Nutrition  and  Can- 
cer, 90  Park  Avenue,  New  York,  NY  1 001 6 

Ophthalmology 

Sept  7,  1985 

ND:YAG,  DYE  AND  EXCIMER  LASERS:  CURRENT  AND  FUTURE 
TRENDS.  Dallas.  Fee  TBA.  Credit  TBA.  Contact  Barbara  Grayson, 

A.  Webb  Roberts  Center  for  Continuing  Education,  3500  Gaston 
Ave,  Dallas,  TX  75246  (214)820-2317 

Orthopedics 

Sept  13-14,  1985 

7TH  ANNUAL  ORTHOPEDIC  PATHOLOGY  LECTURESHIP  Texas 
Children’s  Hospital  Auditorium,  Houston.  Fee  $150.  Credit  TBA. 
Contact  Alexander  E.  Brodsky,  MD,  St  Luke's  Episcopal  Hospital, 

PO  Box  20269,  Houston,  TX  77225-0269  (71 3)791  -2925 

Urology 

Sept  26-28,  1985 

FEMALE  UROLOGY.  San  Antonio,  Tex.  Fee  $225-members;  $325- 
nonmembers.  Category  1 , AMA  Physician’s  Recognition  Award;  1 6 
hours.  Contact  Alice  Henderson,  American  Urology  Association, 
Office  of  Education,  PO  Box  251 47,  Houston,  TX  77265  (713) 
791-1470 
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OCTOBER 

Anesthesiology 

Oct  10-11,  1985 

BAYLOR  ANESTHESIA  REVIEW  1985  IV.  San  Francisco.  Fee  $250; 

$1 25-residents  in  training.  Category  1 , AMA  Physician's  Recognition 
Award;  20  hours.  Contact  Lila  Lerner  or  Carol  Soroka,  Baylor  Col- 
lege of  Medicine,  One  Baylor  Plaza,  Office  of  Continuing  Education, 
Houston,  TX  77030  (713)799-6020 

General  Medicine 

Oct  4-5,  1985 

PSYCHIATRY  FOR  THE  PRIMARY  CARE  PHYSICIAN.  Location  TBA. 
Fee  TBA.  Credit  TBA.  Contact  Marjorie  Foutz,  EdD,  Conference  Co- 
ordinator, Medical  School  Continuing  Education  Services,  UTHSC  at 
San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (512) 
691-6295 

Oct  25-26,  1985 

AN  UPDATE  IN  PARKINSON'S  DISEASE  AND  MOVEMENT  DISOR- 
DERS. Adam’s  Mark  Hotel,  Houston.  Fee  $180.  Category  1 , AMA 
Physician's  Recognition  Award;  AAFP  prescribed;  14  hours.  Contact 
Carol  Soroka  or  Lynne  Tiras,  Baylor  College  of  Medicine,  One  Baylor 
Plaza,  Office  of  Continuing  Education,  Houston,  TX  77030  (713) 
799-6020 

Oct  25-26,  1985 

BENIGN  ESSENTIAL  BLEPHAROSPASM  RESEARCH  FOUNDA- 
TION. Adam's  Mark  Hotel,  Houston.  Fee  TBA.  Category  1 , AMA  Phy- 
sician’s Recognition  Award;  7 hours.  Contact  Carol  Soroka  or  Vicki 
Forgac,  Baylor  College  of  Medicine,  One  Baylor  Plaza,  Office  of 
Continuing  Education,  Houston,  TX  77030  (713)799-6020 

Oct  26,  1985 

THE  SHORT  (65cm)  FLEXIBLE  FIBEROPTIC  COLONOSCOPE: 
PRACTICAL  OFFICE  APPLICATIONS— SEMINAR  AND  WORK- 
SHOP. Dallas.  Fee  TBA.  Credit  TBA.  Contact  Barbara  Grayson,  A. 
Webb  Roberts  Center  for  Continuing  Education,  3500  Gaston  Ave, 
Dallas,  TX  75246  (214)820-231 7 

Neurology 

Oct  25-26,  1985 

AN  UPDATE  IN  PARKINSON'S  DISEASE  & MOVEMENT  DISOR- 
DERS. Adam's  Mark  Hotel,  Houston.  Fee  $1 80.  Category  1 , AMA 
Physician’s  Recognition  Award;  AAFP  prescribed;  14  hours.  Contact 
Carol  Soroka  or  Lynne  Tiras,  Office  of  Continuing  Education,  Baylor 
College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030  (713) 
799-6020 

Obstetrics  & Gynecology 

Oct  21 -22,  1985 

CONFERENCE  ON  NEONATAL  AND  MATERNAL  SEXUALLY 
TRANSMITTED  DISEASES.  Hyatt  Regency,  Austin,  Tex.  Fee  TBA. 
Credit  TBA.  Contact  Texas  Department  of  Health,  Venereal  Disease 
Control  Division,  Neonatal  Conference,  1 1 00  W 49th  St,  Austin,  TX 
78756 

Orthopedics 

Oct  31 -Nov  2,  1985 

DALLAS  SHORT  COURSE:  ORTHOTICS  AND  PROSTHETICS. 
Melrose  Hotel,  Dallas.  Fee  $1 75.  Credit  TBA.  Contact  Ann  Carlton, 
RPT,  Course  Registrar,  Orthopedics,  UTHSC  at  Dallas,  5323  Harry 
Hines  Blvd,  Dallas,  TX  75235  (214)688-3524 


Otolaryngology 

Oct  18-19,  1985 

WORKSHOP  IN  DIAGNOSTIC  AUDIOMETRIC  EVALUATION.  Mar- 
riott Hotel  Medical  Center,  Houston.  Fee  TBA.  Credit  TBA.  Contact 
Lynne  K.  Tiras,  Program  Coordinator,  Office  of  Continuing  Educa- 
tion, Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)799-6020 

Pediatrics 

Oct  4-5,  1985 

9TH  ANNUAL  PEDIATRICS  POSTGRADUATE  CONFERENCE.  Holi- 
day Inn,  Lubbock,  Tex.  Fee  TBA.  Category  1 , AMA  Physician's  Rec- 
ognition Award.  Contact  Vicki  Hollander,  Office  of  Continuing 
Medical  Education,  TTUHSC,  Lubbock,  TX  79430  (806)743-2929 

Psychiatry 

Oct  12,  1985 

CURRENT  TOPICS  IN  BEHAVIORAL  MEDICINE.  Learning  Center, 
UT  Medical  Branch,  Galveston,  Tex.  Fee  TBA.  Category  1 , AMA 
Physician's  Recognition  Award,  6 hours.  Contact  Martha  Berlin,  Co- 
ordinator, Office  of  Continuing  Education,  UTMB,  Galveston,  TX 
77550-2782  (409)761-3248 

Radiology 

Oct  16-19,  1985 

DIAGNOSTIC  RADIOLOGY.  Location  TBA.  Fee  TBA.  Credit  TBA. 
Contact  Marjorie  Foutz,  EdD,  Conference  Coordinator,  Medical 
School  Continuing  Education  Services,  UTHSC  at  San  Antonio, 
7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (512)691-6295 

Oct  25-27,  1985 

DIAGNOSTIC  IMAGING  UPDATE.  Mandalay  Four  Seasons  Hotel, 
Dallas.  Fee  $300-physicians;  $1 75-residents.  Category  1 , AMA  Phy- 
sician's Recognition  Award;  18  hours.  Contact  Dolly  Christensen, 
Dept  of  Radiology,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235  (214) 
688-2502 

NOVEMBER 

General  Medicine 

Nov  8-9,  1985 

BAY-CAP  X:  RISK  MANAGEMENT  OF  THE  PATIENT  WITH  CAR- 
DIOVASCULAR DISEASE.  Houston.  Contact  Lynne  Tiras  or  Lila 
Lerner,  Baylor  College  of  Medicine,  One  Baylor  Plaza,  Office  of  Con- 
tinuing Education,  Houston,  TX  77030  (713)799-6020 

Obstetrics  & Gynecology 

Nov  5-9,  1985 

CONTEMPORARY  ISSUES  AND  PRACTICES  IN  OB-GYN.  D1 .600, 
Dailas.  Contact  June  Bovill,  Division  of  Continuing  Education,  5323 
Harry  Hines  Blvd,  Dallas,  TX  75235  (214)688-2166 

Nov  13-16,  1985 

29TH  ANNUAL  CLINICAL  CONFERENCE,  "DIAGNOSIS  AND 
TREATMENT  STRATEGIES  FOR  GYNECOLOGIC  CANCER." 
Houston.  Contact  Shirley  Roy,  Conference  Services-HMB  Box  131, 
M.  D.  Anderson  Hospital  and  Tumor  Institute,  6723  Bertner, 

Houston,  TX  77030  (713)792-2222 

Ophthalmology 

Nov  8-10,  1985 

SOUTHERN  REGIONAL  UPDATE  COURSE,  Section  4,  Houston. 
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Contact  American  Academy  of  Ophthalmology,  1 833  Fillmore  St, 

San  Francisco,  CA  94120 

Physical  Medicine  and  Rehabilitation 

Nov  13-15,  1985 

SPORTS  MEDICINE.  Houston.  Contact  Lila  Lerner  or  Lynne  Tiras, 
Office  of  Continuing  Education,  Baylor  College  of  Medicine,  One 
Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

DECEMBER 

Ophthalmology 

Dec  5-7,  1985 

26TH  ANNUAL  COURSE  IN  CONTACT  LENS  TECHNOLOGY. 
Houston.  Contact  Bette  McAinch,  Contact  Lens  Technology  Course, 
Cullen  Eye  Institute,  Baylor  College  of  Medicine,  Houston,  TX  77030 
(713)799-5942 

Plastic  Surgery 

Dec  6-7,  1985 

DERMATOLOGIC  ASPECTS  OF  PLASTIC  SURGERY.  Houston.  Con- 
tact Lila  Lerner  or  Carol  Soroka,  Office  of  Continuing  Education, 
Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 
(713)799-6020 


REGULARLY  SCHEDULED  ACTIVITIES 


Monday-Friday 

POSTGRADUATE  WORKSHOP  IN  NEURORADIOLOGY.  (Date  as- 
signed by  individual  request.)  Methodist  Hospital,  Houston.  Fee 
$450.  Category  1 , AMA  Physician's  Recognition  Award,  40  hours. 
Contact  Vicki  Sayre,  Office  of  Continuing  Education,  Baylor  College 
of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

Monday-Friday 

POSTGRADUATE  WORKCOURSE  IN  DIAGNOSTIC  ULTRASOUND 
(Date  assigned  by  individual  request.)  Ben  Taub  General  Hospital, 
j Houston.  Fee  $450.  Category  1 , AMA  Physician's  Recognition 
Award;  40  hours.  Contact  Vicki  Sayre,  Office  of  Continuing  Educa- 
tion, Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)799-6020 

Tuesdays,  12  pm 

MEDICAL  AND  SURGICAL  REVIEWS.  Sierra  Medical  Center,  El 
Paso,  Tex.  Category  1 , AMA  Physician's  Recognition  Award;  1 hour 
weekly.  Contact  M.  Nazemi,  MD,  Sierra  Medical  Center,  1625  Medi- 
cal Center  Dr,  El  Paso,  TX  79902 

Tuesdays  (all  but  last  Tuesday  of  each  month) 

SURGICAL  GRAND  ROUNDS.  Board  Room,  Brackenridge  Hospital, 
Austin,  Tex.  Free.  Category  1 , AMA  Physician's  Recognition  Award; 

1 hour-session.  Contact  Nancy  Strandhagen,  Surgery  Education, 
Central  Texas  Medical  Foundation,  601  E 15th  St,  Austin,  TX  78701 
(512)476-6461  ext  51 72 

Wednesdays,  12  pm 

| CONTINUOUS  REVIEW  OF  INTERNAL  MEDICINE  Sid  Richardson 
Auditorium,  Scott  and  White  Memorial  Hospital,  Temple,  Tex.  Cate- 
gory 1 , AMA  Physician's  Recognition  Award,  1 hour  weekly.  Contact 
Lynn  Calvert,  Office  of  Continuing  Medical  Education,  Scott  and 
White  Memorial  Hospital,  2401  S 31  st,  Temple,  TX  76508  (817) 
774-2350 

Thursdays,  8 am 

INTERNAL  MEDICINE  GRAND  ROUNDS.  Brackenridge  Hospital, 


Austin,  Tex.  Category  1 , AMA  Physician’s  Recognition  Award;  1 hour 
weekly.  Contact  Marianne  Foley,  MS,  Central  Texas  Medical  Founda- 
tion, 1 500  EAve,  Austin,  TX  78701  (512)476-6461  ext  5606 

Thursdays,  12  pm 

UROLOGY  CORE  CURRICULUM  Scott  and  White  Memorial  Hospi- 
tal, Temple,  Tex.  Category  1 , AMA  Physician’s  Recognition  Award;  1 
hour  weekly.  Contact  Lynn  Calvert,  Office  of  Continuing  Medical 
Education,  Scott  and  White  Memorial  Hospital,  2401  S 31  st,  Temple, 
TX  76508  (817)774-2350 

Thursday-Friday 

POSTGRADUATE  WORKSHOP  IN  REAL-TIME  OBSTETRICAL  UL- 
TRASONOGRAPHY. (Date  assigned  by  individual  request.)  Jeffer- 
son Davis  Hospital,  Houston.  Fee  $350.  Category  1 , AMA  Physi- 
cian’s Recognition  Award;  1 6 hours.  Contact  Vicki  Sayre,  Office  of 
Continuing  Education,  Baylor  College  of  Medicine,  One  Baylor 
Plaza,  Houston,  TX  77030  (713)799-6020 

Fridays,  12  pm 

NEUROLOGY  GRAND  ROUNDS.  Sid  Richardson  Auditorium,  Scott 
and  White  Memorial  Hospital,  Temple,  Tex.  Category  1 , AMA  Physi- 
cian's Recognition  Award;  1 hour  weekly.  Contact  Lynn  Calvert, 
Office  of  Continuing  Medical  Education,  Scott  and  White  Memorial 
Hospital,  2401  S 31  st,  Temple,  TX  76508  (81 7)774-2350 

Fridays,  12  pm  (2nd  and  4th) 

TEACHING  CASE  CONFERENCE  Park  Place  Hospital,  Port  Arthur, 
Tex.  Category  1 , AMA  Physician’s  Recognition  Award;  2 hours 
monthly.  Contact  Phil  Newman,  MD,  Box  1648,  Port  Arthur,  TX  77640 
(409)983-4951 

Date  assigned  by  individual  request 

POSTGRADUATE  WORKSHOP  IN  CLINICAL  NMR.  Biomedical 
NMR  Center,  Baylor  College  of  Medicine,  Houston.  Fee  $1 ,000.  Cat- 
egory 1 , AMA  Physician's  Recognition  Award;  40  hours.  Contact 
Vicki  Sayre,  Office  of  Continuing  Education,  Baylor  College  of  Medi- 
cine, One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 


TELECONFERENCE  NETWORK  OF  TEXAS 


Wednesdays 

PEDIATRICS  FOR  THE  PRACTITIONER.  UT  Health  Science  Center 
at  San  Antonio  and  teleconference  network  sites.  Fee  $80-series; 
$20-session.  Category  1 , AMA  Physician's  Recognition  Award.  Con- 
tact Phyllis  Wood,  Coordinator,  Teleconference  Network  of  Texas, 
7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (51 2)691  -7291 

Every  other  Thursday,  1 2:30  pm 

CLINICAL  TOPICS  IN  MEDICINE.  UT  Health  Science  Center  at  San 
Antonio  and  teleconference  network  sites.  Fee  $35-program,  hospi- 
tal subscription  program.  Category  1 , AMA  Physician's  Recognition 
Award.  Contact  Phyllis  Wood,  Coordinator,  Teleconference  Network 
of  Texas,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (512)691-7291 


CALENDAR  OF  MEETINGS  ■Denotes  Texas  Meetings 


JULY 

AMERICAN  ASSOCIATION  FOR  CLINICAL  IMMUNOLOGY  AND 
ALLERGY,  San  Francisco,  July  13-16, 1985.  Howard  Silber,  Box 
912-DTS,  Omaha,  NE  68101 

AMERICAN  ASSOCIATION  FOR  RESPIRATORY  THERAPY,  Steam- 
boat Springs,  Colo,  July  26-28,  1 985.  Sherry  Milligan,  1 720  Regal 
Row,  Suite  1 1 2,  Dallas,  TX  75235 
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AMERICAN  GERIATRICS  SOCIETY,  INC,  New  York,  July  11-12, 

1985.  Audrey  M.  Seth,  10  Columbus  Circle,  Suite  1470,  New  York, 
NY  10019 

■AMERICAN  HEART  ASSOCIATION,  TEXAS  AFFILIATE,  San  An- 
tonio, July  13-14,  1985.  Michael  Wolf,  Box  15186,  Austin,  TX  78761 

AMERICAN  HOSPITAL  ASSOCIATION,  Chicago,  July  29-31 , 1985 
Edward  W.  Weimer,  840  N Lake  Shore  Dr,  Chicago,  IL  6061 1 

FLYING  PHYSICIANS  ASSOCIATION,  Sun  Valley,  Idaho,  July  14-19, 

1 985.  Albert  Carriere,  801  Green  Bay  Rd,  Lake  Bluff,  IL  60044 

■TEXAS  SOCIETY  FOR  RESPIRATORY  THERAPY,  San  Antonio,  July 
1 6-20,  1 985.  Mike  Marks,  506  W 1 2th  St,  Austin,  TX  78701 

AUGUST 

■TEXAS  PERINATAL  ASSOCIATION,  Galveston,  Aug  2-4,  1985. 
Dianne  Brown,  PO  Box  2446,  Lubbock,  TX  79408 

SEPTEMBER 

AMERICAN  ACADEMY  OF  PHYSICAL  MEDICINE  AND  RE- 
HABILITATION, Kansas  City,  Mo,  Sept  29-Oct  4,  1985.  Marvin 
Schroder  or  Anne  Forbes,  AAPM&R,  30  N Michigan  Ave,  Suite  922, 
Chicago,  IL  60602 

■TEXAS  MEDICAL  ASSOCIATION,  Sept  19-21, 1985.  C.  Lincoln 
Williston,  1801  N Lamar  Blvd,  Austin,  TX  78701 

■TEXAS  PEDIATRIC  SOCIETY;  TEXAS  CHAPTER,  AMERICAN 
ACADEMY  OF  PEDIATRICS;  TEXAS  SOCIETY  OF  PEDIATRIC  SUR- 
GEONS, Sept  27-29,  1 985.  Mary  E.  Greene,  1 801  N Lamar  Blvd, 
Austin,  TX  78701 

OCTOBER 

AMERICAN  SOCIETY  OF  PLASTIC  AND  RECONSTRUCTIVE  SUR- 
GEONS, Oct  26-Nov  1,  1985.  ASPRS,  PO  Box  74132,  Chicago,  IL 
60690 

WESTERN  SOCIETY  OF  ALLERGY  AND  IMMUNOLOGY,  Oct  10-12, 

1985.  Joyce  M.  Gullixson,  Western  Society  of  Allergy  and  Immu- 
nology, 1 700  SW  Columbia,  Portland,  OR  97201 

NOVEMBER 

AMERICAN  SOCIETY  OF  CYTOLOGY,  Nov  4-9,  1 985.  Lenore  L. 
Strigari,  ASC,  1 30  S 9th  St,  Suite  810,  Philadelphia,  PA  1 91 07 

ASSOCIATION  OF  MILITARY  SURGEONS  OF  THE  UNITED  STATES, 
Nov  10-15,  1985.  AMSUS,  PO  Box  104,  10605  Concord  St,  Suite 
306,  Kensington,  MD  20895 

■TEXAS  MEDICAL  ASSOCIATION,  Nov  22-23, 1985.  C.  Lin- 
coln Williston,  1801  N Lamar  Blvd,  Austin,  TX  78701 

JANUARY 

SOCIETY  OF  GASTROINTESTINAL  RADIOLOGISTS,  Jan  19-24, 

1 986.  Lynne  K.  Tiras,  Baylor  College  of  Medicine,  Office  of  Continu- 
ing Education,  One  Baylor  Plaza,  Houston,  TX  77030 


PHYSICIANS, 

WE’RE  FLEXIBLE 
ABOUT  EVERYTHING 
EXCEPT 
YOUR  SKILL. 

In  the  Army  Reserve,  we  welcome  just  about 
every  medical  discipline  and  specialty.  Most  im- 
portant, we’re  flexible  about  your  time.  We  have 
several  ways  for  you  to  serve  that  take  in  ac- 
count your  needs  and  schedules. 

There  is  another  flexibility  you  will  especially 
like.  We  offer  the  opportunity  to  explore  other 
phases  of  medicine  and  to  add  some  different 
knowledge  to  your  practice.  We  think  you’ll 
find  the  experience  rewarding  and  exciting. 

To  see  how  flexible  we  can  be,  call  our  officer 
counselor. 

DALLAS— Captain  Murphy,  AC  214  669-9277 
HOUSTON— Major  Franklin,  AC  713  229-2744 

SAN  ANTONIO— Major  Slepski,  AC  512  221-5829 

ARMY  RESERVE. 

BE  ALL  YOU  CAN  BE. 


There’s  an 
epidemic  with 
27  million  victims. 
And  no  visible 
symptoms. 


It's  an  epidemic  of  people 
who  can't  read. 

Believe  it  or  not,  27  million 
Americans  are  functionally 
illiterate,  about  one  adult  in  five. 

The  solution  to  this  problem 
is  you... when  you  join  the 
fight  against  illiteracy.  So  call  the 
Coalition  for  Literacy  at  toll-free 
1-800-228-8813  and  volunteer. 

Volunteer 
Against  Illiteracy. 
The  only  degree  you  need 
is  a degree  of  caring. 


o 


il  Coalition  for  Literacy 
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Cyclosporine  toxicity  following  kidney  transplantation 


tEorbett-^utdimgs-Jsmutl]  jRemortal  Hospital 

anb  (Turlh'tt- Jrlittrlmtgs-  Switlt  Clinic 


322  COLEMAN  STREET 
POST  OFFICE  BOX  60 


(jRaritn,  tUexas  76661  TELEPHONE: 

(817)  883-3561 


GENERAL  SURGERY 

Howard  L.  Smith,  M.D.,  F.A.C.S. 
D.  R.  Swetland,  M.D.,  F.A.C.S. 
INTERNAL  MEDICINE 
W.  F.  McKinley,  Jr.,  M.D. 

James  S.  Bussell,  M.D. 

C.  G.  Brown,  M.D. 

EYE,  EAR,  NOSE,  AND  THROAT 
S.  W.  Hughes,  M.D. 

ALLERGY 

S.  W.  Hughes,  M.D 
TRAUMATIC  AND  ORTHOPEDIC 
SURGERY 

D R Swetland,  M.D.,  F.A.C.S. 
CARDIOLOGY 

W.  F.  McKinley,  Jr,  M.D 


FAMILY  PRACTICE 
OBSTETRICS  AND  PEDIATRICS 
William  Pickvance,  M.D. 

Barry  E.  Phillips,  M.D. 
GENERAL  DENTISTRY 
G.  Glenn  Rose,  D.D.S. 

* DENTISTRY  FOR  CHILDREN 
T.  Brad  Willis,  D.D.S. 
RADIOLOGY 

J.  M.  Brown,  M.D.,  F.A.C.R. 
^PATHOLOGY 

Ronald  E.  Henderson,  Jr.,  M.D. 
David  M.  McTaggart,  M.D. 

S.  M.  Bunn,  Jr.,  M.D. 

E.  B Morrison,  M.D. 

UROLOGY 

Howard  L.  Smith,  M.D.,  F.A.C.S. 


* NEUROPSYCHIATRY 

S.  B.  Morrison,  M.D. 

* NEUROSURGERY 

Harry  W Slade,  M.D.,  F.A.C.S. 

* DERMATOLOGY 

Maurice  C.  Barnes,  M.D.,  D.A.B.D. 
ADMINISTRATOR 
J.  D.  Norris,  Jr. 

ASSISTANT  ADMINISTRATOR 
W.  R.  Lux,  Jr. 

DIRECTOR-COORDINATOR,  NURSING 
SERVICE 

Diane  Howton,  R.N. 

DIRECTOR  OF  PATIENT  CARE 
Marie  Kotch,  R.N. 


The  original  hospital  was  founded  by  Dr.  J.  W.  Torbett  in  1898,  and  Howard  O.  Smith,  M.D.,  FACS,  past  president,  expired  May  17,  1977. 
* Consultants 


THE  DALLAS  MEDICAL  & SURGICAL 
CLINIC  AND  HOSPITAL 


4105  Live  Oak  Street 


DALLAS,  TEXAS  75204 


Telephone  823-4151 


INTERNAL  MEDICINE 
Morris  E.  Magers,  M D.,  D A B.l.M 
Channing  Woods,  M.D 

Richard  C.  Stone,  M.D,  Gastroenterology  & Endoscopy 
Landon  W.  Stewart,  M.D.,  D A. B.l.M. 

Cloyce  L.  Stetson,  Jr  . M.D,  D A. B.l.M 
David  S.  Sowell,  III,  M.D,  D A.B.I.M,  Cardiology 
Don  E.  Cheatum,  M.D.,  D A.B.I.M.,  and  D A B Rhu, 
F.A.C.P.,  F.C.C.P.,  Rheumatology 
W.  Mark  Armstrong,  M.D  , D A.B.I.M. 

Sam  W Waters,  M.D. 

Steven  P Bowers,  M.D.,  D A.B  I M 
Elizabeth  M.  Polanco,  M D . D A.B.I.M. 

Robert  C.  Dinwiddie,  M.D.,  D. A. B.l.M. 

Endocrinology  and  Diabetes 

OBSTETRICS  AND  GYNECOLOGY 
John  B Miller,  III,  M D , D A B O G.,  F A C O G 
Vernie  D.  Bodden,  M.D.,  D.A.B.O.G.,  F. A.C.O.G. 

PEDIATRICS 

Halcuit  Moore,  M.D,  D A B P , F A A P 
P.  E.  Luecke,  Jr.,  M.D.,  D.A.B.P.,  F.A.A.P 
Peter  C Ray,  M.D. 

GENERAL  SURGERY 

George  P Fosmire,  M.D  , D A B S.,  F.A.C.S. 

Charles  W.  Coleman,  M.D,  D A B S. 

UROLOGY 

Harry  M Spence,  M.D  , D.A.B.U.,  F.A.C.S. 

William  H Hoffman,  M.D  , D.A.B.U.,  F A C S. 

Richard  B Dulany,  M.D  , I)  A B U.,  F.A.C.S. 


RADIOLOGY 

Joe  B Caldwell,  M.D.,  D A B R 
James  B Evans,  M.D.,  D A B R 

DERMATOLOGY 

William  N.  New,  M.D  , F.A.A.D  , FA  C P 
Constance  Shadwick,  M.D,  D.A.B.D. 

OTOI.ARYNGOLOGY  AND  OTOLOGIC  SURGERY 
D W Shuster,  M l)  , D A B O. 

OPHTHALMOLOGY 
James  M.  Copps,  M.D,  D A B O 
R Roy  Whitaker,  M D,  D A B O 

DENTISTRY  AND  DENTAL  SURGERY 
William  F.  Walton,  D.D.S. 

ADMINISTRATION 

Alan  G Kennon.  Administrator 

Russell  E.  McKee,  Associate  Administrator  for  Financial 
Affairs 

Mrs.  Connie  S McNamire,  R.N.  B.S.N  , Associate  Admin- 
istrator of  Hospital  Operations  and  Personnel 

INACTIVE  STATUS 

Adam  D.  Green,  M.D,  Surgery 
John  B Bourland,  M.D,  D A B O.G 


EXCERPTS  FROM  A SYMPOSIUM 
"THE  TREATMENT  OF  SLEEP  DISORDERS"8 


. . highly  effective 
for  both  sleep  induction  and 
sleep  maintenance  ft 

Sleep  Laboratory  Investigator 
Pennsylvania 


. . onset  of  action  is 
rapid. . . provides  sleep  with 
no  rebound  effect  to  agitate  the 
patient  the  following  day  ||  £ 


Psychiatrist 

California 


••  . . appears  to  have 
the  best  safely  record  of  any 
of  the  benzodiazepines  ft 


Psychiatrist 

California 


After  15  years,  the  experts  still  concur  about  the 
continuing  value  of  Dalmane  (flurazepam  HCI/ 
Roche).  It  provides  sleep  that  satisfies  patients. . . 
and  the  wide  margin  of  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy 

DALMANE 

flurazepam  HCI/Roche  <s 

sleep  that  satisfies 
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flurazepam  HCI/Roche© 

Before  prescribing,  please  consult  complete  product  infor- 
mation, a summary  ot  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized 
by  difficulty  in  falling  asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits,  in  acute  or  chronic  medical 
situations  requiring  restful  sleep  Objective  sleep  laboratory 
data  have  shown  effectiveness  for  at  least  28  consecutive 
nights  of  administration.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended  Repeated  therapy  should  only 
be  undertaken  with  appropriate  patient  evaluation 
Contraindications:  Known  hypersensitivity  to  flurazepam  HCI, 
pregnancy  Benzodiazepines  may  cause  fetal  damage  when 
administered  during  pregnancy.  Several  studies  suggest  an 
increased  risk  of  congenital  malformations  associated  with 
benzodiazepine  use  during  the  first  trimester  Warn  patients  of 
the  potential  risks  to  the  fetus  should  the  possibility  of  becom- 
ing pregnant  exist  while  receiving  flurazepam.  Instruct  patient 
to  discontinue  drug  prior  to  becoming  pregnant.  Consider  the 
possibility  of  pregnancy  prior  to  instituting  therapy 
Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants.  An  additive  effect 
may  occur  if  alcohol  is  consumed  the  day  following  use  for 
nighttime  sedation.  This  potential  may  exist  for  several  days 
following  discontinuation  Caution  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g , operating 
machinery,  driving).  Potential  impairment  of  performance  of 
such  activities  may  occur  the  day  following  ingestion.  Not 
recommended  for  use  in  persons  under  15  years  of  age. 
Though  physical  and  psychological  dependence  have  not 
been  reported  on  recommended  doses,  abrupt  discontinua- 
tion should  be  avoided  with  gradual  tapering  of  dosage  for 
those  patients  on  medication  for  a prolonged  period  of  time. 
Use  caution  in  administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is  recom- 
mended that  the  dosage  be  limited  to  15  mg  to  reduce  risk  of 
oversedation,  dizziness,  confusion  and/or  ataxia.  Consider 
potential  additive  effects  with  other  hypnotics  or  CNS  depres- 
sants. Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suicidal  tenden- 
cies, or  in  those  with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  ataxia  and  falling  have  occurred,  particularly  in 
elderly  or  debilitated  patients.  Severe  sedation,  lethargy,  dis- 
orientation and  coma,  probably  indicative  of  drug  intolerance 
or  overdosage,  have  been  reported.  Also  reported:  headache, 
heartburn,  upset  stomach,  nausea,  vomiting,  diarrhea,  con- 
stipation, Gl  pain,  nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  have  also  been  rare  occur- 
rences of  leukopenia,  granulocytopenia,  sweating,  flushes, 
difficulty  in  focusing,  blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breath,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness,  halluci- 
nations, and  elevated  SGOT,  SGPT,  total  and  direct  bilirubins, 
and  alkaline  phosphatase,  and  paradoxical  reactions,  eg, 
excitement,  stimulation  and  hyperactivity 
Dosage:  Individualize  for  maximum  beneficial  effect.  Adults 
30  mg  usual  dosage,  15  mg  may  suffice  in  some  patients. 
Elderly  or  debilitated  patients:  15  mg  recommended  initially 
until  response  is  determined 

Supplied:  Capsules  containing  1 5 mg  or  30  mg  flurazepam 
HCI 
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1 FOR  SLEEP 


After  more  than  15  years  of  use,  it's  # 1 for  sleep  that  satisfies. 

Patients  are  satisfied  because  they  fall  asleep  fast  and  stay 
asleep  till  morning. 1 8 And  you're  satisfied  by  the  exceptionally 
wide  margin  of  safety.79  As  always,  caution  patients  about 

driving  or  drinking  alcohol. 
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Featured  on  the  cover  this  month  is  an  ar- 
ticle that  has  been  adapted  from  one  of  a 
series  of  multidisciplinary  grand  rounds, 
called  Clinical  Forum,  held  at  The  Univer- 
sity of  Texas  Medical  School  at  Houston. 
“Management  of  end-stage  renal  disease 
by  transplantation:  the  use  and  limitations 
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a cyclosporine-treated  patient  experienced 
renal  dysfunction  following  kidney  trans- 
plantation. Cover  design  by  Ed  Triggs 
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medical  staff  cooperation,  malignant  hyper- 
thermia, neuroleptic-induced  priapism,  the 
prenatal  detection  of  nuchal  cystic  hygroma 
by  ultrasound,  and  AIDS  in  a patient  with 
prior  sarcoidosis. 
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Consider  the 
causative  organisms... 


250-mg  Pulvules  t.i.d. 

offers  effectiveness  against 
the  major  causes  of  bacterial  bronchitis 


H.  influenzae,  H.  influenzae,  S.  pneumoniae,  S.  pyogenes 

(ampicillin-susceptible)  (ampicillin-resistant) 


Brief  Summary  Consult  the  package  literature  for  prescribing 
Information 

Indications  and  Usage  Ceclor"  (cefaclor.  Lilly)  is  indicated  in  the 
treatment  of  the  followinq  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Lower  respiratory  infection?,  including  pneumonia  caused  by 
Streptococcus  pneumoniae  (Diplococcus pneumoniae),  Haemoph- 
ilus influenzae.  and  S pyogenes  (group  A beta-hemolytic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be 
performed  to  determine  susceptibility  of  the  causative  organism 
to  Ceclor 

Contraindication  Ceclor  is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings  IN  PENICILLIN-SENSITIVE  PATIENTS,  CEPHALO- 
SPORIN ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY 
THERE  IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL 
CROSS-ALLERGENICITY  OF  THE  PENICILLINS  AND  THE 
CEPHALOSPORINS.  AND  THERE  ARE  INSTANCES  IN  WHICH 
PATIENTS  HAVE  HAD  REACTIONS.  INCLUDING  ANAPHYLAXIS, 
TO  BOTH  DRUG  CLASSES 

Antibiotics,  including  Ceclor.  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy 
particularly  to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  (including  macrolides.  semisynthetic 
penicillins,  and  cephalosporins),  therefore,  it  is  important  to 
consider  its  diagnosis  in  patients  who  develop  diarrhea  in 
association  with  the  use  of  antibiotics  Such  colitis  may  range  in 
severity  from  mild  to  life-threatening 
Treatment  with  broad-spectrum  antibiotics  alters  the  normal 
flora  of  the  colon  and  may  permit  overgrowth  of  Clostridia  Studies 
indicate  that  a toxin  produced  by  Clostridium  difficile  is  one 
primary  cause  of  antibiotic-associated  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to 
drug  discontinuance  alone  In  moderate  to  severe  cases,  manage- 


ment should  include  sigmoidoscopy,  appropriate  bactenologic 
studies,  and  fluid,  electrolyte,  and  protein  supplementation 
When  ihe  colitis  does  not  improve  after  the  drug  has  been 
discontinued,  or  when  it  is  severe,  oral  vancomycin  is  the  drug 
of  choice  for  antibiotic-associated  pseudomembranous  colitis 
produced  by  C difficile  Other  causes  of  colitis  should  be 
ruled  out 

Precautions:  General  Precautions  - II  an  allergic  reaction  to 
Ceclor"  (cefaclor.  Lilly)  occurs,  the  drug  should  be  discontinued, 
and.  if  necessary,  the  patient  should  be  treated  with  appropriate 
agents,  eg.  pressor  amines,  antihistamines,  or  corticosteroids 
Prolonged  use  of  Ceclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  If  superinfection  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs'  tests  have  been  reported  during  treat 
ment  with  the  cephalosporin  antibiotics  In  hematologic  studies 
or  in  transfusion  cross-matching  procedures  when  antiglobulm 
tests  are  performed  on  the  minor  side  or  in  Coombs'  testing  of 
newborns  whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition,  it  should  be  recognized  that  a positive 
Coombs'  test  may  be  due  to  the  drug 
Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  safe  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Ceclor,  a false-positive  reaction 
tor  glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict's  and  Fehlmg  s solutions  and  also  with  Clinitest’ 
tablets  but  not  with  Tes-Tape’  (Glucose  Enzymatic  Test  Strip. 
USP  Lilly) 

Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis 

Usage  in  Pregnancy  - Pregnancy  Category  B - Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  12 
times  the  human  dose  and  in  ferrets  given  three  times  the  maximum 


human  dose  and  have  revealed  no  evidence  of  impaired  fertility 
or  harm  to  the  fetus  due  to  Ceclor’  (cefaclor,  Lilly)  There  are, 
however,  no  adequate  and  well-controlled  studies  in  pregnant 
women  Because  animal  reproduction  studies  are  not  always 
predictive  of  human  response,  this  drug  should  be  used  during 
pregnancy  only  if  clearly  needed 
Nursing  Mothers  - Small  amounts  of  Ceclor  have  been  detected 
in  mother  s milk  following  administration  of  single  500-mg  doses 
Average  levels  were  0 18.  0 20,  0.21 , and  0 16  mcg/ml  at  two 
three,  four,  and  five  hours  respectively  Trace  amounts  were 
detected  at  one  hour  The  effect  on  nursing  infants  is  not  known 
Caution  should  be  exercised  when  Ceclor  is- administered  to  a 
nursing  woman 

Usage  in  Children  - Safety  and  effectiveness  of  this  product  for 
use  in  infants  less  than  one  month  of  age  have  not  been  established 
Adverse  Reactions  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 
Gastrointestinal  symptoms  occur  in  about  2 5 percent  of 
patients  and  include  diarrhea  (1  in  70) 

Symptoms  of  pseudomembranous  colitis  may  appear  either 
during  or  after  antibiotic  treatment  Nausea  and  vomiting  have 
been  reported  rarely 

Hypersensitivity  reactions  have  been  reported  in  about  1 5 
ercent  of  patients  and  include  morbiliform  eruptions  (1  in  100) 
ruritus.  urticaria,  and  positive  Coombs  tests  each  occur  in  less 
than  1 in  200  patients  Cases  of  serum-sickness-like  reactions 
(erythema  multiforme  or  the  above  skin  manifestations  accompanied 
by  arthritis/arthralgia  and.  frequently,  lever)  have  been  reported 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor  Such  reactions  have  been  reported  more  frequently 
in  children  than  in  adults  Signs  and  symptoms  usually  occur  a few 
days  alter  initiation  of  therapy  and  subside  within  a lew  days 
after  cessation  of  therapy  No  serious  sequelae  have  been  reported 
Antihistamines  and  corticosteroids  appear  to  enhance  resolution 
of  the  syndrome 

Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 


occurred  in  patients  with  a history  of  penicillin  allergy 

Other  effects  considered  related  to  therapy  included 
eosinophilia  (1  in  50  patients)  and  genital  pruritus  or  vaginitis 
(less  than  1 in  100  patients) 

Causal  Relationship  Uncertain  - Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported  Although  they 
were  of  uncertain  etiology,  they  are  listed  below  to  serve  as 
alerting  information  for  the  physician 

Hepatic  - Slight  elevations  in  SGOT,  SGPT.  or  alkaline 
phosphatase  values  (1  in  40) 

Hematopoietic  - transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  In  infants  and  young 
children  (1  in  40) 

Renal  - Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200) 
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Note  Ceclor"  (cefaclor,  Lilly)  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporins  and  should  be  given 
cautiously  to  penicillin-allergic  patients 
Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever  See  prescribing  information 
©1984.  ELI  LILLY  AND  COMPANY 


Additional  information  available  to 
the  profession  on  request  from 
Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 

Ell  Lilly  Industries.  Inc 

Carolina,  Puerto  Rico  00630 
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EDITORIAL 


Adolescent  suicide 

Suicide  attempts  during  adolescence  have  become  a prob- 
lem of  national  concern.  As  mentioned  by  Looney  et  al  in  this 
issue  of  Texas  Medicine  (p  45),  about  1 0%  of  male  adoles- 
cent suicide  attempters  will  have  killed  themselves  within  1 5 
years  of  their  first  attempt.  There  are  adolescent  suicide  at- 
tempters who  have  recognizable  psychiatric  disorders  such 
as  schizophrenia,  depression,  and  drug  abuse;  however, 
many  suicide  attempters— -55%  according  to  studies  by 
Golombek  (1 ,2)— do  not  have  personality  disturbances  or 
functional  problems.  This  group  may  be  responding  to  en- 
vironmental stress  in  idiosyncratic  fashion  and  might  be  ap- 
propriately diagnosed  as  having  adjustment  disorder.  Some 
adolescents,  especially  those  who  utilize  suicide  threats  in  a 
manipulative  way,  have  personality  traits— impulsivity  and 
excessive  dependency,  for  example — that  will  evolve  into  a 
personality  disorder.  Still  other  adolescents  have  not  devel- 
oped appropriate  coping  skills  and  may  not  see  alternatives 
for  problem  solving.  The  adolescent  may  misinterpret  paren- 
tal expectations,  parental  demands,  or  parental  discipline 
(so-called  “distorted  perceptions”).  In  some  families  the 
pressure  to  be  perfect  may  exceed  the  child's  capabilities.  In 
such  families,  children  may  attempt  suicide  out  of  fear  of  real- 
istic or  unrealistic  consequences. 

While  it  is  true  that  environmental  stress  and  sociological 
factors  can  precipitate  a suicide,  the  stress  itself  is  not  the 
dominant  factor  (in  view  of  the  majority  who  cope  with  similar 
stresses  without  attempting  suicide).  The  makeup  of  the  pa- 
tient (genetic,  constitutional,  and  learned  coping  skills)  and 
the  makeup  of  the  family  (genetic,  parenting  skills,  coping 
skills)  determine  who  will  attempt  or  not  attempt  suicide. 
Thus,  particular  youngsters  are  more  likely  to  attempt  sui- 
cide. There  are  some  families  in  which  a mother  or  father  has 
attempted  suicide,  and  the  modeling  effect  can  have  a tre- 
mendous influence  on  the  child  or  adolescent  behavior  pat- 
terns. This  modeling  or  contagion  effect  may  also  occur  in 
communities  in  which  adolescent  peers  begin  to  commit  or 
attempt  suicide. 

A suicide  threat  or  attempt  should  be  viewed  as  a signal 
that  the  adolescent  needs  help  dealing  with  a crisis  or  a sig- 
nal that  there  is  an  underlying  mental  disorder.  As  Dr  Looney 
strongly  recommends,  every  suicide  attempt  warrants  a thor- 
ough psychiatric  evaluation  to  determine  whether  the  patient 
needs  emergency  psychiatric  hospitalization  and  to  decide 
on  the  appropriate  treatment  plan  which  may  include  anti- 
depressant medication,  psychotherapy,  or  family  therapy.  In 
some  situations  it  may  be  necessary  to  move  the  adolescent 
from  a destructive  environment  to  residential  care.  It  is  im- 
portant that  adolescents  begin  to  see  hope  that  a frustrating 
situation  can  be  modified,  that  someone  will  listen  in  an  ob- 
jective way,  that  there  are  alternative  solutions  to  problems. 

Prevention  of  suicide  attempts  is  the  desired  end  point. 


Suicide  attempts  related  to  major  psychiatric  disorders  may 
not  be  preventable  until  there  is  earlier  detection  of  the  psy- 
chiatric disorder.  However,  in  those  cases  in  which  suicide 
attempts  relate  to  poor  coping  with  family  and  school  situa- 
tions, public  education  to  reduce  family  stress,  improve  par- 
enting skills,  and  maximize  coping  skills  should  go  a long  way 
toward  prevention. 

There  is  also  a need  for  prospective  longitudinal  studies  of 
adolescent  suicide  attempters  to  delineate  how  their  coping 
mechanisms,  personality  traits,  and  problem  solving  skills  dif- 
fer from  those  of  adolescents  who  do  not  attempt  suicide 
when  faced  with  similar  crises.  Such  studies  should  attempt 
to  determine  whether  various  interventions  after  suicide  at- 
tempts would  reduce  frequency  of  future  attempts. 

John  F.  Simonds,  MD 

Professor  of  Psychiatry,  Texas  Tech  University  Health  Sciences  Center, 

Lubbock,  TX  79430. 
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Physician-controlled  peer  review  in  Texas 

The  Texas  Medical  Foundation  (TMF)  was  founded  in  1 972 
as  a nonprofit  organization  to  work  with  physicians  in  Texas 
under  the  mandate  of  the  Medicaid  program.  TMF’s  36- 
member  board  is  composed  of  practicing  physicians  repre- 
senting all  regions  of  the  state.  TMF  is  endorsed  by  both  the 
Texas  Medical  Association  and  the  Texas  Osteopathic  Medi- 
cal Association. 

Since  the  passage  of  the  Durenberger  Bill  in  1 982,  TMF 
has  watched  closely  the  development  of  peer  review  organi- 
zation legislation.  Following  Medicare’s  introduction  of  its 
prospective  payment  system  in  1984,  the  foundation,  be- 
cause of  its  lengthy  experience  with  Medicaid  peer  review, 
submitted  a bid  to  become  the  peer  review  organization 
(PRO)  for  Texas.  The  TMF  board  designed  a peer  review 
proposal  that  would  correspond  fully  with  the  goals  of  Texas 
medicine.  In  recognition  of  the  board’s  efforts,  TMF  was  des- 
ignated the  peer  review  organization  of  Texas  by  the  Health 
Care  Financing  Administration  in  October  1 984. 

TMF  believes  that  practicing  physicians  are  best  equipped 
to  make  the  case-by-case  decisions  necessary  to  address 
quality  and  cost  issues.  As  a part  of  the  TMF  review  process, 
a review  coordinator,  either  a registered  nurse  or  a registered 
record  administrator,  screens  patient  records  using  criteria 
developed  by  TMF  physician  consultants.  Any  case  needing 
physician  review  is  referred  by  the  review  coordinator  to  a 
TMF  physician  advisor  for  a determination.  The  physician  re- 
viewer has  no  set  criteria  or  quotas,  but,  using  sound  medical 
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judgment  alone,  reviews  the  record  to  determine  the  medical 
need  for  acute  care.  Before  any  final  decision  is  made,  the 
physician  advisor  attempts  to  contact  the  attending  physician 
to  discuss  the  case.  The  physician  advisor's  review  not  only 
assures  that  the  care  received  is  cost-effective,  but  more  im- 
portant, that  the  quality  of  care  is  not  being  compromised. 

The  TMF  board  also  wanted  reviews  to  be  conducted  at 
the  local  level  when  practical.  To  meet  this  requirement,  the 
state  was  divided  into  three  regions — Dallas,  Houston,  and 
San  Antonio— each  with  an  appointed  regional  medical  di- 
rector. The  regions  were  further  divided  into  five  areas,  each 
with  an  area  medical  director  responsible  for  recruiting  and 
training  physician  advisors.  The  board  affirmed  that  the  three 
regional  directors,  the  15  area  medical  directors,  and  the 
physician  advisors  must  be  practicing  physicians  and,  fur- 
ther, that  physician  advisors  must  not  participate  on  the 
medical  staff  of  hospitals  whose  records  they  review.  TMF 
reviewing  physicians  are  compensated  for  the  time  spent  in 
review  activity,  including  travel  or  time  spent  away  from  their 
offices. 

Texas  physicians  have  always  been  proud  of  the  quality  of 
medicine  they  deliver,  and  it  was  the  TMF  board’s  desire  to 
assure  this  same  quality  in  the  face  of  the  prospective  pay- 
ment system’s  requirements.  To  accomplish  their  goal,  TMF 
appointed  a quality  assurance  committee  composed  of  four 
MDs  and  three  DOs  representing  all  regions  of  the  state  and 
including  medical  specialties  such  as  general  surgery, 
obstetrics,  internal  medicine,  and  family  practice.  This  com- 
mittee is  charged  with  reviewing  all  quality  objectives  on  a 
regular  basis  to  assure  that  the  integrity  of  medicine  deliv- 
ered by  both  physicians  and  hospitals  is  being  protected. 

Texas  physicians  incorporated  all  of  the  principles  advo- 
cated by  the  TMF  board  in  designing  a review  organization 
operated  by  and  for  Texas  physicians.  The  board’s  efforts  to 
deliver  a program  all  physicians  in  Texas  can  support  is  evi- 
dent from  the  care  with  which  it  was  designed.  TMF  believes 
that  Texas  physicians  are  important  to  every  step  of  the  re- 
view process  to  ensure  that  cost  management  is  balanced 
with  quality  care.  This  tenet  has  been  manifest  throughout.  A 
successful  and  effective  peer  review  program  requires  the 
involvement  of  a substantial  and  representative  number  of 
Texas  physicians;  if  Texas  physicians  maintain  an  active 
presence  as  members  of  TMF,  medical  review  decisions  will 
continue  to  be  controlled  by  those  best  qualified  to  make 
them.  Eliciting  and  fostering  physician  participation  in  the 
peer  review  process  is  therefore  extremely  critical  to  the  fu- 
ture of  medical  practice  in  Texas. 

The  Texas  Medical  Foundation  is  eager  to  answer  any  con- 
cerns about  the  program  it  administers.  Please  direct  ques- 
tions or  comments  to  TMF  at  1 -800-252-921 6. 

Donald  Huge,  MD 

Regional  Medical  Director,  Texas  Medical  Foundation,  7800  Shoal  Creek, 

Suite  150E,  Austin,  TX  78757. 


Correction 

I want  to  call  to  your  attention  an  error  in  our  article,  ’’CT 
scan-directed  stereotactic  neurosurgery,”  Texas  Medicine, 
June  1985,  pp  44-49,  which  I think  bears  correcting  in  a 
future  issue  . . . .Namely,  the  photographs  in  Figs  5 and  6 are 
reversed  with  reference  to  the  captions.  That  is,  the  pho- 
tograph under  caption  5 should  be  under  caption  6 and  vice 
versa.  The  captions  are  correctly  placed  with  the  following 
photos. 

IraC.  Denton,  Jr.,  MD 

Texas  Neurological  Institute  at  Dallas,  Neuroscience  Center  of  Excellence, 

Medical  City  Dallas  Hospital,  7777  Forest  Lane,  Dallas,  TX  75235. 


5.  Cursor  (enhanced  on  photograph)  targets  glial  neoplasms  of  optic  tract. 
Note  adjacent  cyst. 


6.  Cursor  targets  site  of  biopsy-proven  Cryptococcus  cerebritis. 
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Sounds  good,  it  is  good,  and  it  happened.  During  1984,  100  percent 
of  the  premium  was  directed  towards  providing  insurance  benefits  to 
participants.  All  expenses  of  the  TMA  Insurance  Service  Office  and 
the  entire  retention  of  our  underwriting  company,  Prudential,  were  paid 
from  interest  earned  on  reserve  funds. 

TEXAS  MEDICAL  ASSOCIATION  INSURANCE  PROGRA 

underwritten  by 

PRUCO  LIFE  INSURANCE  COMPANY  OF  TEXAS 

a subsidiary  of  The  PRUDENTIAL 
FOR  MORE  INFORMATION  CALL: 

TEXAS  MEDICAL  ASSOCIATION  INSURANCE  SERVICE  OFFICE 

1-800-252-9318 


8 


TEXAS  MEDICINE 


NEWS 


TMA  IN  ACTION 

Fall  conference  to  focus 
on  issues  in  medicine 

Texas  Medical  Association’s  fall  confer- 
ence, Saturday,  Sept  21 , in  Austin,  will 
follow  the  theme,  “Update  85:  Issues  in 
Medicine.” 

A general  session  will  meet  from  9 
am  to  4 pm  at  Austin’s  Hyatt  Regency 
hotel.  Edward  R.  Annis,  MD,  Miami 
Shores,  Fla,  has  accepted  an  invitation 
to  deliver  a keynote  address  during  the 
conference.  A highly  regarded  public 
speaker,  Dr  Annis  is  a past  president  of 
the  American  Medical  Association  and 
also  served  as  a member  of  the  associ- 
. ation’s  board  of  trustees.  He  is  a past 
president  of  the  World  Medical  Asso- 
ciation, past  director  of  the  Chamber 
of  Commerce  of  the  United  States,  and 
past  director  of  the  Department  of  Sur- 
gery, Mercy  Hospital,  Miami. 

Several  activities  are  scheduled  in 
conjunction  with  the  conference.  Among 
these  activities  are  a Key  Contact  Train- 
ing Seminar  for  physicians  and  their 
spouses  who  wish  to  become  more  ac- 
tive in  legislative  activities.  Jerald  R. 
Schenken,  MD,  Omaha,  will  be  a fea- 
tured speaker.  Dr  Schenken  is  chair- 
man of  the  American  Medical 
Association’s  Council  on  Legislation. 
The  program  also  will  feature  speakers 
from  the  American  Medical  Association 
Political  Action  Committee  and  the 
AMA’s  Washington  office. 

Registrants  will  have  the  opportunity 
to  participate  in  continuing  medical 
education  courses  on  basic  life  sup- 
port, cardiovascular  diseases,  manage- 
ment of  the  extended  facility  patient, 
and  office  management  of  breast  dis- 
orders. The  registration  deadline  for  the 
courses  is  Sept  12. 

TMA’s  newly  formed  Hospital  Medical 
Staff  Section  will  meet  at  the  Sheraton 
Crest  Hotel,  Sunday,  Sept  22. 

The  TMA  Auxiliary’s  fall  leadership 
seminar  will  precede  the  conference, 
Sept  18-20,  at  La  Mansion  Hotel,  Aus- 
tin. These  meetings  are  open  to  all  aux- 


iliary members  and  cover  a wide  variety 
of  topics  presented  by  expert  speakers. 
Subjects  range  from  media  relations 
and  meeting  management  to  “winning” 
with  people  and  improving  the  quality  of 
health  education  in  Texas  schools. 

For  further  information  on  the  fall 
conference  and  related  activities,  con- 
tact Texas  Medical  Association,  1801  N 
Lamar  Blvd,  Austin,  TX  78701 , (512) 
477-6704. 

TMA  to  cosponsor 
conference  and  exposition 

Texas  Medical  Association  and  Cono- 
mikes  Associates,  Inc,  will  cosponsor 
“Medical  Management  Texas,”  a medi- 
cal practice  management  conference 
and  exposition,  Dec  4-6,  at  the  Hyatt 
Regency  Reunion,  Dallas. 

The  conference  will  feature  30  to  35 
short  courses  on  a wide  range  of  medi- 
cal practice  management  topics,  in- 
cluding computers,  word  processing, 
and  financial  planning.  Other  courses 
will  focus  on  appointment  scheduling, 
telephone  procedures,  personnel  man- 


Edward  R.  Annis,  MD,  Miami  Shores,  Fla,  is  a fea- 
tured speaker  at  TMA’s  fall  conference,  Saturday, 
Sept  21,  in  Austin. 


agement,  medical  office  design,  and 
phone  systems. 

The  exposition  will  include  some  100 
exhibitors  of  practice-related  products. 
These  products  include  business 
equipment  and  furniture,  computers, 
word  processors,  typewriters,  office 
uniforms,  telephone  systems,  banks, 
and  financial  institutions. 

Further  information  on  the  medical 
practice  management  conference  and 
exposition  will  appear  in  future  issues 
of  Texas  Medicine. 

AMA  reaffirms  support 

for  indemnity  payment  system 

Prompted  by  a resolution  from  the 
Texas  delegation,  the  American  Medi- 
cal Association  has  reaffirmed  its  sup- 
port for  the  indemnity  payment  system 
and  agreed  to  take  appropriate  action 
toward  implementing  the  system  as  a 
national  policy. 

The  AMA  House  of  Delegates  action 
came  during  the  association’s  1985  an- 
nual meeting  June  1 6-20  in  Chicago. 

In  addition  to  the  indemnity  payment 
system,  Texas  Medical  Association  pre- 
sented resolutions  related  to  continuing 
medical  education,  financial  assistance 
for  medicai  students,  safe  use  of  radio- 
active materials,  alcoholic  beverage  ad- 
vertising, and  residency  training. 

TMA  Executive  Director  C.  Lincoln 
Williston  dubbed  the  success  of  the 
resolution  about  the  indemnity  payment 
system  “the  most  significant  policy  ac- 
complishment of  the  Texas  Delega- 
tion.” The  resolution  emphasized  that 
the  indemnity  payment  plan  offers 
promise  for  removing  third  parties,  in- 
cluding the  government,  from  fee  fixing, 
price  fixing,  and  fee  profiling.  It  also  of- 
fers hope  for  the  return  of  the  establish- 
ment of  fees  to  physicians  and  patients. 

A Texas  resolution  calling  for  the  re- 
establishment of  the  AMA  Conference 
on  Continuing  Medical  Education  also 
met  with  success.  The  1 985  confer- 
ence was  canceled  due  to  budgetary 
restraints.  The  Texas  resolution  noted 
that  many  state  medical  associations 
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Clinical  Services  and  Consultations 


• Cardiovascular  Diagnosis  and  Surgery 

• Home  Health  Care  Services 

• Infectious  Disease 

Atypical  Mycobacteria,  Pneumonia 
& Related  Diseases,  Tuberculosis 

• Oncology 

• Outpatient  Care 

• Pediatric  Respiratory  Disorders 
Allergy,  Asthma,  Cystic  Fibrosis 
Pneumonia,  Tuberculosis 


• Pulmonary  (Adult) 

Emphysema  & Chronic  Bronchitis 
Occupational  Lung  Diseases 
Pulmonary  Physiology 
Pulmonary  Infiltrative  Disease 
Sleep-Related  Breathing  Disorders 
Pulmonary  Rehabilitation 
Undiagnosed  Pulmonary  Masses 

• Radiology  • Smoking  Cessation 

• Thoracic  Surgery 


A Referral  Center  for  Cardiopulmonary  Diseases 

Located  on  Highway  271  at  SH  15 5,  5 miles  north  of  Tyler.  Mailing  address: 
P.O.  Box  2003,  Tyler,  TX  75710.  For  information  and  referral  call:  1-800-442-8842 


Don’t  be  left  behind! 

Learn  about  changes  that  affect  You 

Attend 


UPDATE  85 
Issues  in  Medicine 


• speakers  on  professional  liability,  marketing  your  practice,  government 
regulations,  and  more 

• breakout  sessions  with  discussion  opportunities 

• postgraduate  courses,  September  21  -22 


Texas  Medical  Association  Fall  Conference 
September  21  9 am -4  pm  Hyatt  Regency  Austin 
Watch  your  mail  and  Texas  Medicine  for  more  details! 
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are  strengthening  their  CME  programs 
and  suggested  that  registration  fees  be 
increased  to  offset  expenses  for  the 
conference.  The  conference  is  the  pri- 
mary meeting  at  which  state  medical 
society  CME  leaders  address  issues  af- 
fecting medicine  and  share  their  exper- 
tise and  experience. 

Recognizing  the  dwindling  supply  of 
federal  financial  assistance  to  medical 
students,  the  AMA  House  of  Delegates 
reaffirmed  its  support  for  adequate  fi- 
nancial aid  programs  for  medical  stu- 
dents and  agreed  to  urge  the  Reagan 
Administration  and  the  Congress  to 
limit  cuts  to  those  programs.  The  issue 
came  before  the  delegates  in  the  form 
of  resolutions  from  Texas  and  Ne- 
braska. The  Texas  resolution  noted  that 
proposed  budget  cuts  could  place 
medical  education  beyond  the  reach  of 
many  individuals  from  low-  and  middle- 
income  families. 

AMA  delegates  referred  to  the  Board 
of  Trustees  two  resolutions  from  the 
Texas  delegation,  The  first  resolution 
asked  the  AMA  to  urge  the  Nuclear 
Regulatory  Commission  to  refrain  from 
shortening  the  minimum  training  time 
for  physicians  seeking  licensure  to  use 
radioactive  material  on  patients.  NRC  is 
considering  reducing  the  minimum  re- 


Merle Delmer,  MD,  San  Antonio,  visits  with  Sam  A. 
Nixon,  MD,  Houston,  during  the  annual  meeting  of 
the  American  Medical  Association. 


quirement  from  six  to  four  months.  The 
resolution  pointed  out  that  less  training 
and  experience  would  not  adequately 
prepare  physicians  to  use  radioactive 
materials  safely,  and  would  subject  pa- 
tients and  involved  personnel  to  in- 
creased risks  of  radiation  exposure. 

The  resolution  also  pointed  out  that  no 
new  scientific  information  justifies  a 
shorter  training  period. 

The  second  Texas  resolution  referred 
to  the  trustees  asked  the  AMA  to  join 
other  national  organizations  in  urging 
the  US  Congress  to  ban  alcoholic  bev- 
erage advertisements  from  radio  and 
television.  The  trustees  were  instructed 
to  report  back  to  the  House  of  Dele- 
gates during  its  interim  meeting  De- 
cember 1985  in  Washington,  DC. 

The  delegates  did  not  adopt  a Texas 
resolution  calling  for  the  AMA  to  urge 
directors  of  medical  education  pro- 
grams to  give  due  consideration  to  ap- 
plicants who  are  graduates  of  medical 
schools  approved  by  the  Liaison  Com- 
mittee on  Medical  Education  (LCME). 
The  delegates  took  the  stand  after  re- 
ceiving information  that  graduates  of 
LCME-accredited  medical  schools  al- 
ready are  the  candidates  of  choice. 

The  Texas  delegation  also  partici- 
pated in  discussions  and  House  actions 


Milton  Davis,  MD,  Dallas,  lends  a hand  in  prepar- 
ing for  a reception  at  the  AMA's  annual  meeting  in 
Chicago. 


relating  to  professional  liability.  The 
AMA  has  approved  an  action  plan  that 
focuses  on  public  education,  defense 
coordination  to  provide  AMA  members 
with  information  on  expert  witnesses 
and  access  to  briefs,  and  risk  control 
and  quality  review,  which  includes  the 
collection  and  analysis  of  liability  claims 
data. 

In  other  actions,  the  AMA  House  of 
Delegates  supported  a 0.05%  blood  al- 
cohol concentration  as  illegal  for  driving 
and  urged  states  to  adopt  the  standard. 
They  also  reaffirmed  the  AMA's  sujDport 
of  21  as  the  legal  drinking  age. 

They  approved  the  Board  of  Trust- 
ees’ recommendation  that  dues  for 
regular  members  be  increased  by  $45 
to  $375  in  1986,  with  proportional  in- 
creases for  other  special  categories  of 
members.  Current  dues  of  $45  for  resi- 
dents and  $20  for  medical  students  will 
be  maintained,  as  will  a 1 0%  rebate  for 
members  who  belong  to  state  and 
county  societies  that  are  unified  in  AMA 
membership. 

The  AMA’s  Fifth  Assembly  meeting  of 
the  Hospital  Medical  Staff  Section 
(HMSS)  met  in  conjunction  with  the  an- 
nual meeting,  June  13-17,  in  Chicago, 
with  25  Texas  physicians  participating. 
Albert  F.  Hendler,  MD,  Dallas,  chaired 


G.  Valter  Brindley,  Jr,  MD,  Temple,  addresses  the 
annual  meeting  of  the  American  Medical  Associa- 
tion after  receiving  the  association's  highest  honor, 
the  Distinguished  Service  Award. 
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one  of  three  HMSS  reference  commit- 
tees, and  Richard  D.  Jablonski,  MD, 
Houston,  served  as  a member  of  the 
Committee  on  Late  Resolutions. 

Ten  Texans  receive  honors 
during  annual  meeting 

Members  of  the  American  Medical 
Association  and  the  AMA  Auxiliary 
singled  out  ten  Texans  for  honors  and 
elected  posts  during  the  association’s 
annual  meeting  June  1 6-20  in 
Chicago. 

G.  Valter  Brindley,  Jr,  MD,  Temple  re- 
ceived the  AMA’s  1985  Distinguished 
Service  Award.  The  thoracic  surgeon, 
who  has  long  been  associated  with 
Scott  and  White  Memorial  Hospital,  is  a 
past  president  of  Texas  Medical  Associ- 
ation and  delegate  to  the  AMA.  He  is 
executive  director  of  the  Texas  State 
Board  of  Medical  Examiners. 

The  AMA  Citation  of  a Layman  for 
Distinguished  Service  Award  went  to 
Cecil  and  Ida  Green,  Dallas.  Mr  and 
Mrs  Green  have  provided  financial  sup- 
port for  The  University  of  Texas  South- 
western Medical  School,  along  with 
hospitals,  colleges,  and  museums  in 
Texas,  California,  and  other  states,  as 
well  as  in  other  countries. 

Other  Texans  were  recognized 


“We're  experiencing  technical  difficulties; 
please  stand  by.  . .” 
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through  election  to  AMA  positions 
during  the  meeting.  Family  physician 
Nancy  W.  Dickey,  MD,  Rosenberg,  was 
elected  to  a second  five-year  term  on 
the  AMA  Council  on  Ethical  and  Judi- 
cial Affairs.  She  will  serve  as  chair- 
man of  the  council.  Sam  A.  Nixon,  MD, 
Houston,  will  serve  a three-year  term 
as  a member  of  the  Council  on  Medical 
Education,  and  Mario  E.  Ramirez,  MD, 
Rio  Grande  City,  will  serve  a three-year 
term  on  the  Council  on  Medical  Ser- 
vice. Randy  Eckert,  MD,  Austin,  a resi- 
dent in  pathology,  was  elected  to  the 
Governing  Council  of  the  AMA  Resi- 
dent Physician  Section.  Joseph  A. 
Leveque,  a second-year  student  at  The 
University  of  Texas  Medical  School  at 
Houston,  was  elected  to  the  Governing 
Council  of  the  Medical  Student  Section. 

The  American  Medical  Association 
Auxiliary  elected  Mrs  Mylie  E.  (Pat) 
Durham  president-elect.  Mrs  Durham, 
a past  president  of  the  TMA  Auxiliary, 
served  as  secretary  of  AMAA  during 
1984-1985.  Mrs  W.A.  (Anne)  Pitch- 
ford,  El  Paso,  will  serve  as  a director  of 
the  AMA  Auxiliary  during  the  coming 
year. 

Cassette  tapes  feature 
programs  from  annual  session 

Audiotapes  of  1 7 scientific  programs 
presented  during  Texas  Medical  Asso- 
ciation’s annual  session  are  available 
for  purchase. 

Listening  to  the  tapes  is  a continuing 
medical  education  activity  that  meets 
the  criteria  for  credit  under  Category  5 
of  the  Physician’s  Recognition  Award  of 
the  American  Medical  Association. 

The  taped  programs  include  the  sym- 
posia on  aging,  health  of  the  physician, 
cardiovascular  diseases,  school  health, 
and  sports  medicine.  Also  available  are 
tapes  from  the  sections  on  obstetrics 
and  gynecology,  digestive  diseases,  in- 
ternal/nuclear medicine,  family  prac- 
tice, otolaryngology,  allergy,  diseases 
of  the  chest,  pediatrics,  oncology,  up- 
date on  pituitary  disorders,  and  the 
Texas  Medical  Directors  Association. 


For  order  forms  and  prices,  contact 
TMA,  c/o  AVW  Audio  Visual,  2254  Val- 
dina  St,  Suite  1 00,  Dallas,  TX  75207. 

Waiting  time  complaints  prompt 
brochures  for  physicians 

In  response  to  patients’  complaints 
about  excessive  waiting  time,  Texas 
Medical  Association  has  produced  two 
brochures  to  assist  physicians  in  as- 
sessing and  alleviating  the  problem. 

V.  Lance  Tarrance  and  Associates 
documented  the  problem  in  a survey 
commissioned  by  TMA.  The  in-depth 
opinion  survey  of  the  Texas  public  and 
TMA  members  examined  the  status  of 
the  doctor-patient  relationship  in  Texas. 

One  of  the  resulting  brochures,  “The 
Waiting  Game — How  Does  Your  Office 
Rate?"  is  a short  quiz  that  indicates  if  a 
doctor’s  office  has  a waiting  time  prob- 
lem. “Is  there  a Doctor  in  the  Office?” 
provides  useful  tips  on  the  nature  of 
waiting  time  problems,  and  what  can  be 
done  to  improve  the  situation,  plus 
available  resources  on  the  subject. 

The  latter  advises  physicians  to 

(1 ) schedule  time  for  telephone  calls, 
meetings,  detail  people,  and  breaks; 

(2)  be  realistic  about  how  much  time  is 
needed  to  treat  patients;  and  (3)  offer 
evening  or  very  early  morning  or  Sat- 
urday hours  to  accommodate  patients’ 
lifestyles. 

A suggested  Reception  Area  Check 
List  offers  advice  to  office  personnel  re- 
garding the  appearance  of  the  recep- 
tion area  and  how  to  assist  patients. 

Two  other  brochures  on  a related 
topic  are  “Physician  Public  Relations,” 
which  includes  information  on  enhanc- 
ing relationships  with  patients,  and 
“What  do  you  think?”  a patient  survey 
to  garner  suggestions  for  improvement. 

These  publications  are  available  from 
TMA’s  Communication  Department, 
1801  N Lamar  Blvd,  Austin,  TX  78701 , 
(51 2)477-6704,  ext  21 2. 
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HEALTH  LINE 

UTMB  center  to  study 
psychosocial  factors,  health 

The  University  of  Texas  Medical  Branch 
at  Galveston  has  been  named  a World 
Health  Organization  (WHO)  Collaborat- 
ing Center  for  Research  and  Training  in 
Psychosocial  Factors  and  Health. 

The  UTMB  facility  is  the  first  and  only 
such  center  in  the  western  hemisphere, 
and  will  have  jurisdiction  over  North 
and  South  America  for  research  con- 
sultation and  training  in  psychosocial 
and  behavioral  factors  and  their  rela- 
tionship to  specific  illnesses  and  the  de- 
livery of  primary  health  care. 

The  four-year  designation  was 
granted  by  the  Pan  American  Health 
Organization  (PAHO). 

Other  responsibilities  of  the  center 
described  by  the  PAHO  include:  com- 
munity  trials  of  disease  prevention  by 
i lifestyle  modifications;  development  of 
materials  for  training  of  a variety  of 
health  and  social  service  workers  in  the 
psychosocial  and  cultural  aspects  of 
health  care;  promotion  of  healthy  psy- 
chosocial development  of  the  child  with 
particular  emphasis  on  activities  which 
can  be  undertaken  by  the  family  at  the 
primary  health  care  level;  collaboration 
in  programs  designed  to  reduce  psy- 
chosocial hazards  at  work;  and  assess- 
i ment  of  coping  mechanisms  used  by 
individuals  and  families  exposed  to  se- 
vere stress. 

Director  of  the  center  will  be  C.  David 
Jenkins,  PhD,  professor  of  preventive 
medicine  and  community  health  and  of 
psychiatry  and  behavioral  sciences  at 
the  medical  branch  and  chief  of  the  divi- 
sion of  sociomedical  sciences,  where 
the  WHO  center  will  be  located. 

Cardiology  fellowships  offered 
for  1986-1987 

The  American  College  of  Cardiology 
and  The  Merck  Company  Foundation 
are  offering  five  Adult  Cardiology  Fel- 
lowship Training  Awards  for  1 986- 
1 987.  Each  fellowship  will  provide  a 


$20,000  stipend  and  an  additional 
$5,000  for  the  purchase  of  supplies  and 
equipment.  Deadline  to  apply  for  the 
awards  is  Dec  1, 1985. 

Applicants  must  be  in  adult  car- 
diology fellowship  training  in  a program 
recognized  by  the  Accreditation  Coun- 
cil on  Graduate  Medical  Education. 

Recipients  of  the  fellowships  will  be 
announced  early  in  1 986  and  the  fel- 
lowships will  be  conducted  July  1 986 
through  June  1987. 

For  more  information  contact  the 
American  College  of  Cardiology,  Mem- 
bership Services  Department,  91 1 1 
Old  Georgetown  Road,  Bethesda,  MD 
20814. 

SOCIOECONOMICS 

Dr  Sammons  returns  to  Texas 
to  address  Tech  graduates 

“It  took  30  years  for  the  insurance  com- 
panies . . . and  the  rest  of  us  to  remem- 
ber that  all  health  care  does  not  have  to 
be  given  within  a hospital,”  James  H. 
Sammons,  MD,  Chicago,  told  142  grad- 

James  H.  Sammons,  MD,  Chicago,  (far  right)  visits 
with  a group  of  distinguished  Texas  physicians 
before  accepting  the  honorary  degree,  Doctor  of 
Humane  Letters,  from  Texas  Tech  University.  Pic- 
tured with  Dr  Sammons  (left  to  right)  are  TMA 
President  D.  Clifford  Burross,  MD,  Wichita  Falls; 


uates  and  their  families  from  Texas 
Tech  University’s  schools  of  medicine, 
nursing,  and  allied  health. 

Dr  Sammons,  a former  Texas  physi- 
cian and  past  president  of  Texas  Medi- 
cal Association,  was  back  home  to 
address  the  graduation  convocation 
and,  with  Fort  Worth  pathologist  May 
Owen,  MD,  to  accept  the  honorary  de- 
gree Doctor  of  Humane  Letters. 

Dr  Owen,  a pioneer  among  Texas 
women  in  medicine,  and  Dr  Sammons, 
currently  executive  vice-president  of 
the  American  Medical  Association, 
were  honored  for  their  contributions  to 
medicine  and  medical  education.  Dr 
Owen  also  is  a past  president  of  TMA. 

In  his  address  Dr  Sammons  contem- 
plated the  future  of  medicine.  He  told 
the  graduates  that  medical  care  and  its 
financing  will  be  incredibly  different, 
and  added  that  organized  medicine  can 
help  direct  the  changes. 

He  also  predicted  prodigious  medical 
advances. 

“I  envy  you  the  next  30  years.  You 
will  see  things  that  not  even  the  best  re- 
search minds  have  yet  envisioned,  and 

Elgin  W.  Ware,  Jr,  MD,  Dallas;  Sam  A.  Nixon,  MD, 
Houston;  and  past  TMA  President  Braswell 
Locker,  MD,  Brooksmith.  May  Owen,  MD,  Fort 
Worth,  another  past  president  of  TMA,  also  re- 
ceived an  honorary  degree  during  the  ceremony. 
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TEXAS  MEDICAL  LIABILITY  TRUST 


The  Texas  Medical  Liability 
Trust  is  an  organization  offer- 
ing professional  liability  insur- 
ance responsive  to  the  needs 
of  Texas  physicians. 

Our  philosophy  is  to  pro- 
vide an  enduring  source  of  lia- 
bility insurance,  impact  on  the 
overall  malpractice  insurance 
market  by  our  presence,  pro- 
vide loss  prevention  and  risk 
management  education  to 
minimize  malpractice  prob- 
lems and  to  effectively  handle 
claims  with  personal  attention 
to  our  policyholders.  This  phi- 
losophy results  in  the  highest 
quality  liability  insurance  for 
Texas  physicians. 

Today,  the  health  care  in- 
dustry is  in  an  era  of  change. 
Cost  containment  incentives, 
DRG  systems,  competitive  en- 


vironment, and  rising  costs  of 
health  care;  plus  new  laws  and 
liberal  legal  trends  are,  more 
than  ever  before,  affecting  the 
Texas  physician.  The  Texas 
Medical  Liability  Trust  is 
acutely  aware  of  these  trends. 
Our  priority  to  anticipate  the 
future  and  understand  the 
staggering  problems  of  profes- 
sional liability  are  a vital  part 
of  the  quality  service  offered. 
And  it  is  because  of  this 
awareness  and  our  understand- 
ing of  the  industry  that  TMLT 
has  emerged  as  a dynamic 
leader  in  the  field  of  profes- 
sional liability  insurance. 

The  Texas  Medical  Liability 
Trust  . . . quality  insurance 
services  to  match  quality 
medical  practices. 


1BT 

THE  HIGHEST  QUALITY  LIABILITY  INSURANCE  FOR  TEXAS  PHYSICIANS. 

Created  by  the  Texas  Medical  Association 


Statewide  Service  Center:  1-800-252-9179/P.O.  Box  14746,  Austin,  Texas  78761 
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you  will  conquer  diseases  that  have 
plagued  us  from  the  beginning  of  man- 
kind," Dr  Sammons  said. 

He  advised  the  graduates,  “Your 
generation  must  not  make  the  same 
mistakes  made  by  ours.  It  will  fall  to  you 
to  develop  quality  health  care  within  the 
confines  of  DRGs  and  to  redesign  the 
many  systems  of  outpatient  care  for 
more  efficient  and  economical  health 
delivery.  I believe  that  you  will  work 
things  out  by  guiding  and  shaping  the 
product  that  results. 

"The  truth  is  that  the  medical  profes- 
sion will  not  abdicate  its  responsibili- 
ties for  patient  care.  When  you  are 
needed,"  he  concluded,  “you  will  be 
there  because  ours  is  a business  of 
caring.” 

TMF  elects  Dr  Smith 
to  serve  as  president 

The  Texas  Medical  Foundation  board  of 
directors  has  elected  John  M.  Smith, 

Jr,  MD,  San  Antonio,  to  serve  as 
president. 

Dr  Smith's  election  follows  the  resig- 
nation of  W.G.  McGee,  MD,  El  Paso, 
who  held  the  office  for  eight  years.  As 
outgoing  president,  Dr  McGee  be- 
comes an  ex-officio  member  of  the 
board  of  directors. 

Dr  Smith  has  served  as  chairman  of 
the  board  of  trustees  of  the  Texas  Medi- 
cal Association.  He  was  TMA’s  presi- 
dent in  1977,  and  received  the  as- 
sociation’s Distinguished  Service 
Award  in  1 982. 

As  the  TMF  board  met  in  Austin, 

June  9,  they  also  reelected  Donald  M. 
Peterson,  DO,  Fort  Worth,  as  vice- 
president,  and  Sam  N.  Key,  Jr,  MD, 
Austin,  as  secretary.  Marshall  Dough- 
erty, MD,  Paris,  was  elected  treasurer, 
filling  the  position  vacated  by  Dr  Smith 
after  his  election  as  president. 

TMF  is  a private,  nonprofit  organiza- 
tion created  by  TMA  to  provide  medical 
professional  review.  The  foundation 
provides  these  services  under  separate 
contracts  with  private  employers,  the 
Texas  Department  of  Human  Re- 


sources, and  the  US  Department  of 
Health  and  Human  Services  for  ap- 
proximately 1 million  hospitalized 
Texans  a year. 

AMA  considers  appeal 
of  decision  to  dismiss  suit 

The  American  Medical  Association  is 
considering  an  appeal  following  dis- 
missal of  the  association’s  lawsuit 
against  the  US  Department  of  Health 
and  Human  Services  challenging  the 
constitutionality  of  Medicare  provisions 
in  the  Deficit  Reduction  Act  of  1 984. 

The  Medicare  amendments  in  ques- 
tion impose  a 1 5-month  freeze  on  phy- 
sician fees  for  beneficiaries  and  create 
incentives  for  physicians  to  agree  to  be- 
come “participating”  physicians  and 
accept  the  assigned  benefit  for  all 
Medicare  patients. 

Responding  to  Judge  Sarah  Evans 
Barker’s  April  1 8 decision,  AMA  Gen- 
eral Counsel  Kirk  B.  Johnson  said,  "We 
are  carefully  reviewing  avenues  of  ap- 
peal. The  evidence  is  mounting  that  the 
freeze,  in  addition  to  being  discrimi- 
natory, has  increased  the  government  s 
costs  and  reduced  the  quality  of  care 
for  Medicare  beneficiaries.  The  AMA 
will  continue  to  pursue  the  matter  with 


Congress  and,  where  appropriate,  in 
the  courts."  Mr  Johnson  was  quoted  in 
the  “AMA  Newsletter.” 

The  association,  through  its  lawsuit, 
said  the  amendments  singled  out  non- 
participating physicians,  alone  among 
all  segments  of  society,  by  forbidding 
them  from  freely  entering  into  contrac- 
tual agreements  with  patients.  A state- 
ment from  AMA  Board  Chairman  John  J. 
Coury,  Jr,  MD,  noted  that  the  amend- 
ments deny  Medicare  beneficiaries  the 
ability  to  select  the  physician  from 
whom  they  will  receive  care.  A third 
point  of  the  suit  was  that  the  provisions 
mandate  restrictive  fee  schedules  for 
clinical  laboratories  that  deprive  Medi- 
care beneficiaries  and  others  of  com- 
plete medical  services  by  promoting 
the  reduction  of  those  services,  particu- 
larly in  small  and  rural  communities. 

According  to  the  “AMA  Newsletter" 
report,  “(Judge  Barker)  said  that  the 
AMA  and  its  co-plaintiffs  lacked  stand- 
ing to  bring  the  issue  to  court  because 
no  patients  had  been  denied  care  as  a 
result  of  the  freeze.  She  left  open  the 
possibility  that  the  AMA  could  assert 
the  theory  again  at  a later  date  if  it 
could  show  that  patients  had  been  de- 
nied care.” 


John  M.  Smith,  Jr,  MD,  San  Antonio,  is  the  newly 
elected  president  of  Texas  Medical  Foundation. 


Georgia  to  operate 
physician-owned  HMO 

The  Medical  Association  of  Georgia 
(MAG)  has  approved  the  establishment 
of  a statewide  individual  practice  asso- 
ciation-model health  maintenance 
organization. 

The  HMO  is  not  expected  to  be  in 
operation  before  the  end  of  October 
1 985.  An  ad  hoc  committee  of  the  asso- 
ciation proposed  the  plan  as  the  physi- 
cians’ best  response  to  the  proliferation 
of  alternative  delivery  systems  in  the 
state,  which  had  been  a source  of  con- 
cern for  the  delegates. 

Quoted  in  the  “AMA  Newsletter,” 
MAG  Executive  Director  Michael  Fow- 
ler said,  "MAG’s  aim  is  to  offer  its  mem- 
bers a better  option  through  a 
competitive  prepaid  plan  that  they 
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Finally — 

Rx  for  patient  satisfaction 

that  works 


In  a survey  conducted  for  the  Texas  Medical  Associa- 
tion, Texas  patients  said  waiting  time  and  scheduling 
problems  are  the  greatest  negatives  in  the  doctor- 
patient  relationship. 

Find  out  if  you  have  a waiting  time  problem  in  your 
office  and  how  to  solve  it — 

Send  for  these  two  TMA  brochures,  Is  There  a Doctor 
in  The  Office?  and  The  Waiting  Game — How  Does 
Your  Office  Rate?  They're  free! 


Is  there 
a doctor 
in  the 
office? 


Write  or  call 

Texas  Medical  Association 
Communication  Department 
1801  North  Lamar  Blvd. 
Austin,  Texas  78701 
512/477-6704  ext.  212 


The 
Waiting 
Game — 

How  Does 
Your  Office 
Rate? 
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TABLETS 


The  Upjohn  Company 
Kalamazoo,  Michigan  49001  USA 


K i 


J-5491  June  1985 


i)  1985  The  Upjohn  Company 


On  nitrates, 
but  angina  still 


After  a nitrate, 

add  ISOPTIN 

(verapamil  HCl/Knoll) 


To  protect  your  patients,  as  well  as  their  quality  of  life, 
add  Isoptin  instead  of  a beta  blocker. 


First,  Isoptin  not  only  reduces  myocardial  oxygen  demand 
by  reducing  peripheral  resistance,  but  also  increases  coro- 
nary perfusion  by  preventing  coronary  vasospasm  and 
dilating  coronary  arteries  — both  normal  and  stenotic. 
These  are  antianginal  actions  that  no  beta  blocker 
can  provide. 

Second,  Isoptin  spares  patients  the 
beta-blocker  side  effects  that  may 
compromise  the  quality  of  life. 

With  Isoptin,  fatigue,  bradycardia  and  mental 
depression  are  rare.  Unlike  beta  blockers, 

Isoptin  can  safely  be  given  to  patients  with 
asthma,  COPD,  diabetes  or  peripheral 
vascular  disease.  Serious  adverse 
reactions  with  Isoptin  are  rare 
at  recommended  doses;  the 
single  most  common  side 
effect  is  constipation  (6.3%). 

Cardiovascular  contra- 
indications to  the  use  of 
Isoptin  are  similar  to  those 
of  beta  blockers:  severe 
left  ventricular  dysfunction, 
hypotension  (systolic  pres- 
sure <90  mm  Hg)  or  cardio- 
genic shock,  sick  sinus  syndrome 
(if  no  artificial  pacemaker  is  present) 
and  second-  or  third-degree  AV  block. 

So,  the  next  time  a nitrate  is  not  enough,  add 
Isoptin ...  for  more  comprehensive  antianginal 
protection  without  side  effects  which  may 
cramp  an  active  life  style. 


ISOPTIN.  Added 
antianginal  protection 
without  beta-blocker 
side  effects. 


Please  see  brief  summary  on  following  page 


ISOPTIN 

(verapamil  HCI/Knoll) 

80  mg  and  120  mg  scored, film-coated  tablets 


Contraindications:  Severe  left  ventricular  dysfunction  (see  Warnings),  hypo- 
tension (systolic  pressure  < 90  mm  Hg)  or  cardiogenic  shock,  sick  sinus  syn- 
drome (except  in  patients  with  a functioning  artificial  ventricular  pacemaker), 
2nd-  or  3rd-degree  AV  block  Warnings:  ISOPTIN  should  be  avoided  in  patients 
with  severe  left  ventricular  dysfunction  (e.g.,  ejection  fraction  < 30%  or 
moderate  to  severe  symptoms  of  cardiac  failure)  and  in  patients  with  any 
degree  of  ventricular  dysfunction  if  they  are  receiving  a beta  blocker.  (See 
Precautions.)  Patients  with  milder  ventricular  dysfunction  should,  if  possible,  be 
controlled  with  optimum  doses  of  digitalis  and/or  diuretics  before  ISOPTIN  is 
used.  (Note  interactions  with  digoxin  under  Precautions.)  ISOPTIN  may  occa- 
sionally produce  hypotension  (usually  asymptomatic,  orthostatic,  mild  and  con- 
trolled by  decrease  in  ISOPTIN  dose).  Elevations  of  transaminases  with  and 
without  concomitant  elevations  in  alkaline  phosphatase  and  bilirubin  have  been 
reported.  Such  elevations  may  disappear  even  with  continued  treatment;  how- 
ever, four  cases  of  hepatocellular  injury  by  verapamil  have  been  proven  by  re- 
challenge. Periodic  monitoring  of  liver  function  is  prudent  during  verapamil 
therapy.  Patients  with  atrial  flutter  or  fibrillation  and  an  accessory  AV  pathway 
(e  g.  W-P-W  or  L-G-L  syndromes)  may  develop  increased  antegrade  conduction 
across  the  aberrant  pathway  bypassing  the  AV  node,  producing  a very  rapid 
ventricular  response  after  receiving  ISOPTIN  (or  digitalis).  Treatment  is  usually 
D.C. -cardioversion,  which  has  been  used  safely  and  effectively  after  ISOPTIN. 
Because  of  verapamil's  effect  on  AV  conduction  and  the  SA  node,  1°  AV  block 
and  transient  bradycardia  may  occur.  High  grade  block,  however,  has  been 
infreguently  observed.  Marked  1°  or  progressive  2°  or  3°  AV  block  requires  a 
dosage  reduction  or,  rarely,  discontinuation  and  institution  of  appropriate 
therapy  depending  upon  the  clinical  situation.  Patients  with  hypertrophic  car- 
diomyopathy (IHSS)  received  verapamil  in  doses  up  to  720  mg/day.  It  must  be 
appreciated  that  this  group  of  patients  had  a serious  disease  with  a high  mor- 
tality rate  and  that  most  were  refractory  or  intolerant  to  propranolol.  A variety 
of  serious  adverse  effects  were  seen  in  this  group  of  patients  including  sinus 
bradycardia,  2°  AV  block,  sinus  arrest,  pulmonary  edema  and/or  severe  hypo- 
tension. Most  adverse  effects  responded  well  to  dose  reduction  and  only  rarely 
was  verapamil  discontinued.  Precautions:  ISOPTIN  should  be  given  cautiously 
to  patients  with  impaired  hepatic  function  (in  severe  dysfunction  use  about 
30%  of  the  normal  dose)  or  impaired  renal  function,  and  patients  should  be 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  exces- 
sive pharmacologic  effects.  Studies  in  a small  number  of  patients  suggest  that 
concomitant  use  of  ISOPTIN  and  beta  blockers  may  be  beneficial  in  patients 
with  chronic  stable  angina.  Combined  therapy  can  also  have  adverse  effects  on 
cardiac  function.  Therefore,  until  further  studies  are  completed,  ISOPTIN  should 
be  used  alone,  if  possible.  If  combined  therapy  is  used,  close  surveillance  of  vital 
signs  and  clinical  status  should  be  carried  out.  Combined  therapy  with  ISOPTIN 
and  propranolol  should  usually  be  avoided  in  patients  with  AV  conduction 
abnormalities  and/or  depressed  left  ventricular  function.  Chronic  ISOPTIN  treat- 
ment increases  serum  digoxin  levels  by  50%  to  70%  during  the  first  week  of 
therapy,  which  can  result  in  digitalis  toxicity.  The  digoxin  dose  should  be  re- 
duced when  ISOPTIN  is  given,  and  the  patients  should  be  carefully  monitored  to 
avoid  over-  or  under-digitalization.  ISOPTIN  may  have  an  additive  effect  on 
lowering  blood  pressure  in  patients  receiving  oral  antihypertensive  agents. 
Disopyramide  should  not  be  given  within  48  hours  before  or  24  hours  after 
ISOPTIN  administration.  Until  further  data  are  obtained,  combined  ISOPTIN  and 
quimdine  therapy  in  patients  with  hypertrophic  cardiomyopathy  should  prob- 
ably be  avoided,  since  significant  hypotension  may  result  Clinical  experience 
with  the  concomitant  use  of  ISOPTIN  and  short-  and  long-acting  nitrates  sug- 
gest beneficial  interaction  without  undesirable  drug  interactions.  Adequate  ani- 
mal carcinogenicity  studies  have  not  been  performed.  One  study  in  rats  did  not 
suggest  a tumorigenic  potential,  and  verapamil  was  not  mutagenic  in  the  Ames 
test.  Pregnancy  Category  C:  There  are  no  adequate  and  well-controlled  studies 
in  pregnant  women.  This  drug  should  be  used  during  pregnancy,  labor  and 
delivery  only  if  clearly  needed.  It  is  not  known  whether  verapamil  is  excreted  in 
breast  milk;  therefore,  nursing  should  be  discontinued  during  ISOPTIN  use. 
Adverse  Reactions:  Hypotension  (2.9%),  peripheral  edema  (17%),  AV  block 
3rd  degree  (0.8%),  bradycardia:  HR  < 50/min  (1.1%),  CHF  or  pulmonary 
edema  (0.9%),  dizziness  (3.6%),  headache  (1.8%),  fatigue  (1.1%),  constipa- 
tion (6  3%),  nausea  (1.6%),  elevations  of  liver  enzymes  have  been  reported 
(See  Warnings.)  The  following  reactions,  reported  in  less  than  0.5%,  occurred 
under  circumstances  where  a causal  relationship  is  not  certain:  ecchymosis, 
bruising,  gynecomastia,  psychotic  symptoms,  confusion,  paresthesia,  insomnia, 
somnolence,  equilibrium  disorder,  blurred  vision,  syncope,  muscle  cramp,  shaki- 
ness, claudication,  hair  loss,  macules,  spotty  menstruation  How  Supplied: 
ISOPTIN  (verapamil  HCI)  is  supplied  in  round,  scored,  film-coated  tablets  con- 
taining either  80  mg  or  120  mg  of  verapamil  hydrochloride  and  embossed  with 
"ISOPTIN  80"  or  "ISOPTIN  120"  on  one  side  and  with  "KNOLL"  on  the  reverse 
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EMPLOYEES 
APPRECIATE 
THE  PAYROLL 
SAVINGS  PLAN. 

JUSTASK 
THE  PEOPLE  AT 
E-SYSTEMS. 


“Bonds  are  a good 
liquid  investment, 
and  if  I don’t  use 
them,  they  continue 
to  earn  interest.” 

— L.A.  Fulcher 


“I  put  myself  and 
my  children  through 
school  with  Savings 
Bonds.  They’re 
great! 

—Ken  Sclater,  Jr. 


“I  save  them,  but 
when  I want  some- 
thing  extra,  I know 
they’re  there.  They’re 
great  for  emergencies.” 

—Jose  Acosta 


U.S.  Savings  Bonds  now  offer 
higher,  variable  interest  rates  and  a 
guaranteed  return.  Your  employees 
will  appreciate  that.  They’ll  also 
appreciate  your  giving  them  the 
easiest,  surest  way  to  save. 

For  more  information,  write  to: 
Steven  R.  Mead,  Executive  Director, 
U.S.  Savings  Bonds  Division,  Depart- 
ment of  the  Treasury,  Washington,  DC 
20226. 


US  SAVINGS  BONDS ^ 

Paying  BetterThan  Ever  " 

A public  service  of  this  publication. 


themselves  own  and  that  provides 
benefits  for  them  and  their  patients.  Vir- 
tually all  physicians  will  be  eligible  to 
participate  in  the  IPA,  should  they 
choose.”  The  association  will  not  forbid 
member  physicians  from  treating  pa- 
tients who  are  covered  under  compet- 
ing plans,  and,  according  to  Mr  Fowler, 
physicians  participating  in  the  MAG 
plan  would  be  “free  to  participate  in  any 
or  all  of  the  other  plans  in  the  market.” 

A recent  report  prepared  for  the 
Henry  J.  Kaiser  Family  Foundation  by 
Louis  Harris  and  Associates,  Inc,  indi- 
cates that  HMOs  have  more  than  1 5 
million  members  across  the  nation.  At 
the  current  growth  rate,  HMO  member- 
ship will  double  every  five  years,  the  re- 
port states. 

A survey  of  a representative  group  of 
physicians  revealed  50%  now  have  a 
favorable  attitude  toward  HMOs.  In 
1 980-1 981 , only  36%  of  physicians 
were  favorably  disposed.  Furthermore, 

1 8%  of  them  now  say  that  the  presence 
of  an  HMO  in  their  area  has  reduced 
their  income.  The  same  survey  showed 
that  78%  of  the  physicians  believe 
HMOs  are  effective  in  containing  health 
care  costs,  but  about  two  thirds  of  the 
group  believe  that  the  cost-containment 
incentive  causes  HMOs  to  lower  the 
quality  of  care  to  an  unacceptable  level. 

A Harris  survey  of  HMO  members 
showed  that  85%  are  satisfied  with  the 
overall  quality  of  the  medical  care  they 
receive,  90%  are  satisfied  with  their 
physicians,  and  77%  are  satisfied  with 
their  access  to  specialists. 

Two  states  vote 

for  unified  membership 

Kansas  and  Mississippi  have  become 
the  third  and  fourth  state  medical  asso- 
ciations to  require  membership  in  the 
three  levels  of  the  federation  of  orga- 
nized medicine. 

Voting  1 1 5 to  5,  Kansas  Medical  So- 
ciety became  the  first  state  in  24  years 
to  adopt  a policy  of  requiring  its  mem- 
bers to  join  the  federation  at  the  county, 
state,  and  national  levels.  Osteopathic 


physicians  are  exempt  from  the  re- 
quirement because  they  have  a unified 
membership  policy  with  the  American 
Osteopathic  Association. 

The  Mississippi  State  Medical  Asso- 
ciation (MSMA)  House  of  Delegates 
approved  a similar  measure  by  a voice 
vote  May  1 9,  during  their  annual  meet- 
ing in  Biloxi.  The  MSMA  unified  mem- 
bership policy  contains  a sunset 
provision.  It  will  remain  in  force  until 
1 989,  \^hen  the  house  must  vote  on 
whether  to  continue  it. 

The  requirement  for  both  states  will 
be  effective  in  1 986,  and  members  of 
both  societies  will  be  eligible  for  a 1 0% 
dues  discount  for  AMA  members  in  uni- 
fied states.  The  only  other  states  that 
require  unified  membership  are  Illinois 
and  Oklahoma,  but  the  AMA  reports 
that  several  other  state  medical  associ- 
ations are  studying  the  issue. 

Texas  Medical  Association  has  con- 
sidered such  a requirement  several 
times,  most  recently  during  the  May 
1 984  annual  session.  At  that  time  the 
House  of  Delegates  turned  down  the 
proposal,  agreeing  instead  to  recom- 
mend to  county  medical  societies  that 
they  bill  all  members  for  county,  state, 
and  AMA  membership  dues,  but  pro- 
vide each  physician  with  the  right  to 
refuse  AMA  membership.  Debate 
showed  support  for  AMA  membership, 


Practice  management  expert  Harold  Whittington 
discusses  Medicare/Medicaid's  conversion  to 
a new  coding  system  during  a TMA-sponsored 
seminar  in  Austin.  For  information  on  the  conver- 
sion, see  page  62  of  this  issue. 


I 


coupled  with  concern  for  retaining  free- 
dom of  choice  for  the  individual 
physician. 

CAPITAL  COMMENTS 

CON  remains  in  effect 
through  Aug  31 

The  Texas  Health  Facilities  Commis- 
sion (THFC)  will  expire  Aug  31 , bringing 
to  an  end  the  Certificate  of  Need  (CON) 
program  that  the  agency  has  admin- 
istered. Even  though  the  commission 
already  has  ceased  to  perform  its  du- 
ties and  more  than  300  applications  for 
CONs  are  pending,  it  remains  illegal  for 
a health  facility  to  expand,  remodel,  or 
buy  equipment  that  requires  a CON  un- 
til its  official  termination. 

THFC  fell  victim  to  the  Sunset  review 
process  during  the  69th  Texas  Legis- 
lature. Texas  Medical  Association,  the 
Texas  Dental  Association,  and  a small 
home  health  association  advocated  ter- 
mination of  the  commission.  They  ar- 
gued that  deregulation  and  increased 
competition  among  equal  facilities  is 
the  most  efficient  way  to  hold  down 
costs.  The  Texas  Hospital  Association, 
most  major  hospital  chains,  nursing 
homes,  home  health  agencies,  and  a 
legion  of  lawyers  and  consultants  sup- 
ported the  commission’s  continuation, 
citing  a potential  increase  in  hospi- 
tal costs  if  the  CON  program  were 
terminated. 

Representative  Brad  Wright  (R- 
Houston),  chairman  of  the  House  Pub- 
lic Health  Committee,  led  the  effort 
to  terminate  the  THFC.  Through  his 
leadership,  the  House  Public  Health 
Committee  and  the  House  Appropria- 
tions Committee  refused  funding  for 
THFC  even  before  the  House  voted  to 
abolish  the  agency. 

Sunrise  procedure  promises 
least  restrictive  regulation 

A new  “Sunrise”  procedure  adopted  by 
the  69th  Texas  Legislature  will  follow 
the  philosophy  that  regulation  of  health 
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ACCREDITED  SEMINARS 
on  the  CONSERVATIVE 
MANAGEMENT 
Of  LOW  BACK  PAIN 

A Clear  Direction  for  Treatment  in  an 
Innovative  Educational  Format 


Leading  orthopaedic  surgeons,  neurosurgeons  and  medical  specialists 
who  are  experts  on  the  lumbar  spine  present  a comprehensive  protocol  especially 
for  the  primary  care  physician.  The  protocol  is  designed  to  eliminate 
frustrating  and  time-consuming  trial  and  error  processes.  The  seminar  program  includes: 

• 

incisive  diagnosis  techniques  and  helpful  exam  forms 
the  most  effective  modalities  of  treatment 

an  algorithm  for  determining  patient  progress  by  evaluating  response  within  a time  frame 
discussion  of  the  latest  surgical  techniques  and  chemonucleolysis 
patient  education  for  injury  prevention 
information  manual 

Seminars  are  accredited  by  the  American  Academy  of  Family  Physicians. 

October  4-5, 1985  - Dallas,  TX 
Keynote  Speakers: 

David  Selby,  M.D.,  Arthur  White,  M.D. 

Sponsored  by  Camp  International,  Inc.  and  Medical  Arts  Hospital. 


For  more  information,  contact: 

CAMP  INTERNATIONAL,  INC. 

Isabelle  S.  Green 
Director  of  Medical  Informatics 
PO.  Box  89 

Jackson,  Michigan  49204 
(517)  787-1600 


practitioners  should  be  in  the  least  re- 
strictive form  necessary  to  adequately 
protect  the  public. 

Representative  Charles  W.  Evans 
(D-Hurst)  and  Sen  Kent  A.  Caperton 
(D-Bryan)  sponsored  the  legislation, 
which  Texas  Medical  Association’s  Divi- 
sion of  Legislative  Affairs  views  as  a 
positive  response  to  the  increasing 
number  of  proposals  to  license  new 
practitioners  in  the  health  care  field. 

The  legislation  mandates  that  the  Sun- 
set Advisory  Commission  must  review 
and  comment  on  bills  proposing  to 
regulate  a profession  or  occupation. 

The  act  sets  forth  specific  criteria  for 
the  review,  indicating  that  regulation 
should  be  in  the  least  restrictive  form 
necessary  to  adequately  protect  the 
public. 

TMA's  Ad  Hoc  Committee  on  Allied 
Health  Providers  and  Alternative  Treat- 
ment Modalities,  chaired  by  Byron 
Howard,  MD,  Dallas,  issued  a final  re- 
port that  reflected  the  same  philosophy 
as  that  in  the  new  Sunrise  law,  and  that 
report  is  thought  to  have  influenced  the 
legislation. 

Legislation  to  license  and  regulate 
various  health  practitioners,  to  expand 
their  scope  of  practice  or  provide  for 
hospital  privileges  or  third  party  in- 
surance reimbusement  made  up  the 
largest  single  class  of  bills  considered 
by  the  69th  Texas  Legislature.  How- 
ever, the  lawmakers  enacted  only  a few 
of  the  88  different  bills  proposed  in  this 
area.  Three  successful  bills  continued 
regulation  of  occupational  therapists, 
created  regulation  for  respiratory 
therapists,  and  made  podiatrists  eligible 
for  hospital  staff  membership  and 
privileges. 

Bills  that  were  proposed,  but  not  en- 
acted, would  have  authorized  optome- 
trists to  use  drugs  in  the  practice  of 
optometry;  authorized  Texas  phar- 
macists to  fill  the  prescriptions  of  Mexi- 
can and  other  foreign  physicians;  and 
created  licensure  for  dispensing  opti- 
cians, nonphysicians  practicing  medi- 
cine by  means  of  acupuncture,  and 


radiation  technologists. 

Other  unsuccessful  legislation  re- 
lated to  psychology  would  have  ex- 
panded the  practice  of  psychologists  to 
include  the  diagnosis  and  treatment  of 
mental  illness,  granted  psychologists 
hospital  privileges,  and  granted  au- 
thority to  certain  psychologists  to  certify 
mentally  ill  persons  for  involuntary 
commitment. 

Other  legislation  attempted  to  man- 
date insurance  reimbursement  for 
social  workers  and  professional  coun- 
selors, license  nursing  home  aides,  and 
eliminate  the  physician  referral  require- 
ment for  physical  therapy. 

Representative  Roybal  proposes 
bill  to  help  Alzheimer’s  victims 

Asserting  that  “The  federal  government 
must  do  more,”  Rep  Edward  R.  Roybal 
(D-Calif)  is  advocating  legislation  to  as- 
sist victims  of  Alzheimer’s  disease. 

Representative  Roybal,  who  chairs 
the  House  Select  Committee  on  Aging, 
has  proposed  the  Comprehensive  Al- 
zheimer's Assistance,  Research  and 
Education  Act  (CARE)  of  1 985.  The  bill 
would: 

— establish  a national  educational 
program, 

— create  model  state  programs  to 
educate  the  public  and  offer  support, 

— expand  federal  research  into 
causes,  prevention,  and  treatment, 

— develop  methods  of  service  deliv- 
ery that  will  encourage  care  in  the 
home  and  reduce  the  stress  on  families 
of  patients,  and 

— increase  the  training  of  health  care 
professionals  to  improve  the  diagnosis, 
treatment,  and  management  of  the 
disease. 

Witnesses  before  a House  of  Repre- 
sentatives subcommittee  in  May  testi- 
fied that  the  burden  of  around-the-clock 
care  and  supervision  rests  squarely  on 
the  family,  who  suffer  in  silence  and  re- 
ceive little  help.  The  prognosis  is  often 
poverty.  They  indicated  that  Medicare 
does  not  cover  the  cost  of  caring  for  the 
Alzheimer’s  patient,  either  at  home  or  in 


a nursing  home.  There  is  no  insurance, 
no  tax  break,  and  very  often  no  afford- 
able in-home  or  day  care  programs  ca- 
pable of  caring  for  Alzheimer’s  patients, 
the  witnesses  said. 

“Alzheimer’s  disease  demands  spe- 
cial attention,”  Representative  Roybal 
said.  “My  bill  is  proposing  a substantial 
step  forward  in  funding  for  research  and 
a beginning  step  in  support  for  the 
families.” 

Next  year,  he  says,  he  will  introduce 
a larger  and  more  comprehensive  bill 
for  Alzheimer’s  patients  and  their  fami- 
lies. Congress  should  boost  funding  for 
the  disease  "severalfold,”  he  said. 


NEWSMAKERS 

MICHAEL  D.  MCKINNEY,  MD,  Center- 
ville, was  voted  Outstanding  Freshman 
Member  of  the  Texas  House  of  Repre- 
sentatives during  the  69th  Texas  legis- 
lative session.  Dr  McKinney,  the  only 
physician  in  the  Texas  House,  was 
chosen  for  this  distinction  by  his  fellow 
representatives. 

CARLOS  GODINEZ,  MD,  McAllen,  has 
been  named  the  fourth  recipient  of  the 
H.L.  Kempner  Sr  Award,  given  by  The 
University  of  Texas  Medical  Branch  to 
recognize  significant  contributions  to 
the  recruiting,  retention,  and  graduation 
of  minority  medical  students.  Dr  Go- 
dinez is  chairman  of  the  Alumni  Ad- 
visory Committee  for  Minority  Affairs  at 
the  medical  branch  and  the  recipient  of 
the  1984  Ashbel  Smith  Distinguished 
Alumnus  Award.  He  has  held  numerous 
elective  and  appointive  positions  with 
the  Texas  Board  of  Medical  Examiners, 
Federation  of  State  Medical  Boards, 
Texas  Medical  Association,  American 
Academy  of  Family  Physicians,  and 
Texas  Academy  of  Family  Physicians. 

BOBBY  ALFORD,  MD,  Houston,  has 
been  elected  president  of  the  American 
Board  of  Otolaryngology. 
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RODGER  J.  WINN,  MD,  has  been  ap- 
pointed director  of  the  Community  On- 
cology Program  at  The  University  of 
Texas  M.D.  Anderson  Hospital  and  Tu- 
mor Institute.  Before  moving  to  Hous- 
ton, Dr  Winn  was  chief  of  the  oncology 
section  at  St  Barnabas  Medical  Center 
in  New  Jersey  and  a member  of  the  ad- 
junct staff  at  Memorial  Sloan-Kettering 
Cancer  Center.  The  Community  Oncol- 
ogy Program  is  designed  to  provide 
Texas  physicians  with  direct  access  to 
the  resources  of  M.D.  Anderson  Hospi- 
tal while  caring  for  patients  in  their  own 
communities. 

JOHN  H.  CHILDERS,  MD,  Dallas; 
TRACY  D.  GAGE,  MD,  Lubbock; 
JAMES  C.  GUCKIAN,  MD,  Galveston; 
and  JOSEPH  T.  PAINTER,  MD,  Hous- 
ton, were  presented  Ashbel  Smith  Dis- 
tinguished Alumnus  Awards  from  The 
University  of  Texas  Medical  Branch. 
The  award  is  the  school’s  highest 
alumni  honor  and  recognizes  outstand- 
ing contributions  to  medicine  and 
mankind. 

Dr  Childers  is  professor  of  pathology 
at  The  University  of  Texas  Health  Sci- 
ence Center  at  Dallas  and  associate  di- 


Charles  B.  McCall,  MD 


rector  of  surgical  pathology  at  Parkland 
Memorial  Hospital,  Dallas.  He  served 
as  president  of  the  Texas  Division  of  the 
American  Cancer  Society  in  1960  and 
1961  and  was  the  1981  president  of  the 
UTMB  School  of  Medicine  Alumni  As- 
sociation. 

Dr  Gage  is  a private  practitioner  in 
ophthalmology  in  Lubbock  and  clinical 
professor  of  ophthalmology  at  Texas 
Tech  University  School  of  Medicine.  He 
is  the  current  president  of  the  UTMB 
School  of  Medicine  Alumni  Association 
and  has  been  a member  of  the  UTMB 
Development  Board  since  1982.  He 
has  served  as  president  of  local  and  re- 
gional medical  societies  and  has  been 

a district  councilor  for  the  Texas  Medi- 

\ 

cal  Association. 

Dr  Guckian  is  professor  of  internal 
medicine  and  microbiology  and  acting 
chairman  of  the  department  of  internal 
medicine  at  UTMB.  An  active  partici- 
pant in  biomedical  research  since  his 
student  years,  he  has  been  a leader  in 
UTMB  education  and  patient  care  pro- 
grams since  his  medical  training.  Join- 
ing the  UTMB  faculty  as  an  internal 
medicine  instructor  in  1 966,  Dr  Guckian 
served  as  director  of  the  University 
Health  Service  during  1 967 - 1 968  and 
acting  associate  dean  for  clinical  affairs 
during  1973-1974. 

Dr  Painter  is  vice  president  for  physi-  ' 
cian  referral  development  and  extra- 
mural programs,  director  of  the  Inter- 
agency Center  for  Cancer  Prevention, 
and  director  of  international  programs 
at  the  UT  System  Cancer  Center.  He  is 
professor  of  medicine  at  the  center,  pro- 
fessor of  internal  medicine  at  UT  Health 
Science  Center  at  Houston,  and  clinical 
associate  professor  of  medicine  at  Bay- 
lor College  of  Medicine.  A member  of 
the  Texas  Medical  Association’s  Board 
of  Trustees,  Dr  Painter  is  past  president 
of  the  American  Society  of  Internal 
Medicine,  Texas  Society  of  Internal 
Medicine,  Socioeconomic  Research 
and  Education  Foundation,  Texas 
Medical  Foundation,  and  Texas  Insti- 
tute for  Medical  Assessment. 


CHARLES  B.  MCCALL,  MD,  has  been 
appointed  vice  president  for  patient 
affairs  at  The  University  of  Texas  M.D. 
Anderson  Hospital  and  Tumor  Institute. 
Dr  McCall  has  been  dean  of  the  Univer- 
sity of  Oklahoma  College  of  Medicine 
for  more  than  three  years  and  previ- 
ously was  medical  school  dean  at  both 
the  University  of  Tennessee  in  Mem- 
phis and  Oral  Roberts  University  in 
Tulsa.  He  is  a former  UT  system  as- 
sistant vice  chancellor  and  was  director 
of  the  Regional  Medical  Program  of 
Texas  during  1969-1973  and  asso- 
ciate dean  for  clinical  programs  at  UT 
Health  Science  Center  at  Dallas  during 
1973-1975. 

LUTHER  B.  TRAVIS,  MD,  was  pre- 
sented the  Teacher  of  the  Year  Award 
by  the  Alumni  Association  of  the  School 
of  Medicine  at  The  University  of  Texas 
Medical  Branch  at  Galveston.  Dr  Travis 
is  professor  of  pediatrics  and  director  of 
the  division  of  diabetes  and  nephrology 
at  the  medical  branch. 

JOHN  H.  SORTORE,  Austin,  director  of 
the  Hearings  Division  of  the  Texas 
State  Board  of  Medical  Examiners,  re- 
tired on  July  31 , after  more  than  23 
years  of  service.  Mr  Sortore  previously 
served  as  director  of  investigation. 

WILLIAM  D.  WILLIS,  JR,  MD,  PHD,  di- 
rector of  the  Marine  Biomedical  Insti- 
tute at  UT  Medical  Branch  at  Galveston, 
has  won  a Jacob  Javits  Neuroscience 
Investigator  Award.  The  seven-year 
grant  is  one  of  30  awards  made  each 
year  by  the  National  Institute  of  Neu- 
rological and  Communicative  Disorders 
and  Stroke.  Dr  Willis’  work  will  focus  on 
understanding  how  the  body’s  nerve 
cells  signal  pain  to  the  brain  and  how  to 
intervene  in  that  process. 
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Is  Your 
Medical  Staff 
Represented? 


Texas  Medical  Association 
Hospital  Medical  Staff  Section 

TMA-HMSS  is 

• a forum  to  provide  education  on  issues  affecting 
the  practice  of  medicine  in  the  hospital  setting 

• a network  to  encourage  medical  staffs  to  share 
problems  and  work  together  on  solutions 

• a pathway  to  provide  direct  access  to  the  policy- 
making body  of  the  Texas  Medical  Association 

• a resource  to  assist  medical  staff  leaders  in  their 
efforts  to  keep  medical  staff  affairs  in  the  hands 
of  physicians 

• a voice  to  increase  awareness  of  issues  that 
affect  physicians  as  members  of  the  hospital 
medical  staff 

The  Texas  Medical  Association  encourages  the 
participation  of  the  medical  staff  of  every  licensed 
acute  care  hospital  in  Texas  in  the  activities  of  the 
Hospital  Medical  Staff  Section. 

The  next  meeting  will  be  held  Sunday,  September 
22,  in  conjunction  with  the  Association’s  Fall 
Conference. 

For  additional 
information,  write  or  call: 

Texas  Medical  Association 
Hospital  Medical  Staff  Section 

1801  North  Lamar  Blvd. 

Austin,  Texas  78701 
512/477-6704 


Marriott  now  offers 
personalized  luxury  in  the 
Texas  Medical  Center. 


Our  new  full-service  luxury  hotel 
is  located  minutes  from  downtown 
Houston,  Hobby  Airport,  Astrodome, 
and  only  steps  from  healthcare  facili- 
ties and  Rice  University. 

This  hotel  is  designed  to  meet 
the  expectations  of  every  guest  and 
conference  group,  with . . . 398  guest 
rooms,  suites,  concierge  floors,  spe- 
cialty restaurants  and  lounges,  indoor 
pool  and  adjoining  fitness  center,  and 
9000  sq.  ft.  of  conference  space. 

See  how  accommodating  a Medical 
Center  hotel  can  be.  For  reservations 
and  information  call  your  travel  agent 
or  call  us  toll  free  (800)  228-9290. 


HoisroxUarnott 

W ^ MEDICAL  CENTER 

6580  Fannin  Street,  Houston,  Texas  77030  (713)  796-0080 
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Texas  Medical  Association 

Healthwise  Series 


A collection  of  educational  brochures  for  your  patients 


• Your  Health  is  in  Your  Hands 

• Drunken  Driving 

• Love  Sick 

• You  and  Your  Doctor 

• Accidents 

• Health  Fraud 

• Immunizations 

• Aging  in  Good  Health 

• Putting  Together  the  Health  Care  Puzzle 

• Feeling  Good  Means  Being  HealthWise 

• Click — The  Sound  of  Saving  a Life 

• Good  Health — Does  it  Have  to  Cost  A Lot? 


Call  or  write  for  free  samples  and  an  order  form: 

Texas  Medical  Association 
Communication  Department 

1801  North  Lamar  Blvd. 

Austin,  Texas  78701 
512/477-6704  ext.  212 
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Make  one  phone  call  to  Trans-Texas  Leasing  and  we  will  deliver  any  make 
anywhere  in  Texas  right  to  your  doorstep.  It's  yours  for  the  asking. 

Call  today  and  we  will  explain  the  tax  advantages,  low  monthly  payments, 
100%  financing,  premium  trade-in  allowances,  and  guaranteed  residual  value 
available  to  you  when  you  lease  a car  from  us. 


We  are  endorsed  by: 


1 -800-442-61 58 


" If  Solve  a simple  mathematical 

problem.  Assume  that  X in  the  above 
equation  equals  the  total  number  of  staff  members  in 
your  professional  practice  or  corporation.  Subtract 
from  that  number  all  but  one  staff  member  — yourself. 

What  do  you  get?  Freedom.  Freedom  from  the 
expense  and  bother  of  personnel-related 
administrative  chores. 

Freedom  to  design  a benefits  and  retirement 
package  which  best  fits  your  oum  needs,  without 
the  financial  and  administrative  burden  of  supplying 
like  coverage  for  every  member  of  your  staff. 

Freedom  to  offer  your  staff  “large  corporation’’ 
benefits,  even  if  your  professional  practice  or  company 
is  modest  in  size. 


The  equation  can  work  for  you,  through  the  services 
of  Staff  Leasing,  Inc.  The  concept  is  simple.  Our 
company  hires  your  employees  and  leases  them  back 
to  you.  Your  office  routine  remains  unchanged,  except 
that  Staff  Leasing,  Inc.  handles  all  facets  of  personnel 
administration.  We  assume  responsibility  for  payroll 
and  related  accounting,  make  all  employer  contributions 
to  taxes  and  insurance  on  behalf  of  employees,  and 
manage  the  withholding  and  deposit  of  all  employee 
payroll  deductions. 

Because  a large  number  of  men  and  women  are 
employed  by  Staff  Leasing,  Inc.,  our  company  can 
provide  a package  of  employee  benefits  second  to 
none.  Your  staff  will  enjoy  group  medical  insurance, 
including  maternity  benefits;  group  dental  insurance; 
group  life  insurance;  a sound  retirement  plan; 
professional  liability  insurance;  worker’s  compensation 
insurance;  and  more. 


Staff  leasing  is  also  a recognized  and  approved 
solution  to  the  affiliated  service  group 
problem  presented  by  Internal  Revenue  Code 
Section  4l4(m). 

Staff  Leasing,  Inc.  is  not  an  employment  agency. 

We  simply  make  it  easier  for  you  to  operate  your 
professional  practice  or  corporation  with  existing 
staff.  Or  we  staff  your  office  with  new  employees, 
subject  to  your  approval. 

Freedom.  It’s  writing  one  check  a month  and  letting 
Staff  Leasing,  Inc.  do  the  rest. 


Let  us  work  out  a staff  leasing  plan  for  you.  It 
adds  up  to  a better  way  of  doing  business. 


Texas  office: 

Staff  Leasing,  Inc. 
7557  Rambler  Road, 
Suite  610 

Dallas,  Texas  75231 
(214)  696-0808 


Oklahoma  office: 

Staff  Leasing,  Inc. 

P.O.  Box  12373 

Oklahoma  City,  Oklahoma  73157 
(405)  943-3310 


Have  you 
ever  wanted 
to  know  if 


m 


you  re 
managing 
your  finances 
in  a 

balanced, 
biblical  way? 


There  is  now  a personal  financial  service 
available  to  help  you  to  know.  Christian 
Wealth  Management,  Inc.  offers  fee-only  finan- 
cial planning  with  three  distinctives.  First,  a 
biblical  approach  to  personal  finance  that  is 
reflected  in  God’s  word.  Second,  independent 
counsel  that  is  not  connected  with  the  sale  of 
any  products.  Third,  technical  expertise  to 
provide  an  integrated  approach  to  each  area  of 
your  personal  finances. 

For  more  information,  call 
(512)  328-1140 
Principle-Bill  Lucy 

Registered  Investment  Advisor 
BBA,  Finance,  University  of  Houston 
MABS,  Dallas  Theological  Seminary 


CHRISTIAN  WEALTH 
MANAGEMENT,  INC. 

1015  Bee  Cave  Woods,  Suite  207 
Austin,  Texas  78746 
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THIRD  BIANNUAL  SOUTH  TEXAS  CLINICAL  DIABETES  SYMPOSIUM 

Hilton  Palacio  del  Rio— San  Antonio,  Texas 

November  15-16, 1985 


SPONSORED  BY:  The  American  Diabetes  Association,  Texas  Affiliate,  Inc. 


IN  CONJUNCTION 
WITH: 


Roerig — A division  of  Pfizer  Pharmaceuticals;  Eli  Lilly  & Company;  The  Diabetes  Center  at  Humana  Hospital  San  Antonio,  The 
Diabetes  and  Glandular  Disease  Clinic,  San  Antonio 


OBJECTIVE:  To  familiarize  the  primary  care  physician  with  current  research  and  its  clinical  application 


ACCREDITATION:  As  an  organziation  accredited  by  the  Accreditation  Council  for  Continuing  Medical  Education  (ACCME)  to  provide  continuing 

medical  education,  the  American  Diabetes  Association  certifies  that  this  continuing  medical  education  offering  meets  the  criteria 
for  seven  and  one-half  (7  1/2)  hours  of  ACCME  Category  1 credits  provided  it  is  used  and  completed  as  designed 

This  program  has  been  reviewed  and  is  acceptable  for  7 1/2  Prescribed  hours  by  the  American  Academy  of  Family  Physicians 
This  course  has  been  approved  for  7 cognates,  formal  learning,  by  the  American  College  of  Obstetricians  and  Gynecologists 

FEE:  $75  for  physicians — $40  for  non-physician  professionals  and  students 


FACULTY: 

Sherwyn  L.  Schwartz,  M.D., 

Daniel  W.  Foster,  M.D. 

Paralc  Mulgrew,  M.D. 

Julio  V.  Santiago,  M.D. 

Chairman 

Dallas,  Texas 

San  Antonio,  Texas 

St  Louis,  Missouri 

San  Antonio,  Texas 

Harold  E.  Lebovltz,  M.D. 

Richard  Poliak,  D.P.M.,  M.S. 

James  W.  Speights,  M.D. 

Brooklyn,  New  York 

San  Antonio,  Texas 

San  Antonio.  Texas 

For  More  Information  Contact:  Daniel  Snare,  Program  Director,  American  Diabetes  Association,  Texas  Affiliate,  Inc.,  P.0  Box 

14926,  Austin,  Texas  78761.  Phone:  (512)  454-7614. 


“He  flourished 
during  the  first 

half  of  the 
20th  century." 


The  American  physician  isn't  extinct.  But  your  freedom  to 
practice  is  endangered.  Increasing  government  intervention 
is  threatening  the  quality  of  medicine  — and  your  right  to  function 
as  an  independent  professional.  The  government,  responding  to 
cost  containment  pressures  from  myriad  sources,  has  taken  a 
more  active  role  in  legislating  reimbursement  methods,  payment 
levels  and  even  access  to  care. 

In  your  fight  for  survival,  the  American  Medical  Association  is 
your  best  weapon.  The  AMA  is  the  most  influential  force  in 
health  care.  No  other  organization  can  so  effectively  reach  the 
national  policymakers  who  will  help  determine  your  future  and 
the  future  of  medicine. 

Join  the  AMA.  We're  your  voice  in  Washington.  And  we're 
fighting  for  you  — and  your  patients. 


For  more  information,  call  the  AMA  collect 

(312)  645-4783,  or  return  this  coupon  to  your  state  or 

county  society. 


The  American  Medical 
Association 

535  North  Dearborn,  Chicago,  Illinois  60610 
Please  send  me  membership  information. 

Name 

Address 


City 


State 


Zip 


County 


□ Member,  County 
Medical  Society 
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CANCER  UPDATE 


Indications  for  bone  marrow  examination 

Abdus  Saleem,  MD;  Jeffrey  Samet,  MD;  Edward  C.  Lynch, 
MD;  John  J.  McCarthy,  MD 

Lack  of  precise  guidelines  for  bone  marrow  examination 
could  lead  to  improper  use  of  the  procedure.  We  studied  90 
consecutive  requests  for  bone  marrow  examinations  at  The 
Methodist  Hospital  to  determine  whether  the  procedure  was 
warranted  in  each  case.  The  examination  appears  to  have 
been  necessary  in  64%,  probably  justified  in  14%,  probably 
not  indicated  in  18%,  and  unnecessary  in  3%  of  patients.  The 
bone  marrow  examination  is  most  productive  in  the  diag- 
nosis, staging,  or  therapy  of  malignant  disorders,  monoclonal 
gammopathies,  acute  leukemias,  and  myelodysplastic  and 
aplastic  anemias.  It  provides  little  additional  information  in 
patients  with  uncomplicated  chronic  leukemias.  Less  in- 
vasive tests  are  preferable  for  evaluation  of  ferrokinetics. 

Morphologic  evaluation  of  bone  marrow  is  a fundamental 
tool  in  the  practice  of  hematology.  The  hematology  literature 
provides  a few  general  guidelines  for  the  diagnostic  indica- 
tions for  the  procedure  (1,2).  Little  information  is  available 
about  the  role  of  bone  marrow  examination  in  follow-up  of  the 
disease  process.  This  study  was  conducted  to  determine 
how  the  clinicians  in  a tertiary  care  hospital  use  the  proce- 
dure and  whether  more  precise  guidelines  can  be  developed 
to  optimize  appropriate  use  of  the  procedure. 

Material  and  methods 

All  bone  marrow  examinations  performed  at  The  Methodist 
Hospital  between  Aug  17  and  Nov  12, 1982,  were  reviewed 
by  three  consultants  independently  to  determine  whether  the 
bone  marrow  examination  was  indicated  to  arrive  at  a correct 
diagnosis,  to  choose  appropriate  therapy,  or  to  suggest  a sig- 
nificant change  in  management  of  the  patient.  The  consul- 
tants were  given  a brief  clinical  history,  the  details  of  the 
physical  examination,  and  all  the  laboratory  reports  except 
for  the  result  of  bone  marrow  examination.  The  consultants 
were  two  internist-hematologists  and  one  hematopathologist, 
all  faculty  members  of  the  Baylor  College  of  Medicine. 

Results 

A total  of  90  patients  were  studied.  The  opinions  of  the  con- 
sultants were  categorized  in  four  groups.  Group  I included  58 
(64.4%)  patients  for  whom  the  three  consultants  believed 
that  a bone  marrow  examination  was  indicated  for  diagnosis 
or  therapy.  Group  II  consisted  of  13  (14.4%)  patients  who, 
two  of  the  three  consultants  agreed,  should  receive  bone 
marrow  examination.  Group  III  consisted  of  16  (17.7%)  pa- 


Abdus  Saleem,  MD;  Jeffrey  Samet,  MD;  Edward  C.  Lynch,  MD;  John  J Mc- 
Carthy, MD,  Departments  of  Pathology  and  Internal  Medicine,  Baylor  College 
of  Medicine  and  The  Methodist  Hospital,  Houston.  Send  reprint  requests  to  Dr 
Saleem  at  The  Methodist  Hospital,  6565  Fannin,  MS-205,  Houston,  TX  77030. 
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tients  thought  by  one  of  the  consultants  to  need  the  proce- 
dure, and  Group  IV  consisted  of  three  (3.3%)  patients  for 
whom  all  three  consultants  thought  bone  marrow  examina- 
tion was  unnecessary.  The  groups  are  described  more  fully 
in  Figs  1 -4. 

Discussion 

Bone  marrow  examination  is  an  invasive  procedure  which  in- 
volves minor  risk,  moderate  expense,  and  sometimes  con- 
siderable discomfort  to  the  patient.  The  physician  ordering 
the  procedure  should  consider  what  information  is  to  be 
gained  and  the  impact  on  therapeutic  decision  making  and 
prognostication.  In  our  study  of  90  cases,  all  the  consultants 
agreed  that  the  procedure  was  indicated  in  64%  patients. 
There  was  complete  agreement  that  a bone  marrow  proce- 
dure was  helpful  in  the  diagnosis,  staging,  or  therapy  of  pa- 
tients with  malignancy,  monoclonal  gammopathy,  acute 
leukemia,  myelodysplastic  anemia,  and  aplastic  anemia. 
Bone  marrow  examination  is  also  indicated  for  microbiologic 
examination  or  chromosome  studies.  Bone  marrow  examina- 
tion may  not  be  of  much  value  in  patients  with  uncomplicated 
chronic  leukemias,  but  some  investigators  considered  the 
extent  of  bone  marrow  involvement  in  chronic  lymphocytic 
leukemia  to  have  prognostic  significance  (3).  In  addition, 
quantitation  of  erythroid  precursors  or  megakaryocytes  in  the 
bone  marrow  is  helpful  if  immune  hemolysis  (4)  or  throm- 
bocytopenia (5)  is  suspected  in  patients  with  chronic  lympho- 
cytic leukemia  or  malignant  lymphomas. 

The  indication  for  bone  marrow  examination  in  follow-up  of 
patients  is  even  less  clearly  defined.  Most  oncologists,  when 
treating  patients  with  multiple  myeloma,  are  satisfied  with 
quantitation  of  M protein  by  serum  protein  electrophoresis  to 
provide  information  about  residual  tumor  load  (6).  However, 
others  like  to  document  the  cellularity  of  the  marrow  and  the 
extent  of  bone  marrow  involvement  during  the  course  of 
therapy.  Similarly,  most  hematologists  are  satisfied  with  the 
peripheral  blood  counts  when  observing  patients  with  stable 
myelodysplastic  anemia,  while  others  like  to  document  the 
marrow  blast  counts  (7,8).  Another  area  of  controversy  is  the 
role  of  bone  marrow  examination  in  patients  with  mild  anemia 
or  with  borderline  cytopenia,  when  the  clinical  and  laboratory 
information  is  nondiagnostic.  Bone  marrow  examination  may 
help  exclude  smoldering  leukemia  and  aplastic  or  myeloph- 
thisic anemia.  For  the  evaluation  of  iron  stores,  most  hema- 
tologists prefer  to  use  serum  iron  and  ferritin  levels,  rather 
than  iron  stain  of  bone  marrow  (9).  However,  in  certain  situa- 
tions such  as  patients  with  bleeding  thalassemia  or  liver  dis- 
ease, it  may  be  necessary  to  study  bone  marrow  iron  stores. 

We  designed  this  study  to  review  common  indications  of 
bone  marrow  examination  and  to  assess  the  degree  of  uti- 
lization in  a large  tertiary  care  hospital.  It  turns  out  that  the 
indication  of  bone  marrow  examination  is  not  always  clearly 
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1.  Group  I:  patients  considered  by  all  three  consultants  to  need  bone  marrow 
examination. 


Stated  Indication  for  Bone  Marrow  Examination 

Number  of  Patients 

Malignancy  for  staging 

25 

Acute  leukemia  on  presentation 

4 

Follow-up  to  establish  remission  or  relapse  of  acute 
leukemia 

4 

Chronic  myelocytic  leukemias 

For  chromosome  studies 

2 

To  confirm  blast  transformation 

2 

Monoclonal  gammopathy 

6 

Myeloproliferative  disorder 

2 

Myelodysplastic  anemia 

3 

Aplastic  anemia 

1 

Unexplained  cytopenias 

5 

Unexplained  splenomegaly 

2 

Suspected  immune  thrombocytopenia  or  hemolysis 

2 

Total 

58 

2.  Group  II:  patients  considered  by  two  of  the  three  consultants  to  need  bone 
marrow  examination. 

Stated  Indication  for  Bone  Marrow  Examination 

Number  of  Patients 

Unexplained  anemia 

Follow-up  of  patients  with  myelodysplastic  anemia 

5 

during  stable  clinical  phase 

5 

Borderline  cytopenias 

3 

Total 

13 

3.  Group  III:  patients  considered  by  one  of  the  three  consultants  to  need 
bone  marrow  examination. 

Stated  Indication  for  Bone  marrow  Examination 

Number  of  Patients 

Follow-up  of  myeloma 

2 

Uncomplicated  chronic  leukemias  at  presentation 

3 

Evaluation  of  bone  marrow  iron  stores 

Search  for  malignancy  without  established  clinical 

5 

diagnosis 

Macrocytic  anemia  with  low  serum  folate  or  low  serum 

4 

B 12 

1 

Total 

T6 

4.  Group  IV:  patients  considered  by  none  of  the  three  consultants  to  need 
bone  marrow  examination. 

Stated  Indication  for  Bone  Marrow  Examination 

Number  of  Patients 

Transient  leukocytosis 

1 

Non-malignant  lymphadenopathy 

1 

Attempt  to  "rule  out  any  serious  disease" 

1 

Total 

3 

defined  and  sometimes  a decision  to  do  the  procedure  is 
subjective  on  the  part  of  a clinician.  This  study  points  out 
some  of  the  controversial  areas.  A larger  and  broad-based 
study  may  answer  some  of  the  questions  raised. 
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Management  of  end- 
stage  renal  disease  by 
transplantation:  the  use 
and  limitations  of 
cyclosporine 

Cyclosporine  trials  conducted  at  The  University  of  Texas 
Medical  School  at  Houston  demonstrated  increased  sur- 
vival rates  for  kidneys  transplanted  from  deceased  do- 
nors or  haploidentical  relatives  to  cyclosporine-treated 
recipients.  While  cyclosporine  is  an  effective  immu- 
nosuppressive agent,  however,  it  is  also  nephrotoxic. 
This  article  discusses  multidisciplinary  attempts  to  de- 
termine why  a 50-year-old  cyclosporine-treated  patient 
experienced  renal  dysfunction  following  kidney 
transplantation. 


Barry  Kahan,  MD,  PhD:  During  the  past  four  years,  the  Divi- 
sion of  Immunology  and  Organ  Transplantation  of  the  De- 
partment of  Surgery  has  had  the  privilege  of  being  one  of 
three  renal  transplant  centers  in  the  United  States  to  test  the 
new  immunosuppressive  agent  cyclosporine.  The  cyclo- 
sporine trial  demonstrated  an  improved  survival  rate  for 
kidneys  from  deceased  donors  and  from  haploidentical  rela- 
tives. The  cyclosporine  trials  also  showed  a decreased  mor- 
tality rate.  However,  a major  clinical  problem  confronted  us  in 
this  trial:  In  addition  to  being  immunosuppressive,  cyclo- 
sporine is  nephrotoxic.  Therefore,  in  the  context  of  renal 
transplantation,  several  clinical  dilemmas  have  arisen  requir- 
ing services  of  numerous  consultants  within  the  school. 
Through  this  case  presentation  we  would  like  to  illustrate  the 
evolution  of  our  investigations  concerning  this  important 
clinical  problem. 

The  University  of  Texas  Medical  School  at  Houston’s  expe- 
rience with  transplantation  of  kidneys  from  cadaveric  donors 

This  article  has  been  adapted  from  one  of  a series  of  multidisciplinary  grand 
rounds,  called  Clinical  Forum,  held  at  The  University  of  Texas  Medical  School 
at  Houston,  Based  on  patient  presentations,  they  feature  topics  of  current  in- 
terest. Some  will  be  topic  oriented  and  others  will  be  in  a clinical-pathological 
format  All  will  stress  clinical  management.  Coordinating  preparation  for 
publication  is  Gage  Van  Horn,  MD,  professor,  Department  of  Neurology. 
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began  in  1977.  Azathioprine  was  the  primary  immunosup- 
pressive agent  used  until  1 980,  when  we  began  cyclosporine 
trials.  Between  1 978  and  1 982, 1 1 1 transplant  patients 
received  azathioprine-prednisone,  and  1 03  received 
cyclosporine-prednisone.  Since  1 982,  most  patients  have  re- 
ceived cyclosporine.  The  cyclosporine  patients  who  were  im- 
munologically  strong  responders  showed  an  improved  80% 
one-year  graft  survival  compared  to  39%  in  the  strong  re- 
sponder group  treated  with  azathioprine-prednisone  (Fig  1). 
Furthermore,  cyclosporine  mitigates  the  hazard  of  mis- 
matched renal  graft  and  favors  transplant  survival  even  in 
patients  who  have  experienced  kidney  rejection.  There  was 
also  an  improved  outcome  of  cyclosporine  compared  to 
azathioprine-treated  haploidentical  living  related  donors  who 
provoke  high  mixed  lymphocyte  culture  reactions  in  vitro. 

With  azathioprine  and  prednisone,  graft  survival  was  65% 
and  58%  at  one  and  two  years,  respectively.  With  cyclo- 
sporine and  prednisone,  92%  and  86%  of  the  grafts  survived, 
respectively.  Therefore,  cyclosporine  has  become  an  in- 
creasingly important  part  of  the  transplantation  armamen- 
tarium (1  - 4). 

I have  asked  Charles  T.  Van  Buren,  MD,  who  was  primarily 
involved  in  the  care  of  this  patient,  to  present  the  case. 

Dr  Van  Buren:  A 50-year-old  man  was  hospitalized  for  end- 
stage  renal  disease,  the  result  of  a 30-year  history  of  nephro- 
lithiasis, renal  hypoplasia,  and  hypertension.  By  1970,  he 
had  experienced  blood  pressures  as  high  as  285/185.  Medi- 
cal evaluation  revealed  a nonfunctioning  left  kidney  and  a 
7-cm  right  kidney  containing  a small  ureteral  calculus.  He  un- 
derwent left  nephrectomy;  the  40  gm  kidney  displayed  fea- 
tures of  chronic  glomerulonephritis  and  pyelonephritis. 
Chronic  renal  insufficiency  progressed  during  the  next  ten 
years.  His  blood  pressure  was  poorly  controlled  on  a regimen 
of  methyldopa,  hydralazine,  guanethidine,  and  phento- 
lamine.  In  1979,  he  developed  congestive  heart  failure  re- 
quiring digoxin.  Additionally,  striking  vascular  calcifications 
developed  in  his  hands  and  legs.  In  June  of  1980,  he  devel- 
oped anorexia,  nausea,  vomiting,  malaise,  fatigue,  and  lower 
extremity  edema.  Hemodialysis  was  begun  in  August.  His 
early  dialysis  course  was  complicated  by  pericarditis  and, 
later,  by  severe  neuropathy  requiring  a wheelchair  for  am- 
bulation. He  was  maintained  on  an  1 ,800  kcal  diabetic  diet 
with  restrictions  in  sodium,  potassium,  cholesterol,  and  flu- 
ids. When  he  presented  to  our  center  in  June  1982,  he  had 
funduscopic  findings  consistent  with  longstanding  hyperten- 
sion. His  medications  included  digoxin,  chlorpropamide, 
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phosphate-binding  antacids,  and  methyldopa.  Neurological 
evaluation  revealed  significant  loss  of  position  sense  distally 
in  all  extremities.  During  the  next  several  months,  the  neu- 
rological deficit  was  the  most  prominent  feature  of  his  illness. 

Laboratory  data  obtained  at  the  time  of  admission  revealed 
a white  blood  cell  count  of  1 4,000/mm3,  hemoglobin  1 0 gm/ 
dL,  triglycerides  690  mg/dL,  serum  calcium  1 1 mg/dL,  BUN 
65  mg/dL,  creatinine  clearance  1 mL  per  minute,  and  a posi- 
tive CMV  titer  at  1 :256.  Three  urine  cultures  showed  no 
growth,  but  urinalysis  showed  pyuria  (>25  WBC/hp  field).  A 
voiding  cystourethrogram  revealed  no  reflux;  an  echocar- 
diogram showed  left  ventricular  hypertrophy.  Chest  roent- 
genograms showed  ectasia  of  the  aorta  and  a bone  survey 
showed  findings  consistent  with  renal  osteodystrophy. 

The  patient  was  accepted  as  a transplant  candidate  follow- 
ing right  nephrectomy  and  subtotal  parathyroidectomy.  The 
nephrectomy  was  recommended  because  of  chronic  infec- 
tion and  nephrolithiasis;  the  subtotal  parathyroidectomy  was 
suggested  because  of  hypercalcemia  and  metastatic  cal- 
cification. In  February  1 982,  he  was  selected  to  receive 
azathioprine  and  prednisone  in  the  randomized  cyclosporine 
clinical  trial.  After  transplantation  he  suffered  several  acute 
rejection  episodes  that  were  only  partially  responsive  to 
steroid  therapy,  followed  by  progressive,  irreversible,  chronic 
rejection  complicated  by  a striking  steroid  myopathy.  Immu- 
nosuppression was  withdrawn  and  dialysis  was  reinstituted. 
One  year  later  he  was  again  referred  for  transplant  evalua- 
tion. At  that  time  he  was  bedridden  and  traveled  about  on  a 
cart  due  to  the  severe  neuropathy. 

In  this  case,  we  elected  to  use  cyclosporine  because  of  the 
obviously  unfavorable  result  in  his  case  with  the  initial  tra- 
ditional immunosuppression  and  because  we  wished  to  mini- 
mize the  dose  of  steroids.  On  June  2, 1 982,  the  patient 
received  a kidney  from  his  haploidentical  son.  The  patient’s 
mixed  lymphocyte  culture  with  his  son  had  a stimulation  in- 

1. Impact  of  immunologic  risk  factors  in  cadaveric  renal  transplantation.' 


dex  of  five  compared  to  a random  population,  demonstrating 
alloimmune  reactivity.  Fig  2 is  a graphic  representation  of  the 
patient’s  immediate  postoperative  course.  He  experienced  a 
rapid  reduction  in  serum  creatinine  value,  despite  persistent 
elevation  of  his  blood  urea  nitrogen  level  which  thereafter  re- 
mained at  about  1 00  mg/dL.  We  were  not  sure  what  was 
causing  his  renal  dysfunction.  A renal  biopsy  showed  mor- 
phologic features  of  cellular  rejection,  and  bolus  steroid  treat- 
ment was  begun.  He  maintained  high  cyclosporine  trough 
levels  throughout  his  early  course,  explaining  some  of  the 
problems  with  which  we  were  later  confronted.  Steroid  therapy 
failed  to  reduce  his  serum  creatinine  level,  and  intermittent 
dialysis  therapy  was  started.  Fig  3 depicts  his  course  to  three 
months  after  transplantation.  From  day  20  through  day  90 
the  patient’s  renal  function  deteriorated.  During  that  time,  he 
developed  an  E coli  urinary  tract  infection,  and  therapy  with 
tetracycline  was  started.  He  also  had  signs  of  bone  marrow 
toxicity  with  30%  nucleated  red  cells,  leukopenia,  and  throm- 
bocytopenia. He  was  febrile,  and  acycloguanosine  was  given 
for  a suspected  viral  infection.  None  of  these  maneuvers  im- 
proved his  renal  function.  On  day  37,  a repeat  renal  biopsy 
showed  a diffuse  mononuclear  cell  infiltrate.  We  thought  that 
since  steroid  therapy  had  failed,  a trial  of  high-dose  cyclo- 
sporine was  indicated.  This  also  failed  and,  in  desperation, 
we  converted  the  immunosuppressive  regimen  to  azathio- 
prine, thinking  that  he  might  have  cyclosporine  nephrotox- 
icity. Immediately  following  initiation  of  2 to  3 mg/kg  of 
azathioprine  and  discontinuance  of  the  cyclosporine,  his 
blood  pressure  decreased  and  renal  function  improved.  He 
was  doing  well  26  months  following  his  transplant.  His  serum 
creatinine  level  was  about  1 mg/dL,  and  there  was  marked 
improvement  of  his  neuropathy  (Fig  4). 

Dr  Kahan:  So  the  clinical  picture  generated  a controversy. 
Was  there  ongoing  rejection  or  nephrotoxicity?  In  the  end, 
nephrotoxicity  proved  to  be  the  culprit.  Along  the  way  we  de- 
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pended  on  the  radiology  department,  particularly  Carl  M. 
Sandler,  MD,  and  his  colleague,  Edmund  Kim,  MD.  I have 
asked  Dr  Sandler  to  review  the  findings  in  this  case. 

Dr  Carl  M.  Sandler:  I am  going  to  review  the  nuclear  medi- 
cine studies  that  are  performed  routinely  on  a transplant  pa- 
tient and  that  are  used  to  evaluate  a number  of  anatomic  and 
functional  parameters  of  the  kidney  following  transplantation. 

Fig  5 is  a radionuclide  angiogram  performed  by  adminis- 
tration of  technetium  99m  DTPA.  DTPA  is  a low  molecular 
weight  organic  molecule,  which  is  excreted  primarily  by 
glomerular  filtration.  It  is  labeled  with  technetium,  a man- 
made radioisotope  which  has  good  imaging  characteristics 
and  a short  half-life.  The  combination  of  these  characteristics 
allows  us  to  inject  relatively  large  (millicurie)  amounts  of  ac- 
tivity so  that  we  can  image  over  short  time  intervals  (sec- 
onds) and  obtain  a vascular  picture  of  the  aorta  and  iliac 

2.  Course  of  patient  immediately  after  transplantation. 
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vessels,  as  well  as  the  perfusion  of  the  transplanted  kidney. 
The  first  image  shows  the  iliac  vessels  and  the  passage  of 
the  bolus  of  radioactive  material  into  the  kidney.  Later  views 
show  subsequent  excretion. 

The  second  part  of  our  transplant  study  is  performed  using 
1-131  labeled  hippuran  (Fig  6).  1-1 31  does  not  have  good 
imaging  characteristics  and  has  a long  physical  half-life. 
Thus,  relatively  small  amounts  of  activity  (microcurie)  are 
used.  Hippuran  is  excreted  primarily  by  tubular  secretion.  In 
order  to  use  this  agent,  one  must  image  over  a longer  period 
of  time  (minutes),  so  an  angiographic  display  is  not  possible. 
In  a typical  hippuran  study,  images  are  taken  every  three 
minutes  for  approximately  20  minutes.  During  this  interval,  a 
normal  kidney  will  extract  the  hippuran  and  excrete  it  into  the 
collecting  system  and  bladder.  In  essence,  the  first  study 
demonstrates  kidney  perfusion  while  the  second  study  af- 
fords an  assessment  of  renal  function. 

These  studies  demonstrate  the  anatomical  information  I 
have  just  shown  you,  and  provide  easily  quantified  informa- 
tion. The  data  are  entered  into  a computer  and  analyzed  for 
various  parameters  of  renal  function.  A major  tool  for  this  pur- 
pose is  called  a time-activity  curve.  The  activity  within  the 
kidney  is  plotted  on  the  y-axis  of  a graph,  and  the  time  frame 
plotted  on  the  x-axis.  The  curve  drawn  between  these  points 
represents  the  amount  of  activity  per  unit  time.  Fig  7 repre- 
sents an  analysis  of  the  DTPA  study  presented  in  Fig  5.  This 
curve  demonstrates  prompt  uptake  of  DTPA  into  the  trans- 
planted kidney  with  a relatively  sharp  downward  phase  which 
represents  excretion  of  the  molecule.  Fig  7 represents  the 
initial  study  performed  immediately  after  the  surgical  trans- 
plantation procedure;  the  curve  has  a normal  appearance.  It 
is  our  practice  to  bring  these  patients  to  the  radiology  depart- 
ment as  soon  as  they  are  released  from  the  recovery  room 
following  transplantation  so  this  study  can  be  performed.  The 
importance  of  the  initial  study  is  twofold.  First,  it  serves  as  a 
baseline  with  which  subsequent  studies  may  be  compared; 
and,  second,  it  affords  an  index  of  the  adequacy  of  the  blood 
flow.  When  the  initial  curve  and  images  are  normal,  one  can 
be  assured  of  the  technical  adequacy  of  the  vascular  ana- 
stamosis.  A similar  quantitative  analysis  of  the  excretion  of 
the  labeled  hippuran  (Fig  8)  is  performed.  A normal  hippuran 
curve  should  have  the  same  general  configuration  as  the 
DTPA  curve.  The  time  frame  on  the  x-axis  in  the  hippuran 
curve,  however,  represents  minutes  rather  than  seconds. 

The  hippuran  study  in  this  patient  performed  concurrently 
with  the  DTPA  study  was  also  normal  showing  prompt  uptake 
and  a downward  excretory  phase. 
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An  analysis  of  changes  in  configuration  in  these  curves,  at 
least  theoretically,  allows  one  to  differentiate  some  of  the 
complications  of  renal  transplantation,  including  acute  tu- 
bular necrosis  (ATN),  rejection,  and  cyclosporine  nephro- 
toxicity. In  cadaveric  transplants,  immediately  after  transplan- 
tation, the  excretory  phase  of  the  hippuran  curve  usually  has 
a flattened  slope  indicating  the  presence  of  ATN.  In  living 
related  donors,  on  the  other  hand,  the  amount  of  ischemia 
time  experienced  by  the  kidney  is  minimized.  Therefore,  it  is 
not  uncommon  to  see  a normal  configuration  of  the  hippuran 
curve  immediately  after  transplantation.  This  was  the  case  in 
the  patient  under  discussion  today.  In  pure  ATN  there  is,  in 
theory,  an  intact  renal  perfusion  curve.  In  renal  transplant  re- 
jection, however,  we  see  changes  in  the  vascular  phase  of 
the  DTPA  curve  with  flattening  of  the  slope  of  the  hippuran 
curve.  Pure  cyclosporine  nephrotoxicity  should  produce  a 


relatively  intact  perfusion  curve  but  an  ascending  hippuran 
profile,  similar  in  appearance  to  that  produced  by  ATN  except 
that  it  occurs  much  later  in  the  course.  Therefore,  when  an 
ATN-like  picture  develops  in  a cadaveric  transplant  patient 
whose  initial  ATN  has  resolved  and  who  has  no  new  insult  to 
the  kidney,  one  might  conclude  that  the  patient  has 
cyclosporine  nephrotoxicity.  Similarly,  in  a patient  who  re- 
ceived a kidney  from  a living  donor,  the  development  of 
“ATN”  changes  in  the  hippuran  curve  when  none  had  been 
present  earlier  suggests  cyclosporine  nephrotoxicity. 

In  this  patient,  studies  performed  ten  days  after  transplan- 
tation (Fig  9)  demonstrate  both  a decline  in  renal  perfusion 
and  a flattened  excretory  phase  in  the  hippuran  curve.  These 
changes  together  suggested  rejection  as  the  cause  for  the 
decline  in  renal  function,  an  interpretation  that  corresponded 
with  the  biopsy  information  at  approximately  the  same  time. 


3.  Course  of  patient  from  20  to  90  days  after  transplantation. 


4.  Course  of  patient  from  3 to  7 months  after  transplantation. 
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By  the  1 4th  day  after  transplantation,  there  was  even  further 
decline  in  renal  function  with  no  peak  whatever  in  the  hip- 
puran  curve.  By  day  83  (Fig  10),  shortly  before  changing  im- 
munosuppressive drugs,  the  picture  looked  very  similar.  In 
other  words,  from  a radionuclide  point  of  view,  the  changes 
indicated  by  these  curves  were  all  compatible  with  rejection. 

It  must  be  realized,  however,  that  when  there  is  such  poor 
renal  function,  the  interpretation  of  the  curves  becomes  tenu- 
ous. The  specific  changes  produced  by  cyclosporine  nephro- 
toxicity, acute  tubular  necrosis,  and  rejection,  as  I have 
outlined,  can  merge  as  a result  of  extremely  depressed  renal 
function.  The  last  study  performed  on  this  patient,  on  the 
1 05th  day  after  transplantation,  showed  a return  to  a more 
normal  perfusion  curve. 

Dr  Kahan:  Dr  Edward  J.  Weinman  and  his  colleagues  have 
worked  with  us  to  formulate  the  picture  of  cyclosporine  ne- 
phrotoxicity, and  I’ve  asked  him  to  make  a few  comments 
about  this  case  and  cyclosporine  nephrotoxicity  in  general. 

Edward  J.  Weinman,  MD:  My  initial  remarks  concern  an- 
other patient,  an  index  case,  who  first  piqued  our  interest  in 
the  renal  effects  of  cyclosporine.  Based  on  the  observations 
in  this  index  case,  we  began  detailed  examination  of  our  ex- 
perience using  cyclosporine  in  renal  transplant  recipients  and 
laboratory  animals.  The  findings  of  these  studies  provide  ad- 
ditional insights  into  the  clinical  course  of  today’s  patient. 


Fig  1 1 summarizes  the  post-transplantation  course  of  a 
young  woman  who  received  a cadaver  donor  kidney.  Her  im- 
munosuppressive regimen  included  cyclosporine  and  pred- 
nisone (5).  In  the  immediate  post-transplantation  period,  she 
had  a progressive  decline  in  the  serum  concentration  of 
creatinine.  Her  course,  however,  was  characterized  by  pro- 
gressive weight  gain,  hypertension,  and  a slow  progressive 
rise  in  the  serum  potassium  concentration.  By  day  4 the  po- 
tassium concentration  was  5 mEq/L  and  remained  at  this 
level  throughout  her  hospital  stay.  The  changes  in  blood 
pressure,  weight,  and  potassium  persisted  despite  admin- 
istration of  furosemide.  While  hyperkalemia  occurs  in  30%  to 
40%  of  renal  transplant  patients,  it  usually  results  from  acute 
tubular  necrosis  and/or  overt  or  impending  rejection  (6).  In 
our  experience,  hyperkalemia  is  unusual  in  the  presence  of 
excellent  glomerular  function  and  the  absence  of  rejection  or 
other  types  of  tubular  injury.  This  suggests  that  hyperkalemia 
may  be  produced  by  cyclosporine. 

We  next  analyzed  the  clinical  experience  at  our  institution 
and  examined  the  records  of  renal  transplant  recipients  who 
received  either  cyclosporine  and  prednisone  or  azathioprine 
and  prednisone.  Since  we  were  particularly  interested  in  the 
effect  of  cyclosporine  on  serum  electrolytes,  as  distinct  from 
serum  electrolyte  changes  seen  in  patients  with  poor  renal 
function,  we  elected  to  examine  the  course  of  patients  whose 


5.  Radionuclide  angiogram  made  using  a bolus 
injection  of  99mTc-DTPA.  The  images  are  made  at 
three-second  intervals  and  demonstrate  perfusion 
of  the  aorta,  iliac  vessels,  and  the  transplanted 
kidney  in  the  left  iliac  fossa. 
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serum  concentration  of  creatinine  was  less  than  2 mg/dL  and 
who  had  received  at  least  six  months  of  follow-up.  We  ex- 
cluded direct  examination  of  the  first  30  days  after  trans- 
plantation since  many  of  the  patients  had  complicated  clini- 
cal courses  and  it  was  not  possible  to  isolate  the  effect  of 
cyclosporine.  Thus,  we  studied  the  early  but  not  the  immedi- 
ate post-transplantation  period  in  patients  who  were  stable 
for  at  least  six  months.  Fig  1 2 tabulates  the  results  of  this 
analysis.  At  one,  three,  and  six  months  after  transplantation, 
patients  treated  with  cyclosporine  and  prednisone  had  a sig- 
nificantly higher  serum  potassium  concentration  than  those 
receiving  azathioprine  and  prednisone.  If  we  defined  hyper- 
kalemia as  a potassium  concentration  of  5 mEq/L  or  greater, 
the  data  indicated  that  patients  receiving  cyclosporine  as 
compared  with  those  receiving  azathioprine  had  a signifi- 
cantly increased  risk  of  developing  hyperkalemia.  Further 
analysis  of  the  data  indicated  that  the  risk  for  developing  hy- 
perkalemia was  not  related  to  the  original  disease,  the  type  of 
kidney  received  (living  related  versus  cadaveric),  or  any 
other  measured  changes  in  renal  function.  Other  serum  elec- 
trolytes were  normal  in  both  groups.  The  development  of  hy- 
perkalemia was  unrelated  to  the  total  dose  or  trough  levels 
of  cyclosporine.  Nor  was  it  related  to  the  concomitant  use 
of  diuretics,  antihypertensive  agents,  nonsteroid  anti- 
inflammatory agents,  or  beta  adrenergic  blocking  drugs. 
Thus,  cyclosporine  itself  appeared  directly  or  indirectly  to 


cause  an  elevation  in  serum  potassium  concentration, 
and  this  effect  appears  to  be  distinct  from  alterations  in 
glomerular  function.  In  addition  to  hyperkalemia,  weight  gain 
and  hypertension  were  concomitant  findings. 

The  mechanism  of  the  acute  effects  of  cyclosporine  on  re- 
nal function  was  examined  in  rats  (7).  The  acute  infusion  of 
cyclosporine  regularly  resulted  in  a rise  in  blood  pressure,  a 
decrease  in  insulin  clearance,  a decrease  in  the  absolute  and 
fractional  excretions  of  both  sodium  and  potassium,  and  a 
decrease  in  the  fractional  excretion  of  phosphate.  In  the  “in- 
tact” rat,  phosphate  excretion  reflects  the  rate  of  reabsorp- 
tion in  the  proximal  tubule.  Cyclosporine  not  only  decreases 
the  rate  of  glomerular  filtration  but  also  increases  the  re- 
absorption of  filtrate  in  the  proximal  portions  of  the  nephron. 
Potassium  excretion  reflects  the  secretion  of  potassium  in 
distal  nephron  segments,  and  the  rate  of  secretion  is  depen- 
dent upon  the  action  of  aldosterone,  flow  rate,  and/or  sodium 
content  of  fluid  flowing  past  this  portion  of  the  nephron.  Thus, 
if  the  reabsorption  of  filtrate  proximally  was  increased,  the 
delivery  of  filtrate  distally  would  be  reduced  and  the  conse- 
quent secretion  of  potassium  impaired.  To  test  this  hypothe- 
sis, a number  of  other  experiments  were  performed  in  which 
proximal  reabsorption  was  inhibited  by  the  infusion  of  saline 
and  mannitol  or  the  renal  perfusion  decreased  in  control  to 
approximate  that  seen  in  cyclosporine-treated  animals.  Fig 
13  summarizes  the  results  of  these  studies.  Potassium  ex- 

6.  1-131  labeled  radiohippuran  study.  The  images 
are  made  at  three-minute  intervals  and  demon- 
strate the  uptake  and  excretion  of  the  hippuran 
from  the  kidney  into  the  bladder  (arrow). 
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cretion  is  plotted  as  a function  of  sodium  excretion  over  a 
range  of  urinary  excretions  of  sodium.  There  was  no  statis- 
tical difference  between  control  and  cyclosporine-treated 
animals,  although  at  any  given  rate  of  sodium  excretion,  po- 
tassium excretion  was  slightly  lower  in  the  treated  animals. 
We  interpreted  these  data  to  suggest  that  cyclosporine  de- 
creased the  urinary  excretion  of  potassium  primarily  by  alter- 
ing the  renal  handling  of  sodium.  We  could  not,  however, 
absolutely  exclude  an  effect  of  cyclosporine  on  the  potas- 
sium secretory  mechanism  in  the  kidney.  There  are  no  cur- 


7.  Time-activity  (perfusion)  curve  of  the  radionuclide  angiogram  in  Fig  5. 
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8.  Time-activity  curve  of  the  initial  hippuran  study  (Fig  6).  There  is  a normal 
continuous  downward  slope  of  activity  following  a rapid  peak  (arrow). 
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rent  data  to  indicate  that  cyclosporine  impairs  the  non-renal 
metabolism  of  potassium. 

We  can  integrate  the  clinical  studies  presented  earlier  with 
the  animal  data  to  suggest  a possible  sequence  of  events  in 
patients  receiving  cyclosporine.  Even  in  the  absence  of  renal 
injury  related  to  harvesting  of  the  kidney  or  surgical  manip- 
ulations, cyclosporine  administration  results  in  a decrease  in 
the  rate  of  glomerular  filtration,  an  increase  in  the  reabsorp- 
tion of  sodium  in  the  proximal  tubule,  and  a decrease  in  the 
urinary  excretion  of  potassium.  Hypertension  ensues  as  a 
consequence  of  the  expansion  of  the  extracellular  fluid  vol- 
ume and  perhaps  as  a direct  effect  of  the  drug.  Hyperkalemia 
then  develops  in  patients  who  are  catabolic  and  in  whom  the 
ability  of  the  kidney  to  secrete  potassium  is  impaired. 

As  a practical  clinical  issue,  cyclosporine  nephrotoxicity 
appears  to  occur  in  two  settings.  The  initial  phase  appears  to 
relate  to  the  pharmacologic  effects  of  the  drug  itself  and  can 
be  obviated  by  lowering  the  dose  or  discontinuing  the  drug. 
After  six  or  more  months,  discontinuing  cyclosporine  may  or 
may  not  result  in  improvement  of  renal  function.  In  cases 
where  renal  abnormalities  persist,  one  presumes  that  fixed 
structural  damage  as  a result  of  cyclosporine  and/or  rejection 
has  occurred.  To  date,  the  hyperkalemia  has  generally  been 
mild  and  easily  treated  and  has  not  been  associated  with  any 
clinical  correlates.  Moreover,  there  is  a tendency  for  the 
serum  concentration  of  potassium  to  decrease  over  time  in 
renal  transplant  recipients  treated  with  cyclosporine  or  aza- 
thioprine.  We  need,  however,  to  voice  a word  of  caution. 
Cyclosporine  is  being  tested  in  a variety  of  other  disease 
conditions  unrelated  to  renal  transplantation.  The  use  of  this 
agent  in  patients  in  whom  the  disposition  of  potassium  is  im- 
paired, such  as  patients  with  diabetes  mellitus  or  those  re- 
ceiving either  nonsteroidal  anti-inflammatory  agents  or  adre- 
nergic blocking  drugs,  may  result  in  significant  degrees  of 
hyperkalemia. 

Dr  Kahan:  As  we  put  together  the  pieces  of  clinical  infor- 
mation in  this  case,  we  were  impressed  with  the  precipitous 
fall  in  the  platelet  count  to  about  30,000/mm3.  Thrombocyto- 
penia is  thought  to  be  a sign  of  severe  vascular  rejection  with 
sequestration  of  platelets  in  the  kidney.  Therefore,  we  were 
tempted,  in  spite  of  our  inclinations  otherwise,  to  reinstitute 
steroid  therapy.  We  first  sought  consultation  from  hema- 
tology. I have  asked  Dr  Anne-Marie  Maddox,  who  saw  this 
patient,  to  discuss  the  hematological  abnormalities. 

Dr  Anne-Marie  Maddox:  This  patient  developed  thrombo- 
cytopenia 27  days  after  transplantation,  and  his  platelet 
count  returned  to  normal  by  day  40.  He  also  had  evidence  of 
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a hemolytic  anemia  beginning  on  day  10  with  an  increased 
number  of  immature  red  cells  in  the  peripheral  blood  and  an 
elevated  reticulocyte  count.  His  hemolytic  anemia  did  not  re- 
solve until  90  days  after  transplantation,  when  cyclosporine 
was  withdrawn.  The  possible  causes  of  thrombocytopenia  in- 
clude decreased  platelet  production,  accelerated  peripheral 
destruction,  and  abnormal  accumulation  or  distribution  of 
platelets. 


Decreased  platelet  production  after  transplantation  is  com- 
mon with  drugs  such  as  azathioprine,  but  our  patient  was 
taking  no  drug  that  had  been  implicated  in  reduced  mega- 
karyocytes. Viruses  which  invade  megakaryocytes  can  in- 
hibit replication  of  those  cells  and  secondarily  cause  throm- 
bocytopenia. We  treated  him  with  acycloguanosine  for  a pos- 
sible viral  infection  although  no  virus  was  identified.  The 
bone  marrow  aspiration  done  during  the  period  of  thrombo- 


9.  DTP  A curve  (top)  and  hippuran  curve  (bottom)  ten  days  after  transplanta- 
tion. There  is  a less  well  defined  peak  in  the  DTP  A study  than  on  the  initial 
study  (Fig  7)  and  the  hippuran  curve  has  an  ascending  slope  indicating  dete- 
rioration of  renal  function. 
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10.  DTPA  curve  (top)  and  hippuran  (bottom),  83  days  after  transplantation, 
showing  further  deterioration  in  renal  function  on  both  curves. 
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cytopenia  showed  abundant  megakaryocytes,  making  bone 
marrow  depression  unlikely  unless  he  was  nearing  recovery 
when  the  procedure  was  done.  In  fact,  his  platelet  count 
went  up  one  week  after  the  bone  marrow  aspiration  was 
performed. 

Antibodies  to  platelets  have  been  observed  after  renal 
transplantation  and  may  be  responsible  for  increased  platelet 
destruction  (8).  In  one  study,  20  of  50  patients  with  no  evi- 
dence of  graft  rejection  had  reduced  platelet  counts  intermit- 
tently (9).  Graft  rejections  have  also  been  associated  with 
thrombocytopenia.  On  both  light  microscopy  and  radionu- 
clide studies,  platelets  accumulate  in  the  kidneys  that  are  un- 
dergoing rejection.  Infection,  particularly  viral  infection,  can 
be  associated  with  both  hemolytic  anemia  and  thrombo- 
cytopenia due  to  increased  destruction.  Disseminated  intra- 
vascular coagulation,  most  commonly  due  to  sepsis,  can  also 
cause  thrombocytopenia.  In  our  patient  there  was  no  de- 
creased fibrinogen  level,  increased  fibrin-split  products,  or 
increased  thrombin  time  to  suggest  disseminated  intravascu- 
lar coagulation.  There  is  one  case  report  of  cyclosporine- 
associated  thrombocytopenia  published  in  1982  (10)  in  which 
the  renal  failure  was  due  to  a hemolytic-uremic  syndrome. 
Following  renal  transplantation,  there  was  a recurrence  of  the 
syndrome.  Cyclosporine,  which  may  reduce  prostacyclin 
synthesis,  was  withdrawn,  but  there  was  no  improvement  in 
renal  function  and  the  transplanted  kidney  had  to  be  re- 
moved. The  findings  for  our  patient  were  consistent  with  a 
hemolytic-uremic  syndrome. 

The  third  cause  of  thrombocytopenia  is  abnormal  distri- 
bution or  pooling  of  platelets.  A splenectomy  had  been  done, 
and  the  liver  scan  showed  no  accessory  spleen,  so  platelet 
sequestration  was  ruled  out.  Some  patients  may  have  ag- 
gregation and  clumping  of  platelets  resulting  in  a pseudo- 

7  7.  Selected  laboratory  findings. 


thrombocytopenia,  with  the  clumps  counted  as  one  platelet 
by  the  counter.  One  cause  of  this  is  an  EDTA-dependent  anti 
body.  Since  blood  is  ordinarily  collected  with  the  anti- 
coagulant EDTA,  patients  with  such  antibodies  have 
aggregation  and  platelet  clumping  in  vitro.  When  blood  is  col 
lected  in  another  anticoagulant,  such  as  heparin,  clumping  is 
not  seen.  We  have  observed  a patient  who  prior  to  transplant 
had  no  platelet  clumping  in  EDTA.  We  could  demonstrate  no 
antibodies  and  wondered  whether  the  platelet  clumping 
might  be  due  to  a membrane  effect,  which  is  observed  in  red 
cells  in  some  cyclosporine-treated  patients. 

In  our  patient,  thrombocytopenia  could  have  been  due  to  a 
viral  infection,  toxicity  to  cyclosporine,  or  graft  rejection.  Like 
wise,  the  hemolytic  anemia  had  no  clear  etiology.  We  found 
fragmented  cells  in  the  patient’s  peripheral  blood  suggesting 
a microangiopathic  hemolysis,  but  the  other  parameters  of 
intravascular  coagulation  were  negative,  favoring  instead  ex 
travascular  hemolysis.  We  looked  extensively  for  antibodies 
in  his  serum  by  coating  his  red  cells  with  cyclosporine  and 
the  antihypertensive  drugs  he  was  taking,  but  we  found 
none.  I think  that  the  most  likely  cause  of  the  hemolysis  and 
thrombocytopenia  is  the  hemolytic-uremic  syndrome  associ- 
ated with  cyclosporine.  This  diagnosis  was  supported  when 
the  hemolysis  cleared  after  stopping  the  cyclosporine. 

Dr  Kahan:  From  this  variety  of  clinical  information,  we  be- 
gan to  synthesize  a clinical  impression  of  the  difference 
between  rejection  and  cyclosporine  nephrotoxicity.  Of  the 
clinical  parameters,  based  on  the  case  histories  of  150  pa- 
tients, we  found  that  the  urine  volume  tended  to  remain  high 
in  cyclosporine  nephrotoxicity,  whereas  it  was  decreased  in 
rejection.  Among  the  chemical  parameters,  we  found  that  a 
rapid,  as  opposed  to  a slow,  rise  in  serum  creatinine  was 
frequently  associated  with  rejection.  An  elevated  BUN-to- 
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i creatinine  ratio,  as  our  patient  showed  throughout  his  course, 
«as  commonly  associated  with  nephrotoxicity.  Altered  blood 
iow  in  radionuclide  studies  seemed  most  commonly  associ- 
ated with  rejection.  However,  in  our  case  today,  altered  blood 
rlow  did  not  indicate  rejection,  so  none  of  the  parameters  by 
themselves  is  cardinal  or  sacred.  The  only  conclusion  we 
could  reach  from  biopsies  in  45  patients  was  that  normal  bi- 
opsy results  probably  indicated  nephrotoxicity.  If  the  patient 
had  any  abnormality  on  biopsy,  it  could  be  either  nephrotox- 
icity or  rejection.  Among  immunologic  parameters,  we  were 
interested  in  the  OKT4/OKT8  ratio  determined  by  analysis  of 
peripheral  blood  lymphocytes  using  fluorescinated  mono- 
clonal antibodies  in  a fluorescence-activated  cell  sorter.  A 
low  ratio  suggests  an  adequate  cyclosporine  effect  and  indi- 


cates nephrotoxicity  rather  than  rejection.  We  found  that  one 
of  the  best  indicators  to  discriminate  the  conditions  was  the 
presence  of  other  signs  of  cyclosporine  toxicity,  either  hepa- 
totoxicity  or  a fine  tremor.  In  addition,  trough  serum  cyclo- 
sporine levels  measured  by  radioimmunoassay  can  be 
useful.  In  our  patient’s  case,  the  levels  were  consistently 
high,  indicating  nephrotoxicity. 

This  case  presentation  shows  a confusing  picture  of  ini- 
tially good  renal  function  which  then  became  compromised 
with  many  indices  suggesting  rejection.  The  patient  failed  to 
respond  to  an  initial  course  of  anti-rejection  therapy.  In  spite 
of  many  signs  of  progressive  rejection,  including  the  biopsy 
results,  altered  blood  flow  on  radionuclide  scanning,  and  de- 
creased platelet  count,  we  could  not  entertain  the  notion  that 


12.  Mean  serum  concentration  of  potassium  and  individual  serum  concentra- 
tions of  potassium  in  cyclosporine  (CyA)  or  azathioprine  (Aza)  treated  pa- 
tients at  one,  three,  and  six  months. 
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he  had  continued  rejection  in  the  presence  of  high  serum 
levels  of  cyclosporine  and  therefore  concluded  that  he  had 
nephrotoxicity.  The  cardinal  test  of  withdrawal  of  the  cyclo- 
sporine was  associated  with  rapid  improvement  in  renal 
function.  We  assume  that  this  improvement  was  due  to  the 
withdrawal  of  cyclosporine  and  not  to  the  beneficial  effects 
of  azathioprine,  since  azathioprine  is  a far  less  effective  im- 
munosuppressive agent.  This  case,  along  with  others  in  our 
center,  has  allowed  us  to  formulate  a concept  of  and  clinical 
plan  for  the  management  of  cyclosporine-induced  nephro- 
toxicity, improving  our  results  in  patients  with  transplanted 
kidneys.  We  would  entertain  questions  for  the  speakers. 

Frank  Morriss,  MD:  My  question  is  an  obvious  one.  Do  you 
see  nephrotoxicity  early  in  the  course,  or  can  it  be  a late 
manifestation?  I ask  this  to  get  your  opinion  on  whether 
nephrotoxicity  is  idiosyncratic  or  something  unique  to  the  in- 
dividual or  the  drug. 

Stuart  Flechner,  MD:  I studied  nephrotoxicity  in  the  150 
patients  that  were  treated  in  this  series.  Unfortunately,  ne- 
phrotoxicity can  be  seen  at  any  time  after  transplantation. 
However,  in  comparing  patients  who  clearly  had  nephro- 
toxicity alone,  without  episodes  of  rejection,  nephrotoxicity 


was  more  commonly  seen  at  day  60  to  90  after  transplanta- 
tion. There  are  a few  patients  who  develop  toxicity  earlier. 
Cyclosporine  nephrotoxicity  is  probably  an  idiosyncratic  re- 
sponse, but  we  really  don’t  know  why  it  happens.  There  are 
patients,  for  instance,  who  have  high  levels  of  drug  with  poor 
renal  function  who  do  not  have  nephrotoxicity.  There  are 
others,  like  our  patient,  who  have  severe  bouts  of  nephrotox- 
icity and  must  stop  taking  the  drug.  One  of  the  possibilities 
that  needs  to  be  explored  is  that  the  nephrotoxicity  may  be 
due  to  a metabolite  and  not  the  parent  compound. 

Dr  Kahan:The  most  distressing  feature  is  that  many  pa- 
tients with  elevated  serum  creatinine  levels  during  cyclo- 
sporine treatment  continue  to  have  persistent  renal  impair- 
ment in  spite  of  conversion  to  azathioprine.  This  suggests 
that  at  least  a component  of  the  injury  may  be  irreversible.  Dr 
Weinman  may  have  some  thoughts  on  the  nature  of  an  irre- 
versible injury.  In  some  of  the  later  biopsies  we  have  seen 
tubular  fallout  and  interstitial  edema,  as  if  the  toxicity  even- 
tually leads  to  destruction  of  tubular  cells. 

Dr  Weinman:  I just  have  some  speculations.  There  are 
probably  two  components  to  the  nephrotoxicity.  The  first  is  a 
functional  component  which  may  be  seen  early  and  is  char- 


7 3.  Relationship  between  sodium  and  potassium  excretion  in  control  (x)  potassium  at  any  level  of  sodium  excretion,  the  regression  lines  are  not  signifi- 

and  CyA-treated  (o)  rats.  Although  the  CyA-treated  rats  tended  to  excrete  less  cantly  different. 
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acterized  by  avid  sodium  retention,  hypertension,  and  hyper- 
kalemia, but  no  structural  abnormalities.  The  tubular  effects 
can  occur  both  in  the  presence  and  absence  of  alterations  in 
the  rate  of  glomerular  filtration.  If  cyclosporine  is  discon- 
tinued or  the  dose  reduced,  renal  function  may  improve.  The 
late  manifestations  of  nephrotoxicity  may  look  similar  clini- 
cally, but  there  is  little  or  no  improvement  in  renal  function 
when  the  drug  is  discontinued.  This  form  of  toxicity  may  be 
associated  with  structural  alterations  in  renal  morphology 
and  may  represent  rejection  and/or  a prolonged  exposure  to 
cyclosporine. 

Dr  Morriss:  This  question  is  addressed  to  Dr  Kahan  and  Dr 
Moody.  Now  that  cyclosporine  is  released  for  general  use, 
will  nephrotoxicity  be  a major  problem  in  the  non-renal  trans- 
plant programs  that  will  burgeon? 

Dr  Kahan:  Dr  Van  Buren  has  been  particularly  involved 
with  heart  transplant  patients.  He  finds  nephrotoxicity  to  be 
much  less  of  a problem  in  that  group,  presumably  because 
they  have  two  kidneys  and  much  more  functional  reserve.  In 
liver  transplantation,  management  of  cyclosporine  presents  a 
difficult  problem  because  the  drug  undergoes  enterohepatic 
recirculation.  The  drug,  normally  given  orally,  is  absorbed  in 
the  distal  ileum,  comes  through  the  thoracic  duct  (as  we  have 
demonstrated  in  collaborative  studies  with  Dr  J.  Fish  at  Gal- 
veston), then  enters  the  general  circulation.  In  the  first  pass, 
most  of  the  drug  is  extracted  by  the  liver,  excreted  through 
the  biliary  tract  into  the  intestine,  and  then  reabsorbed.  In 
liver  transplant  patients,  there  have  been  major  problems 
with  gastrointestinal  absorption  and  with  hepatic  extraction  of 
the  drug.  Depending  upon  hepatic  graft  function,  there  is  an 
enormous  variation  in  the  immunosuppressive  potency  of  the 
drug  based  on  whether  the  liver  was  extracting  or  excreting 
cyclosporine  at  that  time.  The  incidence  of  acute  renal  failure 
in  patients  with  liver  and  heart  transplants  has  been  related 
to  overdosage.  The  side  effects  still  need  to  be  better  worked 
out  in  liver  transplantation,  but  nephrotoxicity  is  not  the  major 
problem.  The  critical  role  of  the  liver  in  metabolizing  cyclo- 
sporine constitutes  the  main  problem  in  liver  transplant 
patients. 

Robert  Marshall,  MD:  Is  the  principal  excretion  renal, 
where  you  may  have  a vicious  cycle  with  a decline  in  renal 
function  and  even  higher  levels  of  the  drug? 

Dr  Kahan:  Only  6%  of  the  drug  is  excreted  through  the 
kidneys.  The  rest  of  the  excretion  is  biliary.  The  metabolism 
of  the  drug  is  mainly  by  hydroxylation  and  demethylation. 
The  ring  is  never  broken  down  and  fragments  are  never  ex- 
creted in  the  urine.  We  are  very  much  dependent  on  the  in- 


tegrity of  the  liver  for  metabolism  of  cyclosporine. 

Dr  Marshall:  Presumably,  the  nephrotoxicity  is  dose  de- 
pendent. Do  you  always  have  to  switch  to  an  alternate  drug 
or  can  you  reduce  the  dosage  of  cyclosporine  to  achieve 
more  conventional  blood  levels  and  see  a reversal  of  the 
nephrotoxicity? 

Dr  Kahan:  In  acute  nephrotoxicity  there  is  usually  only  a 
mild  increase  in  cyclosporine  blood  levels.  We  can  decrease 
the  drug  dose  and  usually  see  an  improvement  in  renal  func- 
tion. In  chronic  nephrotoxicity,  which  occurs  about  six  months 
after  transplantation,  decreasing  the  dose  does  not  neces- 
sarily result  in  improved  renal  function,  presumably  reflecting 
permanent  tubular  damage  with  continued  exposure  to  the 
drug.  I think  the  important  point  is  that  some  of  the  meta- 
bolites of  cyclosporine  may  be  responsible  for  the  nephro- 
toxicity. This  is  our  major  area  of  interest,  namely  to  examine 
the  role  of  drug  metabolites  in  nephrotoxicity. 

Dr  Morriss:  I think  we  should  draw  this  session  to  a close.  I 
would  like  to  extend  my  thanks  to  Dr  Kahan  and  his  col- 
leagues for  an  enlightening  presentation,  well  chosen  pa- 
tient, and  erudite  discussion. 
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Suicide  by  adolescents 

The  incidence  of  suicide  among  adolescents  has  in- 
creased dramatically  in  recent  years,  and  physicians  and 
parents  should  be  aware  of  behaviors  and  characteris- 
tics that  indicate  increased  risk  of  suicide.  Perhaps  the 
most  important  risk  factor  is  a previous  attempt  to  com- 
mit suicide.  Although  there  typically  is  no  single,  clear- 
cut  cause  for  adolescent  suicide,  it  is  closely  associated 
with  depression  or  other  mental  disorders,  family  dy- 
namics, and  other  personal  and  sociocultural  factors. 
This  article  includes  case  reports  and  discusses  epi- 
demiology, etiology,  clinical  manifestations,  assess- 
ment, and  prevention.  We  have  also  included  a list  of 
factors  that  indicate  increased  risk  of  suicide. 


Suicide  by  adolescents  is  a cause  of  increasing  statewide 
and  national  concern.  This  article  reviews  epidemiology, 
etiology,  clinical  manifestations,  and  prevention  of  adoles- 
cent suicide.  The  purpose  is  to  provide  an  overview  of  ado- 
lescent suicide  so  that  Texas  physicians  may  be  maximally 
helpful  when  called  upon  to  offer  an  opinion  about  the  gen- 
eral problem  or  about  a specific  troubled  teenager. 

Case  examples 

JOHN* 

On  Christmas  morning,  as  Mr  and  Mrs  Briggs  were  cleaning 
up  the  wrappings  from  the  presents  that  had  been  opened, 
they  spoke  of  what  a happy  morning  it  had  been.  There  had 
been  previous  Christmases  when  complications  in  their  own 
lives  and  the  lives  of  their  children  had  clouded  the  day.  Their 
1 7-year-old  son  and  1 4-year-old  daughter  seemed  to  have 
enjoyed  the  morning  of  opening  presents.  As  the  parents 
were  contemplating  these  things,  they  heard  a gunshot  from 
the  adjoining  library.  They  rushed  in  and  found  their  son  on 
the  floor  with  a small-caliber  pistol  near  his  head. 


'The  families  described  in  these  reports  have  been  disguised  to  protect  their 
identities. 

! This  article  has  been  named  a recipient  of  the  Harriet  Cunningham  Citation 
for  Meritorious  Scientific  Writing.  The  award,  named  in  memory  of  a longtime 
managing  editor  of  Texas  Medicine,  recognizes  review  articles  of  exceptional 
scientific  quality  published  in  the  journal. 


ROBERT* 

Robert’s  grades  continued  to  place  him  on  the  high  honor  roll 
as  he  progressed  into  the  middle  of  his  junior  year  at  a de- 
manding and  prestigious  preparatory  school.  He  had  accu- 
mulated a supportive  group  of  friends  as  he  went  through 
school,  and  he  had  a fairly  comfortable  relationship  with  his 
parents.  His  mother,  while  cleaning  his  room,  discovered  a 
poem  he  had  written  in  which  he  described  placing  a gun  to 
his  head  and  pulling  the  trigger. 

These  events  actually  happened.  Suicide  by  teenagers  oc- 
curs with  alarming  frequency.  When  young  people  take  their 
lives,  the  sense  of  futility,  rage,  and  confusion  of  those  left 
behind  is  overwhelming. 

Media  reports  and  increased  awareness 

In  the  past  year,  the  news  media  have  presented  sensa- 
tionalized reports  of  suicide  by  teenagers.  These  reports 
suggest  that  prevalence  of  suicide  by  adolescents  in  certain 
communities  is  greatly  increased  and  that  suicide  by  teen- 
agers is  not  predictable  or  preventable. 

At  this  time  of  increased  public  awareness  and  anxiety, 
physicians  are  called  upon  as  experts  to  help  make  sense  of 
this  problem.  An  overview  of  adolescent  suicide  may  put  the 
problem  in  a rational  medical  perspective  so  that  we  may  be 
maximally  helpful  when  we  are  called  upon  to  offer  an  opin- 
ion about  the  general  problem  or  about  a specific  troubled 
teenager.  Media  reports,  epidemiologic  data,  and  clinical  ex- 
perience of  child  and  adolescent  psychiatrists  indicate  there 
is  cause  for  concern.  This  problem  has  been  recognized  by 
the  federal  government,  and  an  adolescent  suicide  epi- 
demiologic study  center  has  been  established  at  the  Centers 
for  Disease  Control  in  Atlanta.  While  the  public  media  are  an 
important  source  of  information  about  adolescent  suicide 
and  have  alerted  the  population  to  the  problem,  they  do  little 
to  offer  solutions.  Coverage  in  the  news  media  is  often  sen- 
sationalized. Suicidal  behavior  can  be  mythologized  and  pre- 
sented in  a glorified  way  or  mistakenly  accepted  as  a normal 
cost  of  teenagers’  growing  up  in  modern  society.  The  news 
media  often  assess  the  problem  from  a situational  or  socio- 
cultural perspective  only,  seldom  discussing  it  as  a mani- 
festation of  depression  or  other  mental  disorder. 

Such  oversights  or  distortions  are  particularly  troublesome 
because  depression  or  other  mental  disorders  often  can  be 
suspected  by  informed  parents  and  identified  and  treated  by 
physicians.  Referral  to  a psychiatrist  may  help  prevent  sui- 
cide or  an  “accident”  that  results  from  suicidal  tendencies.  A 
referral  for  specialized  help  may  also  reduce  signs  of  the  un- 
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derlying  illness,  which  may  include  decreasing  school  perfor- 
mance, deteriorating  peer  and  family  relationships,  dropping 
out  of  extracurricular  activities,  and  using  illicit  drugs  or  alco- 
hol. Adolescent  suicide  and  its  causes  are  medical  issues  on 
which  all  physicians  should  be  informed  in  order  to  intervene 
effectively  with  a suicidal  adolescent. 

Epidemiology 

Suicide  is  the  third  leading  cause  of  death  of  adolescents  in 
the  United  States  (1 ).  Violent  deaths— accidents,  homicides, 
and  suicides — outnumber  all  medical  causes  for  this  age 
group.  The  adolescent  suicide  rate  is  much  higher  for  males 
than  females  and  is  higher  in  whites  than  nonwhites.  The 
frequency  of  suicide  for  all  adolescents  is  increasing  sub- 
stantially. The  suicide  rate  for  adolescent  white  males 
doubled  between  1964  and  1977  (1). 

Firearms  and  explosives  are  the  most  common  method  of 
suicide  in  this  age  group.  Hanging,  strangulation,  and  suf- 
focation are  the  second  most  common  methods  for  males; 
ingestion  ranks  second  for  females.  Attempted  suicide  is 
much  more  frequent  than  completed  suicide  in  all  ages,  es- 
pecially for  children  and  adolescents.  In  a 1 0-  to  1 5-year 
follow-up  study  of  children  and  adolescents  who  attempted 
suicide,  Otto  found  that  1 0%  of  males  and  3%  of  females  had 
died  during  the  follow-up  period  (2). 

A number  of  psychiatric  studies  reveal  that  suicide  and  sui- 
cide attempts  are  not  found  among  normal  adolescents 
(3,4).  Epidemiologic  studies  of  diagnostic  patterns  of  self- 
destructive adolescents  indicate  that  depressive  syndromes, 
drug  dependency,  and  alcoholism  are  found  frequently. 
Schizophrenic  disorders,  hysterical  and  obsessive- 
compulsive  disorders,  anxiety  disorders,  and  attention-deficit 
disorders  occur  with  less  frequency  (5). 

In  an  emergency  room,  children  and  adolescents  who  at- 
tempt suicide  are  frequently  given  the  diagnosis  ‘‘adjustment 
disorder.”  This  inadequate  assessment  of  the  problem  may 
reflect  spending  insufficient  time  to  perform  a thorough  eval- 
uation or  minimizing  the  seriousness  of  the  problem.  What- 
ever the  reason,  the  indiscriminate  use  of  this  diagnosis  may 
interfere  with  the  adolescent’s  receiving  appropriate  psychi- 
atric help. 

Precipitating  events  may  include  “love”  problems,  family 
problems  (such  as  disciplinary  crises),  and  school  problems. 
Fisher  and  Shafer  (6),  however,  emphasize  that  adolescent 
suicide  should  be  conceptualized  in  these  situations  as  "the 
consequence  of  distorted  perceptions  or  judgment  which 
characterizes  individuals  who  are  psychiatrically  ill.” 
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Etiology 

Suicide  can  be  the  final  common  pathway  for  a variety  of 
individual,  family,  and  sociocultural  forces  affecting  ado- 
lescents. Rarely  is  a single,  clear-cut  etiology  identifiable  in 
adolescent  suicide;  however,  individual  factors  can  often 
be  observed  by  parents  and  diagnosed  and  treated  by 
physicians. 

Adolescent  suicide  is  closely  associated  with  depression 
or  other  mental  disorders.  These  disorders  include  the  fol- 
lowing broad  diagnostic  categories:  major  affective  disorders 
including  depression  and  manic-depressive  illness,  schizo- 
phrenia, substance  abuse,  personality  disorders,  and  severe 
physical  illness  or  trauma. 

Depressed  adolescents  may  present  with  classical  neuro- 
vegetative  symptoms  such  as  sleep  and  appetite  distur- 
bance, weight  loss,  low  energy  level,  and  loss  of  sexual  drive 
Others  present  with  dramatic  mood  swings,  sudden  rages, 
and  a myriad  of  other  behavioral  symptoms.  Severe  depres- 
sion takes  many  forms  in  adolescents,  but  it  is  a potentially 
fatal  disorder. 

Schizophrenia  is  a psychotic  disorder  characterized  by  dis 
organized  thinking,  irrational  speech,  delusions,  and  halluci- 
nations. Schizophrenic  adolescents  may  commit  suicide  in 
response  to  visual  or  auditory  hallucinations  or  because  of 
bizarre  beliefs. 

Alcohol  and  drug  abuse  disorders  are  increasingly  associ- 
ated with  suicide  in  adolescents.  Substance  abuse  may  in- 
tensify preexisting  depressive  and  psychotic  disorders  and 
cause  toxic  states  that  are  lethal. 

Personality  disorders  marked  by  chronic  patterns  of  impul- 
sive and  destructive  behavior  are  associated  with  suicide  in 
adolescents.  Antisocial  behavior,  including  violence  toward 
other  persons  or  animals,  may  be  linked  to  risk  of  suicide. 

Adolescents  suffering  from  severe  physical  illness  or 
trauma  may  be  at  increased  risk.  Depression,  which  is  a 
commonly  associated  disorder  in  these  adolescents,  may  be 
overshadowed  by  more  apparent  medical  problems. 

In  assessing  psychopathology  associated  with  suicidal 
risk,  a differentiation  must  be  made  between  normal  and  ab- 
normal adolescent  development.  Research  studies  con- 
ducted over  the  past  two  decades  have  exploded  the  myth 
that  normal  adolescence  is  marked  by  extreme  emotional 
and  behavioral  turmoil  (3).  Transient,  nondisabling  mood 
changes  and  minor  rebellious  behavior  constitute  the  symp- 
tomatology of  normal  adolescence.  More  severe  changes  in 
mood  and  behavior  indicate  the  need  for  psychiatric  evalua- 
tion. Research  studies  have  also  documented  that  dis- 
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turbed  adolescents  do  not  “grow  out  of”  their  symptoms 
(3,4).  These  youngsters  are  at  increased  risk  for  suicide  into 
adulthood. 

Forces  within  the  family  may  also  be  related  to  a predis- 
position to  suicide.  For  example,  a disturbed  adolescent  may 
be  more  vulnerable  to  suicide  if  his  or  her  family  is  not  a solid 
source  of  psychological  support.  The  family  may  be  able  to 
offer  little  support  under  a number  of  circumstances.  Fre- 
quent moves  have  been  noted  to  increase  stress  upon  ado- 
lescents. The  loss  of  a parent  or  other  family  member 
through  death  also  can  render  the  family  unprepared  to  offer 
support  to  its  younger  members.  An  adolescent  experiencing 
the  events  surrounding  his  or  her  parent’s  divorce  may  have 
increased  vulnerability.  The  unavailability  of  a parent  due  to 
the  parents’  excessive  involvement  in  activities  outside  the 
family  should  also  be  considered.  Certainly  these  family  fac- 
tors are  ones  that  could  lead  to  increased  vulnerability  for  an 
adolescent  even  in  families  that  had  been  competent  before 
the  stress.  Another  type  of  family  problem  that  must  be  con- 
sidered is  a genetic  history  of  psychotic,  depressive,  or  sub- 
stance abuse  disorders.  It  must  be  remembered  that,  in 
genetically  loaded  individuals,  it  is  common  for  these  disor- 
ders to  emerge  during  adolescent  years. 

Broader  sociocultural  factors  also  must  be  taken  into  ac- 
count in  the  discussion  of  the  etiology  of  suicide  by  teen- 
agers. Durkheim  (7)  noted  in  19th  century  Europe  that 
“whenever  serious  readjustments  take  place  in  the  social  or- 
der, whether  or  not  due  to  sudden  growth  or  unexpected  ca- 
tastrophe, men  are  more  inclined  to  self-destruction.” 

Many  social  factors  may  contribute  to  an  increase  of 
youthful  suicide:  a relative  decline  in  income  for  young 
people  as  compared  to  their  parents;  greater  alienation  of  the 
young  due  to  social  disorganization  within  urban  commu- 
nities; increased  migration  and  social  mobility;  deteriorating 
neighborhoods  and  rapidly  expanding  suburbs;  increased 
criminal  victimization;  larger  rates  of  youth  unemployment; 
and  easy  availability  of  firearms.  The  long-term  effects  of 
family  and  personal  disorganization  also  have  been  men- 
tioned: increased  divorce  rates  among  parents;  increased 
premarital  pregnancies;  breakdown  of  family  patterns  that 
emphasize  religious  beliefs  and  traditional  moral  values;  ris- 
ing rates  of  child  abuse;  increasing  exposure  to  violence  as  a 
means  of  solving  problems;  increased  alcohol  consumption; 
unattended  family  problems;  and  rising  rates  of  drug  abuse. 
Increases  in  many  of  these  factors  have  been  associated 
with  increased  adolescent  suicide  rates.  Not  one  of  these 
factors,  however,  has  been  documented  as  causative,  and 


additional  research  is  needed. 

A current  difficulty  with  identifying  social  changes  as 
causes  of  an  increased  suicide  rate  is  the  discovery  that 
not  only  does  each  successive  generation  start  out  with  a 
higher  suicide  rate  than  the  one  preceding  it,  but  each  gener- 
ation maintains  a higher  rate  at  every  age.  Therefore,  the 
effects  of  social  changes  must  be  very  early  and  persistent  to 
influence  rates  continuously.  Moreover,  sociological  studies 
are  usually  correlational,  relating  mortality  statistics 
to  other  measurable  variables.  When  these  measured 
events  change,  other,  unmeasured,  forces  may  vary,  making 
causal  inferences  unjustified. 

As  noted,  none  of  the  social  factors  has  been  thoroughly 
researched  or  documented.  This  is  particularly  true  for  role 
imitation  or  suggestibility.  “Contagious”  or  suggestible  sui- 
cide probably  occurs  among  individuals  who  are  already 
strongly  predisposed  by  the  presence  of  psychiatric  illness. 


1 . Distress  signals:  possible  indicators  of  increased  suicide  risk  in 
adolescents. 

Changes  in  Behavior: 

Accident  proneness 

Drug  and  alcohol  abuse 

Physical  violence  toward  self,  others,  animals 

Sudden  alienation  from  family  and  friends 

Worsening  school  performance 

Refusal  to  attend  school 

Disposal  of  possessions 

Letters,  notes,  poems  with  suicidal  content 

Changes  in  Mood: 

Expressions  of  hopelessness,  impending  doom 

Explosive  rage 

Dramatic  highs  and  lows 

Poor  appetite,  weight  loss 

Lack  of  sleep  or  excessive  sleep 

Change  in  Thinking: 

Preoccupation  with  death 
Difficulty  concentrating 
Irrational  speech 

Hearing  voices,  seeing  visions,  expressing  obvious  false  and  bizarre  beliefs 
Changes  in  Life  Events: 

Death  of  a family  member  or  friend,  especially  by  suicide 

Parental  separation  or  divorce 

Loss  of  important  peer  relationship 

Public  humiliation  or  failure 

Serious  physical  illness  or  trauma 
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Clinical  manifestations 

Physicians  or  parents  may  find  that  the  information  in  Fig  1 
helps  alert  them  to  the  possibility  of  increased  suicide  risk  in 
adolescents.  Psychiatric  evaluation  of  the  individual  ado- 
lescent may  well  be  indicated  to  assess  the  nature  and 
seriousness  of  the  risk  associated  with  one  or  more  of  the 
distress  signals. 

Perhaps  the  most  important  warning  sign  is  a history  of  a 
suicide  threat  or  attempt.  Adolescents  who  threaten  or  at- 
tempt suicide  “just  to  get  attention”  deserve  the  focused  at- 
tention of  physicians  and  parents.  They  are  signaling  the 
presence  of  a mental  disorder  that  requires  thorough  evalua- 
tion and  treatment. 

Assessment  and  prevention 

The  frequency  of  adolescent  suicide  may  be  decreased 
through  an  aggressive  approach  to  the  problem.  First,  physi- 
cians can  help  disabuse  parents  and  the  public  of  the 
idea  that  normal  teenagers  take  their  lives  without  warning. 
Teenagers  who  take  their  lives  are  troubled,  and  they  show 
signs  and  symptoms  as  noted  above.  Therefore,  one  of  the 
first  steps  in  an  aggressive  approach  to  dealing  with  this 
problem  is  to  acquire  knowledge  of  the  warning  signs  and 
symptoms.  Secondly,  physicians  who  are  called  upon  to  as- 
sess teenagers  for  a variety  of  problems  can  be  particularly 
alert  for  evidence  of  an  underlying  psychiatric  disturbance. 
Third,  referral  should  be  made  to  a psychiatrist  specializing  in 
the  care  of  children  and  adolescents  so  that  definitive  treat- 
ment of  the  underlying  illness  can  be  instituted  and  steps  can 
be  taken  to  prevent  a fatal  outcome. 

The  appropriate  treatment  of  the  suicidal  adolescent  de- 
pends on  the  nature  and  seriousness  of  the  associated  men- 
tal disorder.  Difficult  decisions  concerning  hospitalization, 
medication,  and  warning  to  the  family  must  be  made  in  order 
to  help  prevent  suicide.  Timely  referral  to  a psychiatrist  is  an 
important  step  in  reducing  morbidity  and  mortality. 

Discussion 

The  case  histories  of  the  young  men  described  at  the  begin- 
ning of  this  paper  can  teach  us  a lesson.  The  first  did  not  die. 
He  placed  the  barrel  of  a pistol  in  his  ear  and  shot  himself 
with  full  intent  to  die.  He  did  not  want  to  “mess  up  Christmas 
Day”  and  therefore  used  a .22  caliber  “short”  cartridge.  The 
bullet  did  penetrate  the  calvarium,  but  its  passage  through 
bone  reduced  its  velocity  so  that  only  superficial  damage  to 
the  brain  occurred.  Although  deaf  in  the  affected  ear  and  re- 
quiring anticonvulsants,  he  had  no  other  physical  sequelae. 
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After  completion  of  the  neurosurgery,  the  patient  was  trans- 
ferred to  a psychiatric  hospital  where  he  was  treated  inten- 
sively and  released  much  later  to  outpatient  psychotherapy. 

The  parents  stated  that  it  had  long  been  difficult  for  them  to 
know  whether  the  boy’s  troublesome  behavior  over  the  previ- 
ous several  years  had  been  “normal”  adolescent  turmoil  or  a 
sign  of  mental  illness.  They  had  received  little  help  resolving 
this  question.  In  retrospect,  many  things  suggested  this 
young  man  was  troubled.  He  was  reckless  on  motorcycles,  in 
cars,  and  in  his  use  of  guns  while  hunting.  He  had  used  alco- 
hol excessively  on  a number  of  occasions.  He  had  also  used 
some  illicit  drugs.  His  school  attendance  was  erratic,  and  his 
school  performance  was  far  below  his  capability.  His  thinking 
oscillated  between  the  meaning  of  life  and  preoccupation 
with  death. 

The  second  young  man  mentioned  in  this  article  was  re- 
ferred to  a psychiatrist  for  evaluation  immediately  after  the 
discovery  of  the  suicide  poem.  The  parents  did  not  really 
believe  Robert  was  suicidal,  but  they  had  noted  periods  of 
moodiness  over  the  past  several  years  that  would  come  and 
go  for  reasons  they  did  not  understand.  The  father,  a profes- 
sional man,  thought  the  best  policy  was  to  take  the  issue 
seriously  and  have  it  evaluated  thoroughly.  The  psychiatrist, 
after  a careful  assessment,  did  not  find  Robert  to  be  suicidal. 
Robert,  however,  did  report  periods  of  feeling  “blue”  that 
would  last  for  weeks.  A family  history  was  suggestive  of  a 
depressive  predisposition.  The  psychiatrist,  Robert,  and  his 
parents,  agreed  to  keep  in  touch  as  Robert  progressed  into 
adulthood  and  to  watch  for  the  possible  clear  appearance  of 
a genetically  determined  depressive  disorder — a malady 
which  would  be  treated  if  identified. 

These  two  cases  underscore  several  points.  First,  psycho- 
logical symptoms  in  teenagers  should  be  taken  seriously  and 
not  passed  off  as  the  normal  costs  of  growing  up.  If  a mistake 
is  to  be  made,  it  is  less  costly  if  it  is  an  error  of  excess  cau- 
tion. Second,  symptoms  suggestive  of  a suicidal  outcome 
ought  to  be  evaluated  quickly. 

Final  comment 

It  is  time  to  review  suicide  by  adolescents  in  a medical  con- 
text. It  is  time  to  dispel  myths.  Normal  adolescents  do  not 
attempt  to  kill  themselves.  Normal  adolescents  do  not  exhibit 
signs  and  symptoms  of  major  mental  problems. 

Physicians  can  play  many  particularly  important  roles  in 
diminishing  the  severity  of  this  problem.  They  can  educate 
the  public;  they  can  educate  their  patients;  they  can  consult 
with  school  and  public  agencies  that  deal  with  adolescents. 
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But  the  major  role  that  physicians  can  play  is  to  identify  ado- 
lescents at  high  risk  and  refer  them  to  psychiatrists  who  work 
with  young  people. 

Suicide,  like  other  major  causes  of  death,  will  never  be 
completely  eliminated.  Some  severely  troubled  teenagers 
may  kill  themselves  even  after  receiving  psychiatric  treat- 
ment, but  the  prevalence  of  suicide  may  be  significantly  re- 
duced by  the  measures  described  in  this  article. 
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The  complications  and  conse- 
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Texas  EMS — policies 
and  people 

The  TMA  Committee  on  EMS  (Emergency  Medical  Ser- 
vices) and  Trauma  surveyed  14  EMS  systems  in  Texas  to 
learn  more  about  their  policies  for  decision-making  by 
base  station  personnel  and  by  emergency  medical  tech- 
nicians (EMT)  and  paramedics  at  the  scene  of  an  emer- 
gency. The  brief  survey  mailed  by  the  committee  asked 
two  questions.  First,  did  a paramedic  have  the  authority 
to  decide  not  to  transport  a patient  to  a hospital?  Sec- 
ond, did  the  EMS  system  have  a policy  for  dealing  with  a 
physician  at  the  scene  whose  advice  conflicted  with  the 
system’s  standard  procedures?  This  article  reports 
and  discusses  responses  to  those  questions. 


The  1 5 identifiable  components  of  emergency  medical  ser- 
vices (EMS)  may  be  broadly  grouped  under  the  headings: 
equipment,  policies,  and  people.  Equipment  includes  am- 
bulances, telemetry,  cervical  collars,  and  splints.  EMS  poli- 
cies would  include  disaster  planning,  treatment  protocols, 
and  transfer  agreements  (1 ).  The  people  involved  would  in- 
clude the  emergency  medical  technician,  paramedic,  the  ed- 
ucator, the  emergency  physician,  the  emergency  nurse,  as 
well  as  the  specific  involvement  of  medical  supervision  and 
medical  control.  With  an  orchestrated  correlation  of  the  EMS 
components,  the  patient  who  has  an  emergency  medical 
condition  has  a better  chance  of  survival  and  with  fewer  com- 
plications than  if  the  system  did  not  exist. 

Methods 

To  learn  more  about  EMS  emergency  procedures,  the  TMA 
Committee  on  EMS  and  Trauma  in  1981  mailed  surveys  to 
14  EMS  systems  located  in  small  communities  and  in  large 
metropolitan  areas  in  Texas.  All  but  two  of  the  EMS  systems 
were  publicly  funded.  The  survey  asked  two  questions:  Does 
an  EMT  or  paramedic  at  the  scene  of  an  emergency  have  the 
authority  to  refuse  to  transport  a patient?  and,  What  is  your 
response  to  a physician  at  the  scene  of  an  emergency  who 
issues  orders  that  are  in  conflict  with  standard  procedure? 


Results 

Responses  received  from  all  1 4 EMS  systems  were  supplied 
by  paramedics  and  non-physician  supervisors  of  the  pro- 
gram. All  tried  to  provide  information  that  could  be  docu- 
mented. Results  of  the  survey  are  shown  in  Figs  1 and  2. 
EMS  supervisors  responding  to  the  survey  reported  that 
some  persons  requesting  EMS  services  did  not  need  emer- 
gency transport  or  care  and  that  someone  should  decide 
when  not  to  transport  such  “patients”  from  the  scene  of  an 
emergency.  This  opinion  was  found  to  be  prevalent  almost 
exclusively  in  larger  cities.  The  most  common  mechanism 
used  to  control  such  abuse  of  the  system  was  mandatory  or 
optional  clearance  through  a medical  control  base  station 
(Fig  1).  However,  some  systems  rarely  have  a physician  in 
the  base  station,  and  decisions  are  made  according  to  tradi- 
tion or  protocol  and  receive  blanket  approval  by  the  reviewing 
physician.  Furthermore,  survey  respondents  stated  that  if 
base  station  physicians  were  asked  to  decide  whether  each 
patient  should  be  transported,  they  would  always  order  trans- 
port owing  to  fear  of  litigation.  This  concern,  however,  was 
not  supported  by  any  data.  Six  EMS  systems  stated  that  they 
transport  “all”  patients,  but  only  four  EMS  systems  had  a 
written  protocol  relating  to  this  issue.  Four  systems  stated 
that  the  decision  to  “no  load”  was  entirely  left  to  paramedic 
discretion. 

Survey  respondents  also  reported  that  there  have  been 
four  known  threats  of  litigation,  and  two  actual  litigations  re- 
sulting from  failure  to  transport  a patient.  One  of  these  re- 
sulted in  an  out-of-court  settlement.  Three  known  deaths 
have  occurred  because  of  non-transport,  and  there  has  been 
one  death  threat  against  a paramedic.  The  failure  to  trans- 
port patients  has  resulted  in  several  telephone  complaints 
and  significant  media  exposure. 

In  that  fear  of  demands  for  therapy  in  the  field  might  be 
made  by  a charlatan,  all  systems  demand  that  a physician 
who  wishes  to  become  involved  should  give  positive  identifi- 
cation as  to  his  MD  status  (Fig  2).  Furthermore,  all  systems 
allow  such  physicians  to  assume  responsibility  but  deal  with 
their  medical  decisions  in  a variety  of  ways  (Fig  2).  Ten  sys- 
tems stated  that  a base  station  could  overrule  questionable 
action  of  an  MD  at  the  scene,  and  six  respondents  said  they 
require  the  “Good  Samaritan”  physician  to  accompany  the 
patient  to  the  hospital.  In  only  six  instances,  however,  was 
there  a written  protocol  concerning  this  issue. 

Physician  comments  at  the  scene  related  mainly  to  EMT/ 
paramedic  refusal  to  transport  patients  that  the  physician  has 
determined  must  go  to  the  hospital.  EMT  and  paramedic  re- 
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sponses  to  the  TMA  committee’s  questionnaire  included 
claims  that  some  physicians  had  apparently  abandoned  the 
patient  during  an  emergency  and  that  some  physicians  had 
demonstrated  a lack  of  diagnostic  knowledge.  In  one  in- 
stance, for  example,  a physician  reportedly  “defibrillated"  a 
non-dysrhythmic  patient  experiencing  alcoholic  seizures — 
and  then  left  the  scene.  In  another  instance,  six  physicians 
reportedly  issued  conflicting  orders  and  were  unable  to  form 
an  impromptu  team.  In  yet  another  instance,  a physician 
shouted  conflicting  orders,  refused  to  identify  himself,  and 
refused  to  sign  orders  to  accompany  the  patient  to  the  hospi- 
tal. He  was  warned  not  to  interfere  and  then  was  removed 
from  the  area  by  police. 

Discussion 

One  of  the  issues  that  prompted  this  survey  was  concern  that 
some  seriously  ill  or  injured  persons  might  not  have  received 
emergency  transportation  to  an  emergency  room.  There 
have  been  allegations  that  EMS  personnel  have  failed  to 
transport  patients  who  later  proved  to  have  acute  myocardial 
infarction,  perforated  duodenal  ulcer,  ruptured  abdominal 
aortic  aneurysm,  and  other  serious  disorders.  The  commit- 
tee hoped  to  learn  from  its  survey  whether  EMS  systems 
had  policies  that  could  allow  such  misjudgment.  It  was  not 
the  committee’s  objective  to  investigate  the  veracity  of  the 
allegations. 

Although  one  might  assume  that  most  calls  for  ambulance/ 
paramedic  assistance  are  warranted,  less  than  half  of  such 
calls  nationwide  result  in  emergency  transport  to  a medical 
facility  (2).  This  problem  seems  to  be  peculiar  only  to  large 
city  systems.  Any  of  several  factors  could  explain  this  phe- 
nomenon. False  alarms,  for  example,  occur  more  frequently 
in  large  cities  than  in  small  towns  and  increase  the  number  of 
ambulance  requests  that  result  in  “no  load.”  In  some  in- 
stances, patients  have  found  other  transportation  or  were  no 
longer  ill  by  the  time  an  ambulance  arrived.  According  to 
some  of  the  survey  respondents,  some  patients  only  needed 
a “taxi  ride”  to  a hospital  for  minor  health  problems  or  re- 
quired only  on-site  first  aid.  And,  at  times  emergency  trans- 
portation was  refused  by  patients  whose  neighbors  or  family 
had  called  for  EMS  assistance.  In  some  instances,  the  pa- 
tient was  dead  when  the  ambulance  arrived. 

Furthermore,  according  to  one  report  (3),  only  about  12% 
of  emergency  department  visits  result  from  life-threatening 
emergencies,  and  more  than  half  of  seriously  endangered 
patients  arrive  at  emergency  rooms  by  vehicles  not  provided 
by  EMS  (2). 


Conflicts  over  who  should  assume  medical  responsibil- 
ity for  a patient  during  an  emergency  have  been  reported 
throughout  the  United  States,  and  procedures  for  preventing 
these  on-the-scene  disagreements  vary  widely.  For  example, 
solutions  have  ranged  from  arresting  the  apparently  qualified 
physician  to  granting  the  “Good  Samaritan”  physician  full 
control  until  the  patient  is  in  the  hands  of  another  qualified 
physician. 

Physicians  are  trained  to  treat  emergency  conditions  within 
the  protective  environs  of  the  emergency  center  or  the  hospi- 
tal under  medical  supervision.  EMTs  and  paramedics  are 
trained  to  evaluate,  stabilize,  and  transport  patients  with 
emergency  conditrions  from  the  scene  to  the  hospital.  In  gen- 
eral, physicians  function  less  than  optimally  to  an  emergency 
in  the  “out  of  hospital/office  environment.”  However,  physi- 
cians may  recognize  an  in  the  field  emergency  and  have 
provided  life-saving  resuscitation.  The  mere  fact  that  a para- 
medic has  had  a few  weeks  of  classroom  clinical  instruction 
does  not  a priori  make  him  or  her  a better  in-the-field  diag- 
nostician and  interventionist  “by  the  protocol"  than  an  at-the- 
scene  physician. 

In  an  attempt  to  clarify  EMS  activities  in  Texas,  senate  and 
house  bills  have  been  introduced  in  several  recent  legislative 
sessions  in  order  to  clarify  EMS  activities.  The  EMS  Act  of 
1 983  provides  for  certification  of  equipment  and  personnel 
by  the  Texas  Department  of  Health  and  answers  many  other 
important  needs  as  well.  Furthermore,  an  April  12, 1983  rul- 


1.  Summary  of  non-transport  EMS  Policies. 


POLICY 

YES 

NO 

UNKNOWN 

OPTIONAL 

Paramedic  discretion 

4 

9 

1 

0 

Base  station  discretion 

5 

0 

1 

8 

Transport  all  patients 

6 

8 

0 

0 

Written  protocol 

4 

9 

1 

0 

2.  Summary  of  policies  relating  to  physician  involvement  at  the  scene. 

POLICY 

YES 

NO 

UNCLEAR  OPTIONAL 

Positive  MD  identification 

required 

14 

0 

0 

0 

Allow  "responsibility"  assumption 

14 

0 

0 

0 

"Orders"  signed  by  MD 

8 

0 

6 

0 

Base  station  clearance 

8 

1 

5 

0 

Base  station  overrule 

10 

1 

3 

0 

MD  must  accompany  patient 
Protocol  card  given  to  MD  for 

6 

1 

0 

7 

information 

2 

12 

0 

0 

Written  protocol 

6 

8 

0 

0 
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ing  (4)  clearly  places  the  medical  responsibility  of  an  EMS 
system  on  the  EMS  medical  director. 

One  continual  serious  complaint  from  EMS  system  spon- 
sors and  directors  brought  out  in  this  survey  is  their  inability 
to  achieve  significant  physician  involvement  in  the  medical 
aspects  of  their  systems.  This  problem  has  been  a factor  in 
inadequate  coverage  of  the  entire  state  by  superior  EMS 
systems. 

The  problems  covered  in  this  survey  and  many  others 
could  be  addressed  most  appropriately  by  active  and  inter- 
ested physician  involvement  in  these  systems. 

Conclusions 

EMS  emergency  procedures  must  be  under  the  medical  di- 
rection of  physicians  and  must  be  protected  from  “medical 
abuse.”  The  decision  not  to  transport  a non-emergency  pa- 
tient is  defensible  but  must  be  supported  by  protocol  or  the 
medical  base  station.  The  physician  at  the  scene  of  an  out- 
of-hospital  emergency  may  be  very  helpful  but  also  has  the 
potential  to  interfere  if  he  is  unfamiliar  with  EMS  activities. 
Legislative  rulings  will  continue  to  clarify  these  issues. 
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TEXAS  MEDICINI 


BALANCED 
CALCIUM  C 

BLOCKADE 


Low  incidence  of  side  effects 

CAKDIZEM®  (diltiazem  HC1) 
produces  an  Incidence  of  adverse 
reactions  not  greater  than  that 
reported  with  placebo  therapy, 
thus  contributing  to  the  patient’s 
sense  of  well-being. 

'‘Cardizem  is  indicated  in  the  treatment  of  angina  pectoris  due  to 
coronary  artery  spasm  and  in  the  management  of  chronic  stable 
angina  ( classic  effort-associated  angina)  in  patients  who  cannot 
tolerate  therapy  with  beta-blockers  and/or  nitrates  or  who  remain 
symptomatic  despite  adequate  doses  of  these  agents. 
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Reduces  angina  attack  frequency 

42%  to  46%  decrease  reported  in 
multicenter  study.1 

Increases  exercise  tolerance* 

In  Bruce  exercise  test,2  control 
patients  averaged  8.0  minutes  to 
onset  of  pain;  Cardizem  patients 
averaged  9.8  minutes  (P<.005). 

CARDIZEM 

(diltiazem  HC1) 

THE  BALANCED 
CALCIUM  CHANNEL  BLOCKER 


Please  see  full  prescribing  information  on  following  page. 
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PROFESSIONAL  USE  INFORMATION 

cardizem. 

(dilhazem  HCI) 

30  mg  and  60  mg  tablets 

DESCRIPTION 

CAROIZEM*  (diltiazem  hydrochloride)  is  a calcium  ion  influx 
inhibitor  (slow  channel  blocker  or  calcium  antagonist).  Chemically, 
diltiazem  hydrochloride  is  1,5-Benzothiazepin-4(5H)one,3-(acetyloxy) 
-5-[2-(dimethylamino)ethyl]-2,3-dihydro-2-(4-methoxyphenyl)-, 
monohydrochlorlde,(+)  -cis-.The  chemical  structure  is: 


Diltiazem  hydrochloride  is  a white  to  off-white  crystalline  powder 
with  a bitter  taste  It  is  soluble  in  water,  methanol,  and  chloroform. 
It  has  a molecular  weight  of  450  98  Each  tablet  of  CARDIZEM 
contains  either  30  mg  or  60  mg  diltiazem  hydrochloride  for  oral 
administration 

CLINICAL  PHARMACOLOGY 

The  therapeutic  benefits  achieved  with  CARDIZEM  are  believed 
to  be  related  to  its  ability  to  inhibit  tbe  influx  of  calcium  ions 
during  membrane  depolarization  of  cardiac  and  vascular  smooth 
muscle. 

Mechanisms  of  Action.  Although  precise  mechanisms  of  its 
antianginal  actions  are  still  being  delineated,  CARDIZEM  is  believed 
to  act  in  the  following  ways 

1  Angina  Due  to  Coronary  Artery  Spasm.  CARDIZEM  has  been 
shown  to  be  a potent  dilator  of  coronary  arteries  both  epicardial 
and  subendocardial.  Spontaneous  and  ergonovine-induced  cor- 
onary artery  spasm  are  inhibited  by  CARDIZEM. 

2.  Exertional  Angina  CARDIZEM  has  been  shown  to  produce 
increases  in  exercise  tolerance,  probably  due  to  its  ability  to 
reduce  myocardial  oxygen  demand.  This  is  accomplished  via 
reductions  in  heart  rate  and  systemic  blood  pressure  at  submaximal 
and  maximal  exercise  work  loads 

In  animal  models,  diltiazem  interferes  with  the  slow  inward 
(depolarizing)  current  in  excitable  tissue  It  causes  excitation-contraction 
uncoupling  in  various  myocardial  tissues  without  changes  in  the 
configuration  of  the  action  potential  Diltiazem  produces  relaxation 
of  coronary  vascular  smooth  muscle  and  dilation  of  both  large  and 
small  coronary  arteries  at  drug  levels  which  cause  little  or  no 
negative  inotropic  effect  The  resultant  increases  in  coronary  blood 
flow  (epicardial  and  subendocardial)  occur  in  ischemic  and  nonischemic 
models  and  are  accompanied  by  dose-dependent  decreases  in  sys- 
temic blood  pressure  and  decreases  in  peripheral  resistance. 

Hemodynamic  and  Electrophyslologlc  Effects.  Like  other 
calcium  antagonists,  diltiazem  decreases  sinoatrial  and  atrioventricu- 
lar conduction  in  isolated  tissues  and  has  a negative  inotropic  effect 
in  isolated  preparations.  In  the  intact  animal,  prolongation  of  the  AH 
interval  can  be  seen  at  higher  doses. 

In  man,  diltiazem  prevents  spontaneous  and  ergonovine-provoked 
coronary  artery  spasm.  It  causes  a decrease  in  peripheral  vascular 
resistance  and  a modest  fall  in  blood  pressure  and,  in  exercise 
tolerance  studies  in  patients  with  ischemic  heart  disease,  reduces 
the  heart  rate-blood  pressure  product  for  any  given  work  load 
Studies  to  date,  primarily  in  patients  with  good  ventricular  function, 
have  not  revealed  evidence  of  a negative  inotropic  effect;  cardiac 
output,  ejection  fraction,  and  left  ventricular  end  diastolic  pressure 
have  not  been  affected.  There  are  as  yet  few  data  on  the  interaction 
of  diltiazem  and  beta-blockers.  Resting  heart  rate  is  usually  unchanged 
or  slightly  reduced  by  diltiazem 

Intravenous  diltiazem  in  doses  of  20  mg  prolongs  AH  conduction 
time  and  AV  node  functional  and  effective  refractory  periods  approxi- 
mately 20%.  In  a study  involving  single  oral  doses  of  300  mg  of 
CARDIZEM  in  six  normal  volunteers,  the  average  maximum  PR 
prolongation  was  14%  with  no  instances  of  greater  than  first-degree 
AV  block.  Diltiazem-associated  prolongation  of  the  AH  interval  is  not 
more  pronounced  in  patients  with  first-degree  heart  block.  In  patients 
with  sick  sinus  syndrome,  diltiazem  significantly  prolongs  sinus 
cycle  length  (up  to  50%  in  some  cases) 

Chronic  oral  administration  of  CARDIZEM  in  doses  of  up  to  240 
mg/day  has  resulted  in  small  increases  in  PR  interval,  but  has  not 
usually  produced  abnormal  prolongation.  There  were,  however,  three 
instances  of  second-degree  AV  block  and  one  instance  of  third- 
degree  AV  block  in  a group  of  959  chronically  treated  patients. 

Pharmacokinetics  and  Metabolism.  Diltiazem  is  absorbed 
from  the  tablet  formulation  to  about  80%  of  a reference  capsule  and 
is  subject  to  an  extensive  first-pass  effect,  giving  an  absolute 
bioavailability  (compared  to  inbavenous  dosing)  of  about  40%.  CARDIZEM 
undergoes  extensive  hepatic  metabolism  in  which  2%  to  4%  of  the 
unchanged  drug  appears  in  the  urine.  In  vitro  binding  studies  show 
CARDIZEM  is  70%  to  80%  bound  to  plasma  proteins.  Competitive 
ligand  binding  studies  have  also  shown  CARDIZEM  binding  is  not 
altered  by  therapeutic  concentrations  of  digoxm,  hydrochlorothiazide, 
phenylbutazone,  propranolol,  salicylic  acid,  or  warfarin.  Single  oral 
doses  of  30  to  120  mg  of  CARDIZEM  result  in  detectable  plasma 
levels  within  30  to  60  minutes  and  peak  plasma  levels  two  to  three 
hours  after  drug  administration  The  plasma  elimination  half-life 
following  single  or  multiple  drug  administration  is  approximately  3.5 
hours.  Desacetyl  diltiazem  is  also  present  in  the  plasma  at  levels  of 
10%  to  20%  of  the  parent  drug  and  is  25%  to  50%  as  potent  a 
coronary  vasodilator  as  diltiazem  Therapeutic  blood  levels  of 
CARDIZEM  appear  to  be  in  the  range  of  50  to  200  ng/ml.  There  is  a 
departure  from  dose-linearity  when  single  doses  above  60  mg  are 
given;  a 1 20-mg  dose  gave  blood  levels  three  times  that  of  the  60-mg 
dose.  There  is  no  information  about  tbe  effect  of  renal  or  hepatic 
impairment  on  excretion  or  metabolism  of  diltiazem. 

INDICATIONS  AND  USAGE 

1 Angina  Pectoris  Due  to  Coronary  Artery  Spasm.  CARDIZEM 


is  indicated  in  the  treatment  of  angina  pectoris  due  to  coronary 
artery  spasm.  CARDIZEM  has  been  shown  effective  in  the 
treatment  of  spontaneous  coronary  artery  spasm  presenting  as 
Prinzmetal's  variant  angina  (resting  angina  with  ST-segment 
elevation  occurring  during  attacks). 

2  Chronic  Stable  Angina  (Classic  Effort  Assoclated  Angina). 
CARDIZEM  is  indicated  in  the  management  of  chronic  stable 
angina.  CARDIZEM  has  been  effective  in  controlled  trials  in 
reducing  angina  frequency  and  increasing  exercise  tolerance. 

There  are  no  controlled  studies  of  the  effectiveness  of  the  concomi- 
tant use  of  diltiazem  and  beta-blockers  or  of  the  safety  of  this 
combination  in  patients  with  impaired  ventricular  function  or  conduc- 
tion abnormalities 

CONTRAINDICATIONS 

CARDIZEM  is  contraindicated  in  (1)  patients  with  sick  sinus 
syndrome  except  in  the  presence  of  a functioning  ventricular  pacemaker, 
(2)  patients  with  second-  or  third-degree  AV  block  except  in  the 
presence  of  a functioning  ventricular  pacemaker,  and  (3)  patients 
with  hypotension  (less  than  90  mm  Hg  systolic). 

WARNINGS 

1.  Cardiac  Conduction.  CARDIZEM  prolongs  AV  node  refrac- 
tory periods  without  significantly  prolonging  sinus  node  recov- 
ery time,  except  in  patients  with  sick  sinus  syndrome  This 
effect  may  rarely  resuit  in  abnormally  slow  heart  rates  (particularly 
in  patients  with  sick  sinus  syndrome)  or  second-  or  third-degree 
AV  block  (six  of  1243  patients  for  0 48%).  Concomitant  use  of 
diltiazem  with  beta-blockers  or  digitalis  may  result  in  additive 
effects  on  cardiac  conduction.  A patient  with  Prinzmetal's 
angina  developed  periods  of  asystole  (2  to  5 seconds)  after  a 
single  dose  of  60  mg  of  diltiazem. 

2 Congestive  Heart  Failure.  Although  diltiazem  has  a negative 
inotropic  effect  in  isolated  animal  bssue  preparations,  hemodynamic 
studies  in  humans  with  normal  ventricular  function  have  not 
shown  a reduction  in  cardiac  index  nor  consistent  negative 
effects  on  contractility  (dp/dt).  Experience  with  the  use  of 
CARDIZEM  alone  or  in  combination  with  beta-blockers  in  patients 
with  impaired  ventricular  function  is  very  limited.  Caution  should 
be  exercised  when  using  the  drug  in  such  patients 

3.  Hypotension.  Decreases  in  blood  pressure  associated  with 
CARDIZEM  therapy  may  occasionally  result  in  symptomatic 
hypotension. 

4 Acute  Hepatic  Injury.  In  rare  instances,  patients  receiving 
CARDIZEM  have  exhibited  reversible  acute  hepatic  injury  as 
evidenced  by  moderate  to  extreme  elevations  of  liver  enzymes. 
(See  PRECAUTIONS  and  ADVERSE  REACTIONS.) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is  extensively  metab- 
olized by  the  liver  and  excreted  by  the  kidneys  and  in  bile.  As  with  any 
new  drug  given  over  prolonged  periods,  laboratory  parameters  should 
be  monitored  at  regular  intervals.  The  drug  should  be  used  with 
caution  in  patients  with  impaired  renal  or  hepatic  function.  In  sub- 
acute and  chronic  dog  and  rat  studies  designed  to  produce  toxicity, 
high  doses  of  diltiazem  were  associated  with  hepatic  damage  In 
special  subacute  hepatic  studies,  oral  doses  of  125  mg/kg  and 
higher  in  rats  were  associated  with  histological  changes  in  the  liver 
which  were  reversible  when  the  drug  was  discontinued.  In  dogs, 
doses  of  20  mg/kg  were  also  associated  with  hepatic  changes; 
however,  these  changes  were  reversible  with  continued  dosing 

Drug  Interaction.  Pharmacologic  studies  indicate  that  there 
may  be  additive  effects  in  prolonging  AV  conduction  when  using 
beta-blockers  or  digitalis  concomitantly  with  CARDIZEM  (See 
WARNINGS). 

Controlled  and  uncontrolled  domestic  studies  suggest  that  con- 
comitant use  of  CARDIZEM  and  beta-blockers  or  digitalis  is  usually 
well  tolerated  Available  data  are  not  sufficient,  however,  to  predict 
the  effects  of  concomitant  treatment,  particularly  in  patients  with  left 
ventricular  dysfunction  or  cardiac  conduction  abnormalities  In  healthy 
volunteers,  diltiazem  has  been  shown  to  increase  serum  digoxin 
levels  up  to  20%. 

Carcinogenesis.  Mutagenesis,  Impairment  ol  Fertility.  A 

24-month  study  in  rats  and  a 21 -month  study  in  mice  showed  no 
evidence  of  carcinogenicity.  There  was  also  no  mutagenic  response 
in  in  vitro  bacterial  tests  No  intrinsic  effect  on  fertility  was  observed 
in  rats 

Pregnancy.  Category  C Reproduction  studies  have  been  con- 
ducted in  mice,  rats,  and  rabbits.  Administration  of  doses  ranging 
from  five  to  ten  times  greater  (on  a mg/kg  basis)  than  the  daily 
recommended  therapeutic  dose  has  resulted  in  embryo  and  fetal 
lethality  These  doses,  in  some  studies,  have  been  reported  to  cause 
skeletal  abnormalities.  In  tbe  perinatal/postnatal  studies,  there  was 
some  reduction  in  early  individual  pup  weights  and  survival  rates 
There  was  an  increased  incidence  of  stillbirths  at  doses  of  20  times 
the  human  dose  or  greater. 

There  are  no  well-controlled  studies  in  pregnant  women;  therefore, 
use  CARDIZEM  in  pregnant  women  only  if  the  potential  benefit 
justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers.  It  is  not  known  whether  this  drug  is  excreted 
in  human  milk.  Because  many  drugs  are  excreted  in  human  milk, 
exercise  caution  when  CARDIZEM  is  administered  to  a nursing 
woman  if  the  drug's  benefits  are  thought  to  outweigh  its  potential 
risks  in  this  situation. 

Pediatric  Use.  Safety  and  effectiveness  in  children  have  not 
been  established. 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies  carried  out  to 
date,  but  it  should  be  recognized  that  patients  with  impaired  ventricu- 
lar function  and  cardiac  conduction  abnormalities  have  usually  been 
excluded 

In  domestic  placebo-controlled  trials,  the  incidence  of  adverse 
reactions  reported  during  CARDIZEM  therapy  was  not  greater  than 
that  reported  during  placebo  therapy. 

The  following  represent  occurrences  observed  in  clinical  studies 
which  can  be  at  least  reasonably  associated  with  the  pharmacology 
of  calcium  influx  inhibition.  In  many  cases,  the  relationship  to 
CARDIZEM  has  not  been  established.  The  most  common  occurrences, 
as  well  as  their  frequency  of  presentation,  are;  edema  (2.4%), 


headache  (21%).  nausea  (19%),  dizziness  (1.5%),  rash  (1.3%) 
asthenia  (1.2%),  AV  block  (1.1%).  In  addition,  the  following  event; 
were  reported  infrequently  (less  than  1%)  with  the  order  of  presenta 
tion  corresponding  to  the  relative  frequency  of  occurrence 


Cardiovascular 


Nervous  System 
Gastrointestinal 


Dermatologic 

Other; 


Flushing,  arrhythmia,  hypotension,  bradycar 
dia,  palpitations,  congestive  heart  failure 
syncope 

Paresthesia,  nervousness,  somnolence 
tremor,  insomnia,  hallucinations,  and  amnesia 
Constipation,  dyspepsia,  diarrhea,  vomiting 
mild  elevations  of  alkaline  phosphatase.  SGOT 
SGPT.  and  LDH 

Pruritus,  petechiae,  urticaria,  photosensitivity 
Polyuria,  nocturia. 


The  following  additional  experiences  have  been  noted 
A patient  with  Prinzmetal's  angina  experiencing  episodes  o 
vasospastic  angina  developed  periods  of  transient  asymptomati- 
asystole  approximately  five  hours  after  receiving  a single  60-nr 
dose  of  CARDIZEM 

The  following  postmarketing  events  have  been  reported  infre 
quently  in  patients  receiving  CARDIZEM:  erythema  multiforme;  let 
kopenia  and  extreme  elevations  of  alkaline  phosphatase,  SGOT 
SGPT,  LDH,  and  CPK.  However,  a definitive  cause  and  effect  betweei 
these  events  and  CARDIZEM  therapy  is  yet  to  be  established 


OVERDOSAGE  OR  EXAGGERATED  RESPONSE 

Overdosage  experience  with  oral  diltiazem  has  been  limited 
Single  oral  doses  of  300  mg  of  CARDIZEM  have  been  well  toleratei 
by  healthy  volunteers  In  the  event  of  overdosage  or  exaggerate; 
response,  appropriate  supportive  measures  should  be  employed  ii 
addition  to  gastric  lavage  The  following  measures  may  be  considered 


Bradycardia 

Higb-Degree  AV 
Block 

Cardiac  Failure 
Hypotension 


Administer  atropine  (0.60  to  1.0  mg).  If  ther 
is  no  response  to  vagal  blockade,  administe 
isoproterenol  cautiously. 

Treat  as  for  bradycardia  above.  Fixed  high 
degree  AV  block  should  be  treated  with  car 
diac  pacing. 

Administer  inotropic  agents  (isoproterenol 
dopamine,  or  dobutamine)  and  diuretics. 
Vasopressors  (eg,  dopamine  or  levarterenc 
bitartrate). 


Actual  treatment  and  dosage  should  depend  on  the  severity  of  thi 
clinical  situation  and  the  judgment  and  experience  of  the  treatim 
physician 

The  oral/LD50's  in  mice  and  rats  range  from  415  to  740  mg/ki 
and  from  560  to  810  mg/kg,  respectively.  The  intravenous  LDM's  ii 
these  species  were  60  and  38  mg/kg,  respectively.  The  oral  LD50ii 
dogs  is  considered  to  be  in  excess  of  50  mg/kg,  while  lethality  wa 
seen  in  monkeys  at  360  mg/kg.  The  toxic  dose  in  man  is  not  known 
but  blood  levels  in  excess  of  800  ng/ml  have  not  been  associate; 
with  toxicity 


DOSAGE  AND  ADMINISTRATION 

Exertional  Angina  Pectoris  Due  to  Atherosclerotic  Coro 
nary  Artery  Disease  or  Angina  Pectoris  at  Rest  Due  to  Coro 
nary  Artery  Spasm.  Dosage  must  be  adjusted  to  each  patient 
needs.  Starting  with  30  mg  four  times  daily,  before  meals  and  a 
bedtime,  dosage  should  be  increased  gradually  (given  in  divide' 
doses  three  or  four  times  daily)  at  one-  to  two-day  intervals  unti 
optimum  response  is  obtained.  Although  individual  patients  ma 
respond  to  any  dosage  level,  the  average  optimum  dosage  rang, 
appears  to  be  180  to  240  mg/day.  There  are  no  available  data  concerr 
ing  dosage  requirements  in  patients  with  impaired  renal  or  hepati- 
function  If  the  drug  must  be  used  in  such  patients,  titration  should  l> 
carried  out  with  particular  caution. 

Concomitant  Use  With  Other  Antianginal  Agents: 

1 . Sublingual  NTG  may  be  taken  as  required  to  abort  acut 
anginal  attacks  during  CARDIZEM  therapy. 

2 Prophylactic  Nitrate  Therapy -CARDIZEM  may  be  safel 
coadministered  with  short-  and  long-acting  nitrates,  but  then 
have  been  no  controlled  studies  to  evaluate  the  antiangina 
effectiveness  of  this  combination. 

3 Beta-blockers.  (See  WARNINGS  and  PRECAUTIONS.) 


HOW  SUPPLIED 

Cardizem  30-mg  tablets  are  supplied  in  bottles  of  100  (NDi 
0088-1771-47)  and  in  Unit  Dose  Identification  Paks  of  100  (ND> 
0088-1771-49)  Each  green  tablet  is  engraved  with  MARION  on  on 
side  and  1771  engraved  on  the  other  CARDIZEM  60-mg  score 
tablets  are  supplied  in  bottles  of  100  (NDC  0088-1772-47)  and  in  Un 
Dose  Identification  Paks  of  100  (NDC  0088-1772-49).  Each  yello1 
tablet  is  engraved  with  MARION  on  one  side  and  1772  on  the  othe 
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know  it's  not  your  every - 
patient  problem.  Alco- 
sm  is  far  different  from 
>t  other  diseases.  Patients 
:o  hide  it  from  you.  They 
st  treatment.  They  deny 
/ have  the  disease  at  all. 
uch  a complex  physical 
emotional  problem  usually 
jiires  extensive  evaluation, 
il  intervention  counsel  mg 
(equently  needed. 


If  you  are  a specialist  in 
addiction  treatment,  you're 
equipped  to  deal  with  these 
problems.  If  not,  consider 
Brookwood  Recovery  Center 
as  your  specialist  ana  partner 
in  the  treatment  of  alcohol- 
ism and  drug  abuse.  We're  a 
specialized  facility  staffed  to 
serve  both  your  patient  and 
patient's  family.  Our  nation- 
ally recognized  treatment 


programs  have  given  us  one 
of  the  best  recovery  rates  in 
the  country.  And  once  recov- 
ered, your  patients  and  their 
families  return  to  being  the 
kind  of  patients  that  let  you 
help  them  once  again. 

For  further  information  on 
how  a Brookwood  Recovery 
Center  can  help  you  effectively 
treat  this  problem,  call  our 
treatment  center  in  Dallas  . 


(214/988-0106,  metro),  Ft. 
Worth  (817/654-4153,  metro), 
Houston  (713/439-1202), 

San  Antonio  (512/494-4477), 
Port  Arthur  (409/983-2064) 
or  Westgate  in  Denton 

(214/434-3549,  metro) 
anytime,  day  or  night. 

Brookwood 
Recovery  Centers 

A health  care  service  of 
American  Medical  International 


Terry  O.  Tottenham 

Terry  O Tottenham,  Fulbright  and  Jaworski,  Bank  of  the  Southwest  Building, 
Houston,  TX  77002 


Ten  steps  to  the 
courthouse 

Physicians  who  are  sued  in  a medical  malpractice  case 
enter  hostile  territory  that  is  fraught  with  foreign  rules, 
unknown  procedures,  and  traps  for  the  unwary.  The 
physician’s  world  is  much  different  than  the  world  of  the 
adversarial  process  that  surrounds  a medical  malprac- 
tice case.  The  adversarial  system  is  replete  with  ad- 
vocacy, constant  questioning,  probing,  doubt,  and  cross 
examination. 

This  foreign  environment  can  be  conquered  by  the 
physician  only  when  he  understands  the  ten  steps  that 
will  ultimately  lead  him  to  the  courthouse.  The  purpose 
of  this  article  is  to  provide  the  physician  with  basic  infor- 
mation about  these  ten  steps  as  his  case  is  propelled 
through  the  judicial  process  from  the  notice  letter  to  the 
courthouse. 


Step  one:  the  notice  letter 

Under  Section  4.01  of  the  1 977  Medical  Liability  and  Insur- 
ance Improvement  Act  (the  1977  Act),  a physician  must  be 
given  60  days  notice  of  the  filing  of  a lawsuit.  Upon  receipt  of 
this  notice  letter,  the  physician  should  immediately  forward  it 
to  his  insurance  carrier  and/or  his  lawyer. 

While  the  notice  letter  may  encourage  a physician  to  call 
the  plaintiff’s  lawyer  and  discuss  the  case  with  him,  a physi- 
cian should  never  do  so  until  he  has  had  an  opportunity  to 
discuss  the  matter  with  his  attorney.  Many  physicians  naively 
believe  that  they  will  be  able  to  call  a plaintiff’s  attorney  and 
“talk  him  out  of  bringing  a lawsuit.”  Such  attempts  further 
educate  the  plaintiff’s  attorney  about  the  case  and,  simulta- 
neously, may  allow  the  physician  to  make  many  damaging 
admissions  without  the  assistance  of  counsel. 

Section  4.01  of  the  1977  Act  also  provides  that  all  parties 
shall  be  entitled  “to  obtain  complete  and  unaltered  copies  of 
the  claimant’s  medical  records  . . . within  ten  days  from  the 
date  of  receipt  of  a written  request  for  such  records.”  As  a 
result,  the  notice  letter  will  also  request  a physician  to  furnish 
the  plaintiff’s  lawyer  with  a copy  of  his  medical  records. 

The  physician  should  never  send  his  records  to  the  oppos- 
ing attorney  until  he  has  had  an  opportunity  to  confer  with  his 
own  attorney  regarding  those  records.  The  physician  may 
mistakenly  send  the  opposing  attorney  certain  documents 
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that  are  privileged  or  otherwise  protected  from  disclosure  to 
the  plaintiff’s  attorney.  For  instance,  hospital  incident  reports 
are  not  considered  to  be  part  of  a physician's  office  records. 
Further,  any  communications  with  the  physician’s  insurance 
carrier  (or  his  attorney)  are  privileged  and  should  not  be  sent 
to  the  opposing  counsel. 

Additionally,  the  physician  should  never  alter  his  records  in 
any  way.  After  receiving  a notice  letter,  human  nature  may 
compel  a physician  to  review  his  records  and  consider  “adding 
to  the  chart”  in  order  to  “make  the  record  more  complete.” 
Such  seemingly  innocent  conduct  can  have  disastrous  con- 
sequences when  the  plaintiff’s  attorney  argues  that  “the  doc- 
tor intentionally  altered  his  records  only  after  he  knew  that  he 
was  about  to  be  sued  in  this  case.”  If  you  feel  that  certain 
information  is  not  contained  in  the  medical  chart  as  written, 
you  should  confer  at  length  with  your  lawyer  before  taking 
any  steps  to  add  to  or  further  clarify  those  records. 

In  sum,  receipt  of  the  notice  letter  is  the  first  step  on  your 
road  to  the  courthouse.  As  such,  this  step  must  be  taken  very 
seriously  and  never  ignored. 

Step  two:  the  original  petition 

After  approximately  three  months  from  the  time  that  a notice 
letter  is  received  by  the  physician,  he  will  receive  an  “original 
petition”  (in  state  court)  or  an  “original  complaint”  (in  federal 
court).  This  is  the  document  that  officially  initiates  a lawsuit 
against  the  physician.  Service  must  be  obtained  directly  on 
the  physician  and  if  there  is  any  question  as  to  whether 
proper  service  was  obtained,  the  physician  should  discuss 
this  matter  with  his  attorney. 

Upon  receipt  of  this  original  petition  or  original  complaint, 
the  physician  should  do  five  things. 

First,  he  should  immediately  forward  the  original  petition  to 
his  insurance  carrier  and/or  his  lawyer.  Failure  to  forward  this 
document  promptly  could  result  in  a default  judgment  against 
the  physician  because  the  law  states  that  a defendant  must 
file  an  answer  within  20  days  of  service.  A default  judgment 
will  prevent  the  physician  from  contesting  the  liability  and,  in 
some  instances,  damage  issues  in  the  case. 

Second,  the  physician  should  carefully  read  the  petition 
and  prepare  a detailed  explanation  as  to  all  of  the  allegations 
contained  in  the  petition.  These  explanations  will  be  an  in- 
valuable assistance  to  the  physician’s  attorney  in  defending 
the  case. 

Third,  the  physician  should  prepare  a detailed  chronology 
of  his  care  and  treatment  of  the  particular  patient  involved. 
This  detailed  chronology  will  also  be  of  great  help  in  defend- 
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ing  a physician  in  the  courtroom. 

Fourth,  a verbatim  transcript  of  the  physician’s  office 
records  should  be  dictated.  This  verbatim  account  should 
contain  explanations  of  any  symbols,  abbreviations,  or  other 
hieroglyphics  contained  in  the  records.  Many  times  a physi- 
cian’s office  records  are  illegible  in  certain  respects  and  a 
verbatim  transcript  will  be  of  great  assistance  to  the  physi- 
cian's attorney  and  any  others  who  may  be  required  to  review 
the  records  on  a consulting  basis. 

Finally,  the  physician  should  provide  his  attorney  with  any 
medical  literature  that  might  be  of  assistance  in  the  case. 
Researching  the  medical  literature  is  an  invaluable  aid  in  ed- 
ucating the  attorney  on  the  medical  aspects  and  will  re- 
acquaint the  physician  with  the  salient  features  of  his  care 
and  treatment. 

Step  three:  the  answer 

The  state  and  federal  rules  of  procedure  require  that  an  an- 
swer be  filed  approximately  20  days  after  the  defendant  has 
been  served  with  a lawsuit.  This  answer  will  contain  a gen- 
eral denial  of  all  allegations  as  well  as  specific  defenses  that 
need  to  be  asserted  in  the  case. 

In  addition,  the  answer  will  contain  “special  exceptions,” 
which  are  filed  to  require  the  plaintiff’s  attorney  to  specify  the 
particular  acts  of  negligence  that  occurred  in  the  case.  This  is 
essential  in  order  for  the  physician  to  be  educated  as  to  the 
particular  ways  in  which  the  plaintiff’s  attorney  will  allege  that 
he  failed  to  exercise  ordinary  care  in  the  case. 

Finally,  special  exceptions  require  the  plaintiff’s  attorney  to 
indicate  the  specific  amount  of  damages  claimed  in  the  case. 
Under  the  law,  the  plaintiff’s  attorney,  upon  request,  must 
specify  to  the  physician’s  attorney  and  to  the  court  the  spe- 
cific amount  of  damages  claimed  in  a case.  This  is  important 
because  the  jury  cannot  award  more  than  has  been  pled  by 
the  plaintiff’s  attorney.  Also,  the  physician  will  need  to  know 
the  specific  amount  of  money  damages  claimed  against  him 
in  order  to  determine  whether  his  insurance  coverage  will 
adequately  protect  him  in  the  case. 

Step  four:  interrogatories 

Interrogatories  are  questions  propounded  to  the  plaintiff  in  an 
effort  to  develop  a number  of  important  points  with  regard  to 
the  plaintiff’s  background  and  history.  For  instance,  inter- 
rogatories will  inquire  into  the  plaintiff’s  work  history,  medical 
history,  marital  history,  prior  claims  history,  prior  involvement 
with  the  law,  and  other  general  information  about  the  plaintiff. 

In  most  medical  malpractice  cases,  the  plaintiff’s  entire 


medical  history  is  essential  in  defending  the  physician.  If  the 
plaintiff  is  married,  the  physician’s  attorney  may  also  need  to 
obtain  the  complete  medical  history  on  the  plaintiff’s  spouse, 
as  this  may  be  important  in  a given  case. 

Step  five:  attorney  conference 

After  the  initial  procedural  steps  of  preparing  the  answer  and 
interrogatories,  the  defense  attorney  should  arrange  a meet- 
ing with  the  physician.  This  conference  is  important  as  it 
gives  the  physician  an  opportunity  to  meet  with  his  attorney 
and  to  gain  rapport  with  him.  To  ensure  privacy  and  prevent 
interruptions  from  patients,  this  meeting  should  be  in  the  at- 
torney’s office. 

At  this  conference,  the  physician  should  be  prepared  to 
discuss  in  detail  the  medical  issues  in  the  case  and  to  pro- 
vide his  attorney  with  thoughts  regarding  how  the  case  was 
handled  from  a medical  standpoint.  The  physician  should 
also  recommend  a consultant  in  his  particular  specialty  to 
review  the  entire  case  and  to  advise  the  attorney  with  regard 
to  the  physician’s  standard  of  conduct  in  caring  for  his  pa- 
tient. A consultant  will  provide  invaluable,  objective  insight 
into  the  case  and  will  be  of  inestimable  value  as  the  case 
progresses. 

The  physician's  attorney  will  thoroughly  discuss  the  legal 
aspects  of  the  case  and  prepare  the  physician  for  the  various 
procedural  steps  that  will  take  place  during  the  pretrial  phase 
of  the  case. 

Step  six:  the  medical  records 

As  mentioned  previously,  the  physician’s  attorney  will  file  in- 
terrogatories in  order  to  determine  the  plaintiff’s  medical  his- 
tory. In  other  words,  the  physician’s  attorney  will  learn  the 
names  and  addresses  of  physicians  who  may  have  treated 
the  plaintiff,  the  names  and  locations  of  hospitals  in  which  the 
plaintiff  may  have  received  medical  treatment,  and  any  other 
pertinent  information  regarding  the  medical  history  of  the 
plaintiff.  After  this  information  is  obtained,  the  physician’s  at- 
torney will  take  steps  to  subpoena  all  of  the  medical  records 
in  the  case. 

These  records  are  essential  in  developing  the  theory  of 
defense.  The  physician’s  attorney  should  prepare  a medical 
chronology  from  all  of  these  records,  detailing  a chronologi- 
cal history  of  the  plaintiff’s  involvement  with  health  care  pro- 
viders. Additionally,  the  medical  records  will  be  carefully 
organized,  indexed,  and  summarized.  These  records  should 
also  be  copied  for  the  physician’s  use  and  review  as  well  as 
for  the  review  by  the  physician’s  consulting  expert. 
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Courthouse 


Step  seven:  the  plaintiff’s  deposition 

After  all  of  the  medical  records  have  been  obtained,  ana- 
lyzed, reviewed,  and  summarized,  and  after  all  initial  dis- 
covery has  been  completed,  the  physician’s  attorney  will 
prepare  to  take  the  plaintiff’s  deposition.  This  is  an  oppor- 
tunity for  the  physician  to  learn  the  nature  of  the  plaintiff's 
allegations  as  well  as  to  assess  the  impact  that  the  plaintiff 
may  have  on  a jury. 

A physician  can  be  of  great  assistance  in  preparing  his 
attorney  for  this  deposition.  The  physician  should  take  time 
to  sit  down  and  confer  with  his  attorney  regarding  the  entirety 
of  the  plaintiff’s  medical  history  and  background  and  his  per- 
sonal quirks  or  other  idiosyncrasies.  Do  not  hold  back!  Re- 
member that  your  patient  has  made  serious  allegations 
against  you  and  you  must  do  whatever  is  necessary  to  de- 
fend yourself. 

Prior  to  the  plaintiff’s  deposition,  the  physician’s  attorney 
will  also  want  to  confer  with  your  consulting  expert  regarding 
appropriate  questions  to  ask  of  the  plaintiff. 

It  is  very  important  that  you  attend  the  plaintiff’s  deposition. 
While  a plaintiff  may  make  wild  allegations  to  his  attorney,  it 
is  very  unlikely  that  those  allegations  will  be  made  under  oath 
while  he  is  sitting  across  from  the  physician  who  cared  for 
and  treated  him  for  many  years. 

Finally,  if  at  all  possible,  the  plaintiff’s  deposition  should  be 
taken  before  yours  is  taken.  From  a tactical  standpoint,  it  is 
always  preferable  to  receive  the  plaintiff's  deposition  so  that 
the  physician  can  “go  to  school”  on  the  plaintiff's  deposition. 

Step  eight:  the  physician’s  deposition 

The  physician’s  deposition  is  the  most  important  part  of 
pretrial  preparation.  Accordingly,  the  physician  must  be 
thoroughly  prepared  for  this  phase  of  his  journey  to  the 
courthouse. 

In  preparation  for  this  deposition,  the  physician  must  re- 
view all  of  the  medical  records  in  the  case  and  confer  with  his 
consulting  expert  regarding  the  overall  defense  of  the  case.  If 
a case  involves  many  defendants,  the  physician  must  be 
thoroughly  apprised  of  the  impact  of  his  testimony  as  to  each 
of  these  defendants.  You  must  be  prepared  to  spend  time 
with  your  attorney  in  reviewing  every  aspect  of  the  case  and 
preparing  for  adverse  questions  to  be  asked  by  the  plaintiff’s 
attorney. 

The  physician  must  not  only  be  thoroughly  prepared  with 
regard  to  the  facts  of  the  case,  but  he  must  also  be  prepared 
to  make  an  outstanding  personal  presentation.  The  plaintiff’s 
attorney  will  meet  the  physician  for  the  very  first  time  in  his 
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deposition.  A good  first  impression  is  extremely  important 
because  it  will  remind  the  plaintiff’s  attorney  that  he  has  a 
worthy  adversary.  A physician  who  is  well-presented,  pre- 
pared, articulate,  and  well-groomed  will  impress  a plaintiff’s 
attorney  that  this  physician  will  make  an  outstanding  witness 
before  a jury.  Contrariwise,  a physician  who  is  ill-prepared, 
poorly  groomed,  and  halting  in  his  presentation  will  encour- 
age the  plaintiff’s  attorney  to  thoroughly  develop  his  case  be- 
cause the  plaintiff’s  attorney  knows  that  this  physician  will 
make  a terrible  (and,  therefore,  unbelievable)  witness  in  front 
of  a jury. 

Many  articles  have  been  written  as  to  how  a physician 
should  prepare  for  his  deposition,  and  the  physician  should 
encourage  his  lawyer  to  provide  him  with  some  of  those  ar- 
ticles in  preparation  for  the  deposition. 

The  physician  must  be  prepared  to  spend  whatever  time  is 
necessary  to  prepare  for  this  very  important  part  of  the  pre- 
trial preparation  of  his  case.  He  should  not  under  any  cir- 
cumstances simply  meet  with  his  attorney  on  the  day  of 
the  deposition  for  only  one  or  two  hours.  This  could  prove  to 
be  disastrous. 

Finally,  it  is  imperative  that  the  physician  read  and  sign  his 
deposition  before  it  is  filed  with  the  court.  This  is  an  absolute 
right  that  the  physician  enjoys  and  he  should  take  advantage 
of  it.  This  will  allow  the  physician  to  correct  typographical  er- 
rors that  may  have  occurred  in  the  deposition.  The  physician 
should  not  make  any  substantive  changes  in  his  deposition 
as  this  may  prove  to  be  embarrassing  in  cross-examination 
at  the  courthouse. 

Step  nine:  miscellaneous  matters 

After  all  the  foregoing  steps  have  been  accomplished,  a num- 
ber of  miscellaneous  matters  may  occur. 

First,  your  attorney  will  want  to  obtain  a deposition  by  the 
plaintiff’s  expert.  The  expert’s  identity  and  his  report  may  be 
obtained  through  the  formal  discovery  process.  This  report 
should  be  carefully  reviewed  by  you  and  your  consultant,  and 
you  should  provide  comments  to  aid  your  lawyer  in  preparing 
for  this  deposition. 

Further,  you  can  be  of  great  assistance  to  your  lawyer  by 
giving  him  additional  background  on  the  plaintiff’s  expert, 
such  as  his  reputation  in  his  specialty,  comments  regarding 
his  published  works,  his  education  and  training,  and  any 
other  information  that  may  be  gleaned  from  rumor,  innuendo, 
hearsay,  or  any  other  sources. 

Finally,  you  should  be  present  while  the  expert’s  deposition 
is  taken.  As  with  the  plaintiff,  the  plaintiff’s  expert  will  be  re- 
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luctant  to  make  wild  allegations  when  you  are  sitting  across 
the  conference  table  from  him. 

Secondly,  the  plaintiff’s  attorney  will  want  to  take  a deposi- 
tion from  your  expert.  This  is  another  important  part  of  the 
case,  and  you  should  help  your  lawyer  prepare  your  expert 
for  deposition. 

Thirdly,  depositions  of  other  personnel  such  as  nurses, 
office  personnel,  and  others  may  also  be  taken.  If  a particular 
witness  will  not  make  a very  good  appearance  at  trial,  the 
physician’s  lawyer  may  decide  to  obtain  a deposition  from 
that  witness  rather  than  present  that  witness  live  at  trial.  Ad- 
ditionally, if  a witness  will  make  a good  appearance  but  will 
not  be  available  at  trial  because  of  his  schedule,  then  a 
videotaped  deposition  may  be  obtained  to  preserve  that  wit- 
ness’s appearance  for  the  jury’s  assessment. 

Finally,  other  discovery  devices  are  available  to  gain  addi- 
tional information  that  may  prove  valuable  in  the  case.  These 
devices  may  include  a request  to  produce  the  plaintiff’s  in- 
come tax  returns,  a request  for  certain  admissions  by  the 
plaintiff,  and  perhaps  a motion  for  summary  judgment.  A mo- 
tion for  summary  judgment  is  a pretrial  device  that  is  used  to 
dismiss  specious  or  spurious  claims  before  reaching  trial.  In 
essence,  a motion  for  summary  judgment  states  that  there  is 
no  issue  of  law  or  fact  in  the  case.  In  a medical  malpractice 
case,  it  is  rather  difficult  to  obtain  a summary  judgment,  par- 
ticularly if  the  plaintiff  has  an  expert  witness  who  will  criticize 
the  care  and  treatment  that  was  rendered  to  the  patient. 
Nevertheless,  it  is  a device  that  may  be  utilized  to  get  the 
case  dismissed  or,  perhaps,  to  force  the  plaintiff’s  attorney  to 
reveal  an  expert  witness,  if  he  has  one. 

Step  ten:  the  courthouse 

After  all  nine  steps  have  been  accomplished,  you  are  ready 
to  prepare  yourself  for  the  trial.  This  final  step  is  obviously 
important  and  you  should  be  prepared  to  take  whatever  time 
is  necessary  to  accomplish  it. 

First,  a careful  review  must  be  made  of  the  depositions  that 
were  taken  in  the  case,  particularly  the  deposition  of  the 
plaintiff’s  expert. 

Second,  the  medical  records  must  be  thoroughly  reviewed. 
This  involves  not  only  the  physician’s  office  chart  but  the 
records  of  any  other  health  care  providers  seen  by  the 
plaintiff. 

Third,  you  must  become  thoroughly  familiar  with  the  medi- 
cal literature  that  touches  upon  the  medical  issues  in  the 
case.  The  rules  of  evidence  in  Texas  have  become  liber- 
alized so  that  cross-examination  with  medical  literature  has 


become  much  easier.  Accordingly,  you  must  be  aware  that 
the  plaintiff’s  attorney  will  be  able  to  question  you  on  medical 
literature  that  may  be  critical  of  your  care  and  treatment  of 
the  plaintiff,  and  you  must  be  prepared  to  respond  to  these 
matters. 

Finally,  you  must  set  aside  time  from  your  busy  practice  to 
sit  with  your  lawyer  throughout  the  trial  of  the  case.  A physi- 
cian who  does  not  attend  each  day  of  trial  will  be  viewed  by 
the  jury  as  one  who  is  not  concerned  about  the  ultimate  ver- 
dict in  the  case.  On  the  other  hand,  if  you  sit  throughout  the 
entire  trial  looking  concerned,  the  jury  will  appreciate  your 
demeanor,  and  this  concern  will  be  reflected  in  the  jury's 
verdict. 

Conclusion 

When  a physician  has  been  sued  for  medical  malpractice,  his 
very  reputation  for  skill  and  integrity  is  called  into  question. 

As  a result,  the  physician  must  be  armed  for  battle  by  being 
thoroughly  familiar  with  each  step  of  the  process  that  will  re- 
sult in  trial. 

Attention  to  these  ten  steps  to  the  courthouse  will  ensure 
that  the  physician  is  thoroughly  prepared  for  the  presenta- 
tion of  his  case  and,  hopefully,  will  result  in  a favorable  jury 
verdict. 
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Turn  of  the  century 
trephine  forcranial  surgery 
and  tonsillotome  for 
removing  tonsils. 


We’ve  been  defending 
doctors  since 
these  were  the 
state  of  the  art. 


These  instruments  were  the  best  available  at 
the  turn  of  the  century.  So  was  our  professional 
liability  coverage  for  doctors.  In  fact,  we 
pioneered  the  concept  of  professional 
protection  in  1899  and  have  been  providing 
this  important  service  exclusively  to  doctors 
ever  since. 


You  can  be  sure  we’ll  always  offer  the  most 
complete  professional  liability  coverage  you 
can  carry.  Plus  the  personal  attention  and 
claims  prevention  assistance  you  deserve. 

For  more  information  about  Medical 
Protective  coverage,  contact  your  Medical 
Protective  Company  general  agent. 


~ f w i nti  r.  ~ P u.r/  p arm  ♦/  w f.'u.vf^wtr 


Bruce  Crim,  Keith  H.  Prince,  Charles  F.  Curtice,  Daniel  S.  Marley  Wayne  L.  Kirk,  Mark  Lee  Gunter  Michael  Rollans 

Suite  570,  Allied  Lakewood  Bank  Center,  6301  Gaston  Avenue  Suite  155,  7887  Katy  Freeway  512  GPM  Life  Building 

Dallas  TX  75214,  (214)  821-4640  Katy  Hollow  Office  Park  San  Antonio,  TX  78216,  (512)  344-5901 

Houston,  TX  77024,  (713)  682-8024 
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CLINICAL  ABSTRACTS 


Clinical  abstracts  are  selected  from  current  reviews  in  100 
internationally  recognized  journals  received  by  the  TMA 
Memorial  Library  each  month. 


Bronchopulmonary  dysplasia.  Chronic  pulmonary  dis- 
ease following  neonatal  respiratory  failure.  Bruce  G. 
Nickerson,  MD.  American  College  of  Chest  Physicians, 
Chest,  vol  87,  no  4,  April  1985,  pp  528-535. 

Infants  with  respiratory  failure  in  the  first  weeks  of  life  may 
develop  a chronic  pulmonary  condition  called  bronchopul- 
monary dysplasia.  Their  lungs  have  areas  of  atelectasis  and 
areas  of  air  trapping  from  variable  obstruction  of  the  airways. 
These  infants  may  be  dependent  on  supplemental  oxygen  or 
a ventilator  and  may  require  hospitalization  for  months,  and 
have  symptoms  of  airway  obstruction  which  last  for  years. 
They  require  meticulous  medical  management  to  avoid  a 
number  of  common  complications  such  as  patent  ductus  ar- 
teriosus, cor  pulmonale,  tracheal  stenosis,  recurrent  aspira- 
tion, and  death.  The  condition  of  most  infants  improves  over 
the  first  two  years.  Preliminary  studies  suggest  that  their  ex- 
ercise and  pulmonary  function  is  usually  close  to  normal  by 
school  age.  The  long-term  implications  for  the  increasing 
number  of  children  with  this  disease  who  will  soon  reach 
adulthood  are  still  unknown. 


A clinical  overview  of  monoamine  oxidase  inhibitors. 

Sidney  Zisook,  MD.  Cliggott  Publishing  Company,  Psycho- 
somatics,  vol  26,  no  3,  March  1 985,  pp  240-251 . 

After  examining  reasons  for  the  revival  of  interest  in  use  of 
the  monoamine  oxidase  inhibitors  (MAOIs),  the  author  evalu- 
ates current  thinking  and  experience  concerning  patient 
selection  and  indications,  dosage,  side  effects,  drug  inter- 
actions, combination  with  tricyclic  antidepressants,  and  in- 
structions for  the  patient.  The  major  role  of  MAOIs  now 
appears  to  be  in  depressed  patients  refractory  to  other  phar- 
macologic treatments,  and  especially  in  outpatients  with  fea- 
tures of  both  anxiety  and  depression. 

Mortality  from  liver  disease  in  children.  John  D.  Lloyd- 
Still,  MD.  American  Medical  Association,  American  Journal 
of  Diseases  of  Children,  vol  1 39,  April  1 985,  pp  381  -384. 

Mortality  from  liver  disease  in  a pediatric  hospital  was  re- 
viewed to  assess  the  implications  for  hepatic  transplanta- 
tion programs.  Between  1976  and  1983,  81  children  died  of 
hepatic  failure  that  included  biliary  atresia  (n=2Q),  meta- 
bolic disorders  (n=22),  Reye’s  syndrome  (n=7),  infections 


(n=15),  cholestatic  syndromes  (n  = 1 2),  and  miscellaneous 
causes  (n  = 5).  Hepatic  failure  was  considered  the  secondary 
cause  of  death  in  only  five  patients.  Acute  hepatic  failure  was 
present  in  42%  of  patients,  whereas  58%  had  preexisting 
chronic  liver  disease.  Forty  of  the  81  patients  died  in  infancy, 
including  two  thirds  of  the  patients  with  biliary  atresia.  Liver 
disease  accounted  for  6.6%  of  all  deaths  in  our  hospital  dur- 
ing this  eight-year  period.  During  this  interval,  eight  patients 
(six  alive)  underwent  liver  transplantation.  Approximately  2.9 
patients  per  year  will  be  candidates  for  liver  transplantation. 


Neurological  soft  signs.  David  Shaffer,  MD,  MRCP;  Irvin 
Schonfeld,  PhD;  Patricia  A.  O’Connor,  PhD,  et  al.  American 
Medical  Association,  Archives  of  General  Psychiatry,  vol  42, 
April  1985,  pp  342-351. 

Sixty-three  male  and  27  female  adolescents  known  to  have 
had  neurological  soft  signs  at  the  age  of  7 years  were  com- 
pared with  controls  with  no  soft  signs  at  age  7.  Adolescents 
with  early  soft  signs  had  significantly  lower  IQs  and  were 
more  likely  to  have  a psychiatric  disorder  characterized  by 
anxiety,  withdrawal,  and  depression.  All  the  girls  and  80%  of 
the  boys  with  an  anxiety-withdrawal  diagnosis  showed  early 
soft  signs.  There  was  no  relationship  between  early  soft 
signs  and  attention  deficit  or  conduct  disorders.  Examination 
of  the  relative  contributions  of  anxiety  at  age  7,  IQ,  and  social 
and  family  disadvantage  to  later  diagnosis  showed  that 
most  of  the  variance  was  accounted  for  by  soft  signs  inde- 
pendently of  IQ.  Soft  signs  and  anxious  dependent  behavior 
at  age  7 were  strongly  predictive  of  persistent  psychiatric 
disorder  characterized  by  anxiety  and  withdrawal. 

Bronchoalveolar  lavage  and  the  immunology  of  primary 
lung  cancer.  Gerald  N.  Olsen,  MD,  and  J.  David  Gangemi, 
PhD.  American  College  of  Chest  Physicians,  Chest,  vol  87, 
no  5,  May  1985,  pp  677-  683. 

Bronchoalveolar  lavage  (BAL)  is  a powerful  tool  with  which 
the  immunology  of  the  lung  in  health  and  disease  can  be 
studied.  This  technique  has  been  successfully  used  to  char- 
acterize localized  humoral  and  cell-mediated  responses  in 
sarcoidosis  and  a number  of  other  interstitial  pneumonitides. 
In  contrast,  BAL  in  patients  with  lung  cancer  has  resulted  in 
some  confusion  regarding  the  extent  and  type  of  local  and 
systemic  immunity  in  these  patients.  This  review  summarizes 
some  of  the  data  obtained  from  these  patients  via  BAL,  but 
does  not  attempt  to  explain  the  reported  discrepancies.  The 
objective  of  this  review  is  rather  to  identify  gaps  which  exist  in 
our  knowledge  of  the  environmental  factors  influencing  pul- 
monary immunity  in  primary  lung  cancer. 
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CPT IV  and  HCPCS  spell  conversion 
for  Medicare/Medicaid  coding 


Effective  July  1,  1985,  Medicare  and  Medicaid  changed 
their  coding  system  from  its  original  form  to  one  based  on 
Current  Procedural  Terminology,  Fourth  Edition  (CPT  IV). 

An  Austin  ophthalmologist  revealed  his  anxiety  about 
translating  procedural  codes  from  their  original  form  to  the 
new  system: 

“Ido  think  there  are  errors  in  the  translation  table  in  my 
specialty.  There  are  no  horrible  mistakes , but  they’re  cer- 
tainly not  correct he  said.  The  doctor  had  attended  several 
seminars  on  the  subject,  and  had  received  conflicting  ad- 
vice and  information.  He  also  had  observed  that  a seminar 
conducted  by  experts  from  outside  of  Texas  did  not  offer 
complete  information.  Based  on  his  experience,  he  pre- 
dicted, “Everybody  can  just  expect  a big  mess  for  a while. ” 

Practice  management  expert  Harold  Whittington  recently 
conducted  a seminar  sponsored  by  Texas  Medical  Associa- 
tion. He  discussed  the  advantages  and  disadvantages  of 
converting  to  the  system  and  confirmed  the  physician’s 
anxiety  about  an  initial  period  of  confusion  as  policies  crys- 
tallize. Nevertheless,  many  physicians  will  find  the  new  sys- 
tem beneficial. 

Following  is  a closer  look  at  the  conversion. 


The  Medicare/Medicaid  program  has  reached  the  age  of  20, 
but  it’s  not  too  old  to  change.  As  this  article  reaches  your 
desk,  you  may  be  painfully  aware  that  something  is  different 
in  the  processing  of  benefit  payments  to  physicians.  If  one 
expert’s  predictions  were  correct,  some  physicians  are 
seeing  slower  response  to  claims,  unexpectedly  low  pay- 
ments, excessive  development  letters,  delays,  and  denials. 
Physicians  who  have  a large  number  of  Medicare/Medicaid 
patients  may  be  headed  for  a financial  crunch.  Their  patients 
may  be  delaying  payment  of  bills  as  they  await  their  checks 
from  the  government. 

What  happened?  Effective  July  1 , 1 985,  the  program  con- 
verted its  claims  processing  system  to  the  Health  Care  Fi- 
nancing Administration  Common  Procedure  Coding  System 
(HCPCS).  July  was  chosen  as  the  conversion  date  because 
it  is  the  slowest  time  of  year.  Still,  claims  processors,  as  well 
as  physicians  and  their  staffs,  who  previously  worked  with 
codes  they  had  committed  to  memory  are  struggling  with  a 
new  code.  Policies  are  in  a state  of  transition  as  unantici- 
pated questions  arise  and  remain  unanswered. 

HCPCS  incorporates  Current  Procedural  Terminology, 
Fourth  Edition,  and  special  codes  for  services,  situations, 
and  circumstances  not  anticipated  and  addressed  by  CPT  IV. 
These  codes  include  injections,  orthotic  devices,  prosthetic 
devices,  and  special  codes  unique  to  each  carrier.  Modifiers 
listed  in  HCPCS  bring  to  more  than  1 00,000  the  number  of 
possible  codes.  These  modifiers  allow  physicians  to  codify 
bills  for  unusual  services,  professional  component,  multiple 
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procedures,  post-  or  pre-operative  management  only,  repeat 
procedure  by  the  same  physician,  and  other  services. 

Despite  what  may  be  a difficult  period  of  adjustment,  the 
change  will  bring  some  benefits  to  physicians  treating  Medi- 
care patients,  Harold  Whittington  predicts. 

‘‘I  think  Medicare  is  being  very  fair  to  us,”  the  Dallas  prac- 
tice management  expert  told  registrants  at  a recent  TMA 
seminar  on  the  conversion.  Whittington  noted  that  while  20% 
of  the  new  codes  are  “exact  conversions”  with  frozen  reim- 
bursement levels,  the  remaining  80%  allow  physicians  to 
charge  fees  that  reflect  the  increasing  cost  of  operating  a 
medical  practice. 

Additionally,  the  new  procedure  includes  modifier  codes 
that  facilitate  accurate  descriptions. 

“The  use  of  modifiers  is  something  I’m  really  excited 
about,”  Whittington  says. 

CPT  IV  lists  some  13,500  descriptive  terms  and  identifying 
codes  for  reporting  medical  services  and  procedures  per- 
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formed  by  physicians.  It  is  the  most  recent  revision  of  a work 
that  first  appeared  in  1 966,  written  and  published  by  the 
American  Medical  Association.  According  to  the  volume's 
foreword,  “The  purpose  of  the  terminology  is  to  provide  a 
uniform  language  that  will  accurately  designate  medical,  sur- 
gical, and  diagnostic  services,  and  will  thereby  provide  an 
effective  means  for  reliable  nationwide  communication 
among  physicians,  patients,  and  third  parties.” 

Blue  Cross  and  Blue  Shield  of  Texas  is  the  last  of  82  Medi- 
care carriers  to  convert  to  the  new  system.  Texas’  conversion 
allows  for  an  exchange  of  information  from  carrier  to  carrier, 
and  physicians  who  move  from  state  to  state  take  their 
charge  profiles  with  them.  A common  system  nationwide  also 
allows  national  review  and  comparison  of  charges,  which 
may  increase  the  likelihood  of  a national  fee  scale  as  the 
basis  of  reasonable  charges.  Whittington  points  out  that  pri- 
vate carriers  use  CPT  IV  and  now  will  have  access  to  Medi- 
care profiles  in  codes  they  understand,  opening  the 
possibility  for  basing  benefits  payments  on  that  informa- 
tion. “CPT  makes  physicians  that  much  more  vulnerable,” 
he  says. 

CPT  is  almost  twice  as  extensive  as  the  old  system,  Mr 
Whittington  says,  and  it  is  reviewed  and  updated  regularly.  Its 
extensive  nature  permits  more  automation,  thus  minimizing 
manual  pricings  that  increase  the  cost  of  processing  a claim 
fivefold. 

In  order  to  convert  to  the  new  coding  system,  a physician 
needs  six  tools:  a procedure  master,  or  the  universe  of  the 
services  they  provide;  a CPT  IV  manual;  a list  of  HCPCS 
supplemental  codes;  Medicare’s  HCPCS/CPT  IV  to  old  Medi- 
care code  conversions;  fee  freeze  information;  and  his  Medi- 
care profile.  With  these  tools  in  hand,  the  physician  and  his 
office  personnel  can  tackle  the  conversion  process,  recoding 
procedures  with  CPT  IV  codes  where  possible,  and  consult- 
ing HCPCS  supplemental  codes  for  those  procedures  not 
listed  in  CPT  IV.  Whittington  strongly  advises  physicians  to 
“spoonfeed  Medicare,"  highlighting  modifiers,  especially 
those  that  indicate  a reduced  charge.  “They  will  make  a lot  of 
mistakes  at  first,”  he  cautions,  and  if  a claims  examiner 
misses  that  particular  modifier,  the  charge  is  added  to  the 
physician’s  profile  unaltered.  On  the  other  hand,  physicians 
and  their  staffs  also  may  stumble  while  learning  the  new  sys- 
tem. Whittington  suggests  courteous,  straightforward  com- 
munications with  Medicare/Medicaid  representatives  as  the 
simplest  way  to  correct  errors. 

He  warns  those  physicians  who  might  fail  to  convert  that 
“Medicare  has  graciously  agreed  to  convert  your  codes  for 
you,”  based  on  terminology  in  the  physician’s  claim  and  the 
lowest  paying  code.  “It  is  to  your  advantage  to  do  your  own 
conversion,"  he  says. 

“Conversion  is  not  a piece  of  cake,”  Mr  Whittington  says. 
On  a hopeful  note,  he  adds,  “It’s  not  impossible,  either.” 


Resources 

The  following  persons  and  addresses  may  be  useful  in  con- 
verting claims  to  the  Health  Care  Financing  Administration 
Common  Procedure  Coding  System  (HCPCS): 

— For  individual  fee  freeze  information  and  fee  profiles, 
contact  Karen  Foxall,  Medicare  Part  B,  PO  Box  660031 , 
Dallas,  TX  75266-0031. 

— To  order  a single  copy  of  CPT  IV-1 985,  send  $29  and 
your  name  and  street  address  to  OP-341  -5,  American  Medi- 
cal Association,  PO  Box  10946,  Chicago,  IL  60610-  9968. 

— HCPCS  supplemental  codes  are  available  from  Janet 
Judie,  Medicare  Part  B,  PO  Box  660031 , Dallas,  TX  75266- 
0031. 

Texas  Medical  Association  has  scheduled  seminars  on  “Im- 
proving Third-party  Reimbursement  for  You  and  Your  Pa- 
tients” that  will  offer  additional  information  on  conversion. 
These  are  scheduled  for  8:30  am  to  1 2:30  pm  for  the  follow- 
ing dates  and  locations: 

Sept  10, 1985,  El  Paso,  El  Paso  Marriott 
Sept  11,1 985,  Lubbock,  Holiday  Inn  Civic  Center 
Sept  12, 1985,  Dallas,  Holiday  Inn  Brook  Hollow 
Sept  17,  1985,  Beaumont,  Beaumont  Hilton 
Sept  18, 1985,  Harlingen,  Sheraton  Harlingen  Inn 
Sept  24,  1985,  Midland,  The  Midland  Hilton 
Sept  25,  1 985,  San  Antonio,  Bexar  County  Medical  Society 
Headquarters 

Sept  26, 1 985,  Houston,  Marriott  Hotel  at  the  Astrodome 

Registration  fee  for  each  seminar  is  $60  per  enrollee  for 
TMA  members  or  their  office  staff  and  $30  per  enrollee  for 
others.  Preregistration  is  required. 

For  further  information  on  the  seminars,  contact  Kathy 
Vrazel  or  John  Boff,  Texas  Medical  Association,  1801  N 
Lamar  Blvd,  Austin,  TX  78701,  phone  (512)477-6704. 
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As  citizens,  they’re  in  just  about  every 
business  there  is.  As  soldiers,  they’re  in  just 
one.  Defending  our  country  as  volunteers  in 
the  National  Guard  and  Reserve. 

For  one  weekend  a month  and  at  least 
two  weeks  a year,  they  leave  their  jobs  and 
families  to  go  off  and  train.  Their  goal  is  to 
become  the  finest  soldiers  we  have.  But  the 
Guard  and  Reserve  can  expect  no  less. 

It  makes  up  a full  one  third  of  our 


nation’s  defense. 

Giving  volunteers  in  the  Guard  and 
Reserve  the  support  they  need  shouldn’t  be 
hard.  Because  they’re  not  just  some  of  our 
best  soldiers.  They’re  some  of  our  best  people. 

Protect  their  future  while  they  protect 
yours. 

For  more  information,  write  Employer 
Support,  Arlington,  VA  22209.  Or  call 


1-800-336-4590. 
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EMPLOYER  SUPPORT  OF  THE  GUARD  & RESERVE 


TEXAS  MEDICIN 


The  Logical 
Path 


to 
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Recommei 
Step-1  thi 
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The  addition  of  a diurc 
enhances  the  efficac 
of  the  beta-blocker. 


j.  jm 

1 9 

IN  HYPERTENSION 
END  POINT: 


CONTROL, 

COMPLIANCE, 

CONVENIENCE 


When  hypertension  control  is  complicated  by  the  need  for 
a beta-blocker  plus  a thiazide,  CORZIDE®  simplifies  patient 
compliance  with  reliable  once-a-day  dosing  in  a single  tablet. 


i® 


CORZIDE 

(nadolol-bend  rof  I u meth  iazide  tablets) 


Makes  good  sense 


ppaL.. 


Please  see  brief  summary  of  prescribing  information  on  following  page 


CORZIDE 

(nadolol-bendroflumethiazide  tablets) 


CORZIDE®  40/5 
CORZIDE®  80/5 

Nadolol-Bendrof lumethiazide  T ablets 

DESCRIPTION:  CORZIDE  (Nadolol-Bendroflumethiazide  Tablets)  for  oral  administration 
combines  two  antihypertensive  agents:  CORGARD®  (nadolol),  a nonselective  beta-adrener 
gic  blocking  agent,  and  NATURETIN®  (bendroflumethiazide).  a thiazide  diuretic-antihyper- 
tensive. Formulations:  40  mg  and  80  mg  nadolol  per  tablet  combined  with  5 mg  bendroflu- 
methiazide 

CONTRAINDICATIONS:  Nadolol  — Bronchial  asthma,  sinus  bradycardia  and  greater  than 
first  degree  conduction  block,  cardiogenic  shock,  and  overt  cardiac  failure  (see  WARNINGS). 
Bendroflumethiazide  — Anuria,  and  in  those  with  previous  hypersensitivity  to  bendroflu- 
methiazide or  other  sulfonamide-derived  drugs. 

WARNINGS:  Nadolol  — Cardiac  Failure  — Sympathetic  stimulation  may  be  a vital  com- 
ponent supporting  circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibi- 
tion by  beta-blockade  may  precipitate  more  severe  failure.  Although  beta-blockers  should  be 
avoided  in  overt  congestive  heart  failure,  if  necessary,  they  can  be  used  with  caution  in 
patients  with  a history  ot  failure  who  are  well  compensated,  usually  with  digitalis  and  diuretics. 
Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart 
muscle.  IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta- 
blockers  can,  in  some  cases,  lead  to  cardiac  failure.  Therefore,  at  the  first  sign  or  symptom  of 
heart  failure,  digitalize  and/or  give  diuretics,  and  closely  observe  response,  or  discontinue 
nadolol  (gradually,  if  possible). 


Exacerbation  of  Ischemic  Heart  Disease  Following  Abrupt  Withdrawal  — 

Hypersensitivity  to  catecholamines  has  been  observed  in  patients  withdrawn  from 
beta-blocker  therapy,  exacerbation  of  angina  and,  in  some  cases,  myocardial  infarc- 
tion have  occurred  after  abrupt  discontinuation  of  such  therapy.  When  discontinuing 
chronic  use  of  nadolol,  particularly  in  patients  with  ischemic  heart  disease,  gradually 
reduce  dosage  over  a 1-  to  2-week  period  and  carefully  monitor  the  patient. 
Reinstitute  nadolol  promptly  (at  least  temporarily)  and  take  other  measures  appro- 
priate for  management  of  unstable  angina  if  angina  markedly  worsens  or  acute 
coronary  insufficiency  develops.  Warn  patients  not  to  interrupt  or  discontinue 
therapy  without  physician's  advice.  Because  coronary  artery  disease  is  common 
and  may  be  unrecognized,  it  may  be  prudent  not  to  discontinue  nadolol  therapy 
abruptly  even  in  patients  treated  only  for  hypertension. 


Nonallergic  Bronchospasm  (e.g.,  chronic  bronchitis,  emphysema)  — PATIENTS  WITH 
BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA-BLOCKERS. 
Administer  nadolol  with  caution  since  it  may  block  bronchodilation  produced  by  endogenous 
or  exogenous  catecholamine  stimulation  of  beta,  receptors  Major  Surgery  — Because  beta 
blockade  impairs  the  ability  ol  the  heart  to  respond  toreftex  stimuliand  may  increase  the  risks 
of  general  anesthesia  and  surgical  procedures,  resulting  in  protracted  hypotension  or  low 
cardiac  output,  it  has  generally  been  suggested  that  such  therapy  should  be  withdrawn 
several  days  prior  to  surgery  Recognition  of  the  increased  sensitivity  to  catecholamines  of 
patients  recently  withdrawn  from  beta-blocker  therapy,  however,  has  made  this  recommenda- 
tion controversial.  If  possible,  withdraw  beta-blockers  well  before  surgery  takes  place.  In 
emergency  surgery,  inform  the  anesthesiologist  that  the  patient  is  on  beta-blocker  therapy. 
Use  of  beta-receptor  agonists  such  as  isoproterenol,  dopamine,  dobutamine,  or  levarterenol 
can  reverse  the  effects  of  nadolol.  Difficulty  in  restarting  and  maintaining  the  heart  beat  has 
also  been  reported  with  beta-adrenergic  receptor  blocking  agents  Diabetes  and  Hypogly- 
cemia — Beta-adrenergic  blockade  may  prevent  the  appearance  of  premonitory  signs  and 
symptoms  (e.g,  tachycardia  and  blood  pressure  changes)  of  acute  hypoglycemia  This  is 
especially  important  with  labile  diabetics.  Beta-blockade  also  reduces  release  of  insulin  in  re- 
sponse to  hyperglycemia;  therefore,  it  may  be  necessary  to  adjust  dose  of  antidiabetic  drugs. 
Thyrotoxicosis  — Beta-adrenergic  blockade  may  mask  certain  clinical  signs  (e.g,  tachy- 
cardia) of  hyperthyroidism.  To  avoid  abrupt  withdrawal  of  beta-adrenergic  blockade  which 
might  precipitate  a thyroid  storm,  carefully  manage  patients  suspected  of  developing 
thyrotoxicosis. 

Bendroflumethiazide  — Use  with  caution  in  severe  renal  disease.  In  patients  with  renal 
disease,  azotemia  may  be  precipitated.  With  impaired  renal  function,  effects  of  the  drug  may 
be  cumulative.  Use  with  caution  in  impaired  hepatic  function  or  progressive  liver  disease, 
since  minor  alterations  of  fluid  and  electrolyte  balance  may  precipitate  hepatic  coma.  Sensi- 
tivity reactions  may  occur  in  patients  with  a history  of  allergy  or  bronchial  asthma.  Possibility 
of  exacerbation  or  activation  of  systemic  lupus  erythematosus  has  been  reported. 
PRECAUTIONS:  General  — Nadolol  — Use  with  caution  in  patients  with  impaired  hepatic 
or  renal  function  (see  DOSAGE  AND  ADMINISTRATION). 

Bendroflumethiazide  — At  appropriate  intervals,  perform  serum  electrolytes  determination 
to  detect  possible  electrolyte  imbalance  warning  signs  of  which  are  dryness  of  mouth,  thirst, 
weakness,  lethargy,  drowsiness,  restlessness,  muscle  pains  or  cramps,  muscular  fatigue! 
hypotension,  oliguria,  tachycardia,  and  G.l.  disturbances  such  as  nausea  and  vomiting. 
Observe  patients  for  clinical  signs  of  fluid  or  electrolyte  imbalance,  namely,  hyponatremia, 
hypochloremic  alkalosis,  hypokalemia.  Serum  and  urine  electrolyte  determinations  are  partic- 
ularly important  when  the  patient  is  vomiting  excessively  or  receiving  parenteral  fluids.  Drugs 
such  as  digitalis  may  influence  serum  electrolytes.  Hypokalemia  may  develop,  especially  with 
brisk  diuresis,  in  presence  of  severe  cirrhosis.  Interference  with  adequate  oral  electrolyte 
intake  will  also  contribute  to  hypokalemia.  Response  of  the  heart  to  toxic  effects  of  digitalis 
can  be  exaggerated  with  hypokalemia.  Use  potassium  supplements  such  as  high  potassium 
foods  to  avoid  or  treat  hypokalemia.  Any  chloride  deficit  is  generally  mild  and  usually  does  not 
require  specific  therapy  except  under  extraordinary  circumstances  (as  in  liver  or  renal 
disease).  Dilutional  hyponatremia  may  occur  in  edematous  patients  in  hot  weather;  appro- 
priate therapy  is  water  restriction  rather  than  salt  administration  except  in  rare  instances 
when  the  hyponatremia  is  life  threatening.  In  actual  salt  depletion,  appropriate  replacement  is 
the  therapy  of  choice 

Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain  thiazide-treated 
patients.  Latent  diabetes  mellitus  may  become  manifest  during  thiazide  therapy.  Antihyper- 
tensive effects  of  bendroflumethiazide  may  be  enhanced  in  the  postsympathectomy  patient. 

Careful  reappraisal  of  therapy  and  consideration  given  to  withholding  or  stopping  diuretic 
therapy  is  necessary  if  rising  nonprotein  nitrogen  or  BUN  (indicative  of  progressive  renal  im- 
pairment) occurs.  Thiazides  may  decrease  serum  PBI  levels  without  signs  of  thyroid  distur- 
bance. Thiazides  decrease  calcium  excretion.  Pathologic  changes  in  parathyroid  gland  with 
hypercalcemia  and  hypophosphatemia  have  been  occasionally  observed  with  prolonged 
therapy.  Common  complications  of  hyperparathyroidism  have  not  been  seen. 


Information  for  Patients  — Warn  patients,  especially  those  with  evidence  of  coronary 
insufficiency,  against  interruption  or  discontinuation  of  nadolol  without  physician's  a 
Although  cardiac  failure  rarely  occurs  in  properly  selected  patients,  advise  patients 
treated  with  beta-adrenergic  blocking  agents  to  consult  physician  at  the  first  sign  or  syr 
of  impending  failure.  Advise  patients  of  proper  course  if  dose  inadvertently  missed. 
Laboratory  Tests  — Regularly  monitor  serum  and  urine  electrolyte  levels  (see  WARN 
Bendroflumethiazide,  and  PRECAUTIONS,  General,  Bendroflumethiazide). 

Drug  Interactions  — Nadolol  — When  administered  concurrently  the  following  drug 
interact  with  beta-adrenergic  blocking  agents:  Anesthetics,  general  — exaggerai 
anesthetic-induced  hypotension  (see  WARNINGS,  Nadolol,  Major  Surgery).  Antldli 
drugs  (oral  agents  and  insulin)  — hypoglycemia  or  hyperglycemia,  adjust  antidiabeti 
dosage  accordingly  (see  WARNINGS,  Nadolol,  Diabetes  and  Hypoglycemia).  Cat 
amlne-depletlng  drugs  (e.g.,  reserpine)  — additive  effect,  monitor  closely  for  evide 
hypotension  and/or  excessive  bradycardia. 

Bendroflumethiazide  — When  administered  concurrently  the  following  drugs  mayir 
with  thiazide  diuretics:  Alcohol,  barbiturates,  or  narcotics  — may  potentiate  orthi 
hypotension  Antidiabetic  drugs  (oral  agents  and  insulin)  — thiazide-induced  hy, 
cemia  may  require  adjustment  of  antidiabetic  drug  dosage.  Other  antihyperti 
drugs  — additive  or  potentiated  effect  Corticosteroids,  ACTH  — intensified  electrol 
pletion.  particularly  hypokalemia  Ganglionic  or  peripheral  adrenergic  blocking  dn 
potentiated  effect  Preanesthetic  and  anesthetic  agents  — effects  may  be  poten 
adjust  dosage  accordingly  Pressor  amines  (e.g.,  norepinephrine)  — possible  dei 
response  but  not  sufficient  to  preclude  their  use  Skeletal  muscle  relaxants,  nondr 
Izing  (e.g.,  tubocurarine)  — possible  increased  response 

Drug/Laboratory  Test  Interactions  — Discontinue  thiazides  before  tests  for  parai 
function  (see  PRECAUTIONS.  General,  Bendroflumethiazide). 

Carcinogenesis,  Mutagenesis,  Impairment  ol  Fertility  — Nadolol  — In  1 to  2 yea 

toxicologic  studies  in  mice,  rats,  and  dogs,  nadolol  did  not  produce  significant  toxic  effe 
2-year  oral  carcinogenic  studies  in  rats  and  mice,  nadolol  did  not  produce  neoplastic, p 
plastic,  or  nonneoplastic  pathologic  lesions.  Bendroflumethiazide  — Long-term  stu 
animals  have  not  been  performed 

Pregnancy  — Teratogenic  Effects  — Nadolol  — Category  C In  animal  reprop 
studies  with  nadolol,  evidence  of  embryo-  and  fetotoxicity  was  found  in  rabbits,  but  not 
or  hamsters,  at  doses  5 to  10  times  greater  (on  a mg/kg  basis)  than  the  maximum  inp 
human  qose.  no  teratogenic  potential  was  seen  in  any  of  these  species.  There  are  no  we 
trolled  studies  in  pregnant  women,  therefore,  use  nadolol  in  pregnant  women  only  if  pc 
benefit  justifies  potential  risk  to  the  fetus  Bendrotlumethiazlde  — Category  C.  / 
reproduction  studies  have  not  been  conducted.  This  drug's  effect  on  the  fetus  when  an 
tered  to  a pregnant  woman  or  its  effect  on  reproductive  capacity  is  not  known.  Ben 
methiazide  should  be  given  to  a pregnant  woman  only  it  clearly  needed.  Nonterato 
Effects  — Since  thiazides  cross  the  placental  barrier  and  appear  in  cord  blood,  weigh 
pated  benefit  of  the  drug  in  pregnant  women  against  possible  hazards  to  the  fetus, 
hazards  include  fetal  or  neonatal  jaundice,  thrombocytopenia,  and  possibly  other  rea 
which  have  occurred  in  adults. 

Nursing  Mothers  — Both  nadolol  and  bendroflumethiazide  are  excreted  in  humar 
Because  of  the  potential  for  serious  adverse  reactions  in  nursing  infants  either  disco 
nursing  or  discontinue  therapy,  taking  into  account  the  importance  of  CORZIDE  (N; 
Bendroflumethiazide  Tablets)  to  the  mother. 

Pediatric  Use  — Safety  and  effectiveness  in  children  have  not  been  established. 
ADVERSE  REACTIONS:  Nadolol  — Most  adverse  effects  have  been  mild  and  transie 
have  rarely  required  nadolol  withdrawal  Cardiovascular — Bradycardia  with  heart  r; 
less  than  60  beats  per  minute  occurs  commonly,  and  heart  rates  below  40  beats  perr 
and/or  symptomatic  bradycardia  were  seen  in  about  2 of  100  patients.  Sympto 
peripheral  vascular  insufficiency,  usually  of  the  Raynaud  type,  have  occurred  in  at 
mately  2 ot  100  patients.  Cardiac  failure,  hypotension,  and  rhythm/conduction  disturb 
have  each  occurred  in  about  1 ot  100  pratients.  Single  instances  of  first  degree  am 
degree  heart  block  have  been  reported,  intensification  of  AV  block  is  a known  effect  o 
blockers  (see  also  CONTRAINDICATIONS,  WARNINGS,  and  PRECAUTIONS).  Centri 
vous  System  — Dizziness  or  fatigue  reported  in  approximately  2 of  100  patients, 
thesias,  sedation,  and  change  in  behavior  reported  in  approximately  6 of  1000  pa 
Respiratory  — Bronchospasm  reported  in  approximately  1 of  1000  patients 
CONTRAINDICATIONS  and  WARNINGS).  Gastrointestinal  — Nausea,  diarrhea,  abdc 
discomfort,  constipation,  vomiting,  indigestion,  anorexia,  bloating,  and  flatulence 
reported  in  1 to  5 of  1 000  patients  Miscellaneous  — Each  ot  the  following  reported  in 
of  1 000  patients:  rash;  pruritus,  headache,  dry  mouth,  eyes,  or  skin,  impotence  or  deer 
libido,  facial  swelling,  weight  gain,  slurred  speech,  cough,  nasal  stuffiness;  sweating;lir 
blurred  vision.  Although  relationship  to  drug  usage  is  not  clear,  sleep  disturbances  havr 
reported.  The  oculomucocutaneous  syndrome  associated  with  practolol  has  no! 
reported  with  nadolol.  The  following  adverse  reactions  may  also  occur:  Central  Ne 
System  — reversible  mental  depression  progressing  to  catatonia,  visual  disturb! 
hallucinations,  an  acute  reversible  syndrome  characterized  by  disorientation  for  tim 
place,  short-term  memory  loss;  emotional  lability  with  slightly  clouded  sensorium,  deer 
performance  on  neuropsychometrics.  Gastrointestinal  — mesenteric  arterial  throm 
ischemic  colitis.  Hematologic  — agranulocytosis,  thrombocytopenic  or  nonthromb 
pemc  purpura  Allergic  — fever  combined  with  aching  and  sore  throat,  laryngos 
respiratory  distress.  Miscellaneous  — reversible  alopecia.  Peyronie's  dis 
erythematous  rash,  arterial  insufficiency. 

Bendroflumethiazide  — Gastrointestinal  System  — anorexia,  gastric  irritation,  na 
vomiting,  cramping,  diarrhea,  constipation,  jaundice  (intrahepatic  cholestatic  jaundice, 
creatitis.  Central  Nervous  System  — dizziness,  vertigo,  paresthesia,  headache,  xai 
sia  Hematologic  — leukopenia,  agranulocytosis,  thrombocytopenia,  aplastic  an 
Dermatologic-Hypersensitivity  — purpura,  photosensitivity,  rash,  urticaria,  necrc 
angiitis  (vasculitis,  cutaneous  vasculitis)  Cardiovascular — orthostatic  hypotensioi 
occur.  Other — hyperglycemia,  glycosuria,  occasional  metabolic  acidosis  in  diat 
hyperuricemia,  allergic  glomerulonephritis,  muscle  spasm,  weakness,  restlessness.  I 
ever  adverse  reactions  are  moderate  or  severe,  thiazide  dosage  should  be  reduced  or  th 
withdrawn. 

OVERDOSAGE:  Nadolol  may  cause  excessive  bradycardia,  cardiac  failure,  hypotensi 
bronchospasm  if  overdosed  Overdosage  of  thiazides  may  cause  lethargy,  which  ma 
gress  to  coma  within  a few  hours,  with  minimal  depression  of  respiration  and  cardiova; 
function  and  without  evidence  of  serum  electrolyte  changes  or  dehydration.  Gastrointe 
irritation  and  hypermotility  may  occur  Transitory  increase  in  BUN  and  serum  elecl 
changes  may  occur,  especially  In  patients  with  renal  impairment. 

Treatment  — Nadolol  can  be  removed  from  the  general  circulation  by  hemodialysis.  In 
mining  duration  of  corrective  therapy,  take  note  of  the  long  duration  of  the  effect  of  nadc 
addition  to  gastric  lavage,  employ  the  following  measures,  as  appropriate.  E 
sive  Bradycardia  — Administer  atropine  (0.25  to  1 .0  mg).  If  there  is  no  response  to 
blockade,  administer  isoproterenol  cautiously  Cardiac  Failure  — Administer  a dr 
glycoside  and  diuretic.  It  has  been  reported  that  glucagon  may  also  be  useful  in  this  situ 
Hypotension  — Administer  vasopressors,  e.g.,  epinephrine  or  levarterenol.  (There 
dence  that  epinephrine  may  be  the  drug  of  choice  ) Bronchospasm  — Administer  a 
stimulating  agent  and/or  a theophylline  derivative  Stupor  or  Coma  — Supportive  ther: 
warranted  Gastrointestinal  Effects  — Symptomatic  treatment  as  needed  BUN  s 
Serum  Electrolyte  Abnormalities  — Institute  supportive  measures  as  required  to  ma 
hydration,  electrolyte  balance,  respiration,  and  cardiovascular  and  renal  function. 
DOSAGE  AND  ADMINISTRATION:  DOSAGE  MUST  BE  INDIVIDUALIZED.  Patient! 
renal  failure  require  adjustment  in  dosing  interval,  see  package  insert  for  dosage  in 
patients. 

Consult  package  insert  before  prescribing  CORZIDE  (Nadolol-Bendroflumethl 
Tablets). 

HOW  SUPPLIED:  Available  as  scored  tablets  containing  40  mg  nadolol  combined  with  5 mi 
droflumethiazide  and  80  mg  nadolol  combined  with  5 mg  bendroflumethiazide  in  bottles  o 
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Famous  last  words  from  friends 

TO  FRIENDS.  Fm  perfectly  fine.  I can 
drive  with  my  eyes  closed.  There  s nothing 


wrong  with  me.  Are  you  joking — I feel 
great.  What  am  I— a wimp?  Fm  in  great 
shape  to  drive.  You’re  not  serious  are  you? 
What’s  a couple  of  beers?  Nobody  drives 
my  car  but  me.  Fve  never  felt  better.  I can 
drink  with  the  best  of  them.  But  I only  had 
a few.  So  I had  a couple.  I can  drive  rings 
around  anybody.  I can  drive  my  own  car, 
you.  Fm  not  drunk.  I drive  better 
Fm  like  this.  Who  says  I can’t  drink 
? I can  hold  my  booze.  I know 
doing.  I always  drive  like  this. 

me.  What’s  a few 
to  me.  Fm 
my  eyes 
me. 
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TEXAS  MEDICIN 


Brief  Summary  of  Prescribing  Information 

NORLESTRIN®  (norethindrone  acetate  and  ethinyl  estradiol  tablets,  USP) 

See  section  under  Special  Notes  on  Administration  and  HOW  SUPPLIED. 

Before  prescribing,  please  see  full  prescribing  information.  A Brief  Summary  follows 

DESCRIPTION 

Norlestrin  Products  are  progestogen-estrogen  combinations 

INDICATIONS  AND  USAGE 

Norlestrin  Products  are  indicated  for  the  prevention  of  pregnancy  in  women  who  elect  to  use 
oral  contraceptives  as  a method  of  contraception. 

In  clinical  trials  with  Norlestrin  1/50  involving  25,983  therapy  cycles,  there  was  a preg- 
nancy rate  of  0.05  per  100  woman-years;  in  clinical  trials  with  Norlestrin  2.5/50  involving 
96.388  cycles,  there  was  a pregnancy  rate  of  0.22  per  100  woman-years 
Dose-Related  Risk  of  Thromboembolism  from  Oral  Contraceptives:  Studies  have 
shown  a positive  association  between  the  dose  of  estrogens  in  oral  contraceptives  and  the 
risk  of  thromboembolism  It  is  prudent  and  in  keeping  with  good  principles  of  therapeutics  to 
minimize  exposure  to  estrogen.  The  oral  contraceptive  prescribed  for  any  given  patient 
should  be  that  product  which  contains  the  least  amount  of  estrogen  that  is  compatible  with 
an  acceptable  pregnancy  rate  and  patient  acceptance. 

CONTRAINDICATIONS 

1 Thrombophlebitis  or  thromboembolic  disorders 

2 A past  history  of  deep-vein  thrombophlebitis  or  thromboembolic  disorders 
3.  Cerebral  vascular  or  coronary  artery  disease 

4 Known  or  suspected  carcinoma  of  the  breast 

5 Known  or  suspected  estrogen-dependent  neoplasia 

6 Undiagnosed  abnormal  genital  bleeding 

7 Known  or  suspected  pregnancy  (See  WARNING  No.  5) 

8.  Benign  or  malignant  liver  tumor  which  developed  during  the  use  of  oral  contraceptives 
or  other  estrogen-containing  products. 

WARNINGS 

Cigarette  smoking  increases  the  risk  of  serious  cardiovascular  side  effects  from 
oral  contraceptive  use.  The  risk  increases  with  age  and  with  heavy  smoking  (15  or 
more  cigarettes  per  day)  and  is  quite  marked  in  women  over  35  years  of  age 
Women  who  use  oral  contraceptives  should  be  strongly  advised  not  to  smoke. 

The  use  of  oral  contraceptives  is  associated  with  increased  risk  of  several  serious 
conditions  including  thromboembolism,  stroke,  myocardial  infarction,  hepatic  ade- 
noma, gallbladder  disease,  and  hypertension  Practitioners  prescribing  oral  contracep- 

tives  should  be  familiar  with  the  following  information  relating  to  these  risks 

1 Thromboembolic  Disorders  and  Other  Vascular  Problems  An  increased  risk  of  throm- 
boembolic and  thrombotic  disease  associated  with  the  use  of  oral  contraceptives  is  well- 
established  Studies  have  demonstrated  an  increased  risk  of  fatal  and  nonfatal  venous 
thromboembolism  and  stroke,  both  hemorrhagic  and  thrombotic. 

Cerebrovascular  Disorders:  In  a collaborative  study  in  women  with  and  without  predispos- 
ing causes,  it  was  estimated  that  the  risk  of  hemorrhagic  stroke  was  2.0  times  greater  in 
users  than  nonusers,  and  the  risk  of  thrombotic  stroke  was  4 0 to  9.5  times  greater. 
Myocardial  Infarction:  An  increased  risk  of  myocardial  infarction  associated  with  oral 
contraceptives  has  been  reported  confirming  a previously  suspected  association  These 
studies  found  that  the  greater  the  number  of  underlying  risk  factors  (cigarette  smoking, 
hypertension,  hypercholesterolemia,  obesity,  diabetes,  history  of  preeclamptic  toxemia)  for 
coronary  artery  disease,  the  higher  the  risk  of  developing  myocardial  infarction,  regardless 
of  whether  the  patient  was  an  oral  contraceptive  user  or  not.  Oral  contraceptives,  however, 
were  found  to  be  a clear  additional  risk  factor 
It  has  been  estimated  that  users  who  do  not  smoke  (smoking  is  considered  a major  pre- 
disposing condition  to  myocardial  infarction)  are  about  twice  as  likely  to  have  a fatal  myo- 
cardial infarction  as  nonusers  who  do  not  smoke  Oral  contraceptive  users  who  are  smokers 
have  about  a fivefold  increased  risk  of  fatal  infarction  compared  to  users  who  do  not  smoke, 
but  about  a tenfold  to  twelvefold  increased  risk  compared  to  nonusers  who  do  not  smoke 
The  amount  of  smoking  is  also  an  important  factor 

Risk  of  Dose:  In  an  analysis  of  data,  British  investigators  concluded  that  the  risk  of  throm- 
boembolism, including  coronary  thrombosis,  is  directly  related  lo  the  dose  of  estrogen  used 
in  oral  contraceptives,  however,  the  quantity  of  estrogen  may  not  be  the  sole  factor  involved. 
Persistence  of  Risk:  Two  studies  have  suggested  that  an  increased  risk  may  persist  for  as 
long  as  6 years  after  discontinuation  of  oral  contraceptive  use  for  cerebrovascular  disease 
and  9 years  for  myocardial  infarction  In  addition,  a prospective  study  suggested  the  per- 
sistence of  risk  for  subarachnoid  hemorrhage. 

Estimate  of  Excess  Mortality  from  Circulatory  Diseases:  The  risk  of  diseases  of  the  cir- 
culatory system  is  concentrated  in  older  women,  in  those  with  a long  duration  of  use,  and  in 
cigarette  smokers. 

A study  of  available  data  from  a variety  of  sources  concluded  that  the  mortality  associated 
with  all  methods  of  birth  control  is  low  and  below  that  associated  with  childbirth,  with  the 
exception  of  oral  contraceptives  in  women  over  40  who  smoke 
The  risk  of  thromboembolic  and  thrombotic  diseases  associated  with  oral  contraceptives 
increases  with  age  after  approximately  age  30  and,  for  myocardial  infarction,  is  further 
increased  by  hypertension,  hypercholesterolemia,  obesity,  diabetes,  or  history  of  pre- 
eclamptic toxemia,  and  especially  by  cigarette  smoking. 

The  physician  and  the  patient  should  be  alert  to  the  earliest  manifestations  of  thromboem- 
bolic and  thrombotic  disorders  Should  any  occur  or  be  suspected,  the  drug  should  be  dis- 
continued immediately. 

A fourfold  to  sixfold  increased  risk  of  postsurgery  thromboembolic  complications  has 
been  reported  in  users.  If  feasible,  oral  contraceptives  should  be  discontinued  at  least  four 
weeks  before  surgery  of  a type  associated  with  an  increased  risk  of  thromboembolism  or 
prolonged  immobilization. 

2.  Ocular  Lesions.  Neuro-ocular  lesions,  such  as  optic  neuritis  or  retinal  thrombosis,  have 
been  associated  with  the  use  of  oral  contraceptives  Discontinue  the  oral  contraceptive  if 
there  is  unexplained  sudden  or  gradual,  partial,  or  complete  loss  of  vision,  onset  of  propto- 
sis or  diplopia,  papilledema,  or  retinal  vascular  lesions 

3.  Carcinoma.  Long-term  continuous  administration  of  estrogen  in  certain  animal  species 
increases  the  frequency  of  carcinoma  of  the  breast,  cervix,  vagina,  and  liver 

In  humans,  an  increased  risk  of  endometrial  carcinoma  associated  with  the  prolonged 
use  of  exogenous  estrogen  in  postmenopausal  women  has  been  reported  However,  there 
is  no  evidence  suggesting  increased  risk  of  endometrial  cancer  in  users  of  conventional 
combination  or  progestogen-only  oral  contraceptives. 

Studies  found  no  evidence  of  increase  in  breast  cancer  in  women  taking  oral  contracep- 
tives, however,  an  excess  risk  in  users  with  documented  benign  breast  disease  was 
reported. 

There  is  no  confirmed  evidence  of  an  increased  risk  of  cancer  associated  with  oral  contra- 
ceptives Close  clinical  surveillance  of  users  is,  nevertheless,  essential  In  cases  of  undiag- 
nosed persistent  or  recurrent  abnormal  vaginal  bleeding,  appropriate  diagnostic  measures 
should  be  taken  to  rule  out  malignancy  Women  with  a strong  family  history  of  breast  cancer, 
or  who  have  breast  nodules,  fibrocystic  disease,  or  abnormal  mammograms,  should  be 
monitored  with  particular  care 

4 Hepatic  Tumors  Benign  hepatic  adenomas  have  been  found  to  be  associated  with  oral 
contraceptives  Because  hepatic  adenomas  may  rupture  and  may  cause  death  through 
intra-abdominal  hemorrhage,  they  should  be  considered  in  women  presenting  abdominal 
pain  and  tenderness,  abdominal  mass,  or  shock 

A few  cases  of  hepatocellular  carcinoma  have  been  reported  in  women  taking  oral  contra- 
ceptives. The  relationship  of  these  drugs  to  this  type  of  malignancy  is  not  known  at  this  time 

5 Usage  in  or  Immediately  Preceding  Pregnancy.  Birth  Delects  in  Offspring,  and  Malig- 
nancy in  Female  Offspring  During  early  pregnancy,  female  sex  hormones  may  seriously 
damage  the  offspring 

An  increased  risk  of  congenital  anomalies,  including  heart  defects  and  limb  defects,  has 
been  reported  with  the  use  of  oral  contraceptives  in  pregnancy. 

There  is  some  evidence  that  triploidy  and  possible  other  types  of  polyploidy  are  increased 
among  abortuses  from  women  who  become  pregnant  soon  after  ceasing  oral 
contraceptives 

Pregnancy  should  be  ruled  out  before  continuing  an  oral  contraceptive  in  any  patient  who 
has  missed  two  consecutive  menstrual  periods  If  the  patient  has  not  adhered  to  the  sched- 


ule, the  possibility  of  pregnancy  should  be  considered  at  the  time  of  the  first  missed  period, 
and  oral  contraceptives  should  be  withheld  until  pregnancy  has  been  ruled  out.  If  preg- 
nancy is  confirmed,  the  patient  should  be  apprised  of  the  potential  risks  to  the  fetus  and  the 
advisability  of  continuation  of  the  pregnancy  should  be  discussed. 

Women  who  discontinue  oral  contraceptives  with  the  intent  of  becoming  pregnant  should 
use  an  alternate  form  of  contraception  for  a period  of  time  before  attempting  to  conceive 
Administration  of  progestogen-only  or  progestogen-estrogen  combinations  to  induce 
withdrawal  bleeding  should  not  be  used  as  a test  of  pregnancy 

6.  Gallbladder  Disease.  Studies  report  an  increased  risk  of  surgically  confirmed  gallblad- 
der disease  in  users  of  oral  contraceptives 

7.  Carbohydrate  and  Lipid  Metabolic  Effects  Because  decreased  glucose  tolerance  has 
been  observed  in  a significant  percentage  of  patients,  prediabetic  and  diabetic  patients 
should  be  carefully  observed  while  receiving  oral  contraceptives. 

An  increase  in  triglycerides  and  total  phospholipids  has  been  observed. 

8 Elevated  Blood  Pressure  An  increase  in  blood  pressure  has  been  reported  in  patients 
receiving  oral  contraceptives  The  prevalence  in  users  increases  with  longer  exposure  Age 
is  also  strongly  correlated  with  development  of  hypertension  Women  who  previously  have 
had  hypertension  during  pregnancy  may  be  more  likely  to  develop  elevation  of  blood 
pressure 

9 Headache.  Onset  or  exacerbation  of  migraine  or  development  of  headache  of  a new 
pattern  which  is  recurrent,  persistent,  or  severe,  requires  discontinuation  of  oral 
contraceptives 

10  Bleeding  Irregularities.  Breakthrough  bleeding,  spotting,  and  amenorrhea  are  fre- 
quent reasons  for  patients  discontinuing  oral  contraceptives.  In  breakthrough  bleeding, 
nonfunctional  causes  should  be  borne  in  mind.  In  undiagnosed  abnormal  bleeding  from  the 
vagina,  adequate  diagnostic  measures  are  indicated  to  rule  out  pregnancy  or  malignancy 

Women  with  a past  history  of  oligomenorrhea  or  secondary  amenorrhea,  or  young  women 
without  regular  cycles  should  be  advised  that  they  may  have  a tendency  to  remain  anovula- 
tory or  to  become  amenorrheic  after  discontinuation  of  oral  contraceptives 

11  Ectopic  Pregnancy  Ectopic  as  well  as  intrauterjne  pregnancy  may  occur  in  contracep- 
tive failures 

12  Breast-Feeding  Oral  contraceptives  may  interfere  with  lactation  Furlhermore,  a small 
fraction  of  Ihe  hormonal  agents  in  oral  contraceptives  has  been  identified  in  the  milk  of  moth- 
ers receiving  these  drugs 

PRECAUTIONS 

1 A complete  medical  and  family  history  should  be  taken  prior  to  the  initiation  of  oral  con- 
traceptives The  pretreatment  and  periodic  physical  examinations  should  include  special 
reference  to  blood  pressure,  breasts,  abdomen,  and  pelvic  organs,  including  Papanicolaou 
smear  and  relevant  laboratory  tests.  As  a general  rule,  oral  contraceptives  should  not  be 
prescribed  for  longer  than  one  year  without  another  examination. 

2.  Preexisting  uterine  leiomyomata  may  increase  in  size. 

3.  Patients  with  a history  of  psychic  depression  should  be  carefully  observed  and  the  drug 
discontinued  if  depression  recurs  to  a serious  degree 

4 Oral  contraceptives  may  cause  fluid  retention  and  should  be  prescribed  with  caution, 
and  only  with  careful  monitoring,  in  patients  with  conditions  which  might  be  aggravated. 

5.  Patients  with  a past  history  of  laundice  during  pregnancy  have  an  increased  risk  of 
recurrence  of  jaundice.  If  jaundice  develops,  the  medication  should  be  discontinued. 

6 Steroid  hormones  may  be  poorly  metabolized  and  should  be  administered  with  caution 
m patients  with  impaired  liver  function. 

7 Users  may  have  disturbances  in  normal  tryptophan  metabolism,  which  may  result  in  a 
relative  pyridoxine  deficiency 

8 Serum  folate  levels  may  be  depressed 

9.  The  pathologist  should  be  advised  of  oral  contraceptive  therapy  when  relevant  speci- 
mens are  submitted 

10  Certain  endocrine  and  liver  function  tests  and  blood  components  may  be  affected 
(a)  Increased  sulfobromophthalein  retention,  (b)  Increased  prothrombin  and  factors  VII, 
VIII,  IX,  and  X;  decreased  antithrombin-3;  increased  norepinephrine-induced  platelet  aggre- 
gability  (c)  Increased  thyroid-binding  globulin  (TBG)  leading  to  increased  circulating  total 
thyroid  hormone  (d)  Decreased  pregnanediol  excretion  (e)  Reduced  response  to  metyra- 
pone  test 

Drug  Interactions:  Reduced  efficacy  and  increased  incidence  of  breakthrough  bleeding 
have  been  associated  with  concomitant  use  of  rifampin  A similar  association  has  been  sug- 
gested with  barbiturates,  phenylbutazone,  phenytoin  sodium,  tetracycline,  and  ampicillin 

ADVERSE  REACTIONS 

An  increased  risk  of  the  following  serious  adverse  reactions  has  been  associated  with  oral 
contraceptives:  thrombophlebitis,  pulmonary  embolism,  coronary  thrombosis,  cerebral 
thrombosis,  cerebral  hemorrhage;  hypertension;  gallbladder  disease;  benign  hepatomas; 
congenital  anomalies. 

There  is  evidence  of  an  association  between  the  following  conditions  and  the  use  of  oral 
contraceptives,  although  additional  confirmatory  studies  are  needeg:  mesenteric  thrombo- 
sis, neuro-ocular  lesions,  eg,  retinal  thrombosis  and  optic  neuritis 
The  following  adverse  reactions  have  been  reported  in  patients  receiving  oral  contracep- 
tives and  are  believed  to  be  drug  related:  nausea  and/or  vomiting,  usually  the  most  com- 
mon adverse  reactions,  occur  in  approximately  10%  or  less  of  patients  during  the  first  cycle 
Other  reactions,  as  a general  rule,  are  seen  much  less  frequently  or  only  occasionally: 
gastrointestinal  symptoms;  breakthrough  bleeding;  spotting,  change  in  menstrual  flow: 
dysmenorrhea,  amenorrhea  during  and  after  treatment,  temporary  infertility  after  discon- 
tinuance of  treatment;  edema;  chloasma  or  melasma;  breast  changes;  change  in  weight; 
change  in  cervical  erosion  and  cervical  secretion,  possible  diminution  in  lactation  when 
given  immediately  postpartum;  cholestatic  jaundice;  migraine;  increase  in  size  of  uterine 
leiomyomata;  rash  (allergic),  mental  depression;  reduced  tolerance  to  carbohydrates; 
vaginal  candidiasis;  change  in  corneal  curvature;  intolerance  to  contact  lenses. 

The  following  adverse  reactions  have  been  reported  and  the  association  has  been  neither 
confirmed  nor  refuted:  premenstrual-like  syndrome;  cataracts;  changes  in  libido;  chorea; 
changes  in  appetite;  cystitis-like  syndrome;  headache;  nervousness,  dizziness;  hirsutisrri, 
loss  of  scalp  hair;  erythema  multiforme,  erythema  nodosum,  hemorrhagic  eruption,  vaginitis; 
porphyria 

Special  Notes  on  Administration 

Menstrualion  usually  begins  two  or  three  days,  but  may  begin  as  late  as  the  fourth  or  fifth 
day,  after  discontinuing  medication. 

After  several  months  on  treatment,  bleeding  may  be  reduced  to  a point  of  virtual  absence; 
reduced  flow  may  be  a result  of  medication  and  not  indicative  of  pregnancy. 

HOW  SUPPLIED 

Norlestrin  [2T]  1/50  is  available  in  compacts  each  containing  21  tablets.  Each  tablet  contains 
1 mg  of  norethindrone  acelate  and  50  meg  of  ethinyl  estradiol  Available  in  packages  of  five 
compacts  and  packages  of  five  refills 

Norlestrin  [21]  2 5/50  is  available  in  compacts  each  containing  21  tablets  Each  tablet 
contains  2 5 mg  of  norethindrone  acetate  and  50  meg  of  ethinyl  estradiol.  Available  in  pack- 
ages of  five  compacts  and  packages  of  five  refills 
Norlestrin  Efi]  1/50  is  available  in  compacts  each  containing  21  yellow  tablets  and  7 
brown  tablets  Each  yellow  tablel  contains  1 mg  of  norethindrone  acetate  and  50  meg  of 
ethinyl  estradiol  Each  brown  tablet  contains  75  mg  of  ferrous  fumarate.  USP  Available  in 
packages  of  five  compacts  and  packages  of  five  refills 
Norlestrin  [FEj  2 5/50  is  available  in  compacts  each  containing  21  pink  tablets  and  7 
brown  tablets  Each  pink  tablet  contains  2.5  mg  of  norethindrone  acetate  and  50  meg  of 
ethinyl  estradiol.  Each  brown  tablet  contains  75  mg  of  lerrous  fumarate,  USP  Available  in 
packages  of  five  compacts  and  packages  of  five  refills 
Norlestrin  [28]  1/50  is  available  in  compacts  each  containing  21  yellow  tablets  and  7 while 
inert  tablets  Each  yellow  tablet  contains  1 mg  of  norethindrone  acetate  and  50  meg  of 
ethinyl  estradiol  Available  in  packages  of  five  compacts  and  packages  of  five  refills 


0901G131 


PARKE-DAVIS 

Division  of  Warner-Lambert  Company 
Morris  Plains,  New  Jersey  07950 


1985  Warner-Lambert  Company 


PD-21JA-2563-P-1  (11-84) 


More  prescribing,  see  complete  prescribing  information  In  SK&F  CO 
ilerature  or  POR.  The  following  Is  a brief  summary 

"warning 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or  hypertension 
Edema  or  hypertension  requires  therapy  titrated  to  the  individual.  If  this 
combination  represents  the  dosage  so  determined,  its  use  may  be 
moie  convenient  in  patient  management  Treatment  of  hypertension 
and  edema  is  not  static,  but  must  be  reevaluated  as  conditions  in 
each  patient  warrant 


Contraindications:  Concomitant  use  with  other  potassium-sparing  agents 
;uch  as  spironolactone  or  amiloride.  Further  use  in  anuria,  progressive 
enal  or  hepatic  dysfunction,  hyperkalemia.  Pre-existing  elevated  serum 
otassium.  Hypersensitivity  to  either  component  or  other  sulfonamide- 
lerived  drugs. 

Varnings:  Do  not  use  potassium  supplements,  dietary  or  otherwise,  unless 
lypokalemia  develops  or  dietary  intake  of  potassium  is  markedly  Impaired, 
i supplementary  potassium  is  needed,  potassium  tablets  should  not  be 
sed  Hyperkalemia  can  occur,  and  has  been  associated  with  cardiac  irregu- 
arities  It  is  more  likely  in  the  severely  ill.  with  urine  volume  less  than 
me  liter/day,  the  elderly  and  diabetics  with  suspected  or  confirmed  renal 
nsufficiency.  Periodically,  serum  K+  levels  should  be  determined  If  hyper- 
valemia  develops,  substitute  a thiazide  alone,  restrict  K+  intake.  Asso- 
ciated widened  QRS  complex  or  arrhythmia  requires  prompt  additional 
herapy.  Thiazides  cross  the  placental  barrier  and  appear  in  cord  blood. 
Jse  in  pregnancy  requires  weighing  anticipated  benefits  against  possible 
lazards.  including  fetal  or  neonatal  jaundice,  thrombocytopenia,  other 
idverse  reactions  seen  in  adults.  Thiazides  appear  and  triamterene  may 
appear  in  breast  milk.  If  their  use  is  essential,  the  patient  should  stop 
cursing  Adequate  information  on  use  in  children  is  not  available  Sensitivity 
factions  may  occur  in  patients  with  or  without  a history  of  allergy  or 
oronchial  asthma.  Possible  exacerbation  or  activation  of  systemic  lupus 
erythematosus  has  been  reported  with  thiazide  diuretics. 

Precautions:  The  bioavailability  of  the  hydrochlorothiazide  component  of 
Dyazide'  is  about  50%  of  the  bioavailability  of  the  single  entity.  Theoreti- 
cally, a patient  transferred  from  the  single  entities  of  Dyrenium  (triamterene, 
SK&F  CO.)  and  hydrochlorothiazide  may  show  an  increase  in  blood  pressure 
tr  fluid  retention.  Similarly,  it  is  also  possible  that  the  lesser  hydro- 
chlorothiazide bioavailability  could  lead  to  increased  serum  potassium  levels. 
However,  extensive  clinical  experience  with  'Dyazide'  suggests  that  these 
conditions  have  not  been  commonly  observed  in  clinical  practice.  Do 
periodic  serum  electrolyte  determinations  (particularly  important  in  patients 
vomiting  excessively  or  receiving  parenteral  fluids,  and  during  concurrent 
jse  with  amphotericin  B or  corticosteroids  or  corticotropin  [ACTH]). 
Periodic  BUN  and  serum  creatinine  determinations  should  be  made, 
especially  in  the  elderly,  diabetics  or  those  with  suspected  or  confirmed 
renal  insufficiency.  Cumulative  effects  of  the  drug  may  develop  in  patients 
with  impaired  renal  function.  Thiazides  should  be  used  with  caution  in 
patients  with  impaired  hepatic  function.  They  can  precipitate  coma  in 
patients  with  severe  liver  disease.  Observe  regularly  for  possible  blood 
dyscrasias,  liver  damage,  other  idiosyncratic  reactions.  Blood  dyscrasias 
have  been  reported  in  patients  receiving  triamterene,  and  leukopenia, 
thrombocytopenia,  agranulocytosis,  and  aplastic  and  hemolytic  anemia 
have  been  reported  with  thiazides.  Thiazides  may  cause  manifestation  of 
latent  diabetes  mellitus.  The  effects  of  oral  anticoagulants  may  be 
decreased  when  used  concurrently  with  hydrochlorothiazide;  dosage  adjust- 
ments may  be  necessary.  Clinically  insignificant  reductions  in  arterial 
responsiveness  to  norepinephrine  have  been  reported.  Thiazides  have  also 
been  shown  to  increase  the  paralyzing  effect  of  nondepolarizing  muscle 
relaxants  such  as  tubocurarine  Triamterene  is  a weak  folic  acid  antagonist. 
Do  periodic  blood  studies  in  cirrhotics  with  splenomegaly.  Antihypertensive 
effects  may  be  enhanced  in  post-sympathectomy  patients.  Use  cautiously 
in  surgical  patients.  Triamterene  has  been  found  in  renal  stones  in  asso- 
ciation with  the  other  usual  calculus  components.  Therefore,  'Dyazide' 
should  be  used  with  caution  in  patients  with  histories  of  stone  formation. 
A few  occurrences  of  acute  renal  failure  have  been  reported  in  patients  on 
Dyazide'  when  treated  with  indomethacin.  Therefore,  caution  is  advised  in 
administering  nonsteroidal  anti-inflammatory  agents  with  Dyazide'.  The 
following  may  occur:  transient  elevated  BUN  or  creatinine  or  both,  hyper- 
glycemia and  glycosuria  (diabetic  insulin  requirements  may  be  altered), 
hyperuricemia  and  gout,  digitalis  intoxication  (in  hypokalemia),  decreasing 
alkali  reserve  with  possible  metabolic  acidosis  'Dyazide'  interferes  with 
fluorescent  measurement  of  quinidine.  Hypokalemia  is  uncommon  with 
Dyazide',  but  should  it  develop,  corrective  measures  should  be  taken  such 
as  potassium  supplementation  or  increased  dietary  intake  of  potassium- 
rich  foods.  Corrective  measures  should  be  instituted  cautiously  and  serum 
potassium  levels  determined.  Discontinue  corrective  measures  and 
Dyazide'  should  laboratory  values  reveal  elevated  serum  potassium. 
Chloride  deficit  may  occur  as  well  as  dilutional  hyponatremia.  Concurrent 
use  with  chlorpropamide  may  increase  the  risk  of  severe  hyponatremia. 
Serum  PBI  levels  may  decrease  without  signs  of  thyroid  disturbance.  Cal- 
cium excretion  is  decreased  by  thiazides.  'Dyazidte'  should  be  withdrawn 
before  conducting  tests  for  parathyroid  function. 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive 
drugs. 

Diuretics  reduce  renal  clearance  of  lithium  and  increase  the  risk  of  lithium 
: toxicity. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  headache,  dry 
mouth;  anaphylaxis,  rash,  urticaria,  photosensitivity,  purpura,  other  dermat- 
ological conditions;  nausea  and  vomiting,  diarrhea,  constipation,  other 
gastrointestinal  disturbances;  postural  hypotension  (may  be  aggravated  by 
alcohol,  barbiturates,  or  narcotics).  Necrotizing  vasculitis,  paresthesias, 
icterus  pancreatitis,  xanthopsia  and  respiratory  distress  including  pneu- 
monitis and  pulmonary  edema,  transient  blurred  vision,  sialadenitis,  and 
vertigo  have  occurred  with  thiazides  alone.  Triamterene  has  been  found  in 
renal  stones  in  association  with  other  usual  calculus  components.  Rare 
incidents  of  acute  interstitial  nephritis  have  been  reported.  Impotence  has 
been  reported  in  a few  patients  on  'Dyazide',  although  a causal  relationship 
lias  not  been  established. 

Supplied:  'Dyazide'  Is  supplied  as  a red  and  white  capsule,  in  bottles  of 
1060  capsules;  Single  Unit  Packages  (unit-dose)  of  100  (intended  for 
institutional  use  only);  in  Patient-Pak™  unit-of-use  bottles  of  100. 
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lbday,  our  children  are  computing  basic  math.  Tomorrow, 
they’ll  be  programming  the  future. 

But  before  they  can  fill  the  computer  screen  with  new 
information,  well  have  to  help  fill  their  minds.  With 
ideas.  Information.  Dreams.  With  the  stimulation  only  a first- 
rate  college  education  can  provide. 

But  they’ll  need  your  help. 

Because  only  with  your  help  will  colleges  be  able  to  cope 
with  the  high  cost  of  learning. 

Rising  costs  and  shrinking  revenues  are  threatening  the 
ability  of  colleges  to  provide  the  kind  of  education 
tomorrow’s  leaders  will  need  to  solve  tomorrow’s  problems. 

So  please  give  generously  to  the  college  of  your  choice. 

You’ll  be  programming  America  for  success  for  years 
to  come. 

Give  to  the  college  of  your  choice. 
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The  conference  will  address  recent 
advances  in  G.l.  indications  for  laser 
coagulation,  state-of-the-art  laser 
techniques  through  hands-on 
instruction,  as  well  as  the  benefits  and 
potential  of  laser  therapy  on  patients 
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Information  for  authors 

Texas  Medicine  has  two  purposes:  As  a continuing  education  vehi- 
cle for  physicians,  it  publishes  clinically  useful  scientific  articles  and 
other  technical  information.  As  the  official  publication  of  the  Texas 
Medical  Association,  it  informs  members — through  editorials,  news 
pages,  and  regular  departments — about  medical  events,  legislative 
and  governmental  news,  meetings,  continuing  education  courses, 
and  programs  and  policies  of  the  Association. 

Material  for  Texas  Medicine  may  be  sent  to  the  Managing  Editor, 

1 801  North  Lamar  Blvd,  Austin  78701 . It  must  be  offered  solely  to 
this  journal.  Each  article  is  reviewed  by  a consultant  specialist  and 
an  editorial  board,  and  is  accepted  or  rejected  on  the  basis  of  its 
individual  merit  and  the  availability  of  other  material.  Reviews  usually 
take  six  to  eight  weeks. 

Copyright  assignment 

In  view  of  The  Copyright  Revision  Act  of  1 976,  effective  Jan  1 , 1 978, 
all  transmittal  letters  to  the  editor  must  contain  the  following  lan- 
guage: “In  consideration  of  the  Texas  Medical  Association  taking 
action  in  reviewing  and  editing  my  submission,  the  author(s)  under- 
signed hereby  transfers,  assigns,  or  otherwise  conveys  all  copyright 
ownership  to  the  Texas  Medical  Association  in  the  event  that  such 
work  is  published  by  the  TMA.” 

We  regret  that  transmittal  letters  not  containing  the  foregoing  lan- 
guage signed  by  all  authors  of  the  manuscript  will  necessitate  return 
of  the  manuscript. 

Scientific  articles 

Manuscripts  should  be  typed  double-spaced  with  ample  margins. 
Three  copies,  including  illustrations,  should  be  submitted  and  the 
author  should  keep  a copy. 

Please  indicate  six  key  words  for  indexing. 

Titles  should  include  the  words  most  suitable  for  indexing  the  arti- 
cle in  “Index  Medicus,"  should  stress  the  main  point,  and  should  be 
brief.  Subtitles  should  not  be  connected  grammatically  with  the  main 
title. 

Include  a mailing  address  and  telephone  number  for  each  author. 

An  introductory  summary  of  1 00- 1 50  words  is  required. 

Text  should  be  narrative  with  complete  sentences,  few  abbrevia- 
tions, and  logical  subheadings.  For  spelling  and  usage  the  editors 
follow  "Dorland’s  Illustrated  Medical  Dictionary,"  26th  edition,  and 
"Webster’s  Third  New  International  Dictionary,  Unabridged.” 

The  text  of  observational  and  experimental  articles  is  usually — but 
not  necessarily — divided  into  sections  with  the  headings:  Introduc- 
tion, Methods,  Results,  and  Discussion.  Subheadings  may  be 
needed  to  clarify  content.  Other  types  of  articles  may  need  different 
formats. 

For  more  extensive  information  about  preparing  medical  articles 
for  publication,  the  editors  suggest  the  following  sources: 

International  Committee  of  Medical  Journal  Editors:  Uniform  re- 
quirements for  manuscripts  submitted  to  biomedical  journals.  The 
complete  document  is  available  in  the  June  1 982  issue  of  the  Annals 
of  Internal  Medicine. 

Barclay  WR,  Southgate  MT,  Mayo  RW:  Manual  for  authors  and 
editors:  editorial  style  and  manuscript  preparation.  Los  Altos,  Calif, 
Lange  Medical  Publications,  1981 . Compiled  for  the  American  Medi- 
cal Association. 

CBE  Style  Manual  Committee:  Council  of  Biology  Editors  style 
manual:  a guide  for  authors,  editors,  and  publishers  in  the  biological 
sciences.  4th  ed.  Council  of  Biology  Editors,  Inc,  1978.  Distributed  by 
the  American  Institute  of  Biological  Sciences,  Arlington,  Va. 

In  addition,  many  excellent  books  and  manuals  are  devoted  to 
principles  and  techniques  of  clear,  concise  writing,  and  are  applica- 
ble to  scientific  as  well  as  general  topics. 

References 

References  to  scientific  publications  should  be  listed  in  numerical 
order  at  the  end  of  the  article,  with  reference  numbers  placed  in 
parentheses  at  appropriate  points  in  text. 

Minimum  acceptable  data: 


Journals:  Author,  article  title,  journal,  volume,  inclusive  pages, 
year. 

Books:  Author,  title,  place  of  publication,  publisher,  year. 

Other  sources:  Enough  information  must  be  included  so  that  the 
information  can  be  identified  and  retrieved. 

Letters,  personal  communications,  and  sources  not  readily  avail- 
able should  be  excluded  from  the  reference  list,  but  may  be 
mentioned  parenthetically  or  in  footnotes. 

Illustrations 

Illustrations  should  be  black  and  white  drawings  or  positive  photo- 
graphs, with  neat,  uniform,  fairly  large  lettering.  A label  pasted  to  the 
back  of  each  illustration  should  indicate  its  number,  topic,  author’s 
name,  and  title  of  article  in  brief. 

Legends  should  be  in  complete  sentences,  numbered,  and  typed 
on  a separate  sheet. 

Tables  should  be  typed  on  separate  sheets.  Column  headings 
should  show  points  of  similarity;  side  headings,  points  of  difference. 

Previously  published  material 

Written  permission  should  be  obtained  from  the  publishers  and  the 
authors  for  use  of  any  previously  published  material  (extensive  tex- 
tual matter,  illustrations,  tables)  used.  Short  verbatim  quotations  in 
the  text  may  be  used  without  permission,  but  should  be  quoted  ex- 
actly with  the  source  credited.  Copies  of  permission  letters  should  be 
submitted  with  the  manuscript. 

Editorials 

Editorials  should  be  written  in  clear,  concise  language.  Length 
should  be  about  two  or  three  pages  typed  with  double  spacing. 

Letters 

Letters  will  be  published  at  the  discretion  of  the  managing  editor, 
consultants,  and  Board  of  Publication. 

News 

News  items  should  be  sent  to  the  Editorial  Offices,  1801  North 
Lamar  Blvd,  Austin  78701 . 

Obituaries 

Brief  obituaries  of  deceased  TMA  members  are  published  if  ade- 
quate information  is  received  within  four  months  of  date  of  death. 
With  notification,  please  include  the  name  and  address  of  next  of  kin. 

Policy  on  columns 

Few  contributors  recognize  beforehand  the  demands  of  producing  a 
monthly  column  that  will  consistently  be  of  interest  and  value  to  the 
reader.  Although  a few  regular  columns  appear,  it  has  not  been  the 
policy  to  grant  monthly  pages  to  specific  committees,  councils,  or 
groups. 

The  Editorial  Committee  and  the  editors  do,  however,  encourage 
committees,  councils,  and  individuals  to  submit  original  material 
which  they  consider  valuable  to  readers.  Should  regular  publication 
in  column  form  be  deemed  appropriate,  the  committee  and  the  edi- 
tors will  consider  development  of  a column. 

Editing 

All  material  is  subject  to  editing,  but  authors  receive  typescripts  to 
check  before  publication.  After  the  article  is  sent  to  the  printer,  only 
minimal  revision  may  be  made. 

Reprints 

Reprints  are  available  directly  from  the  printer  at  an  established 
schedule  of  costs.  Authors  automatically  receive  order  blanks  when 
their  articles  are  published. 

Copyright 

Texas  Medicine  is  copyrighted  by  the  Texas  Medical  Association. 
Written  permission  from  the  managing  editor  must  be  obtained  be- 
fore reproducing,  in  part  or  in  whole,  any  material  published  in  Texas 
Medicine. 

Point  of  View 

Publication  of  any  article  or  statement  is  not  to  be  deemed  an  en- 
dorsement of  the  views  expressed  therein,  nor  shall  publication  of 
any  advertisement  be  considered  an  endorsement  of  or  approval  of 
the  product  or  service  involved. 
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THINGS  THEY 
NEVER  TAUGHT  IN 
MED  SCHOOL 


In  today's  world  of  medicine  you  have  to  be  more 
:han  a good  clinician  to  succeed  in  your  individual  or 
group  practice.  Your  diagnostic  and  treatment  skills  are 
as  important  as  ever . . . maybe  even  more  so. 

But,  the  fact  remains  that  in  addition  to  practicing 
medicine,  you're  managing  an  increasingly  complex 
operation.  And  in  spite  of  all  the  years  of  rigorous  study, 
your  training  back  in  med  school  and  during  your  resi- 
dency probably  didn't  fully  prepare  you  for  the  execu- 
tive decision  maker  that  you  are  . . . or  must  become. 

But  now  you're  out  there  on  your  own.  You  know 
the  demands  of  private  practice  . . . planning,  staffing, 
record  keeping,  financial  management  and  the  whole 
range  of  procedures  associated  with  third-party  payment 
systems.  And  as  your  practice  grows,  your  managerial 
responsibilities  grow,  too. 

That's  why  the  Texas  Medical  Association  and  the 
Conomikes  Associates  are  co-sponsoring  the  Medical 
Management  Conference  and  Exposition. 

It's  a one-of-a-kind  event  that  is  dedicated  to  meet- 
ing the  business  education  needs  of  today's  physicians, 
group  and  clinic  administrators  and  medical  office 
managers. 

The  conference  program  will  present  timely  and 
relevant  topics  that  you  can  readily  apply  to  your  own 
practice.  Topics  like  . . . Business  Equipment  Needs . . . 
Patient  Scheduling  Systems . . . Computers  in  Medical 
Practice  . . . Management  Software  for  the  Medical  Pro- 
fession . . . Risk  Reduction/Malpractice  . . . and  many 
more. 


And  the  exposition  will  give  you  an  opportunity  to 
see  the  latest  equipment,  systems  and  services  that  can 
save  you  time  and  money.  If  you're  looking  to  streamline 
your  office  procedures,  become  more  efficient,  more 
productive  . . . and,  yes,  more  profitable,  then  Medical 
Management  is  for  you. 

Plan  now  to  attend.  For  more  information,  simply 
return  the  coupon.  We'll  send  you  complete  details. 
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) Yes,  I'm  interested  in  attending.  Please  send  me  the  complete  seminar 
brochure. 

) I may  be  interested  in  exhibiting.  Please  send  me  complete  information. 


Name 


Title 


Affiliation 

Address 

City State Zip 

Phone ( ) — 

Please  send  to: 

Texas  Medical  Association 
Practice  Management  Department 

1801  North  Lamar  Blvd. 

Austin,  Texas  78701 
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Read  that  again,  just  to  be  sure  you  read  it 
correctly. 

Because,  believe  it  or  not,  it's  true. 

Even  today,  about  one  American  adult  in 
three  can't  read  adequately.  And,  each  year  that 
goes  by,  reading  skills  continue  to  decline  while 
the  standards  for  literacy  keep  rising.  By  the  year 
2000,  Americans  will  need  greater  reading  skills 
than  ever  before,  but  fewer  Americans  will  have 
them.  If  these  trends  continue  unchecked  for 
two  decades,  U.S.  News  & World  Report 
envisions  an  America  with  a literacy  rate  of  only 
30%.  Which  means  that  the  average  person 
with  three  grandchildren  could  find  that  two  of 
them  are  considered  illiterate. 

Before  that  America  comes  to  be,  you  can 
stop  it  by  joining  the  fight  against  illiteracy 
today.  It  takes  no  special  qualifications.  If  you 


can  read,  you  can  tutor  or  help  us  in  countless 
other  ways.  You'll  be  trained  to  work  in 
programs  right  in  your  own  community,  sharing 
the  satisfaction  of  seeing  people  learning  and 
growing.  And  you'll  know  that  you're  not  just 
helping  them  but  their  children  and 
grandchildren,  too.  Because  you're  stopping 
illiteracy  before  it  reaches  them. 

So  join  the  effort.  Call  the  Coalition  for 
Literacy  toll-free  800-228-8813.  You'll  be 
fighting  illiteracy  for  generations  to  come. 


Volunteer  Against  Illiteracy 
The  only  degree  you  need 
is  a degree  of  caring. 


o 

Coalition  for  Literacy 
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MEDICINE  AND  THE  LAW 


CONTRACTUAL  ARRANGEMENTS  BETWEEN  LAY 
CORPORATIONS  AND  PHYSICIANS— PATIENT 
SAFEGUARDS -PART  II 

Legal  restrictions  and  safeguards  that  apply  in  Texas  to  con- 
tracts between  physicians  and  hospitals,  HMOs,  PPOs,  or 
other  lay  entities  were  discussed  in  this  column  last  month. 
Statutory  and  regulatory  restrictions  governing  physician 
contracts  do  not  address  every  issue,  and  physicians  must 
understand  the  significance  of  the  variety  of  contractual 
agreements  they  are  asked  to  consider.  In  consultation  with 
their  legal  and  financial  advisors,  informed  physicians  can 
better  assess  contract  proposals  and  more  astutely  negoti- 
ate contract  terms  to  insure  that  they  remain  advocates  for 
their  patients.  The  following  article  should  help  physicians 
keep  abreast  of  the  HMO  and  PPO  contracting  game  and 
utilize  their  legal  and  financial  counselors  in  the  most  effi- 
cient, effective  manner. 


Traditional  physician-carrier  relationship 

Traditional  private  insurance  plans  in  Texas  do  not  involve  a 
contractual  relationship  between  the  physician  and  the  insur- 
ance carrier.  The  physician’s  contract  is  with  the  patient,  and 
it  is  the  patient  who  contracts  with  the  carrier.  Thus,  if  the 
carrier  refuses  to  pay  benefits  under  its  contract  with  the  pa- 
tient, the  physician  generally  has  no  remedy  against  the  car- 
rier since  there  is  no  contract  between  them.  The  physician 
must  look  to  the  patient  for  payment.  The  patient  must  pur- 
sue his  or  her  own  remedy  if  the  insurance  company  wrong- 
fully denies  coverage.  Hence,  while  neither  the  State  Board 
of  Insurance  Complaints  Division  nor  the  courts  normally  will 
consider  a complaint  by  a physician  against  an  insurance 
carrier,  both  will  accept  and  process  the  patient’s  complaint 
arising  from  the  same  transaction. 

Even  an  “assignment”  of  benefits  by  the  patient  and  ac- 
ceptance by  the  physician  does  not  change  the  legal  relation- 
ship between  the  physician  and  the  private  carrier.  In  Texas, 
an  “assignment”  is  merely  a request  by  the  patient  to  the 
carrier  to  pay  the  physician  directly.  Such  a voluntary  request 
i is  necessary  because  the  typical  insurance  policy  lawfully 
prohibits  binding  assignments  by  the  insured  patient. 

PPO  and  HMO  contracts:  no  defense 

In  Texas,  one  major  difference  between  traditional  private 
health  insurance  programs  and  PPO  and  HMO  arrange- 
ments is  that  in  the  latter  arrangements,  the  physician  who 
participates  in  HMO  or  PPO  plans  contracts  not  only  with 
patients  but  also  with  the  plans  (1 ).  The  physician  then  has  a 
legal  remedy  against  the  contracting  plan  should  the  PPO  or 
HMO  violate  the  contract.  Of  course,  the  reverse  also  is  true. 
Thus,  the  terms  of  such  plan  contracts  assume  prime  impor- 


tance not  only  for  Texas  physicians  but  also  for  patients. 

Physicians  retain  the  same  fiduciary  duty  to  their  patient, 
but  under  the  PPO  or  HMO  plan,  they  also  agree  to  abide  by 
the  terms  of  these  contracts.  Are  these  terms  compatible 
with  the  physician's  duty  to  patients?  Do  they  strengthen  or 
weaken  the  physician's  advocacy  position?  Are  there  restric- 
tions that  compromise  the  physician's  ability  to  diagnose  and 
treat  patients?  Quite  properly,  courts  will  lean  over  back- 
wards to  protect  patients: 

For  instance,  a very  recent  decision  ( Ponder  v Blue 
Cross)  holds  that  the  contractual  exclusion  of  coverage  for 
“temporo-mandibular  joint  syndrome”  is  unenforceable, 
because  this  term  is  not  “comprehensible  to  lay  persons.” 
Even  though  the  purpose  of  these  arrangements  is  to  limit 
and  restrict  care,  any  adverse  consequences  will  be  the 
concern  of  carriers  or  providers,  rather  than  a risk  ac- 
cepted by  patients  (2). 

Similarly,  we  can  anticipate  a lack  of  sympathy  from  courts 
for  the  physician  who  agrees  to  a contract  with  a PPO  or 
HMO  if  the  contract  interferes  with  the  physician’s  discretion 
to  diagnose  and  treat  patients.  The  contract  will  be  no  de- 
fense in  court  if  used  to  support  an  argument  that  the  test, 
procedure,  or  hospitalization  did  not  take  place  because  of 
financial  restrictions  in  the  PPO  or  HMO  plan.  Because  phy- 
sicians can  contract  directly  with  private  third  party  payors, 
their  dilemma  has  been  well  described  as  follows: 

If  the  physician  refuses  to  adhere  to  a business  entity’s 
limitations  on  medical  treatment,  the  physician  could  be 
personally  liable  for  breach  of  contract.  But  if  a physician 
adheres  to  the  contract  rather  than  the  standard  of  care, 
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and  the  patient  is  injured,  then  the  physician  can  be  liable 
for  the  patient’s  injuries.  The  fact  that  a physician  was  fol- 
lowing limitations  or  procedures  required  by  the  contract  is 
no  defense . . . .Applicable  standards  of  good  medical 
practice  are  the  same,  regardless  of  any  contract  provi- 
sions (3). 

A few  examples  illustrating  the  problem  follow. 

Restricted  referrals 

Many  PPO  and  HMO  contracts  restrict  referrals.  Only  spe- 
cialists, hospitals,  and  laboratories  contracting  with  the  PPO 
or  HMO  can  be  used  unless  special  permission  is  sought  and 
obtained.  Many  times  “gatekeeper”  rules  do  not  permit  even 
referrals  to  contracting  specialists  without  PPO  or  HMO  ap- 
proval. In  all  likelihood,  the  courts  will  decide  that  physicians 
have  a duty  to  their  patients  to  refer  them  to  appropriate  spe- 
cialists and  to  use  whatever  facilities  are  appropriate,  irre- 
spective of  the  decisions  of  the  PPO  or  HMO  administrators. 

If  the  administrators  disapprove  a referral  that  the  physi- 
cian believes  is  necessary,  should  the  physician  violate  the 
contract  or  breach  his  duty  to  the  patient?  If  the  contracting 
specialists  are  unavailable  or  possibly  incompetent,  what  is 
the  physician’s  choice?  Should  he  violate  the  contract  or 
should  he  breach  his  legal  duty  to  the  patient  by  failing  to 
refer  to  a specialist  who  has  the  proper  skills?  Adverse  con- 
sequences are  more  likely  to  result  from  restricted  access  to 
necessary  medical  care.  The  ethical  physician  has  no  choice 
except  to  make  the  appropriate  referral  and  risk  punitive  ac- 
tion by  the  business  entity. 

However,  the  physician  has  not  necessarily  solved  his  di- 
lemma by  deciding  in  favor  of  his  patient.  The  physician  who 

Suggested  forms  for  explaining  insurance  plans  to  patients. 

Financial  Information  to  My  Patients 

The  health  insurance  plan  under  which  you  have  certain  benefits  includes  strict 
criteria  for  coverage  of  medical,  hospital,  and  other  services.  It  is  not  always 
possible  to  anticipate  when  services  will  be  covered,  or  when  coverage  will  be 
denied.  Sometimes  an  appeal  from  a decision  denying  coverage  is  necessary 
before  coverage  is  authorized. 

I will  work  with  you  and  the  administrators  of  your  health  benefit  plan  so  that 
coverage  problems  can  be  minimized.  When  I am  aware  that  you  may  not  be 
covered  for  a proposed  test,  procedure,  or  hospitalization,  I will  advise  you. 

I do  not  deny  my  patients  needed  medical  diagnosis  and  treatment  due  to 
the  financial  determination  of  health  benefit  plan  administrators.  Just  as  it  is  my 
custom  to  discuss  proposed  medical  tests  and  procedures  with  you,  please 
feel  free  to  discuss  financial  and  plan  coverage  problems  with  me. 


John  Doe,  MD 

Original  given  to  patient  or  responsible  relative  on 
(Copy  filed  in  patient's  chart) 


refers  to  a noncontracting  physician,  or  admits  to  a noncon- 
tracting hospital,  must  be  sure  that  the  patient  fully  under- 
stands the  financial  consequences  of  those  decisions.  One 
consequence  will  be  the  additional,  unreimbursed  expense 
to  the  patient.  The  experiences  in  California  are  instructive: 
"Where  such  referrals  are  necessitated  by  the  carrier’s  failure 
to  arrange  for  adequate  resources,  that  will  have  to  be  docu- 
mented, and  it  probably  will  be  necessary  to  assist  the  pa- 
tient in  forcing  the  PPO  or  HMO  to  accept  responsibility 
(3,  p 6).” 

Utilization  review  restrictions 

The  typical  PPO  or  HMO  contract  requires  compliance  with 
the  business  entity’s  review  policies.  In  almost  every  case, 
the  policies  on  pre-approval  of  diagnostic  tests,  hospital  ad- 
missions, and  concurrent  and  retrospective  review  either  are 
not  detailed,  or  are  detailed,  but  subject  to  change  or  modi- 
fication as  the  business  entity,  in  its  sole  discretion,  may 
require.  Thus,  the  contracting  physician  may  encounter  a re- 
view system  that  is  designed  to  limit  costs  above  all  other 
considerations.  Some  HMO  and  PPO  contracts  will  not  cover 
costs  or  reimburse  physicians  without  prior  authorization  for 
any  significant  aspect  of  examination  and  treatment.  If  prior 
authorization  is  not  received,  the  Texas  physician  has  no 
choice  but  to  speak  and  act  as  the  patient’s  advocate.  Other- 
wise, he  may  face  the  same  sort  of  dilemma  this  California 
physician  experienced: 

A 40-year-old  male  was  diagnosed  as  having  a pituitary 
tumor.  Radiation  therapy  was  recommended.  The  patient 
was  a member  of  a group  health  plan  and  was  referred  to 
an  independent  radiologist  for  treatment.  Because  the 


Financial  Disclosure  Statement 

Dear  Dr  Doe, 

I understand  that  my  health  benefit  plan  (will)  (may)  not  cover  the  (tests) 

(procedures)  (hospitalization)  ( ) 

recommended  by  you. 

Nevertheless,  I request  you  to  take  those  steps  you  deem  appropriate  in  my 
treatment  and  understand  that  the  cost  of  some  or  all  (tests)  (procedures) 

(hospitalization)  ( ) ultimately 

(may)  (will)  be  my  responsibility. 

Cost  estimates:  


(Patient  or  responsible  adult's  signature) 

(File  in  patient's  chart) 
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group  plan  would  not  reimburse  for  computerized  tomogra- 
phy, the  radiologist  manually  charted  the  location  of  the 
tumor,  amount  of  radiation  and  points  of  administration. 

The  manual  charting  of  the  tumor’s  location  was  inaccurate 
and,  as  a result  of  radiation  necrosis  of  the  optic  nerve,  the 
patient  went  blind.  In  addition,  he  developed  a residual  tu- 
mor. The  extra  cost  of  the  computerized  tomograph,  which 
perhaps  would  have  saved  this  man’s  eyesight,  was  $50. 
The  resulting  lawsuit  against  the  radiologist  was  found  in- 
defensible and  settled  for  a substantial  sum  (4). 

Texas  judges  and  juries  likely  will  reach  the  same  conclu- 
sion as  PPO  and  HMO  professional  liability  cases  come  to 
trial  in  this  state.  The  refusal  of  business  entities  to  authorize 
payment  for  necessary  medical  diagnostic  tests  or  treatment 
will  not  excuse  physicians  who  fail  to  render  or  offer  to  render 
such  needed  care.  Physicians  cannot  assume  that  the  re- 
sponsibility for  exercising  good  medical  judgment  has  passed 
to  the  business  entity.  The  PPO  or  HMO  may  have  an  inde- 
pendent and  equal  responsibility,  but  a business  entity’s  mis- 
take will  not  excuse  a physician  who  accepts  the  entity’s 
erroneous  decision  to  deny  payment  for  needed  medical 
care. 

Keep  ahead  of  change 

In  addition  to  carefully  reviewing  any  contract  offered  by  a 
business  entity,  physicians  also  should  make  their  patients 
aware  of  significant  restrictions  placed  on  them  by  the  PPO 
or  HMO.  Patients  then  can  choose  to  receive  care  knowing 
that  the  business  entity  may  not  or  will  not  pay.  The  accom- 
panying forms  may  be  helpful  to  physicians  in  designing  their 
own  plans  for  enhancing  patient  understanding  of  these  in- 
surance plans. 

Donald  P.  “Rocky”  Wilcox,  JD 

TMA  General  Counsel 
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APS  TREATMENT: 

Computer 

Management. 

APS  PRO-LINK  NETWORK  guarantees 
you  the  flexibility  and  ease  of  operation  of  an 
IBM  PC  or  other  personal  computer,  with 
the  power  and  superior  service  of  a mainframe. 
How?  APS  PRO-LINK  is  the  connection. 

The  PRO-LINK  system  costs  much  less  than 
"tum-key”,  and  with  more  advantages. 

With  APS  PRO-LINK  NETWORK,  your 
computer  works  for  you,  instead  of  vice/versa. 

APS  is  the  nation's  largest  single  source 
for  Automated  Office  Systems  designed  for 
the  health-care  industry.  Our  automated 
systems— PRO-LINK  NETWORK,  PRO- 
SHARE NETWORK,  PRO-KEY  System, 
and  PRO-BATCH  System — guarantee 
the  answer  for  Solo  or  Group  Practices, 
Clinics,  Medical  Schools  and  Dental  Practices. 

If  your  practice  is  suffering  from  computer 
terminal  illness,  call  for  the  APS  Treatment 
in  Computer  Management. 

U.S.  800/626-2450,  Texas  800/252-3447, 

San  Antonio  512/736-2871. 


aps 

■ American  Physicians 

■ Service  Group,  inc. 


1301  Capital  of  Texas  Hwy.,  S.,  B220 
Austin,  Texas  78746 
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CONSIDER 
THE  ADVANTAGES  OF 
WORKING  FOR  YOUR 

UNCLE. 


If  you  are  a finishing  resident,  or  board- 
certified  physician  and  are  seriously  consider- 
ing a professional  change,  you  owe  it  to  your- 
self to  consider  the  Army  Medical  Department. 

We  have  an  amazingly  wide  variety  of  practice 
situations  available  to  qualified  physicians  in- 
cluding clinical  and  hospital-based  practices  in 
small  towns,  cities  and  major  metropolitan 
areas.  You  could  work  in  the  Sunbelt,  Snow- 
belt,  Europe,  Asia  and  Panama.  We  also  offer 
full-time  academic,  research  and  development 
positions  and  fellowships  that  pay  like  practice 
positions. 

Positions  are  currently  available  in  general 
surgery,  orthopedic  surgery,  neurosurgery, 
otolaryngology,  obstetrics-gynecology,  anesthe- 
siology, psychiatry  and  diagnostic  and  thera- 
peutic radiology. 

For  a CONFIDENTIAL  evaluation,  compensation  estimate  and  vacancy  projection,  call 
(collect):  (214)  767-0818  or  (512)  225-4465  or  write: 

Captain  Allen  Dunlow 
United  States  Army  Medical  Department 
1100  Commerce  St.,  Rm  9C23 
Dallas,  TX  75242-0999 

ARMY.  BE  ALL  YOU  CAN  BE. 
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The  Texas  Medical  Association 
endorsed  I.C.  System’s  collection 
program  on  February  7,  1983 


Already,  over  2,200  member  practices  are 
enrolled  and  have  recovered  some 
$5.6  million  in  overdue  receivables. 


I.C.  System  is  endorsed  as  a responsible  alternative  for  members  who  need  help 
keeping  their  receivables  under  control.  All  collection  practices  are  legal,  ethical 
and  professional.  The  objective  is  to  collect  without  harming  the  doctor  patient 
relationship.  That’s  important. 

In  these  economic  times  you  need  a collection  program  you  can  turn  to  in 
confidence.  Consider  I.C.  System.  Return  this  form.  The  system  is  endorsed  by 
the  Association.  The  System  Works! 


Tell  me  more  about  this  program  endorsed  by  the 
Texas  Medical  Association. 

Practice — 

Address  — 

City State Zip 

Phone 

Send  to  I.C.  System,  Inc. 

6301  Heron  Drive 
Austin,  Texas  78759 
512/250-9720 
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Recommend  the  Tradition  of  Value. 


When  you  recommend  a hotel  in 
Houston’s  medical  center,  that  hotel 
should  offer  free  transportation  to  and 
from  the  medical  center,  special  diets 
upon  request,  a complimentary  infor- 
mation packet,  free  parking,  a close 
proximity  to  the  medical  center  and  a 
mature,  experienced  staff  serving 
your  referral  patients. 

That  hotel  is  Houston’s  Shamrock 
Hilton.  We  were  the  first  hotel  in  the 


medical  center  area.  And  we  continue 
to  deliver  the  best  hotel  service  for 
medical  center  visitors.  We  call  it 
Hilton  Class. 

For  reservations  and  information 
call:  713/668-9211,  your  local  Hilton 
Reservation  Service  or  your  travel 
agent.  For  Brochures,  Write:  Director 
Of  Medical  Guest  Services,  Houston’s 
Shamrock  Hilton,  P.O.  Box  2848, 
Houston,  Texas  77252-9955. 


The  first  hotel  in 
Houston’s  Medical  Center 
area  is  still  offering  the 
best  value  at  $60. 

(one  or  two  persons) 


T 
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HOUSTON’S 


THE  VALUE  OF  EXPERIENCE. 

At  The  Medical  Center. 

© Copyright  1985,  Shamrock  Hilton  Hotel,  Houston,  Texas. 
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C.  de  Chenar 

Coloman  de  Chenar,  MD,  pathologist  at  Austin  State  Hospital 
for  more  than  30  years,  died  April  11,1 985.  He  was  71 . 

A native  of  Hungary,  Dr  de  Chenar  received  his  medical 
education  there.  He  came  to  the  United  States  after  World 
War  II  and  performed  autopsies  for  Travis  County  for  1 6 
years  before  the  county  had  a full-time  medical  examiner.  He 
discovered  a new  method  of  staining  brain  tissue  for  study  in 
1 957.  Most  recently  Dr  de  Chenar  was  studying  the  aging 
process.  In  1984  he  retired  as  staff  pathologist  and  head 
of  the  department  of  neuropathology  at  the  Austin  State 
Hospital. 

He  is  survived  by  his  wife,  Gisela  de  Chenar,  Austin. 

E.K.  Chunn 

Edward  Keith  Chunn,  MD,  71 , died  March  1 , 1 985.  A general 
surgeon,  Dr  Chunn  practiced  in  Houston  for  48  years. 

Born  in  Lingleville,  Tex,  he  was  a 1 937  graduate  of  The 
University  of  Texas  Medical  Branch  at  Galveston.  After  an 
internship  at  Harper-Herman  Kiefer  and  Children’s  Hospitals 
in  Detroit,  Dr  Chunn  served  a residency  at  St  Joseph  Hospi- 
tal in  Houston. 

Surviving  family  members  include  his  wife,  Pearl  M. 

Chunn,  Houston;  daughters,  Catherine  Ann  Edwards,  Hous- 
ton, and  Patricia  Lee  Hazlewood,  Galveston;  son,  Edward 
Keith  Chunn,  Jr,  Houston;  and  seven  grandchildren. 

J.R.  Gandy 

Joe  R.  Gandy,  MD,  an  honorary  member  of  Texas  Medical 
Association,  died  April  16, 1985.  Dr  Gandy  practiced  general 
surgery  in  Houston  for  35  years. 

A native  of  Lipan,  Tex,  he  received  his  undergraduate  edu- 
cation atTarleton  State  University,  Stephenville,  Tex,  and 
Texas  Christian  University,  Fort  Worth.  In  1933  he  received 
his  medical  degree  from  The  University  of  Texas  Medical 
Branch  at  Galveston.  Dr  Gandy  completed  his  internship  and 
surgical  residency  at  Southern  Pacific  Hospital  in  Houston. 
He  was  graduated  from  the  University  of  Pennsylvania  Grad- 
uate School  of  Surgery,  Philadelphia,  in  1941. 

Dr  Gandy  held  teaching  appointments  as  a clinical  pro- 
fessor of  surgery  at  Baylor  College  of  Medicine  and  associ- 
ate professor  of  surgery  at  The  University  of  Texas  Medical 
School  at  Houston.  He  was  chief  surgeon  of  Southern  Pa- 
cific Railroad  and  the  Southern  Pacific  Hospital  Association 
from  1944  until  the  time  of  his  retirement  in  1976. 

Survivors  include  his  wife,  Mary  L.  Gandy,  and  daughters, 
Sally  Bozeman  and  Susan  Warzetha,  all  of  Houston;  sister, 
Mary  Ruth  Seward,  Fort  Worth;  and  three  grandchildren. 


R.S.  Hardwick 

Robert  S.  Hardwick,  MD,  78,  died  March  25,  1985,  in  El 
Paso.  Dr  Hardwick  practiced  in  Longview,  Tex,  for  more 
than  40  years,  until  his  retirement  in  1974. 

Born  in  McKeesport,  Pa,  he  attended  the  University  of  Illi- 
nois and  received  his  MD  degree  from  Northwestern  Univer- 
sity Medical  School  in  Chicago.  He  interned  at  the 
University  of  California  at  San  Francisco  and  Highland  Hos- 
pital in  Oakland,  Calif.  Dr  Hardwick  did  pharmacologic  re- 
search at  Northwestern  University  and  was  a fellow  in 
obstetrics  and  gynecology  at  the  Mayo  Clinic.  A member  of 
the  Priestley  Society  of  the  Mayo  Clinic,  he  was  Dr  James  T. 
Priestley’s  first  First  Assistant. 

Surviving  family  members  include  his  sons,  Robert  W. 
Hardwick  and  John  M.  Hardwick,  both  of  Longview;  daugh- 
ter, Jane  H.  Hammond,  El  Paso;  and  four  grandchildren. 

J.B.  Hilliard 

Joseph  Bob  Hilliard,  MD,  57,  died  April  9,  1985.  Dr  Hilliard 
had  practiced  internal  medicine  in  Midland  since  1960. 

A native  of  Canton,  Tex,  he  received  a bachelor  of  sci- 
ence degree  from  Texas  A&M  University  in  1949.  In  1954 
he  was  graduated  from  Southwestern  Medical  School  and 
then  served  an  internship  and  residency  in  Augusta,  Ga, 
before  moving  to  Midland. 

Surviving  Dr  Hilliard  are  his  wife,  Frances  Sheffield  Hil- 
liard, Midland;  sons,  Stephen  Mark  Hilliard,  Oklahoma  City, 
and  Joseph  Sheffield  Hilliard,  Midland;  daughter,  Janet  Hil- 
liard Pace,  Dallas;  and  three  grandchildren. 

D.W.  Koehler 

Dale  William  Koehler,  MD,  Houston,  died  March  1,  1985.  He 
was  36. 

A native  of  Houston,  Dr  Koehler  attended  the  University 
of  Hawaii  while  in  the  US  Navy  stationed  at  Pearl  Harbor. 

He  was  graduated  from  Rice  University  in  1974.  In  1978  he 
received  his  medical  degree  from  Baylor  College  of  Medi- 
cine. He  then  completed  an  internship  in  neurology  and  a 
residency  in  physical  medicine  and  rehabilitation  in 
Houston. 

During  1968-1972  Dr  Koehler  served  in  the  US  Navy. 
Survivors  include  Dr  Koehler's  parents,  H.F.  and  Mildred 
Koehler,  Beaumont;  brothers,  Paul  F.  Koehler,  Beaumont, 
and  Wayne  H.  Koehler,  Lumberton,  Tex;  and  three  nieces 
and  one  nephew. 

M.D.  McCauley 

Morris  D.  McCauley,  MD,  74,  died  April  22,  1985. 

Born  in  New  York,  Dr  McCauley  practiced  obstetrics  and 
gynecology  in  Austin  for  40  years.  He  earned  a bachelor  of 
science  degree  from  the  University  of  Michigan  and  both 
bachelor  of  medicine  and  doctor  of  medicine  degrees  from 
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Wayne  State  University  School  of  Medicine  in  Detroit.  He 
served  an  internship  and  a residency  in  obstetrics  and  gyne- 
cology at  Detroit’s  Receiving  and  Herman  Keifer  Hospitals. 

Dr  McCauley  received  an  EAME  Campaign  Medal  with 
four  bronze  stars  and  an  American  Defense  Service  Medal 
for  his  five  years  of  military  service  during  World  War  II.  He 
attained  the  rank  of  major  in  the  Medical  Corps. 

Dr  McCauley  taught  at  the  nursing  schools  at  Brackenridge 
and  Seton  Hospitals  and  at  The  University  of  Texas  at  Austin. 

Surviving  family  members  include  his  wife,  Dorothy  S.  Mc- 
Cauley, Austin;  sons,  M.  Dudley  McCauley,  McKinney,  Tex; 

M.  Jeffrey  McCauley,  PhD,  Pflugerville,  Tex;  and  Timothy  E. 
McCauley,  Austin;  sister,  Ruth  McStickel,  Royal  Oak,  Mich; 
and  five  grandchildren. 

J.J.  McCutchen 

John  Jolley  McCutchen,  MD,  53,  a Houston  neurologist  and 
attorney,  died  April  5, 1985. 

A native  of  New  Jersey,  Dr  McCutchen  was  graduated  from 
Case  Western  Reserve  University  School  of  Medicine  in 
Cleveland,  Ohio,  in  1962.  He  also  was  graduated  from  South 
Texas  College  of  Law  in  1 981 . 

He  was  a resident  in  neurosurgery  at  West  Virginia  Univer- 
sity Medical  Center  and  in  neurology  at  the  University  of  Ten- 
nessee Medical  Units,  City  of  Memphis  Hospital,  and  Baylor 
College  of  Medicine  and  Methodist  Hospital  in  Houston.  Dur- 
ing 1966-1969,  he  was  clinical  instructor  in  neurology  at 
Baylor  College  of  Medicine  and  during  1 972 - 1 976  he  was 
clinical  associate  in  neurology  at  The  University  of  Texas 
Medical  School  at  Houston. 

Surviving  Dr  McCutchen  are  his  wife,  Nancy  Hall  Mc- 
Cutchen, Houston;  daughter,  Michelle  McCutchen,  Austin; 
son,  John  McCutchen  II,  Houston;  and  brother,  Philip  T.  Mc- 
Cutchen, Jr,  Livingston,  Tex. 

B.F.  Ponig,  Jr,  MD 

Bertholdt  F.  Ponig,  Jr,  MD,  a Houston  urologist,  died  April  18, 
1985.  He  was  45. 

Dr  Ponig  was  born  in  San  Francisco.  He  received  a bache- 
lor of  science  degree  and  a medical  degree  from  Tulane  Uni- 
versity in  New  Orleans.  After  an  internship  at  Southern 
Pacific  Memorial  Hopsital  in  San  Francisco,  Dr  Ponig  com- 
pleted residencies  in  urology  at  Charity  Hospital  of  Louisiana 
in  New  Orleans.  He  continued  to  practice  in  New  Orleans 
and  in  Covington,  La,  before  moving  to  Houston  in  1 972. 

Dr  Ponig  is  survived  by  his  wife,  Deborah  Russell-French 
Ponig;  and  daughters,  Margaret  Ponig,  Katherine  Ponig, 
Christina  Ponig,  and  Robin  Ponig,  all  of  Houston;  father, 
Bertholdt  F.  Ponig,  Sr,  and  stepmother,  Louise  Ponig,  Santa 
Rosa,  Calif;  and  brother,  William  Ponig,  San  Francisco. 


J.T.  Scogin 

John  Travis  Scogin,  MD,  55,  died  April  1 7, 1 985. 

Dr  Scogin  was  a native  of  Jacksonville,  Tex,  and  practiced 
medicine  there  from  1 960  until  1 981 . He  was  the  grandson  of 
the  late  J.M.  Travis,  MD,  who  was  one  of  the  founders  of  Nan 
Travis  Memorial  Hospital  there.  Dr  Scogin  had  lived  in  Pal- 
estine, Tex,  for  the  past  four  years. 

He  attended  Sul  Ross  University  in  Alpine,  Tex,  and  was 
graduated  from  Baylor  College  of  Medicine  in  1954.  He  inter- 
ned at  Parkland  Memorial  Hospital  in  Dallas  and  served  a 
residency  at  Jefferson  Davis  Hospital  in  Houston.  He  be- 
came affiliated  with  the  Travis  Clinic  when  he  returned  to 
Jacksonville  in  1960. 

Surviving  family  members  include  Dr  Scogin’s  wife,  Fran- 
ces Riddle  Scogin,  Palestine;  son,  Robbie  Scogin,  Lufkin, 
Tex;  daughters,  Jan  Scogin,  Dallas,  and  Nan  Ogle,  Euless, 
Tex;  mother,  Janice  Scogin,  Jacksonville;  stepson,  Troy 
Dean  Odom;  and  stepdaughters,  Julie  Odom  and  Leigh  Ann 
Odom,  all  of  Palestine;  brother,  Robert  Scogin,  Kermit,  Tex; 
and  one  grandchild. 

M.B.  Shannon,  Jr 

Manning  Brady  Shannon,  MD,  Jr,  a longtime  Dallas  physi- 
cian, died  April  12, 1985. 

Dr  Shannon,  71 , was  born  in  Dallas  and  attended  South- 
ern Methodist  University  there.  In  1937  he  was  graduated 
from  Baylor  College  of  Medicine.  He  then  served  an  intern- 
ship and  residency  at  Cleveland  (Ohio)  City  Hospital.  After 
serving  in  the  US  Army  Medical  Corps,  Dr  Shannon  returned 
to  Dallas  in  1946  to  begin  a surgical  practice. 

Surviving  family  members  include  his  with,  Elizabeth 
Shannon,  Dallas;  son,  Manning  B.  Shannon  III,  and  daugh- 
ter, Constance  Elizabeth  Shannon. 
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IN  MEMOR1AM 

RECENTLY  DECEASED  MEMBERS  OF  THE  TEXAS  MEDICAL  ASSOCIATION 


E.K.  CHUNN 
Houston,  1913-1985 

C.  DE  CHENAR 
Austin,  1913-1985 

J.R.  GANDY 
Houston,  1908-1985 

R.S.  HARDWICK 
Longview,  1906-1985 

J.B.  HILLIARD 
Midland,  1927-1985 

D. W.  KOEHLER 
Houston,  1948-1985 


m.d.  McCauley 

Austin,  1910-1985 

J.J.  McCUTCHEN 
Houston,  1930-1985 

B.F.  PONIG,  JR 
Houston,  1939-1985 

J.T.  SCOGIN 
Palestine,  1929-1985 

M.B.  SHANNON,  JR 
Dallas,  1913-1985 


The  Memorial  Library  of  the  Texas  Medical 
Association  stands  as  a permanent  memorial 
to  physicians  who  have  served  their  patients, 
their  profession,  and  the  people  of  Texas. 

The  Friends  of  the  TMA  Memorial  Library 
is  an  organization  dedicated  to  enhancing  the 
Library  collection  through  support  by  individ- 
uals. Funds  for  this  organization  are  raised 
through  membership  recruitment  and  memo- 


rial donations  and  are  added  to  the  Texas  Me- 
morial Medical  Library  Fund. 

Contributions  to  the  Texas  Memorial  Medi- 
cal Library  Fund  provide  a valuable  support 
function  to  the  Memorial  Library  which  offers 
a full  range  of  medical  reference  and  audio- 
visual services  to  TMA  members  through- 
out the  state. 


THE  FRIENDS  OF  THE  TMA  MEMORIAL  LIBRARY  FUND 
1801  N.  Lamar  Blvd.,  Austin,  Texas  78701 


ANNUAL  MEMBERSHIP  ENROLLMENT  HONOR  AND  MEMORIAL  GIFTS 

I wish  to  become  enrolled  as  a Friend. 

□ Student  $ 5.00  □ Patron  $ 100.00 

□ Sustaining  $15.00  □ Life  $1,000.00 

□ Subscribing  $25.00 

NAME PLEASE  NOTIFY: 

ADDRESS 

CITY/STATE/ZIP 


□ In  memory  of  □ In  honor  of 

NAME 

OCCASION 
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MANAGE  YOUR  OFFICE  MORE  EFFECTIVELY  WITH 
THE  MPM  1000  SYSTEM  AVAILABLE  THROUGH 
SOUTHERN  MEDICAL  ASSOCIATIONS 
PHYSICIANS’  PURCHASING  PROGRAM 


Manage  your  office  more 
effectively  with  the  MPM 
1000  System  available 
through  the  Physicians’ 
Purchasing  Program. 

Managing  your  office 
shouldn’t  be  hard; 
however,  with  the  current 
insurance  requirements  and 


the  impending  Medicare 
changes  looming  on  the 
horizon,  it  will  get  more 
difficult.  You  should  call 
Curtis  1000  Information 
Systems  or  Southern 
Medical  Association  to  find 
out  how  the  MPM  1000  can 
help  make  your  practice 
run  more  effectively. 


AVAILABLE  ON  IBM  A/T 


MPM  1000  Simplifies  Your  Paperwork 

You  will  be  able  to  reduce  the  mountains  of  paper- 
work by  using  your  MPM  1000  system  to  process  all 
your  insurance,  complete  your  billing  plus  instan- 
taneously sort  and  file  necessary  information. 

MPM  1000  Speeds  Up  Your  Cash  Flow 

The  MPM  1000  system  will  increase  your  daily  bank 
deposits  by  processing  all  your  insurance  and  pa- 
tients’ receivables  quickly. 

MPM  1000  Improves  Your  Practice  Management 

With  the  MPM  1000  system  you  can  easily  and  intel- 
ligently manage  your  practice  with  computer  gene- 
rated reports.  Trends  and  problems  are  easily  iden- 
tified so  you  can  take  corrective  action  before  they 
become  serious. 


MPM  1000  Is  A One  Source  Solution 

The  MPM  1000  is  a one  source  solution.  With  your 
system  you  receive  all  hardware  (IBM  or  Texas  In- 
struments), software,  complete  five  day  training  pro- 
gram and  responsive  after  sale  support. 

IBM  PC/AT  At  Discount 

Best  of  all,  these  systems  are  available  through  SMA 
Services,  Inc.,  Physicians’  Purchasing  Program  with 
substantial  discounts  on  IBM  and  Texas  Instrument 
equipment. 

FOR  MORE  INFORMATION,  please  fill  out  the 
coupon  below  and  mail  it  to  Southern  Medical  Asso- 
ciation, or  for  faster  service  call  Southern  Medical  at 
(205)  945-1840  or  Curtis  1000  Information  Systems  at 
800-241-4780. 


□ YES!  I would  like  more  information  on  MPM  1000 

My  interests  are:  □ Immediate  □ Long  term  □ Please  contact  me  for  a survey 
I am  a member  of  SMA  □ 


Name 

(Please  Print) 

Address 

City 

State 

( 

Zip 

) 

Specialty  Office  Phone 

Mail  to:  CURTIS  1000  INFORMATION  SYSTEMS 


2296  Henderson  Mill  Road 
Suite  402 

Atlanta,  Georgia  30345 
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MEDICINE  IN  LITERATURE 


Medicine  in  Literature  is  a randomly  selected  sample  of 
medical  texts  recently  purchased  by  the  TMA  Memorial  Li- 
brary. In  1985  the  library  will  add  more  than  600  book  titles 
to  its  56,000-volume  collection  of  books  and  bound  journals, 
and  regularly  increases  its  holdings  of  motion  pictures,  au- 
diocassettes, videocassettes,  and  slide  presentations.  In 
addition,  the  library  subscribes  to  1,045  medical  and  health- 
related  journals.  For  additional  information,  call  the  Memo- 
rial Library  at  (512)477-6704. 


In  the  TMA  Library 

Adams  RD,  Victor  M:  Principles  of  Neurology,  ed  3.  New 
York,  McGraw-Hill  Book  Company,  1985. 

Andersen  AE:  Practical  Comprehensive  Treatment  of  Ano- 
rexia Nervosa  and  Bulimia.  Baltimore,  The  Johns  Hopkins 
University  Press,  1985. 

Bodey  GP,  Fainstein  V (eds):  Candidiasis.  New  York,  Raven 
Press,  1985. 

Brown  JHU:  The  High  Cost  of  Healing.  Physicians  and  the 
Health  Care  System.  New  York,  Human  Sciences  Press,  Inc, 
1985. 

' Fineberg  KS,  Peters  JD,  Willson  JR,  et  al:  Obstetrics/Gyne- 
cology and  the  Law.  Ann  Arbor,  Mich,  Health  Administration 
Press,  1984. 

Garrison  RH,  Somer  E:  The  Nutrition  Desk  Reference.  New 
Canaan,  Conn,  Keats  Publishing  Inc,  1985. 

Gompel  C,  Silverberg  SG:  Pathology  in  Gynecology  and 
Obstetrics,  ed  3.  Philadelphia,  J.B.  Lippincott  Company, 
1985. 

Hofmeister  FJ  (ed):  Care  of  the  Postmenopausal  Patient. 
Philadelphia,  George  F.  Stickley  Company,  1985. 

Jopling  WH:  Handbook  of  Leprosy,  ed  3.  London,  William 
Heinemann  Medical  Books  Ltd,  1984. 

Lamarque  J:  An  Atlas  and  Text  of  The  Breast.  Clinical  Radio- 
diagnosis. Dobbs  Ferry,  NY,  Sheridan  Medica;  Books,  1985. 

Licensure  Examinations.  Topical  Summaries  and  Questions. 
Philadelphia,  J.B.  Lippincott  Company,  1985. 


Mayer  TR,  Mayer  GG:  The  Health  Insurance  Alternative.  A 
Complete  Guide  to  Health  Maintenance  Organizations.  New 
York,  The  Putnam  Publishing  Group,  1984. 

Maykut  MO:  Health  Consequences  of  Acute  and  Chronic 
Marihuana  Use.  New  York,  Pergamon  Press,  1984. 

Pfeiffer  SI  (ed):  Clinical  Child  Psychology.  An  Introduction  to 
Theory,  Research,  and  Practice.  Orlando,  Fla,  Grune  & 
Stratton,  Inc,  1985. 

Raj  PP  (ed):  Handbook  of  Regional  Anesthesia.  New  York, 
Churchill  Livingstone,  1985. 

Ristuccia  AM,  Cunha  BA  (eds):  Antimicrobial  Therapy.  Hand- 
book of  Therapeutic  Drug  Monitoring  Series.  New  York, 
Raven  Press,  1984. 

Robertson  WO:  Medical  Malpractice.  A Preventive  Ap- 
proach. Seattle,  University  of  Washington  Press,  1985. 

Rozovsky  FA:  Consent  to  Treatment.  A Practical  Guide. 
Boston,  Little,  Brown  and  Company,  1984. 

Schneider  RC,  Kennedy  JC,  Plant  ML  (eds):  Sports  Injuries. 
Mechanisms,  Prevention,  and  Treatment.  Baltimore,  Wil- 
liams & Wilkins,  1985. 

Schwartz  M:  Remodeling  Your  Professional  Office.  Oradell, 
NJ,  Medical  Economics  Books,  1985. 

Seldin  DW,  Giebisch  G (eds):  The  Kidney.  Physiology  and 
Pathophysiology,  vol  1 . New  York,  Raven  Press,  1985. 

Simendinger  EA,  Moore  TF:  Organizational  Burnout 
in  Health  Care  Facilities.  Strategies  for  Prevention  and 
Change.  Rockville,  Md,  Aspen  Systems  Corporation,  1985. 

Staub  NC,  Taylor  AE  (eds):  Edema.  New  York,  Raven  Press, 
1984. 

Stone  J (ed):  Dermatologic  Immunology  and  Allergy.  St 
Louis,  The  C.V.  Mosby  Company,  1 985. 

Walker  AE:  Cerebral  Death,  ed  3.  Baltimore,  Urban  & 
Schwarzenberg,  1985. 

Wall  PD,  Melzack  R (eds):  Textbook  of  Pain.  New  York, 
Churchill  Livingstone,  1984. 
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DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA 
members  at  $32.00  per  column  inch  per  month  and  list- 
ings must  run  for  a minimum  of  six  months.  A discount  of 
5%  is  allowed  for  six  months’  advance  payment.  New 
listings,  changes,  or  cancellations  should  be  sent  to 
Advertising  Manager,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701.  Deadline  is  the  5th  of  the 
month  preceding  publication  month. 


Allergy 


CORPUS  CHRISTI  ALLERGY  CLINIC 

Saul  Grossman.  MD,  FACA,  FAACIA,  Allergy-Dermatology 
Wallace  A.  Crozier.  MD,  FACA,  Certiiied  American  Boards  Pediatrics 
and  Allergy,  Diplomate  American  Board  of  Allergy  and  Immunology 
lames  A.  Caplin,  Mb,  Allergy-Immunology 


2530  Morgan,  Corpus  Cbristi,  Texas;  882-3487 


Clinics 


Two  complete  neurological  and  behavioral  medicine  facilities  dedicated 
to  DIAGNOSIS  AND  COMPREHENSIVE  CARE  OF  PATIENTS  WITH 
CHRONIC  RECURRENT  HEADACHES  with  emphasis  on  prophylactic 
treatment. 


HOUSTON  HEADACHE 
CLINIC 

Park  Plaza  Prof.  Bldg. 
1213  Hermann  Dr.  #855 
Houston,  Texas  77004 
713  528-1916 


DALLAS  HEADACHE 

CLINIC 

Douglas  Plaza 

8226  Douglas  Ave.  #325 

Dallas,  Texas  75225 

214  692-7011 


CAT  scan;  EEG;  EMG;  Evoked  Potentials;  Thermography;  Personality# 
Behavioral  and  Psychological  Evaluations.  Multimodality  approach  to 
management  of  headache  including  prophylactic  medications#  bio- 
feedback and  behavioral  therapy. 


NINAN  T.  MATHEW,  MD.  FRCP  (C) 
Neurologist-Director 


CHARLES  A.  RUSH.  JR,  MD 

Diplomate/American  Board  of  Allergy  & Immunology 
Fellow,  AAA.  ACA.  AACIA 


DALLAS  DIAGNOSTIC  ASSOCIATION 

7777  Forest  Lane.  Suite  303.  Dallas.  Texas  75230 
214  S6 1-7770 


Northeast  Medical  Clinic  Association 
7601  Glenview  Drive 
Fort  Worth,  Texas  76118 


JAMES  A.  AYERS.  MD 
FAACIA,  FAAA.  FACA 
Adult  and  Pediatric  Allergy 


CARDIOLOGY 

I.  Edward  Rosenthal.  MD.  FACC 
lack  Schwade.  MD.  FACC.  FACP 
David  A.  Schwartz,  MD 

GASTROENTEROLOGY 
Paul  K.  Anderson.  MD 
Roger  C.  Camp,  MD 
Lannie  R.  Hughes.  MD 

HEMATOLOGY  AND  ONCOLOGY 
Barry  D.  Brooks.  MD 
Charles  S.  Waite  III.  MD 


INTERNAL  MEDICINE 
Larry  Dossey,  MD 
Tom  L.  Hampton  MD 
David  A.  Haymes.  MD 
Carl  Thomas  Long,  III,  MD 
lack  F.  Melton.  MD 
Joe  H.  Sample.  Jr..  MD 
Peter  S.  Stack,  MD 
Rick  T.  Waldo.  MD 

ADMINISTRATOR 
Carl  E.  Ikard 


3130  S.  Alameda,  Corpus  Christi.  Texas  78404 
512  884-2841;  exchange  512  884-0661 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 

CONSULTANTS 


John  P.  McGovern,  MD 
DIRECTOR-CONSULTANT 


Theodore  J.  Haywood#  MD 
Orville  C.  Thomas.  MD 
Joseph  T.  Queng,  MD 
Lawrence  G.  Thorne#  MD 
Venugopal  K.  Menon.  MD 
Robert  E.  Smith.  MD 
Albert  Lehmann,  MD 
Gerald  T.  Machinski,  MD 
Theresa  C.  Queng,  MD 
Waldo  M.  Martinez#  MD 
Ellen  Louise  Gurian,  MD 


RESEARCH  ASSOCIATES 
Michael  H.  Smolensky,  PhD 
Alain  Reinberg,  MD,  PhD 
Michael  A.  McCormick,  PhD 
Chinavudh  Wanissorn,  MS 
Glenna  M.  Kyle,  PhD 


Evan  M.  Hersh#  MD 
IMMUNOLOGY 

James  A.  Knight.  MD 
PSYCHIATRY 

R.  John  Prevost,  MS 
AIR  POLLUTION 

Carolyn  S.  Leach,  PhD 
CLINICAL  LABORATORIES 

John  A.  Thomas,  PhD 
CLINICAL  PHARMACOLOGY 

Thomas  D.  Downs,  PhD 
BIOMETRICS 

Warren  E.  Schaller,  HSD 
Charles  F.  Kegley#  PhD 
ALLIED  HEALTH  SCIENCES 

Hester  Beth  Bland,  HSD 
HEALTH  EDUCATION 


Certified  American  Board  of  Allergy  and  Immunology 

Diplomates  American  Boards  of  Pediatrics  and  Allergy 

6969  Brompton  (at  Holcombe),  Houston#  Texas  77025;  713  661-1444 


Anesthesiology 


Diplomates  American  Boards  of  Internal  Medicine, 
Cardiology,  Gastroenterology#  Hematology  and  Oncology 


SOUTHWEST  DAY  HOSPITAL 

4801  Woodway.  Suite  195  West.  Houston,  Texas  77056;  713  871-0266 

Partial  Hospitalization  Services 

Day,  night#  weekend 

Full  range  of  Psychotherapy  and  Activity  Services 
Biofeedback  and  Psychological  Testing 

Programs 

General  Psychiatric 
Eating  Disorders 
Chemical  Dependency 

THOMAS  A.  BLOCHER,  MD 
Medical  Director 


Colon  & Rectal  Surgery 


FT.  WORTH  PROCTOLOGIC  CLINIC.  PA 
Colon  and  Rectal  Surgery  and  Colonoscopy 
Sommai  Sehapayak,  MD,  FACS.  FICS 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

1050  West  Rosedale,  Fort  Worth,  Texas  76104; 

817  338-4501  (24  hours) 


DRS.  TALMAGE  & HAY,  PA 
Diagnostic  & Therapeutic  Nerve  Blocks 
Epidural  Steroid  Therapy 

Edward  A.  Talmage.  MD 
Richard  C.  Hay,  MD 

Diplomates  American  Board  of  Anesthesiology 

7777  Southwest  Freeway,  Suite  1052,  Houston  77074;  713 


DAVID  S.  PITA,  MD 
Colon  and  Rectal  Surgery 
Colonoscopy 

Barnett  Tower.  Baylor  Medical  Plaza 
3600  Gaston  Ave..  Suite  411 
Dallas,  Texas  75246 

988-7558  Telephone  214  821-4300 
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Dermatology 


ERIC  A.  ORZECK,  MD,  FACP 


DAVID  R.  WEAKLEY.  MD,  FACP 

Dermatology — Dermatological  Surgery 

Including  Dermabrasion,  Chemical  Peeling 
and  Collagen  Injections 

Medical  City  Dallas.  Suite  214.  7777  Forest  Lane 

Dallas.  Texas  75230;  Phone  214  661-7460 

Endocrinology  & Diabetes 

8181  North  Stadium  Drive.  Houston.  Texas  77054;  713  797-9922 

Gastroenterology 

WILLIS  I.  COTTEL,  MD 

Practice  Limited  to  Skin  Cancer 

Mohs'  Chemosurgery 

Baylor  Medical  Plaza.  3600  Gaston  Avenue 

Suite  1154.  Dallas.  Texas  75246;  214  827-5960 

CECIL  O.  PATTERSON.  MD,  FACP 

Gastroenterology,  Gastroscopy,  Esophagoscopy 

9000  Harry  Hines  Boulevard.  Dallas.  Texas  75235 

214  358-2545 

DERMATOLOGY  ASSOCIATES  OF  SAN  ANTONIO 

lames  Lewis  Pipkin.  MD  Mary  Jo  Montgomery,  MD 

Diseases  of  the  Skin,  Skin  Cancer, 

Mucocutaneous  Virology 

108  Tendick.  San  Antonio.  Texas  78209;  512  222-8651.  222-2001 

(East  at  2700  block  Broadway  on  Brackenridge  Ave;  up  hill  ior  3 

blocks  to  Tendick  on  left.  Oiiice  in  middle  oi  block.  Note  signs  and 

arrows.) 

DRS.  BAILEY,  DOUGLAS  AND  DEVANEY 
ASSOCIATION 

3434  Swiss  Avenue.  Suite  303.  Dallas.  Texas;  214  823-5180 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  MD 

F.  Clark  Douglas,  MD 

George  T.  DeVaney,  MD 

DERMATOLOGY  ASSOCIATES  OF  DALLAS 

David  S.  Alkek,  MD 

Hair  Transplantation,  Scalp  Reduction, 

General  Surgery 

Dermabrasion,  Chemical  Peel  and  Collagen 

Medical  City  Dallas.  7777  Forest  Lane,  Building  B, 

Suite  309,  Dallas,  Texas  75230;  telephone  214  788-0088 

DRS.  VANDERPOOL.  LANE.  WINTER  & BONE 

David  Vanderpool,  MD,  FACS  John  W.  Winter,  MD,  FACS 

B.  Ward  Lane,  MD.  FACS  G.  Edward  Bone.  MD,  FACS 

Diplomates  American  Board  oi  Surgery 

General  & Peripheral  Vascular  Surgery 

1008  N.  Washington,  Dallas,  Texas  75204;  214  823-2650 

7777  Forest  Lane.  Suite  204.  Dallas,  Texas  75230;  214  661-7860 

MOHS  SURGERY 

FOR  PRIMARY  AND  RECURRENT 

CANCER  OF  THE  SKIN 

Forrest  C.  Brown.  MD 

Medical  City  Hospital 

7777  Forest  Lane.  Dallas.  Texas  75230;  214  661-4537 

ROBERT  J.  TURNER,  m.  MD.  FACS 

Diplomats  American  Board  oi  Surgery 

ROBERT  P.  FULLER.  MD 

Mohs'  Skin  Cancer  Surgery  and  Cutaneous 

Surgery  and  Surgical  Oncology 

1350  South  Main,  Suite  1200. 

Fort  Worth  76104;  817  335-8311 

Cosmetic  Surgery 

909  Frostwood,  Suite  330,  Houston.  Texas  77024 

Telephone  713  464-9346 

Hand  Surgery 

Diagnostic  Radiology 

L.  LEE  LANKFORD,  MD 

Diplomats  American  Board  oi  Orthopaedic  Surgery 

DAVID  J.  ZEHR,  MD — Microsurgery 

ARNOLD  V.  DiBELLA,  MD 

COMPUTED  TOMOGRAPHY 

Temple  Independent  Scanner 

Stephen  J.  Vancura.  MD 

High  Resolution  In/Out  Patient  CT  (Head  or  Body) 

Including  Tumor  Biopsy,  Interventional  Radiology 

2027  S.  61st  St..  Suite  116.  Temple,  Texas  76501 

817  774-9994 

Note:  24  hr.  Emergency  Services  Available 

Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave..  Suite  450.  Dallas.  TX  75246;  214  823-5351 

LANKFORD  HAND  SURGERY  ASSN. 

ROBERT  E.  BUNATA.  MD,  PA 

B.  J.  WROTEN,  MD 

Endocrinology 

Surgery  of  the  Hand 

801  West  Terrell,  Ft.  Worth,  Texas  76104 

Telephone  817  335-5411 

ENDOCRINE  ASSOCIATES  OF  DALLAS.  PA 

Stanley  Feld.  MD,  FACP 

Richard  Sachson.  MD,  FACP 

Steven  Doriman.  MD,  FACP 

Stephen  Aronolf,  MD.  FACP 

Diplomates  oi  American  Board  oi  Internal  Medicine 
and  Endocrinology  and  Metabolism 

Practice  Limited  to  Endocrinology  & Diabetes 

5480  LaSierra  Drive,  Dallas,  Texas  75231;  214  363-5535 

W.  DENNIS  STRIPLING,  MD,  PA 

MICHAEL  V.  DOYLE,  MD.  PA 

Diplomates  American  Board  oi  Orthopaedic  Surgery 

Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

8220  Walnut  Hill  Lane.  Suite  606.  Dallas.  Texas  75231;  214  368-3776 

TMA  Physician  Placement  Service 

. . . Another  service  oi  your  association 

TMA  Practice  Management  Workshops 

. . . Another  service  of  your  association 
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KENNETH  D.  GLASS,  MD,  FACS 

Diplomate.  American  Board  oi  Orthopedic  Surgery 

Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

5959  Harry  Hines  Blvd..  Suite  812.  Dallas  75235 
Telephone  214  631-7488 

ADRIAN  E.  FLATT,  MD,  FRCS 

Chiei.  Department  oi  Orthopaedic  Surgery 
Baylor  University  Medical  Center 

Reconstructive  Surgery  of  the  Hand 

Suite  412.  Doctor's  Building.  3707  Gaston  Avenue, 

Dallas,  Texas  75246;  Oiiice  214  823-9440 


EL  PASO  NEUROLOGICAL  INSTITUTE 

Proiessional  Association 

Neurology,  Neurosurgery,  Electroencephalography 
Neuro-Radiology,  Computerized  Tomography 

lohn  T.  O'Neal.  MD.  Neurosurgery 

Robert  D.  Schneider.  MD,  Neurology  and  Electroencephalography 
Steven  K.  Crouse.  MD,  Neurology  and  Electroencephalography 

Murchison  Medical  Bldg..  Suite  307 
1810  Murchison  Drive.  El  Paso.  Texas  79902 
Telephone  915  532-8901 


ROBERT  A.  ERSEK,  MD 
U.  GADARIA,  MD,  FACS 

Diplomate  oi  American  Board  oi  Surgery 

Surgery  of  the  Hand 

30th  & Red  River,  Austin,  Texas  78704 
24  HR#  512  474-HAND 


WILLIAM  J.  VAN  WYK,  MD,  PA 
Surgery  of  the  Hand 

803  West  Terrell,  Fort  Worth,  Texas  76104 
Telephone  817  877-3113 


Neurological  Surgery 


DRS.  LONG,  SCOTT  & COON 
NEUROSURGERY  ASSOCIATION 
Neurological  Surgery  and  Microneurosurgery 

R.  Gordon  Long,  MD,  FACS 
Bennie  B.  Scott,  MD,  FACS 
John  V.  Coon,  MD 

Diplomates  American  Board  oi  Neurological  Surgery 
Baylor  Medical  Plaza.  605  Barnett  Tower.  3600  Gaston  Avenue. 
Dallas,  Texas  75246;  Telephone  214  826-7060 


DOCTORS  SMITH.  WHEELER  AND  PARKER.PA 

Ronald  Smith.  MD,  Retired 
Joe  Ellis  Wheeler.  MD 
Leighton  B.  Parker,  MD 
David  Allen  Cech,  MD 

920  South  Lake,  Fort  Worth,  Texas  76104 
Telephone  817  336-0551 


DALLAS  NEUROSURGICAL  ASSOCIATION 
Neurological  Surgery  and  Microneurosurgery 

Charles  W.  Simpson,  MD  Richard  H.  Jackson.  MD 

Morris  Sanders.  MD  Casey  E.  Patterson,  MD  (Retired) 

W.  Robert  Hudgins.  MD 


5959  Harry  Hines  Blvd..  St.  Paul  Proiessional  Bldg.  Suite  620. 
Dallas.  Texas  75235;  214  637-0420 


8210  Walnut  Hill  Lane.  Presbyterian  Proiessional  Bldg..  Suite  905. 
Dallas.  Texas  75231;  214  369-7596 


JACK  E.  McCALLUM,  MD.  PA 
PHILIP  C.  BECHTEL,  MD,  PA 
WARREN  D.  WILSON.  MD,  PA 

Diplomates  oi  the  American  Board  oi  Neurological  Surgery 
1522  Cooper.  Fort  Worth,  Texas  76104;  817  336-1300 


Nuclear  Medicine 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

G411  South  Main  Street,  Houston,  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  ior  Diagnostic 
Radioactive  Tests  In:  Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neurosurgery,  Urology. 
Ophthalmology,  Obstetrics-Gynecology  and  Non-Invasive 
Nuclear  Cardiology 

Herbert  C.  Allen,  Jr.  MD.  FACNM 
Director  — 713  790-0540 

Diplomate  American  Board  oi  Nuclear  Medicine 


HERBERT  C.  ALLEN.  JR,  MD,  FACNM 
Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Proiessional  Bldg..  Houston.  Texas  77030;  713  790-0540 
Diplomate  American  Board  oi  Nuclear  Medicine 


Oncology 


HEMATOLOGY-ONCOLOGY  ASSOCIATES  OF 
HOUSTON.  PA 

Gary  B.  Fleishman,  MD  Joel  W.  Abramowitz,  MD,  PhD 

Diplomates  oi  the  American  Boards  oi  Internal  Medicine  & Medical 
Oncology 

Diplomate  oi  the  American  Board  oi  Hematology  (JWA) 

909  Frostwood,  Suite  120,  Houston,  TX  77024;  713  467-1630 
6565  DeMoss.  Suite  211.  Houston.  TX  77074;  713  270-1188 


Ophthalmology 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser,  MD  Dwain  G.  Fuller,  MD 

William  B.  Snyder,  MD  Gary  Edd  Fish,  MD 

William  L.  Hutton.  MD  Rand  Spencer,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

5421  LaSierra.  Dallas.  Texas  75231;  214  692-6941 
3600  Gaston  Avenue,  Dallas,  Texas  75246;  214  821-4540 

BRUCE  C.  TAYLOR.  MD 
RICHARD  L.  WINSLOW,  MD 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

2811  Lemmon  Ave.  E.  Dallas.  Texas  75204 
214  521-1153;  1-800-442-5376 


TMA  Postgraduate  Courses 

. . . Another  service  of  your  association 


TMA  Physicians  Benevolent  Fund 

. . . Another  service  of  your  association 
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TEXAS  MEDICINE 


EYE  ASSOCIATES 

Diseases  and  Surgery  of  the  Eye 

Charles  A.  Sargent.  MD 
Alan  C.  Baum.  MD 
R.  Edwin  Pitts,  MD 
William  Decker.  MD 

7777  Southwest  Freeway,  St.  91G.  Houston.  Texas  77074;  713  777-7145 

STUART  A.  TERRY,  MD 
Sub-Specialty  Glaucoma 

M&S  Tower.  Suite  401.  730  N.  Main. 

San  Antonio,  Texas  78205;  512  226-5191 


SOUTHWEST  RETINA  CONSULTANTS,  PA 

Diseases  and  Surgery  oi  the  Retina  and  Vitreous 

Roy  A.  Levit,  MD 
Clifford  M.  Ratner,  MD 

Sierra  Towers,  Suite  3800,  1700  Curie 
El  Paso.  Texas  799C2;  915  532-3912 


BRIAN  B.  BERGER,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Park  St.  David  Professional  Building,  Suite  106, 

80C  East  30th  Street,  Austin  78705;  512  479-8101  day  or  night 


LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 

Diplomats  American  Board  oi  Ophthalmology 

Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton.  El  Paso.  Texas  79902;  915  545-2333 


JUDSON  P.  SMITH.  MD 

Diplomate/American  Board  of  Ophthalmology 

General  Ophthalmology  and  Ophthalmic  Surgery 
of  the  Anterior  Segment 

1350  South  Main.  Suite  3100.  Fort  Worth.  Texas  76104;  817  338-4081 


EDWIN  C.  AUGUSTAT,  MD 

Ophthalmic  Plastic  and  Reconstructive  Surgery 

1400  South  Main.  Suite  503,  Fort  Worth.  Texas  76104;  817  338-4183 


RETINA  SOUTHWEST 

Limited  to  Diseases  and  Surgery  oi  the  Retina  and  Vitreous 

Gary  Mason,  MD 

7777  Southwest  Freeway,  St.  934.  Houston.  Texas  77074; 
Telephone  713  988-2020 


OPHTHALMOLOGY  ASSOCIATES 

JOE  L.  BUSSEY,  MD — Cataract  and  Lens  Implant  Surgery 
RUFUS  A.  ROBERTS,  MD — Diseases  and  Surgery  of  the  Retina 
Cataract  and  Lens  Implant  Surgery 
THOMAS  H.  SMITH,  MD — Ophthalmic  Plastic  and  Reconstructive 
Surgery 

DAN  E.  BRUHL,  MD — Cataract  and  Lens  Implant  Surgery 
JOHN  W.  ZERDECEI,  MD — Cataract  and  Lens  Implant  Surgery 
Refractive  Surgery 

DORIS  E.  JENSEN.  MD— Medical  Ophthalmology 

DAVID  HENDRICKS,  MD — Medical  and  Surgical  Ophthalmology 

JAMES  A.  SAVAGE,  MD — Glaucoma  Consultation  and  Surgery 

308  S.  Henderson,  Fort  Worth.  Texas  76104 
817  355-5435,  appointments  817  335-6070 
se  habla  espanol 


RAND  SPENCER.  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous  Orthopedic  Surgery 


555  Wadley  Tower.  Baylor  Medical  Plaza. 

3600  Gaston  Avenue.  Dallas.  Texas  75246 
Telephone  214  821-4540 

RETIN A-VITREOUS  ASSOCIATES 

W.  Rex  Hawkins.  MD 
Van  W.  Teeters.  MD 

Limited  to  Retina  and  Vitreous 

6436  Fannin.  Houston.  Texas  77030;  713  797-1531 


BELLAIRE  EYE  ASSOCIATES 

Warren  D.  Cross.  MD 

6802  Mapleridge,  Bellaire,  Texas  77401 
Telephone  713  666-4224 


HAROLD  GRANEK.  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 


L.  Ray  Lawson.  MD 
George  Truett  James,  MD 
Robert  D.  Vandermeer,  MD 
Wynne  M.  Snoots.  MD 
R.  Stephen  Curtis,  MD 
William  A.  Bruck,  MD 
W.  Z.  Burkhead,  Jr..  MD 

W.  B.  CARRELL  MEMORIAL  CLINIC 

A Professional  Association 

2828  Lemmon  Ave.,  Dallas,  Texas  75204;  214  521-2191 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue.  Fort  Worth.  Texas;  817-335-4316 

Louis  J.  Levy.  MD,  PA 
Henry  C.  McDonald.  Jr,  MD 
Fred  W.  Sanders.  MD 
James  M.  Beckley.  MD 
Joseph  H.  Gaines.  MD 
Steven  J.  Mackey.  MD,  PA 


F.  Carlton  Hodges.  MD 
J.  Price  Brock.  Jr.  MD 
Mervyn  B.  Fouse.  MD 
John  H.  Judd.  Jr.,  MD 

ORTHOPEDIC  ASSOCIATES  OF  ABILENE 

Diplomates  American  Board  of  Orthopedic  Surgery 
1701  Pine  Street.  Abilene.  Texas  79601 


Medical  Tower.  Suite  220.  1550  West  Rosedale. 
Fort  Worth.  Texas  76104;  817  332-6200 


EYE  ASSOCIATES  OF  SAN  ANTONIO 

343  W.  Houston,  Rosa  Verde  Towers  #709 
San  Antonio.  Texas  78205;  512  225-6705 

Diseases  and  Surgery  of  the  Eye 

Gilberto  Aguirre,  MD,  PA 
Roberto  San  Martin,  MD,  PA 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

James  W.  Speights,  MD 


HOUSTON  ORTHOPEDIC  CENTER 

Donald  T.  Lazarz.  MD 
Lee  C.  Detenbeck.  MD 
Thomas  S.  Padgett.  MD 
John  J.  DeBender.  MD 

Twelve  Oaks  Tower.  4126  Southwest  Freeway.  Suite  200. 

Houston.  Texas  77027;  713  622-5100  and 

Parkway  Towers  Professional  Building,  Suite  202. 

150  West  Parker  Road.  Houston.  Texas  77076;  713  691-3905 


TMA  Action  monthly  newsletter 

. . . Another  service  of  your  association 
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LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 
Orthopedic  Surgery — Surgery  of  the  Hand 

Royce  C.  Lewis.  Jr.  MD 
Kenneth  C.  Scholz.  DDS.  MD,  PA 
John  Paul  Theo.  MD,  PA 
Robert  A.  Peinert,  Jr.,  MD 

3702  21st  St.  Suite  9.  Lubbock.  Texas  79410;  806  795-8261 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr.  MD 

E.  E.  Rising,  Jr,  MD,  Emphasis  on  Hand  Surgery 
C.  Poindexter,  MD 

C.  R.  Vavrin,  MD,  Emphasis  on  Sports  Medicine 
Diplomates  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road,  Arlinaton,  Texas  76012;  817  261-8284 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

F.  Leon  Ware,  MD  Huntly  G.  Chapman,  MD 

Dan  R.  Sutherland.  MD  Phillip  E.  Hansen,  MD 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 

R.  Dan  Loyd,  MD 

Orthopedic  Surgery 

3600  Gaston  Avenue.  Suite  303.  Dallas.  Texas  75246;  214  823-7090 
Medical  City  Dallas  II.  7777  Forest  Lane.  Suite  2116. 

Dallas.  Texas  75230;  214  661-7010 


HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart,  MD 
H.  Kendall  Hamilton,  MD 

5620  Greenbriar,  Houston.  Texas  77005 
Telephone  713  526-6262 

ORTHOPEDIC  FOOT  SURGERY  ASSOCIATES 
Surgery  <S  Diseases  of  the  Foot  and  Ankle 

Charles  E.  Graham.  MD 

8345  Walnut  Hill  Lane.  Suite  105.  Dallas  75231;  214  369-4361 
Donald  M.  Mauldin.  MD 

6161  Harry  Hines.  Suite  220,  Dallas  75235;  214  630-8646 


ANGELO  L.  OTERO,  MD,  AAOS,  FACS 

A Professional  Association 

Orthopedic  Surgery,  Arthroscopy, 
Arthroscopic  Surgery 

Medical  Tower  Building.  1550  West  Rosedale.  Suite  410. 
Fort  Worth.  Texas  76104;  817  336-3906 
Answered  24  Hours 


Otolaryngology 


Drs.  Morton,  Blumenfeld  & Charbonneau,  PA 
ENT,  ENT  Allergy,  Cosmetic  Facial  Surgery 

R.A.D.  Morton.  Jr..  MD.  FACS 

Ronald  J.  Blumenfeld,  MD,  FACS 

Paul  A.  Charbonneau,  MD,  FACS 

Diplomates,  American  Board  of  Otolaryngology 

1733  Curie,  Suite  100,  El  Paso,  Texas  79902;  915  533-5461 

9398  Viscount,  1-E,  El  Paso,  Texas  79925;  915  592-8666 


Pathology 


FORT  WORTH  MEDICAL  LABORATORIES 

Dorothy  Patras,  MD 

Anatomic  Pathology  and  Consultation  in 
Clinical  Pathology 

1400  Pennsylvania  Avenue.  Fort  Worth.  Texas  76104 
Mailing  address:  P.O.  Box  1118.  Fort  Worth.  Texas  76101 
Telephone  817  336-7137 


J.  S.  WILKENFELD,  MD.  MEDICAL  LABORATORIES. 
INC. 

J.  S.  Wilkenfeld,  MD 

Diplomat*  oi  th*  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 
Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road.  P.O.  Box  55008  Houston.  Texas  77055;  713  468-0738 
Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 


AUSTIN  PATHOLOGY  ASSOCIATES 
MEDICAL  PARKWAY  CLINICAL  LABORATORY 

Anatomic  and  Clinical  Pathology,  Electron 
Microscopy,  Cytology  and  Dermatopathology 

Computerized  Results  Reporting  With  Telecommunications  Available 

A.  Q.  Da  Silva,  MD  Paul  A.  LeBourgeois.  MD 

Donald  A.  Parsons.  MD  Phillip  C.  Collins.  MD 

William  J.  Reitmeyer.  MD  David  R.  Ralph.  MD 

RENAL  PATHOLOGY:  Gerald  A.  Beathard.  MD 
Main  Lab:  711  W.  38th  Street — Suite  C-ll,  Austin,  Texas  78705 
Mailing  Address:  P.O.  Box  9806.  Austin.  Texas  78766-0806 
Telephone:  512  452-2529 

Specimens:  Mail  to  Main  Lab 
Ofiice  Pickup  Service  in  Austin  Area 


G.  S.  GILL,  MD,  PA 

Orthopedic  Surgery — Surgery  of  the  Hand 

3601  22nd  Place.  Lubbock.  Texas  79410 
Telephone  806  797-9119 


ORTHOPEDIC  SURGERY,  TEXAS  TECH  UNIV. 
SCHOOL  OF  MEDICINE 

Gerald  S.  Laros,  MD,  Low  Back  Problems 

Robert  F.  McCarron  II,  MD,  Traumatology  and  Spinal  Surgery 
William  W.  Robertson,  Jr.,  MD,  Pediatric  Orthopaedic  Surgery 
Robert  P.  Yost,  MD,  Sports  Medicine,  Arthroscopic  Surgery 
Gerhard  E.  Maale,  MD,  Musculoskeletal  Tumor  Surgery, 

Adult  Reconstructive  Surgery 
Health  Sciences  Center  Building,  3601  4th,  Lubbock  79430 
Orthopaedic  Clinic,  806  743-2475;  Cerebral  Palsy  Clinic,  806  743-30C8 

ORTHOPAEDIC  SURGERY  ASSOCIATES  OF 
SAN  ANTONIO,  PA 

Jesse  C.  DeLee,  MD  John  A.  Evans,  MD 

Diplomates  ABOS  Fellows  AAOS 

Athletic  Medicine,  Reconstructive  and  Traumatic 
Surgery  of  the  Foot,  Knee  and  Hip 

414  Navarro,  Suite  1128,  San  Antonio,  Texas  78205;  512  225-6045 
7711  Louis  Pasteur,  Suite  209,  San  Antonio,  Texas  78229;  512  697-9888 


Representing  TMA's  legislative  views 


. . . Another  service  of  your  association 


Physical  Medicine  & Rehabilitation 


WARM  SPRINGS  REHABILITATION  HOSPITAL 
GONZALES  WARM  SPRINGS  FOUNDATION,  INC. 

P.O.  Box  58,  Gonzales,  Texas  78629 
Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy,  Speech  Therapy, 

Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 
David  E.  Gumper,  Administrator 
Larry  E.  Browne,  MD,  Medical  Director 


ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  226-2424 


Plan  to  attend  1985-1986  TMA  meetings: 

Fall  Conference — Austin 
September  21,  1985 

Winter  Conference — Austin 
February  8,  198G 

Annual  Session — Dallas 
May  7-11.  1986 
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TEXAS  MEDICINE 


Plastic  Surgery 


Thomas  D.  Cronin.  MD.  FACS  Laurence  E.  Wolf.  MD,  FACS 

Raymond  O.  Brauer.  MD,  FACS  Benjamin  E.  Cohen.  MD.  FACS 
Thomas  M.  Biggs.  MD.  FACS  Ernest  D.  Cronin.  MD.  FACS 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

7000  Fannin  St.,  Suite  2400,  Houston,  Texas  77030;  713  795-5930 


HOUSTON  PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  MD.  FACS 
Jonathan  J.  Dora,  MD,  FACS 
David  J.  Katrana,  DDS,  MD,  FACS 
James  B.  Stafford,  IV,  MD 
David  A.  Lee,  MD 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

6560  Fannin,  Suite  750,  Houston,  Texas  77030;  795-5575 


FORT  WORTH  PLASTIC  SURGERY  CLINIC 
David  A.  Grant,  MD,  FACS 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic  and  Reconstructive  Plastic  Surgery 
Raymond  A.  Faires,  MD 

Diplomate  American  Board  of  Surgery 

Plastic  and  Reconstructive  Surgery 
Hand  and  Micro  Surgery 

£06  Medical  Plaza  Building 

800  Eighth  Avenue,  Fort  Worth,  Texas  76104 

817  335-4752  817  332-9441 


VALENTIN  GRACIA,  MD,  FACS,  FICS 

Diplomate  American  Board  oi  Plastic  Surgery 

Aesthetic  Surgery — Bums 

1001  W.  Rosedale,  P.O.  Box  2476,  Fort  Worth,  Texas  76113;  817  336-0446 


WILLIAM  E.  BARNES.  MD 

Diplomate  American  Board  oi  Plastic  Surgery 

Cosmetic  Surgery 

Plastic  <S  Reconstructive  Surgery 

1301  West  38th  Street,  Suite  608,  Austin,  Texas;  454-7659 

JOHN  E.  CARTER.  MD.  PA 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

7711  Louis  Pasteur  Drive,  Suite  801.  San  Antonio,  Texas  78229 
Telephone:  (Area  Code  512)  Office  696-2390  Medical  Exchange  227-6331 


JACK  L.  CONLEE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

CHIU  ROBINSON,  MD 
Plastic  and  Cosmetic  Surgery 

613  Elizabeth,  Suite  401,  Corpus  Christi,  Texas  78404;  882-4566 


PLASTIC  SURGERY  ASSOCIATION 

Leonard  Koch,  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3601  21st  Street.  Suite  5,  Lubbock,  Texas  79410;  806  792-2313 


STEPHEN  C.  LESAUVAGE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

825  Medical  Drive,  Tyler.  Texas  75705;  214  593-8296 

JOSEPH  P.  FLEMING,  MD,  FRCS(C),  FACS 
Plastic  and  Reconstructive  Surgery 

1213  Hermann  Drive,  Suite  645.  Park  Plaza  Professional  Building 
Houston.  Texas  77004;  713  524-7545 


JAMES  L.  MOORE.  MD.  FACS,  PA 

Diplomats  American  Board  oi  Plastic  Surgery 

Plastic  and  Reconstructive  Surgery 

1200  Binz,  Suite  730 

Houston.  Texas  77004;  713  526-6161 


PLASTIC  SURGERY  CUNIC  OF  AUSTIN 

Robert  A.  Ersek,  MD 
U.  Gadaria,  MD.  FACS 

Diplomates  of  American  Board  of  Plastic  Surgery 

Aesthetics,  Plastic,  Reconstructive, 
Suction  Lipectomy,  and  Hand  Surgery 

30th  <5  Red  River,  Austin,  Texas  78705 
24  HR#  512  479-6805  <S  512  474-HAND 


The  Burn  Care  Associates  has  been  organized  to  provide  care  for 
burned  patients.  Care  for  every  phase  of  burn  trauma  will  be  provided 
from  resuscitation  to  late  rehabilitation. 

John  E.  Carter,  MD  David  Mclnnis,  MD 

Lebaron  W.  Dennis,  MD  Donald  Novick,  MD 

Michael  M.  Duffy,  MD  Millie  Smith,  Coordinator 

Joe  Ford,  MD 

BURN  CARE  ASSOCIATES 

302  Oak  Hills  Building,  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 
Telephone  512  694-0973 

ROBERT  M.  WRIGHT,  JR„  MD 
VALERIE  WRIGHT,  MD 

Plastic,  Reconstructive,  Hand 
and  Microvascular  Surgery 

1700  Providence  Drive,  Waco,  Texas  76707 
Telephone  817  756-0111 


TEODORO  A.  SAIEH,  MD,  PA 

Plastic  and  Reconstructive  Surgery, 
Cosmetic  Surgery,  Hand  Surgery 

2601  Hospital  Blvd.,  202-B.  Corpus  Christi  78405 
Telephone  512  884-9575 


ROGER  D.  HARMAN.  MD 

Aesthetic,  Plastic  and  Reconstructive  Surgery 
Hand  and  Microsurgery 

747  Eighth  Avenue.  Fort  Worth,  Texas  76104 
817  335-4044 


TMA  Physician  Health  and  Rehabilitation 


Hotline— 512  477-5575 
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Psychiatry 


DALLAS  PSYCHIATRIC  ASSOCIATES. 
A PARTNERSHIP 


ROBERT  E.  HAZLEWOOD,  MD 

Psychiatry,  Somatic  Therapies.  Alcoholism  and 
Drug  Abuse.  Individual  & Group  Psychotherapy. 
(Adults  & Adolescents — Hospitalization  & Outpatient) 

Department  of  Psychology 

Medical  Science  Psychiatric  Center 

711  W.  38th.  Suite  C-4,  Austin.  Texas  78705;  512  458-9286 


GONZALO  A.  AILLON,  MD 
Psychiatry-Bilingual 


Inpatient  and  Outpatient  Services  for 
Adolescent  Psychiatry,  Adult  Psychiatry, 
Treatment  of  Alcoholism 


Larrie  W.  Arnold,  MD 
David  R.  Baker.  MD 
Gary  L.  Etter.  MD 
Bradford  M.  Goff.  MD 
Fred  L.  Griffin.  MD 
Joel  A.  Holiner.  MD 


R.  Sanford  Kiser.  MD 
William  R.  Lynch.  MD 
Claude  R.  Nichols.  MD 
William  M.  Pederson.  MD 
Leslie  H.  Secrest.  MD 
Angela  M.  Wood,  MD 


Brookhaven  Professional  Plaza.  LBJ  at  Webbs  Chapel 

10  Medical  Parkway.  Suite  304.  Dallas.  Texas  75234 

Medical  City  Dallas.  7777  Forest  Lane.  Suite  2411.  Dallas.  Texas  75230 

Telephone  214  247-1150 


3450  Wheatland  Road.  Suite  120 
Dallas.  Texas  75211;  214  296-6241 


RICHARD  G.  JAECKLE.  MD 
Psychiatry 

Diplomats.  American  Board  Psychiatry  & Neurology,  Child  Psychiatry 
Diplomate.  American  Board  Psychiatry  & Neurology,  Psychiatry 

Presbyterian  Professional  Building  II.  Suite  404. 

8220  Walnut  Hill  Lane.  Dallas.  Texas  75231;  214  696-0964 


CONSIDINE/BLOCHER.  PA 
Psychiatry,  Chemical  Dependency, 

Individual  Psychotherapy 

(Adults/Adolescents.  Hospitalization.  Day  Hospital  or  Outpatient) 
lames  F.  Considine.  MD 
Thomas  A.  Blocher.  MD 

5005  Woodway,  Suite  220,  Houston.  Texas  77056;  713  871-0855 


Pulmonary  Diseases 


C.  MARSHALL  BRADSHAW,  MD,  PA 
Psychiatry,  Somatic  Therapies 
Clinical  Electroencephalography 

Suite  722.  1550  W.  Rosedale.  Fort  Worth.  Texas  76104 
Telephone  817  335-9409 


TIMBERLAWN  PSYCHIATRIC  HOSPITAL 

Inpatient  and  Outpatient  Services  for  Child, 

Adolescent  and  Adult  Psychiatry 

lerry  M.  Lewis.  MD 
Doyle  I.  Carson.  MD 
Keith  H.  Johansen.  MD 
lames  K.  Peden.  MD 
Charles  G.  Markward.  MD 
Byron  L.  Howard,  MD 
Roy  H.  Fanoni.  MD 
Mark  P.  Unterberg.  MD 
John  G.  Looney.  MD 
Kathleen  B.  Erdman,  MD 
Don  C.  Payne.  MD 
Mark  J.  Blotcky.  MD 
L.  Dwight  Holden,  MD 

4600  Samuell  Blvd.,  Dallas,  Texas  75228 
214  381-7181 


TITUS  HARRIS  CLINIC 

Inpatient  & Outpatient  Services 
(Open  and  Closed  Units) 

Practice  limited  to  Psychiatry 

E.  C.  McDonald,  Jr..  MD — Individual  and  Group  Psychotherapy 
Grace  K.  Jameson,  MD — Child.  Adolescent  and  Family  Psychiatry 
E.  Ahmed  Zein-Eldin.  MD — General  Psychiatry,  Somatic  Therapies 
William  W.  Bondurant,  III,  MD — General  Psychiatry,  Somatic  Therapies 
A.  O.  Singleton.  III.  MD — General  and  Adolescent  Psychiatry 
J.  B.  Rust,  MD — Substance  Abuse  Program,  Child  Psychiatry 
Constance  Stout.  ACSW — Individual  and  Family  Psychotherapy 
Pam  Peirsol.  ACSW — Individual  and  Family  Psychotherapy 
Ann  Brestrup,  ACSW — Individual  and  Family  Psychotherapy 
Mary  Middleton,  ACSW — Individual  and  Family  Psychotherapy 

200  University  Boulevard.  Suite  620,  Galveston,  Texas  77550 
Telephone  713  765-6321 


John  R.  Burk.  MD,  FACP  David  R.  Stoop.  MD.  FACP.  FCCP 

Mitchell  C.  Kuppinger.  MD,  FCCP  W.  Steven  Trombold.  MD,  FCCP 
David  M.  Webb,  MD.  FCCP  David  H.  Plump,  MD,  FCCP 

Diplomates  of  American  Board  of  Internal  Medicine 

PULMONARY  CONSULTANTS  OF  TEXAS.  PA 

Physiology,  Diagnosis  Therapy,  Bronchoscopy, 
Pulmonary  Function,  Intensive  Care,  Pulmonary 
Angiography,  Pulmonary  Rehabilitation, 

Sleep  Apnea 

1413  Eighth  Avenue.  Suite  A.  Fort  Worth,  Texas  76104;  817  926-0242 

801  Road  to  Six  Flags  West.  Suite  137.  Arlington.  Texas  76012; 

817  461-0201  (Metro) 


Radiology 


THERAPEUTIC  RADIOLOGY  AT 
MEMORIAL  HOSPITAL 

Radiotherapy  Department 
7600  Beechnut 
Houston,  Texas  77074 

713  776-5622  Day  Phone 

713  776-5170  Night  and  Weekends 

Carlos  H.  Fernandez,  MD 

Diplomats  American  Board  of  Therapeutic  Radiology 

Practice  Limited  to  Radiation  Oncology 
External  or  Internal  Irradiation 
Inpatient  and  Outpatient  Services 


Rheumatology 


DON  E.  CHEATUM,  MD,  FACP,  FCCP 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas.  Texas  75204;  823-4151 


Paul  M.  Hamilton.  MD 
Jerry  M.  Lewis,  III.  MD 
Tom  G.  Campbell,  MD 
Jeffrey  Glass.  MD 
Grover  M.  Lawlis,  MD 
Conway  McDonald,  MD 
Gary  L.  Malone,  MD 
Edgar  P.  Nace,  MD 
Ernest  N.  Brownlee.  MD 
Michael  Madigan,  MD 
Perry  Talkington.  MD 
Joseph  D.  Gaspari.  MD 


TMA  Memorial  Library 
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TEXAS  MEDICINE 


Thoracic  Surgery 

ALLAN  L.  GRAHAM.  MD.  FACS* 

KARAMAT  U.  CHOUDHRY,  MD.  FACS 
ROBERT  W.  MILEY,  MD.  FACS 
RICHARD  L.  SHEPHERD.  MD 

Diplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 
•Also  certificate  of  special  qualification  in  general  vascular  surgery. 
American  Board  of  Surgery 

Cardiac.  Thoracic  and  Vascular  Surgery  Associates 
515  South  Adams,  Fort  Worth.  Texas  76104;  817  332-7878 


RICHARD  E.  WOOD.  MD 
ROBERT  E.  RAWITSCHER,  MD 
THOMAS  P.  MEYERS,  MD 
Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza.  Barnett  Tower,  3600  Gaston  Avenue, 
Suite  404.  Dallas.  Texas  75246;  214  827-3890 
Hours  By  Appointment 


BERNARD  R.  JACK,  MD,  PA,  FACS 

Diplomate  American  Board  of  Surgery  and 
American  Board  of  Thoracic  Surgery 


Cardiac,  Vascular  & Thoracic  Surgery 

800  Eighth  Avenue,  Suite  432,  Fort  Worth.  Texas  76104 
817  336-1700 


JIM  S.  GARZA,  MD 
Cardiovascular  and  Thoracic  Surgery 

American  Board  of  General  Surgery 
American  Board  of  Thoracic  Surgery 

Practice  in  The  Methodist  Hospital 

Texas  Medical  Center,  7707  Fannin,  Suite  280, 

Houston  77054;  713  795-5527 


Urology 


ELGIN  W.  WARE,  JR,  MD 
GEORGE  E.  HURT.  JR,  MD 
L.  MICHAEL  GOLDSTEIN,  MD 
STEVE  M.  FROST,  MD 
Urology 

3600  Gaston  Avenue.  Dallas,  Texas  75246 


THE  UROLOGY  CLINIC 

Dolphus  E.  Compere,  MD 
Grant  F.  Begley,  MD 
Hugh  Lamensdori.  MD 
Ira  N.  Hollander,  MD 

Diplomates  of  American  Board  of  Urology 

Box  11340,  1415  Pennsylvania  Ave„  Fort  Worth,  Texas  76109 
817  336-5711 


EUGENE  R.  TODD.  MD.  PA 

Diplomate  of  the  American  Board  of  Urology 
Fellow  of  the  American  College  of  Surgeons 
Fellow  of  the  Society  for  Pediatric  Urology 

Urology — Adult  and  Pediatric 

3600  Gaston  Avenue.  Baylor  Medical  Center  Plaza. 
Wadley  Tower.  Suite  755,  Dallas.  Texas  75246 

214  826-3500 


DALLAS  UROLOGY  ASSOCIATES 

David  D.  Reisman.  MD,  PA 
Donald  J.  Logan,  MD  PA 
Donald  L.  McKay,  MD,  PA 
Christopher  D Fetner,  MD,  PA 

Diplomates  of  American  Board  of  Urology 

Medical  City  Dallas.  7777  Forest  Lane.  Suite  230.  Dallas.  Texas  75230 
Telephone:  214  233-7765  Answered  24  Hours 


WILLIAM  L.  MULCHIN,  MD,  FACS 

Diplomate  of  American  Board  of  Urology 

Adult  and  Pediatric  Urology 

10  Medical  Parkway,  Suite  207.  Dallas,  Texas  75234; 

214  241-3975  (Answered  24  hrs) 

4100  W.  15th,  Suite  206.  Plano.  Texas  75075;  214  867-3928 


KIRBY  B.  TARRY,  MD,  FACS 

Diplomate,  American  Board  of  Urology 

Adult  and  Pediatric  Urology 

Impotence  with  Prosthesis-Vasovasostomy 

1405  West  Illinois,  Midland,  Texas  79701 
915  687-4553 


Rim 

RELIGION  IN  AMERICAN  LIFE. 


Volume  81  August  1985 


97 


Classified  Advertising 


Physicians  Wanted 


NEEDED:  EMERGENCY  PHYSICIANS,  North  Central  Texas  area,  full 
and  part-time.  For  an  application  call  817-336-8600  or  write  Emergency 
Medicine  Consultants,  P.A.,  1533  Merrimac  Circle,  Suite  202,  Fort  Worth, 
Texas  76107. 


SAN  JACINTO  METHODIST  HOSPITAL,  BAYTOWN,  TEXAS.  General 
practitioner,  family  practitioner,  OB/Gyn,  psychiatrist.  Solo  or  group 
practice.  Home  of  Exxon,  U.S.  Steel,  Gulf.  High  income.  Bay  area  near 
Houston.  Outstanding  schools,  colleges.  Contact  Administrator,  1101 
Decker  Drive,  Baytown,  Texas  77520;  713-422-3405. 


EXPANDING  GROUP  NEEDS  SPECIALISTS  IN  pediatrics,  family  prac- 
tice, and  orthopedic  surgery.  Enjoy  practicing  medicine  with  our  28-man 
multi-specialty  group  located  in  a friendly  city  of  100,000  people  in 
north  central  Texas.  Close  to  everything,  but  away  from  big  city  proo- 
lems.  If  you  want  to  know  more  about  this  long  established  group 
(1919),  whose  city  has  a booming  economy,  call  collect  Dr.  David 
Pogue  at  817  766-3551.  Wichita  Falls  Clinic,  501  Midwestern  Parkway, 
Wichita  Falls,  Texas  76302  . 


PHYSICIANS  WANTED — Progressive  hospital  in  East  Texas.  Contact 
Paul  Bennett,  Administrator,  Gladewater  Municipal  Hospital,  300  West 
Upshur,  Gladewater,  Texas  75647;  telephone  214  845-2281. 


WANTED:  ORTHOPEDIC  SURGEON.  Position  available  with  twelve 
doctor  multispecialty  group  located  in  the  Medical  City  Dallas  com- 
plex in  North  Dallas.  All  benefits  paid  for  by  the  group,  afternoon 
off,  rotating  call  schedule.  Send  curriculum  vitae  to  Sharon  Phelps, 
Administrator,  7777  Forest  Lane,  Suite  240,  Dallas,  Texas  75230,  phone 
214  661-7707. 


WANTED:  GENERAL  PRACTITIONER/INDUSTRIAL  MEDICINE.  Position 
available  with  twelve  doctor  multispecialty  group.  All  benefits  paid 
by  the  group,  afternoon  off,  rotating  call  schedule.  Send  curriculum 
vitae  to  Sharon  Phelps,  Administrator,  Suite  240,  7777  Forest  Lane, 
Dallas,  Texas  75230.  Phone  214  661-7707. 


EMERGENCY  MEDICINE  OPPORTUNITIES— Part-time  and  full-time  posi- 
tions available  in  more  than  40  facilities  throughout  Texas.  Competitive 
houly  income,  flexible  scheduling  without  on-call,  paid  professional 
liability  insurance  provided.  Week  days,  nights,  and/or  weekend 
shifts  available.  For  details  respond  in  confidence  to:  Spectrum  Emer- 
gency Care,  Inc.,  11494  Luna  Road,  Suite  205,  Dallas,  Texas  75234;  214 
869-0255. 


PHYSICIANS — We  have  positions  available  in  family  practice,  emer- 
gency medicine,  pediatrics,  Ob/Gyn,  internal  medicine,  gastroenterol- 
ogy and  orthopedic  surgery.  Call  Patsy  Bishop,  713  789-1550,  MEDEX, 
2401  Fountain  View,  Suite  510,  Houston,  Texas  77057.  From  outside 
Texas  call  800  231-7578. 


AGGRESSIVE  OB-GYN  to  practice  medicine  with  four  MDs  in  clinic 
located  in  community  of  approximately  4500  about  45  miles  northwest 
of  Fort  Worth.  Office  space  is  available.  Salary:  first  year,  $45,000- 
50,000  guaranteed;  second  year,  a percentage  of  what  you  make. 
Clinic  is  serviced  by  doctor-owned,  44-bed  hospital  which  is  equipped 
with  CRNA  on  staff,  physical  therapy,  radiology,  laboratory,  blood 
bank,  and  fully-equipped,  up-to-date  surgery.  Please  reply  to  Ad-523, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


ER  PHYSICIAN — If  you  are  an  experienced  ER  physician,  family  prac- 
titioner, general  surgeon  or  internist,  we  may  have  a place  for  you 
in  our  ER  group.  Our  doctors  make  more  than  any  ER  physicians  in 
the  Houston  area  and  we  operate  out  of  comfortable,  friendly  com- 
munity hospitals.  Call  Greater  Houston  Emergency  Physicians  Asso- 
ciates at  713  861-7942. 


EAST  TEXAS  STATE  UNIVERSITY/Head  Student  Health  Services.  Ex- 
cellent location  55  miles  from  Dallas.  University  enrollment  of  approxi- 
mately 8,000 — located  in  Commerce,  a city  of  7,500.  The  university 
desires  to  employ  a physician  to  head  the  Student  Health  Center  and 
perform  other  university  related  health  studies.  Ideal  opportunity  for 
the  startinq  physician  or  an  individual  who  wishes  a less  demandinq 
schedule.  Competitive  salary  and  fringe  benefits  including  substantial 
time  off.  Must  be  interested  in  young  people,  possess  good  community 
skills,  and  be  able  to  function  as  an  administrator.  References  re- 
quired. Contact  Toe  Webber,  Assistant  Executive  Director,  Student 
Services,  ETSU,  Commerce,  Texas  75428;  214  886-5793. 


PRIVATE  PRACTICE  OPPORTUNITIES— Summit  Health  Ltd.,  a growing 
health  care  corporation,  is  seeking  qualified  physicians  for  associa- 
tion with  our  full-service,  JCAH  accredited  hospitals  in  West  Texas. 
Ideal  opportunities  are  available  in  general/family  practice,  internal 
medicine,  OB/GYN  and  orthopedic  surgery,  as  well  as  other  dis- 
ciplines. Excellent  financial  incentives,  in  addition  to  practice  start-up 
assistance  and  practice-building  support  available.  For  further  infor- 
mation, send  curriculum  vitae  to:  Cheryl  Newman,  Director  of  Physi- 
cian Recruitment.  Summit  Health  Ltd.,  1800  Avenue  of  the  Stars,  Los 
Angeles,  C A 90067;  213  201-4000. 


SOUTHEAST  TEXAS:  ESTABLISHED  three  clinic  operation  lookinq  for 
a family  practice  or  general  practitioner  with  experience.  Excellent 
hunting  and  fishing.  Only  l'/j  hour  drive  to  Houston.  Paid  malpractice 
and  attractive  compensation  package.  Send  CV  to  Robert  Morris,  2497 
Liberty,  Beaumont,  Texas  77702  or  call  409  838-2636. 


TEXAS  PRIVATE  PRACTICES  DFW,  Houston,  San  Antonio,  and  other 
areas  in  many  fields.  Solo,  associate,  and  group.  Please  send  CV 
with  area  preferences  to  W.  Sanford  Smith.  Professional  Practice  Man- 
agement, Inc.,  900  Rockmead,  Kingwood,  Texas  77339. 


ONE/TWO  BE/BC.  OB/GYNs  to  buy  out/take  over  established  young, 
expanding  OB/GYN  practice.  (Gross  $200-300,0001.  Central  Texas. 
Ideally  would  suit  two  friends  finishing  their  residency  and  wishing 
to  set  up  practice  together.  Basically,  this  is  an  offer  of  a lifetime! 
Contact  earlv — "Time  is  of  the  essence."  Replv  to  Ad-530,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


(1079)  (EXEMPT)  ASSISTANT  DIRECTOR  OF  HEALTH  $45,21 1-$66, 784 
yearly^  Nature  of  Work:  Acts  as  first  assistant  to  the  Health  Depart- 
ment Director  administering  a county-wide  public  health  program.  Acts 
on  behalf  of  the  director  in  all  phases  of  activities  involved  in  general 
health  maintenance.  Overall  goal  is  to  maintain  an  effective  community 
health  system.  Duties:  The  following  describes  some  of  the  major  duties 
and  responsibilities,  but  does  not  depict  all  of  the  other  duties  that 
may  be  assigned.  Assists  the  director  in  making  employee  appoint- 
ments, dismissals,  and  any  other  personnel  changes;  supervises  the 
preparation  of  the  budget  and  monitors  financial  transactions  and  ac- 
counting activities  of  the  financial  transactions  and  accounting  activities 
of  the  department  for  review  by  the  director;  supervises  preventive 
measures  for  contagious  diseases  of  public  health  concern;  maintains 
understanding  and  cooperation  with  local  organizations  through  meet- 
ings and  attendance  at  public  health  related  functions;  gives  medical 
and  administrative  direction  on  special  surveys  regarding  pertinent 
local  health  problems;  plans  and  conducts  inservice  training  programs 
for  personnel.  Preferred  Qualifications:  Licensed  to  practice  medicine 
in  Texas  by  the  State  Board  of  Medical  Examiners.  Three  years  admin- 
istrative experience  in  public  health.  Considerable  knowledge  of  modern 
principles  and  methods  of  business  administration  in  municipal  govern- 
ment. To  apply:  City  of  San  Antonio  Personnel  Department,  111  Plaza 
De  Armas,  San  Antonio,  Texas  78205.  An  equal  opportunity  employer. 


(0161)  (EXEMPT)  PUBLIC  HEALTH  PHYSICIAN— $40, 620-$54, 420  annual- 
ly. Nature  of  work- — This  is  professional  work  responsible  for  directing 
all  activities  performed  in  the  communicable  control  division  of  the 
Metropolitan  Health  Department.  Supervision  is  exercised  over  the 
following  areas:  Tuberculosis  Nursing  Services,  Tuberculosis  Chest 
Clinic,  Venereal  Disease  Clinic,  Immunization  section  and  general 
support  section  which  totals  approximately  70  employees.  Performs 
administrative  and  logistical  control  of  the  division  and  supporting 
sections  to  include  budgeting,  staffing  and  requisition  of  supplies. 
Maintains  operational  control  of  the  division  and  subordinate  sections 
and  coordinates  immunization  and  epidemiologic  problems  with  en- 
vironmental health  and  nursing  divisions.  Acts  as  liaison  between  other 
departments  and  with  the  public  and  private  sector.  Oversees  and 
maintains  anti-rabies  control  measures  by  working  closely  with  animal 
control  facility  and  Bexar  County  Hospital  services.  Monitors  com- 
municable diseases  in  Bexar  County  and  the  procurement  of  necessary 
vaccines  and  biologic  products  necessary  to  prevent  or  control  such 
outbreaks.  Researches,  develops  and  promulgates  criteria  for  com- 
municable disease  control  in  coordination  with  local,  state  and  federal 
guidelines.  Performs  other  tasks  assigned  by  the  director.  Minimum 
qualifications — Graduation  with  an  MD  degree  from  a medical  school 
of  Grade  A standing  with  the  American  Medical  Association,  plus  one 
year  of  internship  in  an  approved  hospital  and  one  year  of  full-time 
aid  experience  in  public  health  preferably  in  a recognized  public 
ealth  agency.  A license  to  practice  medicine  in  Texas  must  be  obtained 
prior  to  appointment.  To  apply — City  of  San  Antonio  Personnel  Depart- 
ment, 111  Plaza  De  Armas,  San  Antonio,  Texas  78205.  An  equal  oppor- 
tunity employer. 


POSITIONS  AVAILABLE  IMMEDIATELY— Seeking  BC/BE:  OB/GYN, 
HEM/ONC,  PLS  surgeon,  urologist,  and  general  internist  to  join  seven- 
member  rapidly  expanding  multispecialty  clinic  in  the  sunbelt.  Contact 
Robert  J.  Knapp,  Administrator,  Skinner  Clinic,  124  Dallas  St.,  San 
Antonio,  Texas  78205. 


PRIMARY  CARE  SPECIALISTS — Directorship  and  staff  openings  in  lake 
area  ambulatory  clinic  opening  August,  1985,  southeast  of  Dallas. 
Competitive  salary,  malpractice  paid.  Send  CV  or  call  Robert  L. 
Brannon,  MD,  Trinity  Valley  Minor  Emergency  Clinic,  8305  Walnut  Hill 
Lane,  Suite  200,  Dallas,  TX  75231;  214  368-3232, 


WANTED:  BC  OR  BE  FAMILY  physician.  Practice  in  northeast  Texas, 
to  include  OB.  Call  or  write:  Ellington  Memorial  Clinic,  322  E.  Hiram, 
Atlanta,  Texas  75551;  214  796-2868. 


IMMEDIATE  OPENING:  EXCELLENT  opportunity  for  a specialist  in 
FP,  OB/GYN,  IM,  general  surgery,  or  industrial  medicine  to  join  well- 
established  and  rapidly  expanding  family  practice  group  in  San  An- 
tonio. Our  facility  is  fully  equipped  as  a total  health  care  center  with 
laboratory,  x-ray,  stress  testing,  holter  monitoring,  and  pulmonary 
function  testing  already  established.  Plans  are  underway  to  move  to 
a larger  facility  and  offer  increased  services.  We  offer  competitive 
guaranteed  salary,  corporate  benefits  with  paid  professional  liability, 
administrative  and  support  staff,  affiliation  with  large  community  hos- 
pitals, and  call  sharing  opportunities.  Requires  well-rounded  abilities 
in  both  an  out-patient  and  hospital  practice.  Board  certification  or 
eligibility  required.  Dedication  to  high  quality,  excellent  patient 
empathy  and  communicative  skills  mandatory.  Leadership  skills  and 
entrepreneural  interest  in  practice  desirable.  Tremendous  growth  po- 
tential. Immediate  opening  due  to  building  expansion  and  broadening 
patient  base.  Send  CV,  references  to:  William  Gonzaba,  MD,  PA, 
c/o  The  Doctor's  Office,  2101  Lockhill-Selma,  Suite  208,  San  Antonio, 
Texas  78213. 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $30.00  (U.S.  currency)  per  issue  for  50  words  or 
less,  payable  in  advance.  Ad  numbers  can  be  substituted 
for  formal  addresses  upon  request  at  no  extra  cost.  Name 
and  address  of  ad  number  listings  cannot  be  given  out 
unless  specific  permission  to  do  so  has  been  given.  The 
advertising  office  will  not  contact  ad  number  holders  ex- 
cept by  mail.  Federal  laws  prohibit  references  to  race, 
color,  religion,  sex,  national  origin,  or  age  unless  bona  fide 
occupational  qualifications.  Copy  deadline  is  the  5th  of 
the  month  preceding  publication.  Send  copy  to  Advertising 
Manager,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.. 
Austin,  Texas  78701. 
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ARE  YOU  LOOKING  FOR  A PAVED  HIGHWAY  toward  financial  suc- 
cess— where  you  will  receive  referrals  from  other  doctors  because  they 
are  too  busy  or  retiring — where  there  is  no  animosity  towards  new 
physicians?  Immediate  openings  for  family  physicians,  ob/gyns,  in- 
ternists, pedis,  orthopods,  ana  surgeons  in  smaller  towns  in  Texas. 
Contact  'lexas  Doctors  Group,  702  Colorado,  Suite  102,  Austin,  Texas 
78701;  512  476-7129.  Toll  free  in  Texas  1-800-331-8472. 


FRIENDLY  RURAL  COMMUNITY  in  south-central  Texas  looking  for 
family  practice  doctor  who  enjoys  quiet  country  living.  Fully-equipped 
and  stalled  clinic  with  well-established  practice  offered  rent  free  for 
one  year.  Rotating  call  at  nearby  hospital  every  5th  weekend  and  one 
night  per  week.  Call  Moulton  Community  Medical  Clinic,  512  596-4675 
between  8 and  5. 


GENERAL  SURGEON  SOUGHT  for  association  with  78-bed  hospital  in 
West  Texas.  Dynamic,  growing  community  offers  a stable  economy, 
low  taxes  and  superb  nousing.  Hospital  provides  guaranteed  lirst- 
year  income,  office  and  staff  support  and  assistance  in  establishing 
practice.  For  more  information  send  curriculum  vitae  to  Patty  Fitz- 
simmons, Director  of  Physician  Recruitment,  Summit  Health,  Lta.,  4070 
Laurel  Canyon  Blvd.,  Studio  City,  CA  91604. 


WEST  TEXAS — BIG  SPRING  State  Hospital — psychiatrist  and  general 
physician  positions  available.  Texas  license  required.  JCAH  fully 
accredited  facility.  Excellent  para-prolessional  support  staff.  Psy- 
chiatrist salary  $60,400  to  $66,500  depending  on  qualifications.  General 
physician  salary  $58,200.  Excellent  benefit  package  including  40-hour 
work  week,  malpractice  protection,  retirement,  and  tax-sheltered  in- 
come program.  Beautiful  friendly  sunbelt  location.  City  of  30,000  with 

good  schools  and  excellent  housing.  Contact;  Superintendent,  Big 
pring  State  Hospital,  P.  O.  Box  231,  Big  Spring,  Texas  79721;  915 
267-8216.  An  equal  opportunity/affirmative  action  employer. 


HCA  OWNS  OR  MANAGES  50  hospitals  in  Texas — Opportunities  for  all 
specialties  in  both  metropolitan  and  rural  areas.  Send  curriculum 
vitae  to:  Dan  Olphie,  HCA,  P.O.  Box  1575,  Nashville,  TN  37202  or  call 
1-800-251-1537. 


ARIZONA-BASED  PHYSICIAN  RECRUITMENT  firm  has  positions  in 
Dallas/Ft.  Worth  area,  as  well  as  Central  and  West  Texas.  Profession- 
als working  with  professionals.  Over  13  years  experience.  Call  602 
795-7474;  or  send  CV  to:  Mitchell  & Associates,  Inc.,  2761  N.  Country 
Club  Rd.,  Suite  202,  Tucson,  AZ  85716. 


INTERNIST,  CERTIFIED  OR  BOARD  eligible  for  buy-out  of  senior  part- 
ner with  remaining  partner.  Complete  diagnostic  facility  in  3700  sq.  ft. 
office.  Dentist  and  pharmacy  occupy  offices  with  good  leases.  Grossing 
over  $400,000  annually  from  good  middle  class  patients.  Excellent  fi- 
nancing available.  Reply  to  Ad-547,  TEXAS  MEDICINE,  1801  N.  Lamar 
Blvd.,  Austin,  TX  78701. 


EXPANDING  GROUP  has  immediate  opportunities  in  general  or  family 
practice,  non-invasive  cardiology,  and  OB/GYN.  Enjoy  practicing 
medicine  in  a friendly  West  Texas  city  of  25,000  people  with  a serving 
area  of  300,000.  If  you  want  to  know  more  about  our  20  physician 
multispecialty  group  whose  city  is  progressing,  contact  Tammv 
Stripling,  Physician  Recruiter,  Malone  and  Hogan  Clinic,  1501  W.  11th 
Place,  Big  Spring,  Texas  79720;  telephone  915  267-6361  or  800  262-6361, 
Texas  only. 


BEAUTIFUL  EAST  TEXAS  PINEY  WOODS  POSITIONS  available  for 
rimary  care  physicians.  No  minimum  qualifications.  Salary  negotiable, 
art-time  or  full-time.  Send  current  CV  or  call  214  668-4715,  Med-Care, 
P.O.  Box  687,  Hallsville,  Texas  75650. 


OB/GYN— BOARD  ELIGIBLE  OR  CERTIFIED  OB/GYN  physicians  needed 
to  associate  with  a full  service,  ICAH  accredited  hospital  in  a grow- 
ing community  in  Texas.  Excellent  financial  incentives,  practice 
start-up  assistance  and  practice-marketing  support  available.  Send 
curriculum  vitae  to:  Paul  Bodner,  Director  of  Physician  Relations, 
Charter  Medical  Corp.,  21520  S.  Pioneer  Blvd.,  Hawaiian  Gardens, 
California  90716;  213  865-0832. 


TEXAS— PRIMARY  CARE  PHYSICIANS  AND  OB/GYN  needed  for  locum 
and  permanent  placements.  Excellent  financial  package,  practice  man- 
agement and  affiliation  with  a dynamic  healthcare  company.  CV  to. 
Beverly  Froley,  Westworld  Healthcare  Resources,  23832  Rockfield  Road, 
Lake  Forest,  California  92630;  1-800-847-1596. 


CLINICAL  DIRECTOR — To  $66,400,  depending  on  qualifications,  plus 
housing  and  utilities.  Under  direction  of  Superintendent,  Clinical  Di- 
rector performs  highly  responsible  clinical  and  administrative  functions 
in  dynamic  progressive  psychiatric  hospital  30  miles  east  of  Dallas, 
Texas.  Requires  Texas  license  and  board  certification  in  psychiatry. 
Contact:  Superintendent,  Terrell  State  Hospital,  P.O.  Box  70,  Terrell, 
Texas  75160;  214  563-6452.  EEO/AAP 


TEXAS — FAMILY  PRACTICE  physician  wanted  for  rural  South  Texas 
community.  Easy  access  to  Corpus  Christi,  Victoria  and  beautiful 
resort  areas  along  the  Texas  Gulf  Coast.  Financial  support  and  relo- 
cation assistance.  Contact  Bruce  Giessel,  Administrator,  Refugio 
County  Memorial  Hospital,  Refugio,  Texas  78377,  512  526-2321. 


FAMILY  PRACTITIONERS— Board  eligible  or  certified  family  practi- 
tioners needed  to  associate  with  a full  service,  JCAH  accredited 
hospital  in  growing  community  in  Texas.  Excellent  financial  incen- 
tives, practice  start-up  assistance  and  practice-marketing  support 
available.  Send  curriculum  vitae  to:  Paul  Bodner,  Director  of  Physician 
Relations,  Charter  Medical  Corp.,  21520  S.  Pioneer  Blvd.,  Hawaiian 
Gardens,  CA  90716;  213  865-0832. 


SAN  ANTONIO:  FAMILY  PRACTICE/EMERGENCY  MEDICINE.  Immedi- 
ate opening  in  minor  emergency  center  operating  14  hours  per  day. 
Salary  and  fringes  negotiable.  Contact  Robert  W.  Kottman,  MD,  7219 
Hidden  Hills  North,  San  Antonio,  Texas  78244;  512  661-4891. 


GENERAL  PRACT1TIONEER  NEEDED:  Growing  new  clinic  in  rural 
community.  Solo  practitioner  caring  for  over  2000  families  needs. 
Partnership  available — clinic  and  hospital — OB  to  geriatrics — immediate 
opening.  Call  Dr  T.  Revell,  806  364-8082  or  write  to  801  East  4th, 
Hereford,  Texas  79045. 


PSYCHIATRIST— The  Laredo  State  Center  has  an  opening  for  a full- 
time psychiatrist.  Valid  Texas  license.  Board  certified  or  eligible. 
Coordinates  and  supervises  all  medical  and  psychiatric  treatment 
services.  Salary  up  to  $69,500/yr.  (D.O.E.).  It  interested,  contact 

Laredo  State  Center,  512  723-2926,  P.O.  Box  1835,  Laredo,  Texas 
78044-1835. 


THE  DEPARTMENT  OF  FAMILY  PRACTICE  at  The  University  of  Texas 
Medical  School,  Houston,  has  immediate  opening  for  faculty  positions. 
We  encourage  applications  from  residency  trained,  board  certified 
family  physicians  who  desire  to  engage  in  duties  including  teaching, 
research,  and  direct  patient  care  in  an  established  family  practice 
department  with  graduate  and  undergraduate  programs.  Interested 
applicants  should  submit  credentials  and  curriculum  vitae  to:  Harold 
T.  Pruessner,  MD,  Department  of  Family  Practice,  7600  Beechnut, 
Houston,  Texas  77074.  The  University  of  Texas  is  an  equal  employment 
employer.  Women  and  minorities  are  encouraged  to  apply 


SAN  ANGELO:  Outstanding  opportunity  in  minor  emergency/family 
practice  clinics.  Guaranteed  $100,000  for  4-day  week  (13  nr.  days)  50 
weeks/year.  Profit  sharing  above  guarantee.  Contact  Bill  Bass,  MD, 
915  942-8611,  Shamrock  CUnics,  4208  College  Hills,  San  Angelo,  Texas 
76904. 


SAN  ANTONIO,  NORTH  AND  NORTHEAST — Several  full  and  part-time 
(flexible)  positions  for  physicians  are  available  immediately.  Fee-for- 
service;  excellent  opportunity  for  supplemental  income.  Progressive 
organization  and  pleasant  working  conditions;  no  urgent  care.  All  in- 
quiries considered  professionally  and  confidentially.  Interested  phy- 
sicians may  receive  further  information  and  consideration  by  sending 
resume  and  inquiries  to:  Assurance  PLUS,  PA,  2390  Austin  Highway, 
Box  410,  San  Antonio,  Texas  78218,  Attention:  Mr.  McNeal. 


PHYSICIANS  WANTED  FOR  BUSY  CENTRAL  TEXAS  general  practice. 
Opportunity  for  partnership.  Clinic  adjacent  to  hospital,  new  hospital 
being  constructed.  Cltnic  and  hospital  practice.  Some  obstetrics.  Good 
income.  Close  to  Houston,  Austin,  and  San  Antonio.  Please  reply  to 
Ad-551,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 


TEXAS  EMERGENCY  MEDICINE — full  and  part-time  positions  available 
in  the  Central  and  South  Texas  areas.  Excellent  pay.  Primary  con- 
siderations given  to  applicants  with  two  years  experience  in  emergency 
medicine  or  board  certified  or  board  eligible  in  emergency  medicine, 
family  practice,  internal  medicine  or  surgery.  Contact  Arthur  Allison, 
MD,  or  Susan  Dill,  Emergency  Physicians  Associates,  604  Richmond 
Avenue,  San  Antonio,  Texas  78215;  512  222-0746. 


TEXAS — NORTH  OF  DALLAS — Immediate  full-time  and  part-time  posi- 
tions in  hospital  affiliated  family  practice  clinic.  Hospital  offering  at- 
tractive incentive  for  purchase  of  clinic  as  practice.  Beautiful  resort 
area  has  stable  patient  population  with  great  growth  potential.  Con- 
tact: Emergency  Consultants,  Inc.,  2240  South  Airport  Road,  Room  29, 
Traverse  City,  MI  49684;  or  call  1-800-253-1795  or  in  Michigan  1-800- 
632-3493. 


BASS  FISHERMAN  GP  PREFERABLY  WITH  SOME  SPECIALTY  interest 
to  join  a laid-back  lakeside  practice  in  East  Texas  providing  family 
medical  care  and  extended  hour  emergency  care  to  rural-suburban- 
resort  population  Robert  Milam,  MD,  FACS,  Route  2,  Box  120-C,  Flint, 
Texas  75762;  214  825-7281. 


FAMILY  PRACTITIONER  WANTED  to  join  well  established  and  rapidly 
expanding  eleven  physician  group  in  East  Texas.  Our  new  facility  is 
fully  eauipped  including  stress  test,  PT,  hotter  monitoring,  lab,  and 
x-ray.  We  offer  guaranteed  salary  with  benefits  paid  Second  year 
equal  partner.  Contact  Jerry  Chapman,  1400  College  Drive,  Texarkana, 
Texas  75503;  214  793-5671. 


OB/GYN  PHYSICIAN  NEEDED — Associate  with  two  busy  family  practi- 
tioners in  well  equipped  office.  No  initial  investment  needed.  Medical 
Park  Clinic,  San  Marcos,  Texas.  512  396-3361. 


PHYSICIAN  WANTED:  Thriving  community  in  Southeast  Texas,  north- 
east of  Beaumont,  northwest  of  Orange.  Approximately  4,000  to  6,000 
residents.  Family /general  practitioners  services  needed.  Office  space 
available  for  professional  services  only.  409  745-1115  or  409  745-1134. 


GENERAL  INTERNAL  MEDICINE — Internist  to  join  two  BC  internists  in 
West  Texas.  Immediate  need  due  to  relocation  of  internist  because  of 
personal  family  commitment.  Large  established  practice.  Guaranteed 
income,  benefits,  new  office  suite.  Coverage  with  four  internists. 
Stable  economy.  Reply  to  Ad-554,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd  , Austin,  Texas  78701. 


PEDIATRICIAN  OR  PEDIATRIC  SUBSPECIALIST— Excellent  opportunity 
to  join  well  established  active  practice.  Spacious,  new  office,  labora- 
tory, x-ray.  Popular  vacation  area,  warm  climate,  lakes,  ocean  beaches, 
university,  good  recreational  facilities.  Population  250,000  Salary 
progressing  to  ownership.  Contact  Adele  Bromiley,  MD,  Brownsville 
Pediatric  Association,  2335  Central  Blvd.,  Brownsville,  Texas  78520; 
512  546-3126  (office),  542-0856  (home). 


GENERAL  SURGEON  NEEDED  to  work  at  a clinic  in  Bowie,  Texas  to 
perform  surgery  to  repair  injuries,  prevent  disease  and  improve  func- 
tions in  patients  including  general  abdominal  surgery.  Examine  patients 
to  verify  necessity  of  operations,  estimate  risk  to  patients  and  deter- 
mine best  operational  procedure.  Reviews  reports  of  patients'  general 
physical  condition,  reactions  to  medications,  and  medical  history. 
Examines  surgical  setup  to  insure  proper  methods  followed.  Performs 
operations  using  a variety  of  surgical  instruments  and  employing 
established  surgical  techniques  appropriate  for  specific  procedures. 
Must  have  three  years'  training  in  surgery.  Salary  $50,000  per  year; 
40  hours  per  week  Apply  at  the  Texas  Employment  Commission, 
Wichita  Falls,  Texas  or  send  resume  to  Texas  Employment  Commission, 
TEC  Building,  Austin,  Texas  78778,  J.O.  #4273931.  Ad  paid  by  an  equal 
employment  opportunity  employer. 


WANTED:  FULL-TIME  FAMILY  PRACTITIONER— Central  Texas  town 
between  Dallas,  Fort  Worth  and  Waco,  near  beautiful  Lake  Whitney. 
Clinic  next  door  to  the  hospital.  Salary  negotiable,  partnership  oppor- 
tunity. Contact  Morris  R.  Hill,  MD  or  fames  G.  Barton,  MD,  P.O.  Box 
548,  Whitney,  Texas  76692-0548,  817  694-2221. 


PHYSICIANS,  CITY  OF  HOUSTON  HEALTH  DEPARTMENT— Vacancies 
in  occupational  medicine,  prenatal/family  planning,  and  STD  Must 
have  MD  degree,  state  license,  and  one  year  post-graduate  training. 
Full  and  part-time  positions  available.  Bilingual  preferred  Great 
benefits.  Contact  Ms.  Laws,  City  of  Houston  Personnel  Department, 
806  Main,  4th  Floor,  Houston,  Texas  77002.  713  222-4679. 


EXCELLENT  OPPORTUNITY  for  a general  practitioner.  Small  rural 
hospital  in  North  Central  Texas.  Large  Medicare  population.  Incentive 
package  available  for  the  right  physician  Contact  Bill  Donohoo, 
Administrator,  817  852-5131  or  Bryna  Justice  817  852-5295. 
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INTERNIST  NEEDED  TO  WORK  for  another  physician  in  Pasadena, 
Texas  to  diagnose  and  treat  diseases  and  injuries  of  human  internal 
organs  including  management  and  care  of  patients  in  physician's 
office  for  cardiology,  hematology,  oncology,  gastroenterology,  en- 
docrinology and  general  medicine  problems.  Treat  patients  including 
chemotherapy  in  office  and  hospital  environment;  treat  patients  in 
intensive  care  units  of  hospital,  prescribe  medications  and  recommend 
treatment  as  indicated  by  diagnosis;  treat  patients  in  local  nursing 
homes  Must  have  one  year  internship  and  three  years  residency, 
as  well  as  one  year's  experience  in  internal  medicine.  Salary  $48,000 
per  year;  40  hours  per  week.  Apply  at  the  Texas  Employment  Commis- 
sion, Houston,  Texas  or  send  resume  to  Texas  Employment  Commission, 
TEC  Building,  Austin,  Texas  78778,  J.O.  #3943452.  Ad  paid  for  by  an 
equal  employment  opportunity  employer. 


PSYCHIATRIST  FULL-TIME.  Will  set  up  completely  in  private  practice 
with  full  case  load.  Will  allow  complete  autonomy  and  setting  of  own 
hours.  In  addition,  will  provide  office  receptionist  and  office  space 
with  private  bath  at  no  charge  in  exchange  for  two  hours  consultation 
a week  with  staff  at  private  clinic  where  office  will  be  located.  Please 
send  resume  to  1110  William  Cannon,  Suite  302,  Austin,  Texas  78745 
or  call  512  441-4712. 


PRACTICE  SITUATIONS  AVAILBLE  in  The  Methodist  Hospital  Health 
Care  System,  Inc.  affiliated  hospitals  for  board  certified/board  eligible 
physicians  in  cardiology,  family  practice,  internal  medicine,  OB-Gyn, 
pediatrics,  surgery.  Send  CV  to  6560  Fannin  #1824,  Houston,  Texas 
77030;  713  790-6372. 


FULL  TIME  EMERGENCY  MEDICINE  POSITION  AVAILABLE  with 
Houston  area  group.  Approximately  21,000  visits  annually  with  high 
volume  trauma  requires  2-3  years  full  time  ED  experience  or  residency 
training.  S95-S100K  with  potential  FFS  and  associate  position.  Please 
reply  to  Ad-558  TEXAS  MEDCINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701 . 


FAMILY  AND  GENERAL  PRACTITIONERS  sought  for  Dallas,  Texas. 
Solo  or  association  available.  Private  practice  for  sale,  also.  For  addi- 
tional information,  please  contact  Eloise  Gusman,  1-800-535-7698  or 
send  CV  to  2800  Veterans  Blvd.,  Suite  170,  Metairie,  LA  70002. 


FAMILY  PRACTITIONERS  FOR  SOUTHEAST  TEXAS— Family  practi- 
tioner is  seeking  an  associate  for  his  practice.  Located  in  growing 
community  with  easy  access  to  the  coast  and  several  major  cities.  For 
information,  please  call  Eloise  Gusman,  1-800-535-7698  or  send  CV  to 
2800  Veterans  Blvd.,  Suite  170,  Metairie,  LA  70002. 


NEEDED  IN  AUSTIN,  TEXAS — Pediatrician,  internist  and  obstetrician/ 
gynecologist  for  a new  multispecialty  group.  Please  send  resume,  in- 
cluding availability  and  salary  expectations  to  Ad-546,  TEXAS  MEDI- 
CINE, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


MEDI-PLEX  OF  HOUSTON,  LTD.,  Channelview,  Texas.  Family  prac- 
titioners, OB-gynecology,  otolaryngologist,  ophthalmologists.  Solo  or 
group  practice.  Contact  Administrator,  15201  East  Freeway,  Channel- 
view,  Texas  77530;  713  457-1000. 


PRACTICE  OPPORTUNITIES  AVAILABLE  in  North  Central  and  North- 
eastern Texas  for  family  practice,  OB/Gyn,  Internal  medicine,  pedi- 
atrics, general  surgery,  anesthesiology,  and  more.  Send  curriculum 
vitae  to  Deborah  -McNairn,  Dept.  101,  Baylor  Health  Care  System, 
Physician  Recruitment,  P.O.  Box  26265,  Dallas,  Texas  75226;  214 
820-2891. 


Situations  Wanted 


WE  HAVE  PHYSICIANS  WHO  ARE  LOOKING  TO  JOIN  solo,  partner- 
ships, or  multispecialty  groups  in  the  Texas  area.  For  more  information 
call  Medical  Advisorv  Group,  Inc.;  214  758-9939. 


GENERAL  INTERNIST-FAMILY  PRACTITIONER.  37  years  old,  American 
graduate,  seeking  rural  or  urban  location  or  assumption/purchase  of 
active  primary  care  practice.  Extensive  experience.  Active  Texas 
license.  Reply  to  Ad-525,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701  or  call  915  584-9726. 


GENERAL  SURGEON  wanting  to  relocate.  Texas  license.  ABS.  Willing 
to  do  some  general  practice.  Will  consider  HMO,  freestanding  clinic,  . 
or  suitable  ER.  Available  immediately.  Please  reply  to  Ad-533,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


ANESTHESIOLOGIST:  University  trained,  board  eligible,  Texas  licensed. 
Proficient  in  all  types  of  anesthesia,  some  training  in  pain  manage- 
ment and  critical  care.  Available  immediately.  Reply  to:  Ad-552, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


BOARD  CERTIFIED  PEDIATRICIAN:  Seeks  pediatric  opportunity  in 
Texas  or  surrounding  states.  Reply  to  Ad-553,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 


INTERNAL  MEDICINE,  FAMILY  MEDICINE,  occupational  medicine. 
Board  eligible — IM,  OM.  Work  oriented.  30+  vears  broad  experience. 
Please  reply  to  Ad-555,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


DERMATOLOGIST — Board  certified,  FAAD,  US  trained,  Texas  license, 
seeking  to  relocate  within  the  state.  Please  reply  to  Ad-5$7,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


For  Sale  or  For  Rent 


ONE/TWO  BE/BC,  OB/GYN's  to  buy  out/take  over  established  young, 
expanding  OB/GYN  practice.  (Gross  $200-300,000).  Central  Texas. 
Ideally  would  suit  two  friends  finishing  their  residency  and  wishing 
to  set  up  practice  together.  Basically,  this  is  an  offer  of  a lifetime! 
Contact  earlv — "Time  is  of  the  essence."  Reply  to  Ad-530,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


THE  LARGEST  MEDICAL  SPECIALTY  SPACE  IN  ARLINGTON— 
Arlington  Medical  Plaza,  has  four  suites  available  ranging  from  1401 
sq.  ft.  to  2208  sq.  ft.  ideal  location  two  blocks  north  of  Arlington 
Memorial  Hospital.  There  is  an  excellent  pharmacy,  lab,  and  radiology 
department,  as  well  as  optical  and  hearing  aid  dispensaries.  For  leas- 
ing information,  call  Ms.  Cooper  817  265-7862  or  Mr.  Rothrock  214 
696-8883. 


OPHTHALMOLOGIST  & ENT — a great  opportunity  awaits  you  at  the 
Arlington  Medical  Plaza  to  set  up  your  practice  in  the  largest  specialty 
space  in  Texas.  There  is  an  excellent  pharmacy,  radiology,  as  well  as 
complete  optical  shop  and  hearing  aid  dispensary.  Located  two  blocks 
north  of  an  outstanding  hospital.  Call  Ms.  Cooper,  817  265-7862  or 
Mr.  Rothrock,  214  696-8883. 


FOR  SALE:  Quality  internal  medicine  practice  for  sale  in  elite  North 
Dallas.  Gross  $300,000  plus.  Available  immediately.  Asking  $175,000. 
P.O.  Box  670913,  Dallas,  Texas  75367-0913. 


NORTHWEST  AUSTIN:  (Duval  Road)  1000-4000  square  feet  of  office 
space  available.  Build  to  suit.  Generous  finishout;  below  market  rents. 
Contact:  Nancy  Steeie,  Bill  Milburn  Commercial,  512  331-6655. 


PRIVATE  PRACTICE  OPPORTUNITY  in  Temple,  Texas.  Ideal  for  family 
practice,  internist  and  other  specialties.  In  professional  plaza  with 
supportive  doctors/owners.  Good  community  hospital.  Rent  subsidy 
first  six  months  to  qualified  tenant.  Contact  C.  Cobb,  817  773-7785. 


WHAT  WILL  YOU  PAY  tor  a primary  care  practice  netting  $125,000 
to  $150,000  for  practicing  MD?  No  nights,  five  days/week,  heart  of 
Dallas,  financing  available  after  down  payment.  Phone  214  357-1132, 
1-3  pm  weekdays. 

OB/GYN  QUALITY  PRACTICE  FOR  SALE  in  university  city  in  Northwest 
Texas.  Solo,  but  with  two  associates  who  are  willing  to  alternate  call. 
Why  go  on  salary  and  waste  the  most  productive  years  of  your  life 
working  for  someone  else  when  you  can  step  into  a ready-made 
$300K  practice?  Available  now.  Terms  negotiable.  Send  CV  to  Ad-549, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
Prompt  reply  promised. 

WELL-ESTABLISHED  ALLERGY  PRACTICE  for  sale.  Poor  health  forces 
sale  of  practice  in  West  Texas.  Gross  income  of  $250,000  or  more. 
Please  write  Ad-550,  TEXAS  MEDICINE,  1 80 1 North  Lamar  Blvd.,  Austin, 
Texas  78701. 


RETIRING— FAMILY  PRACTICE,  gross  $200,000.  Harris  County,  Texas. 
Home  and/or  practice.  713  946-3064. 


JOINED  CLINIC.  Late  model  equipment  for  sale:  Titmus  vision  tester 
and  table  (complete)  $1150;  Ames  Seralyzer  (complete)  $1500;  Tympa- 
nometer  with  printer  $1850;  Doppler  with  PPG,  printer  $1750;  Burdick 
EKG,  cart  $950.  Make  offer.  Dr.  Jackson  915  942-1628  (office)  or 
942-1236  (home). 


FAMILY  PRACTITIONER  OR  GENERAL  PRACTITIONER  needed  im- 
mediately to  take  over  active  practice  left  due  to  sudden  death  of 
doctor  in  Alice,  Texas.  Solo  practice  established  for  25  years.  48  miles 
southwest  of  Corpus  Christi,  Texas.  Will  rent  fully  equipped  office 
building,  1,648  square  feet,  four  examining  rooms,  small  lab,  x-ray. 
Will  sell  equipment  for  appraised  value.  Financing  available.  Ex- 
perienced employees  available.  Close  to  hospital  and  good  schools. 
Contact  Hector  Lopez,  Administrator  for  the  Estate;  512  664-3363  or 
512  664-6866. 


INVENTORY  FROM  FAMILY  PRACTICE  OFFICE,  excellent  condition, 
too  numerous  to  list.  For  details  call  Scott  K.  Ross,  MD,  214  278-0376, 
Dallas. 


50%  OFF  PREVIOUSLY  OWNED  MEDICAL,  LABORATORY,  office,  x-ray, 
ultra-sound  equipment  in  excellent  condition.  We  buy,  sell,  broker 
and  repair.  Appraisals  by  Certified  Surgical  Consultants.  Doctor  Medi- 
cal Resale,  Ltd.,  16250  Northland  Drive,  Suite  LL026,  Southfield,  Mich. 
48075.  313  569-4407  anytime. 


PRACTICE  FOR  SALE—Equipment,  building,  2600  square  feet,  recently 
redone.  Excellent  hospital,  JCAH  approved.  Community  of  5000.  Have 
practiced  in  this  community  38  years;  retiring.  For  information  call  or 
write  Ervin  E.  Addy,  Jr.,  MD,  1106  West  Sixth  Street,  Cisco,  Texas 
76437;  817  442-1001. 


GENERAL  INTERNIST  desires  to  share  2200  square  feet  in  Medical 
Arts  complex  near  St.  David's  Hospital,  Austin,  Texas.  Six  examination 
rooms,  cnest  x-ray  facilities,  large  waiting  room,  free  parking.  Prefer 
non-internist  or  medical  subspecialist.  Full  or  part-time  occupancy. 
Terms  negotiable.  Call  512  476-9145. 


HOUSTON:  Family  practice  for  sale,  close  to  medical  center.  Large 
patient  flow.  Good  gross  and  excellent  net.  Well  established  practice. 
Doctor  retiring  Contact  Business  & Professional  Associates  at  713 
771-5011.  (TMH413) . 


SAN  ANTONIO,  INTERNAL  MEDICINE  practice  for  sale,  with  equip- 
ment, EKGs,  Spirometer,  Unibac  lab,  etc.  Excellent  location.  Priced 
low  for  immediate  sale.  Contact  Ad-556,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


HOUSTON— MEDICAL  OFFICE  SPACE  FOR  LEASE,  excellent  location 
in  Greenway  Plaza  area.  Attached  parking  garage  adjoins  336  bed 
hospital.  Suites  available  ranging  from  <180  squme  feet  to  2,841  square 
feet.  Will  remodel  to  suit.  Contact  Ron  Taylor  at  713  951-4323. 


HOUSTON— MEDICAL  OFFICE  SPACE  FOR  LEASE,  excellent  location  in 
Southwest  Houston.  Two  suites  available;  745  square  feet  on  1st  floor, 
and  1,309  square  feet  on  the  3rd  floor.  Close  to  all  and  center  of  a 
growing  community.  Will  remodel  to  suit.  Contact:  Irene  Ridge  at 
713  961-4'’°.? 


TWO  ACRES,  ADJOINING  GARLAND  "OMMUNITY  HOSPITAL  in 
Garland,  Texas.  Ideal  site  for  professional  building  or  nursing  home. 
Existing  24,000  square  foot  manufacturing  facility  will  provide  rental 
income  until  you're  ready  to  build.  For  sale  by  owner,  Joanne  Sid- 
linger,  P.O  Box  473044,  Garland,  Texas  75047.  214  271-7320. 


AUSTIN — NEW  MEDICAL  CENTER  on  Capitol  of  Texas  Highway  (Loop 
360)  in  Austin's  rapidly  growing  northwest  area.  Space  available  for 
family  practitioner  and/or  specialist.  Beautiful  new  facility  offers 
unique  features  for  an  enjoyable  practice.  Located  at  the  hub  of 
Austin's  northwest  economic  growth  corridor,  two  miles  from  Lake 
Austin,  and  just  minutes  from  Westlake  Hills,  Northwest  Hills,  multiple 
new  neighborhoods,  and  Lake  Travis:  512  454-2596,  8010  Shoal  Creek, 
Austin,  Texas  78758. 


TEMPLE  NEEDS  PHYSICIAN  to  take  over  general  practice  clinic  due 
to  the  death  of  doctor.  Clinic  has  approximately  3000  sq.  ft.  Fully 
equipped,  business  office,  four  examining  rooms,  x-ray  room,  lab  ana 
private  olfices.  For  lease  or  sale.  Financing  available.  Call  or  write 
Rogers  Bruce,  P.O.  Box  584,  Temple,  Texas  76503;  817  773-2236. 
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APRIL  SOUND,  LAKE  CONROE,  waterfront  two  story,  3-3-2,  jacuzzi  in 
master  bath,  covered  outdoor  hot  tub,  F.P.,  energy  efficient,  bulk- 
headed, boathouse  with  lift-  $181,950.  Two  improved  April  Sound 
waterfront  lots  bulkheaded,  boathouse  and  lifts.  Also  two  Walden, 
Lake  Conroe  waterfront  lots.  Make  offer.  Dr.  Ing,  713  440-0729  or  409 
588-4163. 


Business  and  Financial  Services 


PHYSICIAN'S  SIGNATURE  LOANS  to  $50,000.  Up  to  seven  years  to  re- 
pay. No  prepayment  penalties.  Prompt,  courteous  service.  Competitive 
fixed  rate,  with  no  points,  fees  or  charges  of  any  kind.  Physicians 
Service  Association,  Atlanta,  Georgia.  Toll  free  800-241-6905.  Serving 
MDs  for  over  ten  years. 


FOR  ADOPTION:  OUR  PATIENT  NEWSLETTER.  Save  your  time  to 

gractice  medicine  while  we  help  keep  your  communication  lines  open. 

>ur  quarterly  educational  newsletter  gets  excellent  marks  with  patients 
for  its  content,  clarity,  and  quality.  Send  today  for  free  sample;  rates. 
Marilyn  Baker  & Associates,  PO  Box  9802-610,  Austin,  TX  78766;  Ph. 
512  346-6549. 


Advertising  Directory 


Miscellaneous 


ABORTION  ALTERNATIVES!  Licensed  maternity  service  oilers  residen- 
tial and  non-residential  program  with  counseling  and  medical  plan  for 
the  expectant  mother  who  is  planning  adoption  for  her  baby.  Costs 
adjusted  to  ability  to  pay.  MARYWOOD,  510  West  26th  Street,  Austin, 
Texas  78705.  Phone  512-472-9251.  (Formerly  HOME  OF  THE  HOLY  IN- 
FANCY.) 


DOCTOR,  YOU  CANT  BEAT  THE  quality  or  the  price!  Holter  Monitor 
Scanning  Service.  Physician  owned,  trained,  and  supervised.  Now 
using  UP  Service  for  faster  turnaround  time.  No  contracts  to  sign.  We 
can  arrange  for  lease/purchase  of  Holter  equipment.  New  Holter 
recorders  $1,550.  DCG  Interpretation  (313)  879-8860. 


American  Diabetes  Association 
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44 

Houston  Marriott  Medical  Center 
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PRACTICE  WANTED — Wanted  to  buy  general  practice  or  general  prac- 
tice with  general  surgery.  Prefer  small  or  medium  size  community. 
Licensed  in  Texas.  Could  take  over  the  practice  immediately.  Please 
reply  to  Ad-534,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


ADOLESCENT  MEDICINE  and  Ambulatory  Pediatric  Advances:  1985, 
sponsored  by  the  Oklahoma  Chapter  of  the  American  Academy  of 
Pediatrics,  the  Midwest  Region  of  the  Society  for  Adolescent  Medicine, 
Region  VII  of  the  Ambulatory  Pediatric  Association  and  the  University 
of  Oklahoma  Tulsa  Medical  College.  Dates/Location:  September  27-28, 
1985,  Doubletree  Hotel  Complex,  Tulsa,  Oklahoma.  Speakers:  Drs. 
Robert  Haggerty  Donald  Greydanus,  Heinz  Eichenwald,  Donald  Gross, 
Robert  Enares,  Katherine  Smith,  Charles  Ginsburg,  Wallace  Clyde  and 
Donald  Wilson.  For  more  information  contact  Kimball  Austin  Miller, 
MD,  Section  of  Adolescent  Health  Care,  University  of  Oklahoma  Tulsa 
Medical  College,  2815  South  Sheridan  Road,  Tulsa,  Oklahoma  74129, 
918  838-4838.  This  continuing  education  activity  will  meet  the  criteria 
for  11  educational  credit  hours. 
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COURSES 


SEPTEMBER 

Anesthesiology 

Sept  6-7,  1985 

BAYLOR  ANESTHESIA  REVIEW  1985  III.  Marriott  Hotel  Medical 
Center,  Houston.  Fee  $250;  $1 25-physicians  in  training.  Category  1 , 
AMA  Physician's  Recognition  Award;  20  hours.  Contact  Carol  So- 
roka or  Lynne  Tiras,  Office  of  Continuing  Education,  Rm  1 84A,  One 
Baylor  Plaza,  Houston,  TX  77030  (713)799-4941 

Cardiovascular  Disease 

Sept  12-14,  1985 

INTERNATIONAL  SYMPOSIUM  ON  CARDIOVASCULAR  SURGERY 
— 1985  Westin  Galleria  Hotel,  Houston.  Fee  TBA.  Credit  TBA.  Con- 
tact Debby  Butler,  Office  of  Medical  Director,  Texas  Heart  Institute, 
PO  Box  20269,  Houston,  TX  77225  (713)791-2157 

General  Medicine 

Sept  6-8,  1985 

PROTECTING  YOUR  MEDICAL  PRACTICE:  PLANNING  FOR  PAY- 
MENT CHANGES.  Hyatt  Hotel,  San  Antonio,  Tex.  Fee  $270- 
members;  $345-nonmembers.  Category  1 , AMA  Physician's  Recog- 
nition Award;  12  hours.  Contact  Jeannette  Stone,  SMA,  PO  Box 
190088,  Birmingham,  AL  53219  (800)423-4992 

Sept  6-8,  1985 

SURVIVAL  OF  QUALITY  MEDICAL  CARE  IN  A COMPETITIVE 
ARENA.  Hyatt  Hotel,  San  Antonio,  Tex.  Fee  $270-members;  $345- 
nonmembers.  Category  1 , AMA  Physician's  Recognition  Award;  12 
hours.  Contact  Jeanette  Stone,  SMA,  PO  Box  190088,  Birmingham, 
AL  53219(800)423-4992 

Sept  6-8,  1985 

MALPRACTICE  PROPHYLAXIS.  Hyatt  Hotel,  San  Antonio,  Tex.  Fee 
$270-members;  $345-nonmembers.  Category  1 , AMA  Physician's 
Recognition  Award;  1 3 hours.  Contact  Jeanette  Stone,  SMA,  PO 
Box  190088,  Birmingham,  AL  53219  (800)423-4992 

Sept  14,  1985 

THE  BRAIN  AND  THE  HEART:  CLINICAL  INTERRELATIONSHIP. 
Holiday  Inn  Civic  Center,  McAllen,  Tex.  Fee  $45.  Category  1 , AMA 
Physician's  Recognition  Award;  7 hours.  Contact  Marjorie  Kraft,  PO 
Box  20367,  Houston,  TX  77225  (713)792-4671 

Sept  20,  1985 

ADULT  LEARNING  WITH  MALCOLM  KNOWLES.  San  Luis  Hotel, 
Galveston,  Tex.  Fee  $55  Credit  6 CEUs.  Contact  Martha  Berlin, 
Continuing  Education,  3.324  Learning  Center,  UTMB,  Galveston,  TX 
77550  (409)761-2934 

Obstetrics  & Gynecology 

Sept  21-22,  1985 

7TH  ANNUAL  SEMINAR  IN  OBSTETRICS  AND  GYNECOLOGY. 
Lubbock,  Tex.  Fee  TBA.  Category  1 , AMA  Physician's  Recognition 
Award.  Contact  Vicki  Hollander,  Office  of  Continuing  Medical  Edu- 
cation, TTUHSC,  Lubbock,  TX  79430  (806)743-2929 

Oncology 

Sept  5-7,  1985 

AMERICAN  CANCER  SOCIETY  2ND  NATIONAL  CONFERENCE  ON 
DIET,  NUTRITION  AND  CANCER.  Shamrock  Hilton,  Houston.  Fee 
TBA.  Category  1 , AMA  Physician's  Recognition  Award;  1 5 hours. 


Contact  ACS  2nd  National  Conference  on  Diet,  Nutrition  and  Can- 
cer, 90  Park  Avenue,  New  York,  NY  1 001 6 

Sept  28-29,  1985 

PREVENTION,  DIAGNOSIS,  AND  MULTIDISCIPLINARY  MANAGE- 
MENT OF  CANCER.  Westin  Oaks  Hotel,  Houston.  Fee  $1 75;  $85- 
clinical  faculty.  Category  1 , AMA  Physician's  Recognition  Award;  1 4 
hours.  Contact  Lila  Lerner  or  Vicki  Forgac,  Baylor  College  of  Medi- 
cine, One  Baylor  Plaza,  Office  of  Continuing  Education,  Houston,  TX 
77030  (713)799-4941 

Ophthalmology 

Sept  7,  1985 

ND:YAG,  DYE  AND  EXCIMER  LASERS:  CURRENT  AND  FUTURE 
TRENDS.  Dallas.  Fee  TBA.  Credit  TBA.  Contact  Barbara  Grayson, 

A.  Webb  Roberts  Center  for  Continuing  Education,  3500  Gaston 
Ave,  Dallas,  TX  75246  (214)820-2317 

Orthopedics 

Sept  13-14,  1985 

7TH  ANNUAL  ORTHOPEDIC  PATHOLOGY  LECTURESHIP.  Texas 
Children's  Hospital  Auditorium,  Houston.  Fee  $1 50.  Credit  TBA. 
Contact  Alexander  E.  Brodsky,  MD,  St  Luke's  Episcopal  Hospital, 

PO  Box  20269,  Houston,  TX  77225-0269  (713)791-2925 

Urology 

Sept  26-28,  1985 

FEMALE  UROLOGY.  San  Antonio,  Tex.  Fee  $225-members;  $325- 
nonmembers.  Category  1,  AMA  Physician’s  Recognition  Award;  16 
hours.  Contact  Alice  Henderson,  American  Urology  Association, 
Office  of  Education,  PO  Box  25147,  Houston,  TX  77265 
(713)791-1470 

OCTOBER 

Anesthesiology 

Oct  10-11,  1985 

BAYLOR  ANESTHESIA  REVIEW  1985  IV.  San  Francisco.  Fee  $250; 
$1 25-residents  in  training.  Category  1 , AMA  Physician's  Recognition 
Award;  20  hours.  Contact  Lila  Lerner  or  Carol  Soroka,  Baylor  Col- 
lege of  Medicine,  One  Baylor  Plaza,  Office  of  Continuing  Education, 
Houston,  TX  77030  (713)799-4941 

General  Medicine 

Oct  4-5,  1985 

CURRENT  PSYCHIATRIC  ISSUES  IN  PRIMARY  CARE.  Marriott 
Hotel,  San  Antonio,  Tex.  Fee  $1 00.  Category  1 , AMA  Physician's 
Recognition  Award;  10  hours.  Contact  Marjorie  Foutz,  EdD,  Confer- 
ence Coordinator,  Medical  School  Continuing  Education  Services, 
UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
(512)691-6295 

Oct  9-12,  1985 

2ND  ANNUAL  MEXICAN-AMERICAN  PHYSICIAN'S  ASSOCIATION 
CONFERENCE.  Gunter  Hotel,  San  Antonio,  Tex.  Fee  $225.  Category 
1,  AMA  Physician's  Recognition  Award;  10  hours.  Contact  Marjorie 
Foutz,  EdD,  Medical  School  Continuing  Education  Services,  UTHSC 
at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
(512)691-6295 

Oct  18,  1985 

ADVANCES  IN  RHEUMATOLOGY.  Houston  Marriott  Medical  Center, 
Houston.  Fee  $50.  Category  1 , Physician's  Recognition  Award;  6.5 
hours.  Contact  Marjorie  Kraft,  PO  Box  20367,  Houston,  TX  77225 
(713)792-4671 
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Oct  25-26,  1985 

3RD  INTERNATIONAL  BENIGN  ESSENTIAL  BLEPHAROSPASM  RE- 
SEARCH FOUNDATION.  Adam’s  Mark  Hotel,  Houston.  Fee  $1 00- 
physicians;  $75-military,  PAs,  nurses;  $30-patients,  guests.  Cate- 
gory 1,  AMA  Physician’s  Recognition  Award;  7 hours.  Contact  Carol 
Soroka  or  Vicki  Forgac,  Baylor  College  of  Medicine,  One  Baylor 
Plaza,  Office  of  Continuing  Education,  Houston,  TX  77030 
(713)799-4941 

Oct  26,  1985 

THE  SHORT  (65cm)  FLEXIBLE  FIBEROPTIC  COLONOSCOPE: 
PRACTICAL  OFFICE  APPLICATIONS— SEMINAR  AND  WORK- 
SHOP. Baylor  University  Medical  Center,  Dallas.  Fee  $150.  Category 
1,  AMA  Physician's  Recognition  Award;  7 hours.  Contact  Barbara 
Grayson,  A Webb  Roberts  Center  for  Continuing  Education,  3500 
Gaston  Ave,  Dallas,  TX  75246  (21 4)820-231 7 

Neurology 

Oct  25-26, 1985 

AN  UPDATE  IN  PARKINSON’S  DISEASE  & MOVEMENT  DISOR- 
DERS. Adam's  Mark  Hotel,  Houston.  Fee  $180.  Category  1 , AMA 
Physician's  Recognition  Award;  AAFP  prescribed;  12  hours.  Contact 
Carol  Soroka  or  Lynne  Tiras,  Office  of  Continuing  Education,  Baylor 
College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 
(713)799-4941 

Obstetrics  & Gynecology 

Oct  21 -22,  1985 

CONFERENCE  ON  NEONATAL  AND  MATERNAL  SEXUALLY 
TRANSMITTED  DISEASES.  Hyatt  Regency,  Austin,  Tex.  Fee  none. 
Credit  TBA.  Contact  Carly  Christian,  Texas  Department  of  Health, 
Venereal  Disease  Control  Division,  Neonatal  Conference,  1100W 
49th  St,  Austin,  TX  78756  (512)458-7405 

Orthopedics 

Oct  31  -Nov  2,  1985 

DALLAS  SHORT  COURSE:  ORTHOTICS  AND  PROSTHETICS. 
Melrose  Hotel,  Dallas.  Fee  $1 75  Credit  TBA  Contact  Ann  Carlton, 
RPT,  Course  Registrar,  Orthopedics,  UTHSC  at  Dallas,  5323  Harry 
Hines  Blvd,  Dallas,  TX  75235  (214)688-3524 

Otolaryngology 

Oct  18-19,  1985 

WORKSHOP  IN  DIAGNOSTIC  AUDIOMETRIC  EVALUATION.  Mar- 
riott Hotel  Medical  Center,  Houston.  Fee  $400-physicians;  $295- 
residents,  audiologists.  Credit  TBA.  Contact  Lynne  Tiras  or  Lila 
Lerner,  Baylor  College  of  Medicine,  One  Baylor  Plaza,  Office  of  Con- 
tinuing Education,  Houston,  TX  77030  (713)799-4941 

Pediatrics 

Oct  4-5,  1985 

9TH  ANNUAL  PEDIATRICS  POSTGRADUATE  CONFERENCE.  Holi- 
day Inn,  Lubbock,  Tex.  Fee  TBA.  Category  1 , AMA  Physician's 
Recognition  Award.  Contact  Vicki  Hollander,  Office  of  Continuing 
Medical  Education,  TTUHSC,  Lubbock,  TX  79430  (806)743-2929 

Psychiatry 

Oct  12,  1985 

CURRENT  TOPICS  IN  BEHAVIORAL  MEDICINE.  Learning  Center, 

UT  Medical  Branch,  Galveston,  Tex.  Fee  $75.  Category  1 , AMA  Phy- 
sician's Recognition  Award;  6 hours.  Contact  Martha  Berlin,  Coor- 
dinator, Office  of  Continuing  Education,  3.324  Learning  Center, 
UTMB,  Galveston,  TX  77550-2782  (409)761-2934 


Oct  21 -25,  1985 

NEUROPSYCHOLOGY  WORKSHOP  UT  Medical  Branch,  Gal- 
veston, Tex.  Fee  TBA.  Category  1 , AMA  Physician's  Recognition 
Award.  Contact  Martha  Berlin,  Office  of  Continuing  Education,  3.324 
Learning  Center,  UTMB,  Galveston,  TX  77550  (409)761  -2934 

Radiology 

Oct  16-19,  1985 

DIAGNOSTIC  RADIOLOGY  UPDATE  Hyatt  Regency,  San  Antonio, 
Tex.  Fee  $300.  Category  1 , AMA  Physician's  Recognition  Award;  20 
hours.  Contact  Marjorie  Foutz,  EdD,  Conference  Coordinator,  Medi- 
cal School  Continuing  Education  Services,  UTHSC  at  San  Antonio, 
7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (51 2)691  -6295 

Oct  25-27,  1985 

DIAGNOSTIC  RADIOLOGY  UPDATE  Mandalay  Four  Seasons 
Hotel,  Dallas  Fee  $300-physicians;  $1 75-residents.  Category  1, 
AMA  Physician's  Recognition  Award;  1 8 hours.  Contact  Dolly  Chris- 
tensen, Director  of  Radiology  Postgraduate  Education,  UTHSC  at 
Dallas,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235  (214)688-2502 

NOVEMBER 

Anesthesiology 

Nov  8-9,  1985 

BAY-CAP  X:  RISK  MANAGEMENT  OF  THE  PATIENT  WITH  CARDIO- 
VASCULAR DISEASE.  Four  Seasons  Hotel,  Houston.  Fee  $275-phy- 
sicians;  $175-nonphysicians.  Category  1,  AMA  Physician's 
Recognition  Award;  1 6 hours.  Contact  Lynne  Tiras  or  Lila  Lerner, 
Baylor  College  of  Medicine,  One  Baylor  Plaza,  Office  of  Continuing 
Education,  Houston,  TX  77030  (713)799-4941 

General  Medicine 

Nov  8,  1985 

WHAT  EVERY  NURSE  NEEDS  TO  KNOW  ABOUT  THE  LAW.  Learn- 
ing Center,  UT  Medical  Branch,  Galveston,  Tex  Fee  $55  Credit  .6 
CEUs.  Contact  Gayle  McKay,  Coordinator,  3.324  Learning  Center, 
UTMB,  Galveston,  TX  77550  (409)761-2934 

Obstetrics  & Gynecology 

Nov  5-9,  1985 

CONTEMPORARY  ISSUES  AND  PRACTICES  IN  OB-GYN.  D1 .600, 
UT  Health  Science  Center  at  Dallas.  Fee  TBA.  Credit  TBA  Contact 
June  Bovill,  Division  of  Continuing  Education,  5323  Harry  Hines 
Blvd,  Dallas,  TX  75235  (214)688-2166 

Nov  13-16,  1985 

29TH  ANNUAL  CLINICAL  CONFERENCE,  “DIAGNOSIS  AND 
TREATMENT  STRATEGIES  FOR  GYNECOLOGIC  CANCER." 
Shamrock  Hilton  Hotel,  Houston.  Fee  $200.  Category  1 , AMA  Physi- 
cian’s Recognition  Award;  20  hours.  Contact  Shirley  Roy,  Confer- 
ence Services-HMB  Box  131 , M.D.  Anderson  Hospital  and  Tumor 
Institute,  6723  Bertner,  Houston,  TX  77030  (713)792-2222 

Ophthalmology 

Nov  8-9,  1985 

TEXAS  R.K.  PRACTICAL  COURSE  AND  WORKSHOP:  1985.  Fair- 
mont Hotel,  Dallas.  Fee  TBA.  Credit  TBA  Contact  Barbara  Grayson, 
A.  Webb  Roberts  Center,  3500  Gaston  Ave,  Dallas,  TX  75246  (214) 
820-2317 
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Nov  8-10,  1985 

SOUTHERN  REGIONAL  UPDATE  COURSE,  Section  4,  Houston.  Fee 
TBA.  Credit  TBA.  Contact  American  Academy  of  Ophthalmology, 
1833  Fillmore  St,  San  Francisco,  CA  94120 

Physical  Medicine  and  Rehabilitation 

Nov  13-15,  1985 

SPORTS  MEDICINE.  Houston.  Fee  TBA.  Credit  TBA.  Contact  Lila 
Lerner  or  Lynne  Tiras,  Office  of  Continuing  Education,  Baylor  Col- 
lege of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030  (713) 
799-6020 

Radiology 

Nov  4-8,  1985 

ADVANCED  RADIOLOGICAL  HEALTH.  UT  Health  Science  Center, 
San  Antonio,  Tex.  Fee  $600.  Category  1 , AMA  Physician's  Recogni- 
tion Award;  36  hours.  Contact  Marjorie  Foutz,  EdD,  Medical  School 
Continuing  Education  Services,  UTHSC  at  San  Antonio,  7703  Floyd 
Curl  Dr,  San  Antonio,  TX  78284  (512)691-6295 

Surgery 

Nov  15-16,  1985 

GENERAL  SURGERY  UPDATE:  1985  Marriott  Hotel  Medical  Center, 
Houston.  Fee  TBA.  Category  1 , AMA  Physician’s  Recognition  Award; 

1 1 hours.  Contact  Carol  Soroka,  Program  Coordinator,  Baylor  Col- 
lege of  Medicine,  Office  of  Continuing  Education,  One  Baylor  Plaza, 
Houston,  TX  77030  (713)799-6020 

DECEMBER 

Geriatrics 

Dec  6-8,  1985 

THE  GERIATRIC  FOOT.  Location  TBA  Contact  Marjorie  Foutz,  EdD, 
Medical  School  Continuing  Education  Services,  UT  Health  Science 
Center  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
(512)691-6295 

Ophthalmology 

Dec  5-7,  1985 

26TH  ANNUAL  COURSE  IN  CONTACT  LENS  TECHNOLOGY.  Hous- 
ton. Contact  Bette  McAinch,  Contact  Lens  Technology  Course, 
Cullen  Eye  Institute,  Baylor  College  of  Medicine,  Houston,  TX  77030 
(713)799-5942 

Plastic  Surgery 

Dec  6-7,  1985 

DERMATOLOGIC  ASPECTS  OF  PLASTIC  SURGERY.  Houston.  Con- 
tact Lila  Lerner  or  Carol  Soroka,  Office  of  Continuing  Education, 
Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 
(713)799-6020 

Psychiatry 

Dec  7,  1985 

PSYCHIATRY:  DEMENTIA.  Location  TBA.  Contact  Marjorie  Foutz, 
EdD,  Medical  School  Continuing  Education  Services,  UT  Health  Sci- 
ence Center  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  (512)691-6295 

Dec  7,  1985 

UPDATE  IN  PSYCHOPHARMACOLOGY.  Galveston,  Tex.  Contact 
Martha  Berlin,  Office  of  Continuing  Education,  3.324  Learning  Cen- 
ter, UTMB,  Galveston,  TX  77550  (409)761-2934 


Dec  6-7,  1985 

INNOVATIVE  APPROACHES  TO  UROLOGIC  PROBLEMS.  Houston. 
Contact  Lila  Lerner  or  Carol  Soroka,  Office  of  Continuing  Education, 
Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 
(713)799-4941 

JANUARY 

General  Medicine 

Jan  27-31, 1986 

ANATOMY  FOR  RADIOTHERAPY  TREATMENT  PLANNING.  Loca- 
tion TBA.  Contact  Marjorie  Foutz,  EdD,  Medical  School  Continuing 
Education  Services,  UT  Health  Science  Center  at  San  Antonio,  7703 
Floyd  Curl  Dr,  San  Antonio,  TX  78284  (512)691-6295 

Physical  Medicine  and  Rehabilitation 

Jan  30-Feb  1, 1986 

13TH  ANNUAL  SYMPOSIUM  ON  SPORTS  MEDICINE.  Location 
TBA.  Contact  Marjorie  Foutz,  EdD,  Medical  School  Continuing  Edu- 
cation Services,  UT  Health  Science  Center  at  San  Antonio,  7703 
Floyd  Curl  Dr,  San  Antonio,  TX  78284  (51 2)691  -6295 

Radiology 

Jan  6-10,  1986 

RADIATION  SAFETY  OFFICER’S  COURSE.  Location  TBA.  Contact 
Marjorie  Foutz,  EdD,  Medical  School  Continuing  Education  Ser- 
vices, UT  Health  Science  Center  at  San  Antonio,  7703  Floyd  Curl  Dr, 
San  Antonio,  TX  78284  (512)691-6295 

Jan  19-24,  1986 

SOCIETY  OF  GASTROINTESTINAL  RADIOLOGISTS  15TH  ANNUAL 
MEETING  AND  POSTGRADUATE  COURSE.  Acapulco,  Mexico. 
Contact  Lynne  Tiras  or  Carol  Soroka,  Office  of  Continuing  Educa- 
tion, Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)799-4941 

Urology 

Jan  31 -Feb  2,  1986 

GU  PATHOLOGY  AND  RADIOLOGY.  Houston.  Contact  Alice  Hen- 
derson, Office  of  Education,  PO  Box  24147,  Houston,  TX  77205 
(713)791-1470 

FEBRUARY 

Aerospace  Medicine 

Feb  9-13,  1986 

SPACE  ADAPTATION:  PHYSIOLOGIC  ADAPTATION  OF  MAN  IN 
SPACE  Houston.  Contact  Carol  Soroka  or  Lila  Lerner,  Office  of  Con- 
tinuing Education,  Baylor  College  of  Medicine,  One  Baylor  Plaza, 
Houston,  TX  77030  (713)799-4941 

Anesthesiology 

Feb  21-23,  1986 

TACO  II:  2ND  TEXAS  ANESTHESIA  CONFERENCE  FOR  OBSTET- 
RICS. Houston.  Contact  Lila  Lerner  or  Carol  Soroka,  Office  of  Con- 
tinuing Education,  Baylor  College  of  Medicine,  One  Baylor  Plaza, 
Houston,  TX  77030  (713)799-4941 

Ophthalmology 

Feb  28-March  1,  1986 

CLINICAL  ADVANCES  IN  OPHTHALMOLOGY  FOR  THE  PRACTIC- 
ING OPHTHALMOLOGIST.  Houston.  Contact  Lila  Lerner,  Sym- 
posium Coordinator,  Office  of  Continuing  Education,  Baylor  College 
of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

Radiology 

Feb  10-14,  1986 

BASIC  RADIOLOGICAL  HEALTH.  Location  TBA.  Contact  Marjorie 
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Foutz,  EdD,  Medical  School  Continuing  Education  Services,  UT 
Health  Science  Center  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  An- 
tonio, TX  78284  (512)691-6295 

REGULARLY  SCHEDULED  ACTIVITIES 


Monday-Friday 

POSTGRADUATE  WORKSHOP  IN  NEURORADIOLOGY.  (Date  as- 
signed by  individual  request.)  Methodist  Hospital,  Houston.  Fee 
$450.  Category  I,  AMA  Physician's  Recognition  Award,  40  hours. 
Contact  Vicki  Sayre,  Office  of  Continuing  Education,  Baylor  College 
of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

Monday-Friday 

POSTGRADUATE  WORKCOURSE  IN  DIAGNOSTIC  ULTRASOUND. 

! (Date  assigned  by  individual  request.)  Ben  Taub  General  Hospital, 
Houston.  Fee  $450.  Category  1 , AMA  Physician's  Recognition 
Award;  40  hours.  Contact  Vicki  Sayre,  Office  of  Continuing  Educa- 
tion, Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)799-6020 

Tuesdays,  12  pm 

MEDICAL  AND  SURGICAL  REVIEWS.  Sierra  Medical  Center,  El 
Paso,  Tex.  Category  1 , AMA  Physician's  Recognition  Award;  1 hour 
weekly.  Contact  M.  Nazemi,  MD,  Sierra  Medical  Center,  1625  Medi- 
cal Center  Dr,  El  Paso,  TX  79902 

Tuesdays  (all  but  last  Tuesday  of  each  month) 

SURGICAL  GRAND  ROUNDS.  Board  Room,  Brackenridge  Hospital, 
Austin,  Tex.  Free.  Category  1 , AMA  Physician's  Recognition  Award; 

1 hour-session.  Contact  Nancy  Strandhagen,  Surgery  Education, 
Central  Texas  Medical  Foundation,  601  E 15th  St,  Austin,  TX  78701 
(512)476-6461  ext  51 72 

Wednesdays,  12  pm 

CONTINUOUS  REVIEW  OF  INTERNAL  MEDICINE.  Sid  Richardson 
Auditorium,  Scott  and  White  Memorial  Hospital,  Temple,  Tex.  Cate- 
gory 1 , AMA  Physician’s  Recognition  Award,  1 hour  weekly.  Contact 
Lynn  Calvert,  Office  of  Continuing  Medical  Education,  Scott  and 
White  Memorial  Hospital,  2401  S 31  st,  Temple,  TX  76508  (81 7) 
774-2350 

Thursdays,  8 am 

INTERNAL  MEDICINE  GRAND  ROUNDS.  Brackenridge  Hospital, 
Austin,  Tex.  Category  1 , AMA  Physician's  Recognition  Award;  1 hour 
weekly.  Contact  Marianne  Foley,  MS,  Central  Texas  Medical  Founda- 
tion, 1500  EAve,  Austin,  TX  78701  (512)476-6461  ext  5606 

Thursdays,  12  pm 

UROLOGY  CORE  CURRICULUM.  Scott  and  White  Memorial  Hospi- 
tal, Temple,  Tex.  Category  1 , AMA  Physician's  Recognition  Award;  1 
' hour  weekly.  Contact  Lynn  Calvert,  Office  of  Continuing  Medical 
Education,  Scott  and  White  Memorial  Hospital,  2401  S 31  st,  Temple, 
TX  76508  (817)774-2350 

Thursday-Friday 

POSTGRADUATE  WORKSHOP  IN  REAL-TIME  OBSTETRICAL 
ULTRASONOGRAPHY.  (Date  assigned  by  individual  request.)  Jef- 
ferson Davis  Hospital,  Houston.  Fee  $350.  Category  1 , AMA  Physi- 
cian's Recognition  Award;  1 6 hours.  Contact  Vicki  Sayre,  Office  of 
Continuing  Education,  Baylor  College  of  Medicine,  One  Baylor 
Plaza,  Houston,  TX  77030  (713)799-6020 

Fridays,  12  pm 

NEUROLOGY  GRAND  ROUNDS.  Sid  Richardson  Auditorium,  Scott 
and  White  Memorial  Hospital,  Temple,  Tex.  Category  1 , AMA  Physi- 
cian’s Recognition  Award;  1 hour  weekly.  Contact  Lynn  Calvert, 
Office  of  Continuing  Medical  Education,  Scott  and  White  Memorial 
Hospital,  2401  S 31  st,  Temple,  TX  76508  (81 7)774-2350 

Fridays,  12  pm  (2nd  and  4th) 

TEACHING  CASE  CONFERENCE.  Park  Place  Hospital,  Port  Arthur, 
Tex.  Category  1 , AMA  Physician's  Recognition  Award;  2 hours 
monthly.  Contact  Phil  Newman,  MD,  Box  1 648,  Port  Arthur,  TX  77640 
(409)983-4951 


Date  assigned  by  individual  request 

POSTGRADUATE  WORKSHOP  IN  CLINICAL  NMR.  Biomedical 
NMR  Center,  Baylor  College  of  Medicine,  Houston.  Fee  $1 ,000 
Category  1 , AMA  Physician's  Recognition  Award;  40  hours.  Contact 
Vicki  Sayre,  Office  of  Continuing  Education,  Baylor  College  of  Medi- 
cine, One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 


TELECONFERENCE  NETWORK  OF  TEXAS 


Every  other  Thursday,  1 2:30  pm 

CLINICAL  TOPICS  IN  MEDICINE.  UT  Health  Science  Center  at  San 
Antonio  and  teleconference  network  sites.  Fee  $35-program,  hospi- 
tal subscription  program.  Category  1 , AMA  Physician's  Recognition 
Award.  Contact  Phyllis  Wood,  Acting  Director,  Teleconference  Net- 
work of  Texas,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (512) 
691-7291 

OTHER  TELECONFERENCES 


Nov  22,  1985 

4TH  ANNUAL  VIDEOCONFERENCE:  SURGERY  OF  THE  MALE 
URETHRA  AND  GENITALIA.  Dallas,  Houston,  and  San  Antonio.  Fee 
$145.  Category  1 , AMA  Physician’s  Recognition  Award;  6 hours. 
Contact  Monica  Smith,  Office  of  Education,  PO  Box  25147,  Houston, 
TX  77265  (713)791-1470 


PRACTICE  MANAGEMENT  WORKSHOPS 


The  following  are  practice  management  workshops  and  seminars 
sponsored  by  the  Texas  Medical  Association.  Participants  in  the 
workshops  and  seminars  will  receive  Category  1 credit  toward  the 
AMA  Physician's  Recognition  Award  where  indicated.  For  further  in- 
formation, contact  the  Department  of  Practice  Management,  Texas 
Medical  Association,  1801  N Lamar  Blvd,  Austin,  TX  78701  (512) 
477-6704. 

SEPTEMBER 

IMPROVING  THIRD-PARTY  REIMBURSEMENT  FOR  YOU  AND 

YOUR  PATIENTS— 3 hours 

Sept  10,  1985,  El  Paso  Marriott,  El  Paso 

Sept  1 1 , 1985,  Holiday  Inn  Civic  Center,  Lubbock 

Sept  1 2,  1 985,  Holiday  Inn  Brook  Hollow,  Dallas 

Sept  17,  1985,  Beaumont  Hilton,  Beaumont 

Sept  18,  1985,  Sheraton  Harlingen  Inn,  Harlingen 

Sept  24,  1985,  Midland  Hilton,  Midland 

Sept  25,  1 985,  Bexar  County  Medical  Society  Headquarters,  San 
Antonio 

Sept  26,  1985,  Marriott  Hotel  at  the  Astrodome,  Houston 

OCTOBER 

INCREASING  YOUR  NET  WORTH 
Oct  5,  1985,  Doubletree  Inn,  Dallas 

PRACTICE  MANAGEMENT:  COLLECTIONS,  PATIENT  FLOW,  PER- 
SONNEL MANAGEMENT— 2 hours  each  day 
Oct  8-9,  1985,  Hyatt  Regency,  Austin 
Oct  17-18,  1985,  Holiday  Inn  Brook  Hollow,  Dallas 

PRACTICE  MANAGEMENT:  COLLECTIONS,  PATIENT  FLOW,  COM- 
PUTERS— 2 hours  each  day 

Oct  10-11,  1985,  Bexar  County  Medical  Society  Headquarters,  San 
Antonio 
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PRACTICE  MANAGEMENT:  COLLECTIONS,  PATIENT  FLOW,  MAR- 
KETING— 2 hours  each  day 
Oct  15-16, 1985,  Marriott  Hotel  Brookhollow,  Houston 

GEARING  UP  FOR  RETIREMENT 

Oct  25-27,  1 985,  La  Mansion  del  Rio,  San  Antonio 

NOVEMBER 

PERSONAL  INCOME  AND  ESTATE  TAX  PLANNING 
Nov  8-9,  1985,  Marriott  Hotel  Galleria,  Houston 


CALENDAR  OF  MEETINGS  "Denotes  Texas  Meetings 


AUGUST 

■TEXAS  PERINATAL  ASSOCIATION,  Galveston,  Aug  2-4,  1985. 
Dianne  Brown,  PO  Box  2446,  Lubbock,  TX  79408 

SEPTEMBER 

AMERICAN  ACADEMY  OF  OPHTHALMOLOGY,  San  Francisco, 

Sept  29-Oct  3,  1985.  Bill  Jenkinson,  Box  7424,  San  Francisco,  CA 
94120 

AMERICAN  ACADEMY  OF  OTOLARYNGOLOGY-HEAD  AND  NECK 
SURGERY,  Atlanta,  Sept  18-20, 1985.  Mary  Ann  Winter,  1101  Ver- 
mont Ave,  NW,  Suite  302,  Washington,  DC  20005 

AMERICAN  ACADEMY  OF  PHYSICAL  MEDICINE  AND  REHABILI- 
TATION, Kansas  City,  Mo,  Sept  29-Oct  4,  1 985.  Ike  A.  Mayeda,  30  N 
Michigan  Ave,  Suite  922,  Chicago,  IL  60602 

AMERICAN  ASSOCIATION  FOR  THE  SURGERY  OF  TRAUMA, 
Boston,  Sept  12-14,  1985.  Donald  S.  Gann,  MD,  Dept  of  Surgery, 
593  Eddy  St,  Providence,  Rl  02902 

AMERICAN  COLLEGE  OF  RADIOLOGY,  Montreal,  Sept  8-12,  1985. 
Sheila  A.  Aubin,  20  N Wacker  Dr,  Suite  1 660,  Chicago,  IL  60606 

AMERICAN  CONGRESS  OF  REHABILITATION  MEDICINE,  Kansas 
City,  Mo,  Sept  29-Oct  4,  1 985.  Ike  A.  Mayeda,  30  N Michigan  Ave, 
Suite  922,  Chicago,  IL  60602 

■TEXAS  MEDICAL  ASSOCIATION,  Austin,  Sept  1 9-21 , 1 985.  C. 
Lincoln  Williston,  CAE,  1801  N Lamar  Blvd,  Austin,  TX  78701 

■TEXAS  PEDIATRIC  SOCIETY,  Austin,  Sept  27-29,  1985.  Mary 
Greene,  1801  N Lamar  Blvd,  Austin,  TX  78701 

■TEXAS  SOCIETY  OF  PEDIATRIC  SURGEONS,  Austin,  Sept  28, 
1985  Mary  Greene,  1801  N Lamar  Blvd,  Austin,  TX  78701 

OCTOBER 

AMERICAN  ACADEMY  OF  FAMILY  PHYSICIANS,  Anaheim,  Calif, 
Oct  10-13,  1985.  Annette  Hoel,  1740  W 92nd  St,  Kansas  City,  MO 
64114 

AMERICAN  ACADEMY  OF  OCCUPATIONAL  MEDICINE,  Orlando, 
Fla,  Oct  22-25,  1985.  Richard  S.  Myers,  2340  S Arlington  Hts  Rd, 
Suite  400,  Arlington  Heights,  IL  60005 

■AMERICAN  ACADEMY  OF  PEDIATRICS,  San  Antonio,  Oct  19-24, 
1985  William  G.  Janzen,  141  Northwest  Pt  Rd,  Po  Box  927,  Elk 
Grove  Village,  IL  60007 


AMERICAN  ASSOCIATION  FOR  HAND  SURGERY,  Kansas  City,  Mo, 
Oct  24-27,  1 985.  Jean  Kiefer,  2934  Fish  Hatchery  Rd,  Suite  21 8, 
Madison,  Wl  53713 

■AMERICAN  CANCER  SOCIETY,  TEXAS  DIVISION,  Austin,  Oct 
15-17,  1 985.  Jack  M.  Hardison,  Box  9863,  Austin,  TX  78766 

AMERICAN  COLLEGE  OF  CLINICAL  PHARMACOLOGY,  Philadel- 
phia, Oct  17-18,  1985.  William  F.  Chaveas,  19  S 22nd  St,  Philadel- 
phia, PA  19103 

AMERICAN  COLLEGE  OF  GASTROENTEROLOGY,  Philadelphia, 
Oct  9-1 3, 1985.  Gardner  V McCormick,  13  Elm  St,  Manchester,  MA 
09144 

AMERICAN  COLLEGE  OF  SURGEONS,  Chicago,  Oct  13-18,  1985. 
Edwin  W.  Gerrish,  MD,  55  E Erie  St,  Chicago,  IL  6061 1 

AMERICAN  DIETETIC  ASSOCIATION,  New  Orleans,  Oct  7-1 1 , 

1985.  Karen  S.  DelVescovo,  RD,  430  N Michigan  Ave,  Chicago,  IL 
6061 1 

AMERICAN  ELECTROENCEPHALOGRAPHIC  SOCIETY,  Orlando, 
Fla,  Oct  7-12,  1985.  Fay  S.  Tyner,  2579  Melinda  Dr,  Atlanta,  GA 
30345 

AMERICAN  GROUP  PRACTICE  ASSOCIATION,  Las  Vegas,  Oct  1 -4, 
1985  Russell  E.  Barker,  20  S Quaker  Ln,  Alexandria,  VA  22314 

■AMERICAN  INSTITUTE  OF  ULTRASOUND  IN  MEDICINE,  Dallas, 
Oct  8-11, 1985.  Barbara  M.  Hairfield,  4405  East-West  Hwy,  Suite 
504,  Bethesda,  MD  20814 

AMERICAN  MEDICAL  RECORD  ASSOCIATION,  New  Orleans,  Oct 
13-18,  1985.  Theresa  Petrone,  875  N Michigan  Ave,  Suite  1850,  Chi- 
cago, IL  60611 

AMERICAN  SCHOOL  HEALTH  ASSOCIATION,  Little  Rock,  Ark,  Oct 
9-11,  1985.  Dana  A Davis,  Box  708,  Kent,  OH  44240 

AMERICAN  SOCIETY  OF  ANESTHESIOLOGISTS,  San  Francisco, 
Oct  12-16,  1985.  William  S.  Marinko,  515  Busse  Hwy,  Park  Ridge,  IL 
60068 

AMERICAN  SOCIETY  OF  MAXILLOFACIAL  SURGEONS,  Kansas 
City,  Mo,  Oct  27-Nov  1 , 1 985.  Charles  A.  Janda,  MD,  1 20  Oak  Brook 
Center  Mall,  Suite  722,  Oak  Brook,  IL  60521 

AMERICAN  SOCIETY  OF  PLASTIC  AND  RECONSTRUCTIVE  SUR- 
GEONS, Kansas  City,  Mo,  Oct  27-Nov  1 , 1 985,  Carol  Lazier,  233  N 
Michigan  Ave,  Chicago,  IL  60601 

■ASSOCIATION  FOR  THE  ADVANCEMENT  OF  MEDICAL  INSTRU- 
MENTATION, Houston,  Oct  20-22,  1985.  Marguerite  Leishman, 

AAMI  Headquarters,  1 901  N Fort  Myer  Dr,  Suite  602,  Arlington,  VA 
22209 

ASSOCIATION  OF  AMERICAN  MEDICAL  COLLEGES,  Washington, 
DC,  Oct  26-31 , 1 985.  Kathleen  S.  Turner,  One  Dupont  Circle,  NW, 
Suite  200,  Washington,  DC  20036 

■PANHANDLE  DISTRICT  MEDICAL  SOCIETY,  Lubbock,  Oct  26, 
1985.  Ethel  M.  McLeod,  PO  Box  10127,  Lubbock,  TX  79408 

WESTERN  SOCIETY  OF  ALLERGY  AND  IMMUNOLOGY,  Seattle, 

Oct  10-12,  1985.  Joyce  M.  Gullixson,  1700  SW  Columbia,  Portland, 
OR  97201 
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TEXAS  MEDICINE 


ing  drugs  in  treatment  of  rheumatoid  arthritis 
lung  cancer  deaths  among  young  men  in  Texas 
sonographic  detection  of  nuchal  cystic  hygroma 
IDS  in  a patient  with  prior  sarcoidosis 


Cooperation  between  hospitals  and  medical  staffs 


®orbett-^utctjmgs-Jsfrnttfy  Jifttmtorutl  Hospital 

nnb  ®orbett-^Sutcl|tngS'^mttt|  (Clinic 

322  COLEMAN  STREET  JHarlin,  ®exas  76661  TELEPHONE: 

POST  OFFICE  BOX  60  (81 7)  883-3561 


GENERAL  SURGERY 

Howard  L.  Smith,  M.D.,  F.A.C.S. 
D.  R.  Swetland,  M.D.,  FA.C.S. 
INTERNAL  MEDICINE 
W.  F.  McKinley,  Jr.,  M.D. 

James  S.  Bussell,  M.D. 

C.  G.  Brown,  M.D. 

EYE,  EAR,  NOSE,  AND  THROAT 
S.  W.  Hughes,  M.D 
ALLERGY 

S.  W.  Hughes,  M.D. 

TRAUMATIC  AND  ORTHOPEDIC 
SURGERY 

D.  R.  Swetland,  M.D,  F.A.C.S. 
CARDIOLOGY 

W.  F.  McKinley,  Jr,  M.D. 


FAMILY  PRACTICE 
OBSTETRICS  AND  PEDIATRICS 
William  Pickvance,  M.D. 

Barry  E.  Phillips,  M.D. 
GENERAL  DENTISTRY 
G.  Glenn  Rose,  D.D.S. 

* DENTISTRY  FOR  CHILDREN 

T.  Brad  Willis,  D.D.S 
RADIOLOGY 

J.  M.  Brown,  M.D,  F.A.C.R. 

* PATHOLOGY 

Ronald  E.  Henderson,  Jr.,  M.D. 
David  M.  McTaggart,  M.D. 

S.  M.  Bunn,  Jr.,  M.D. 

E.  B.  Morrison,  M.D. 

UROLOGY 

Howard  L.  Smith,  M.D.,  F.A.C.S. 


* NEUROPSYCHIATRY 

S.  B.  Morrison,  M.D. 

* NEUROSURGERY 

Harry  W Slade,  M.D.,  F.A.C.S. 

* DERMATOLOGY 

Maurice  C.  Barnes,  M.D.,  D.A.B.D. 
ADMINISTRATOR 
J.  D.  Norris,  Jr. 

ASSISTANT  ADMINISTRATOR 
W R.  Lux,  Jr 

DIRECTOR-COORDINATOR,  NURSING 
SERVICE 

Diane  Howton,  R.N. 

DIRECTOR  OF  PATIENT  CARE 
Marie  Kotch,  R.N. 


The  original  hospital  was  founded  by  Dr.  J.  W.  Torbett  in  1898,  and  Howard  O.  Smith,  M.D,  FACS,  past  president,  expired  May  17,  1977. 
* Consultants 


THE  DALLAS  MEDICAL  & SURGICAL 
CLINIC  AND  HOSPITAL 


4105  Live  Oak  Street 


DALLAS,  TEXAS  75204 


Telephone  823-415  1 


INTERNAL  MEDICINE 
Morris  E.  Magers,  M.D,  D A B I M 
Charming  Woods,  M.D. 

Richard  C.  Stone,  M l)  , Gastroenterology  & Endoscopy 
Landon  W.  Stewart,  M.D,  D.A.B.I.M. 

Cloyce  L Stetson,  Jr  , M.D,  D.A.B.I.M. 

David  S.  Sowell,  III,  M.D  , D.A.B.I.M.,  Cardiology 
Don  E Cheatum,  M.D,  D.A.B.I.M.  and  D A B Rhu, 
F.A.C.R,  F.C.C.P , Rheumatology 
W Mark  Armstrong,  M.D,  D.A.B.I.M. 

Sam  W.  Waters,  M.D 
Steven  P Bowers,  M I)  , D A B. I M 
Elizabeth  M Polanco.  M l)  , D.A.B.I.M 
Robert  C.  Dinwiddle,  M.D.,  D.A.B.I.M. 

Endocrinology  and  Diabetes 

OBSTETRICS  AND  GYNECOLOGY 
John  B.  Miller,  III,  M.D,  D A.B.O.G,  F.A.C.O.G. 
Vernie  D.  Bodden,  M.D,  D.  A.B.O.G,  F.A.C.O.G. 

Craig  W Smith.  M.D. 

PEDIATRICS 

Halcuit  Moore,  M.D,  D.A.B  P , F A.A.P 
P.  E.  Luecke,  Jr.,  M.D.,  D A B P,  FA  A P 
Peter  C Ray,  M.D. 

GENERAL  SURGERY 

George  P Fosmire,  M.D,  DABS,  FA.C.S.  . 

Charles  W.  Coleman,  M.D,  D A B S. 

UROLOGY 

Harry  M.  Spence,  M.D,  D.A  B.U,  F.A.C.S. 

William  H.  Hoffman,  M.D,  DAB  U,  F.A.C.S. 

Richard  B Dulany,  M.D,  D.A  B.U,  F.A.C.S. 


RADIOLOGY 

Joe  B.  Caldwell,  M.D,  I)  A B R 
James  B Evans,  M.D  , D A B R. 

DERMATOLOGY 

William  N.  New,  M.D,  F.A.A.D,  F.A.C.P 
Constance  Shadwick,  M.D,  D.A.B.D. 

OTOLARYNGOLOGY  AND  OTOLOGIC  SURGERY 
D W Shuster,  M.D,  D A B O 

George  A Toledo,  M.D,  Head  and  Neck  Surgery,  Facial 
Plastic  and  Reconstructive  Surgery 

OPHTHALMOLOGY 
James  M Copps,  M.D,  D.A.B.O. 

R Roy  Whitaker.  M.D,  D.A.B.O. 

DENTISTRY  AND  DENTAL  SURGERY 
William  F.  Walton,  D.D.S. 

ADMINISTRATION 

Alan  G Kcnnon,  Administrator 

Russell  E.  McKee,  Associate  Administrator  for  Financial 
Affairs 

Mrs.  Connie  S.  McNamire,  R.N.  B.S.N,  Associate  Admin- 
istrator of  Hospital  Operations  and  Personnel 

INACTIVE  STATUS 
Adam  D.  Green,  M.D,  Surgery 
John  B Bourland.  M.D,  D.A.B.O. G. 


EXCERPTS  FROM  A SYMPOSIUM 
"THE  TREATMENT  OF  SLEEP  DISORDERS"8 


. highly  effective 
for  both  sleep  induction  and 
sleep  maintenance  ft 

Sleep  Laboratory  Investigator 
Pennsylvania 

. . onset  of  action  is 
rapid. . . provides  sleep  with 
no  rebound  effect  to  agitate  the 
patient  the  following  day  § 

Psychiatrist 

California 


ii 


1 , . appears  to  have 
the  best  safety  record  of  any 
of  the  benzodiazepines  ft 


Psychiatrist 

California 


After  15  years,  the  experts  still  concur  about  the 
continuing  value  of  Dalmane  (flurazepam  HCI/ 
Roche).  It  provides  sleep  that  satisfies  patients. . . 
and  the  wide  margin  of  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy 

DALMANE 

flurazepam  HCI/Roche  <g 

sleep  that  satisfies 

15-mg/30-mg 
capsules 


References:  1.  Kales  J,  etal.  Clin  Pharmacol  Ther  12  691 
697,  Jul-Aug  1971,  2.  Kales  A,  elal:  Clin  Pharmacol  Ther 
18  356-363,  Sep  1975  3.  Kales  A,  etal:  Clin  Pharmacol 
Ther  19  576-583,  May  1976  4.  Kales  A,  etal Clin  Pharma- 
col Ther  32  781-788,  Dec  1982  5.  Frost  JD  Jr.  DeLucchi 
MR:  J Am  GerialrSoc  27  541  -546,  Dec  1979  6.  Dement 
WC,  etal.  BehavMed.  pp  25-31,  Oct  1978  7.  Kales  A, 

Kales  JD:  J Clin  Psychopharmacol  3. 140-150,  Apr  1983 
8.  Tennant  FS.  et  at:  Symposium  on  the  Treatment  of  Sleep 
Disorders.  Teleconference,  Oct  16,  1984  9.  Greenblatf  DJ, 
Allen  MD,  Shader  Rl:  Clin  Pharmacol  Ther  21  355-361 
Mar  1977 


DALMANE" 

flurazepam  HCI/Roche  (jv 


Before  prescribing,  please  consult  complete  product 
information,  o summary  of  which  follows 
Indications:  Effective  in  all  types  of  insomnia  characterized 
by  difficulty  in  falling  asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits,  in  acute  or  chronic  medical 
situations  requiring  restful  sleep  Objective  sleep  laboratory 
data  have  shown  effectiveness  tor  at  least  28  consecutive 
nights  of  administration  Since  insomnia  is  often  transient 
and  intermittent  prolonged  administration  is  generally  not 
necessary  or  recommended  Repeated  therapy  should  only 
be  undertaken  with  appropriate  patient  evaluation 
Contraindications:  Known  hypersensitivity  to  flurazepam  HCI, 
pregnancy  Benzodiazepines  may  cause  fetal  damage  when 
administered  during  pregnancy.  Several  studies  suggest  an 
increased  risk  of  congenital  malformations  associated  with 
benzodiazepine  use  during  the  first  trimester  Warn  patients 
of  the  potential  risks  to  the  fetus  should  the  possibility  of  be- 
coming pregnant  exist  while  receiving  flurazepam  Instruct 
patients  to  discontinue  drug  prior  to  becoming  pregnant  Con- 
sider the  possibility  of  pregnancy  prior  to  instituting  therapy 
Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants  An  additive  effect 
moy  occur  if  alcohol  is  consumed  the  day  following  use  for 
nighttime  sedation  This  potential  may  exist  for  several  days 
following  discontinuation  Caution  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (eg , operating 
machinery,  driving)  Potential  impairment  of  performance  of 
such  activities  may  occur  the  day  following  ingestion  Not 
recommended  tor  use  in  persons  under  15  years  of  oge 
Withdrawal  symptoms  rarely  reported,  abrupt  discontinuation 
should  be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  of  time.  Use 
caution  in  administering  to  addiction-prone  individuals  or 
those  who  might  increase  dosage 
Precautions:  In  elderly  and  debilitated  patients,  it  is  recom- 
mended that  the  dosage  be  limited  to  15  mg  to  reduce  risk  of 
oversedation,  dizziness,  confusion  and/or  ataxia  Consider 
potential  additive  effects  with  other  hypnotics  or  CNS  depres- 
sants, Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suicidal  tenden- 
cies, or  in  those  with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  ataxia  and  falling  have  occurred,  particularly  in 
elderly  or  debilitated  patients  Severe  sedation,  lethargy,  dis- 
orientation and  coma,  probably  indicative  of  drug  intolerance 
or  overdosage,  have  been  reported  Also  reported  headache, 
heartburn,  upset  stomach,  nausea,  vomiting,  diarrhea,  con- 
stipation, Gl  pain,  nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  have  also  been  rare  occur- 
rences ot  leukopenia,  granulocytopenia,  sweating,  flushes, 
difficulty  in  focusing,  blurred  vision,  burning  eyes,  faintness 
hypotension,  shodness  of  breath,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness,  halluci- 
nations, and  elevated  SGOT,  SGPT.  total  and  direct  bilirubins, 
and  alkaline  phosphatase,  and  paradoxical  reactions,  e g 
excitement,  stimulation  and  hyperactivity 
Dosage:  Individualize  for  maximum  beneficial  effect  Adults 
30  mg  usual  dosage,  15  mg  may  suffice  in  some  patients 
Elderly  or  debilitated  patients:  15  mg  recommended  initially 
until  response  is  determined. 

Supplied:  Capsules  containing  15  mg  or  30  mg  flurazepam 
HCI 


Roche  Products  Inc, 
Manati,  Puerto  Rico  00701 


1 FOR  SLEEP 


After  more  than  15  years  of  use,  it's  # 1 for  sleep  that  satisfies. 

Patients  are  satisfied  because  they  fall  asleep  fast  and  stay 
asleep  till  morning. 1-8  And  you're  satisfied  by  the  exceptionally 
wide  margin  of  safety.7-9  As  always,  caution  patients  about 

driving  or  drinking  alcohol. 

Please  see  references  and  summary  of  product  information  on  reverse  side. 


flurazepam  HCI/Roche  © 

sleep  that  satisfies 


Copyright  © 1985  by  Roche  Products  Inc.  All  rights  reserved. 
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On  the  cover 


This  month  s issue  of  Texas  Medicine  fea- 
tures cooperation  between  hospitals  and 
medical  staffs  An  article,  "Hospital-medical 
staff  cooperation,"  written  by  Horace  M. 
Cardwell,  senior  vice  president  of  Methodist 
Health  Care  System — Houston,  begins  on 
page  33,  "Heraclitus  revisited,”  an  accom- 
panying editorial  written  by  Albert  F. 

Hendler,  MD,  Dallas,  begins  on  page  5. 
Cover  design  by  Ed  Triggs. 


Coming  next  month 

Scheduled  for  the  October  issue  of  Texas 
Medicine  are  articles  dealing  with  bulimia, 
lumbar  disc  disease,  screening  for  neu- 
rologic disease  in  impotent  patients,  and 
the  gastro-clip  as  an  alternative  surgical 
procedure  for  the  treatment  of  morbid 
obesity. 


Health  Carecard:  The  Profitable 
Decision  For  Your  Practice 


The  problem 

Today’s  increased  operating  expenses,  government  restrictions 
and  insurance  company  hassles  can  crimp  your  practice  profits, 
and  bury  your  office  in  paperwork. 

The  solution 

Health  Carecard  can  improve  your  profits  through  □ Improved 
insurance  payments  and  faster  insurance  collection  □ Better  cash 
management  and  reduced  paperwork  □ Faster  patient  collection 
□ Reduced  misbilled,  lost  and  uncollectable  charges. 

It  all  adds  up  to  a more  efficient  practice,  which  means  a much 
more  profitable  business.  And  best  of  all,  we  do  the  work. 

Free  cost/ benefit  analysis 

Call  for  a cost  benefit  analysis  and  video  presentation  of  the 
complete  Health  Carecard  service.  It  could  be  the  most 
profitable  decision  you'll  ever  make.  For  information  call 
1-800-252-8296.  In  Austin,  call  458-1260. 

HEALTH 
CARECARD, 

An  American  Express  Company 


3706  West  Avenue,  Austin,  Texas  78705 
512  458-1260 


EDITORIAL  LETTERS 


Heraclitus  revisited 

Future  shock  alone  would  be  a luxury  for  many  physicians. 
Most  of  us  have  yet  to  overcome  past  and  present  shock,  and 
we  see  no  end  to  the  challenge  of  rapid  change  in  the  medi- 
cal profession. 

The  TMA  and  AMA  leadership  are  no  less  challenged,  and 
I am  proud  of  their  efforts  to  meet  their  responsibilities.  I am 
especially  proud  of  TMA  and  AMA  commitment  to  hospital 
medical  staffs,  and  proud  of  their  efforts  to  maintain  proper 
engineering  in  the  high  voltage  area  of  hospital  medical  and 
management  staff  relations.  I am  proud  of  both  organizations 
because  of  their  willingness  to  communicate  and  cooperate 
even  when  we  debate  those  issues  upon  which  we  disagree. 

In  his  article  in  this  issue  on  hospital-medical  staff  coop- 
eration, H.M.  Cardwell  quotes  the  early  Greek  philosopher 
Heraclitus,  “There  is  nothing  permanent  except  change.” 

Five  national  meetings  of  the  AMA-Hospital  Medical  Staff 
Section  have  demonstrated  that  changes  vary  greatly  in 
nature  and  intensity  in  the  various  states.  So  far,  Texas  has 
been  spared  some  of  the  most  painful  changes.  It  is  clear 
that  medical  and  hospital  leaders  of  years  past  have  maxi- 
mized the  benefits  of  practicing  medicine  in  Texas. 

Our  “favorable  climate”  for  medical  practice  is  no  accident. 
The  Texas  Medical  Association  strongly  supports  efforts  to 
maintain  good  hospital-medical  staff  relationships.  Both  TMA 
and  THA  are  actively  trying  to  resolve  the  more  severe 
stresses.  Educational  liaison,  communication,  and  multiple 
levels  of  cooperation  between  our  two  groups  are  encour- 
aged and  facilitated.  The  TMA-Hospital  Medical  Staff  Section 
(TMA-HMSS)  has  been  born,  and  one  of  its  major  responsi- 
bilities will  be  to  address  the  maintenance  of  a healthy  rela- 
tionship between  medical  staffs  and  their  hospitals. 

The  TMA-HMSS  had  its  first  meeting  May  11,1 985,  and 
some  200  hospitals  were  represented  there.  Structural  orga- 
nization, election  of  officers,  and  decisions  about  educational 
programs  provided  a busy  day.  Physicians,  hospital  admin- 
istrators, and  leaders  of  both  TMA  and  THA  all  participated. 

A major  theme  was  that  medical  staff  and  hospital  coopera- 
tion is  vital  if  we  are  to  provide  quality  patient  care  at  a cost 
acceptable  to  our  patients.  The  executive  council  of  the 
HMSS  is  optimistic:  We  believe  that  we  can  minimize  the 
stresses  confronting  hospital  medical  and  management 
staffs,  and  we  are  dedicated  to  this  mission. 

Our  object  is  to  strengthen  our  alliance  and  make  it  a stal- 
wart advocate  of  our  patients'  welfare,  of  proper  and  just 
compensation  for  services  rendered,  and  of  patriotic  con- 
cerns for  our  nation’s  strength  and  welfare. 

Albert  F.  Hendler,  MD 

Chairman,  Executive  Council,  TMA  Hospital-Medical  Staff  Section,  1000 

Emerald  Isle,  #1 18,  Dallas,  TX  75218. 


Health  effects  of  passive  smoking 

The  health  effects  of  passive  smoking  is  an  ongoing  topic  of 
great  interest  and  research.  Since  completion  of  our  article, 
“The  Health  Effects  of  Indoor  Passive  Smoking,”  which  ap- 
peared in  the  May  issue  of  Texas  Medicine , several  more 
excellent  studies  concerning  the  relationship  of  passive 
smoking  to  cancer  risk  (1 ,2,6)  and  to  the  health  and  growth  of 
children  (3-5)  have  been  published.  Selected  recent  pub- 
lications are  cited  below  for  the  readers’  interest. 

Linda  D.  Taylor,  MD 

Department  of  Pathology,  Baylor 

College  of  Medicine,  One  Baylor 

Plaza,  Houston,  TX  77030. 

1 . Correa  P,  Pickle  LW,  Fontham  E,  et  al:  Passive  smoking  and  lung  cancer. 
Lancet  2:595-597,  1983. 

2.  Trichopoulos  D,  Kalandid  A,  Sparros  L:  Lung  cancer  and  passive  smok- 
ing: conclusion  of  Greek  study,  letter.  Lancet  2: 677- 678,  1983. 

3.  Berkey  CS,  et  al:  Passive  smoking  and  height  growth  of  preadolescent 
children.  Int  J Epidemiol  13(4):454-458,  1984. 

4.  Ware  JH,  Dockery  DW,  Spiro  A III,  et  al:  Passive  smoking,  gas  cook- 
ing, and  respiratory  health  of  children  living  in  six  cities.  Am  Rev  Resp  Dis 
129(3):  366-374,  1984. 

5.  Said  G,  Patois  E,  Lellouch  J:  Infantile  colic  and  parental  smoking.  Br  Med 
J 289: 660,  1984. 

6.  Sandler  DP,  Everson  RB,  Wilcox  AJ:  Passive  smoking  in  adulthood  and 
cancer  risk.  Am  J Epidemiol  1 21  (1 ) :37-48,  1 985. 

“Contractual  arrangements”  is  good  reading 

Congratulations  to  Rocky  Wilcox  on  a timely  and  very  well 
written  article  on  contractual  arrangements.  The  information 
in  the  Medicine  and  the  Law  article,  “Contractual  arrange- 
ments between  lay  corporations  and  physicians— patient 
safeguards,”  on  page  61  of  the  July  issue  of  Texas  Medicine 
should  be  required  reading  for  all  physicians. 

Merle  W.  Delmer,  MD 

311  Camden,  Suite  106,  San  Antonio,  TX  78215. 

Editor’s  Note:  Part  II  of  Mr.  Wilcox’s  article  appears  on  page 
77  of  the  August  issue  of  Texas  Medicine. 


Correction 

The  July  1985  issue  of  Texas  Medicine  contains  an  editorial, 
“Preparticipation  physical  examinations  for  athletes,”  by 
C.D.  Campbell,  MD,  on  page  5.  The  degrees  of  Jerry  Newton 
and  Bill  Farney  are  erroneously  cited  in  the  fourth  paragraph 
of  the  editorial.  The  sentences  should  read: 

“The  impetus  for  change  was  largely  due  to  the  tenacity  of 
Jerry  Newton,  MD,  of  San  Antonio.  Much  credit  for  the  ulti- 
mate format  must  go  to  Bill  Farney,  PhD,  of  the  UIL,  whose 
commitment  was  vital  for  such  a change  to  occur.” 
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TEXAS  MEDICAL  LIABILITY  TRUST 


The  Texas  Medical  Liability 
Trust  is  an  organization  offer- 
ing professional  liability  insur- 
ance responsive  to  the  needs 
of  Texas  physicians. 

Our  philosophy  is  to  pro- 
vide an  enduring  source  of  lia- 
bility insurance,  impact  on  the 
overall  malpractice  insurance 
market  hy  our  presence,  pro- 
vide loss  prevention  and  risk 
management  education  to 
minimize  malpractice  prob- 
lems and  to  effectively  handle 
claims  with  personal  attention 
to  our  policyholders.  This  phi- 
losophy results  in  the  highest 
quality  liability  insurance  for 
Texas  physicians. 

Today,  the  health  care  in- 
dustry is  in  an  era  of  change. 
Cost  containment  incentives, 
DRG  systems,  competitive  en- 


vironment, and  rising  costs  of 
health  care;  plus  new  laws  and 
liberal  legal  trends  are,  more 
than  ever  before,  affecting  the 
Texas  physician.  The  Texas 
Medical  Liability  Trust  is 
acutely  aware  of  these  trends. 
Our  priority  to  anticipate  the 
future  and  understand  the 
staggering  problems  of  profes- 
sional liability  are  a vital  part 
of  the  quality  service  offered. 
And  it  is  because  of  this 
awareness  and  our  understand- 
ing of  the  industry  that  TMLT 
has  emerged  as  a dynamic 
leader  in  the  field  of  profes- 
sional liability  insurance. 

The  Texas  Medical  Liability 
Trust  . . . quality  insurance 
services  to  match  quality 
medical  practices. 


HP 

THE  HIGHEST  QUALITY  LIABILITY  INSURANCE  LOR  TEXAS  PHYSICIANS. 

Created  by  the  Texas  Medical  Association 


Statewide  Service  Center:  1-800-252-9179/P.O.  Box  14746,  Austin,  Texas  78761 
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TMA  IN  ACTION 

Conference  speakers  to  examine 
medicine’s  future,  Congress 

Speakers  at  "Update  '85,"  Texas  Medi- 
cal Association’s  fall  conference,  will 
examine  medicine's  future,  Congress 
and  legislative  issues,  professional  lia- 
bility and  tort  reform,  and  physician 
marketing. 

The  conference  convenes  at  9 am, 
Saturday,  Sept  21 , at  the  Hyatt  Re- 
gency Austin.  There  is  no  registration 
fee  for  association  members. 

Featured  speakers  are  Edward  R. 
Annis,  MD,  Miami;  Jerald  R.  Schenken, 
MD,  Omaha;  Raymond  Scalettar,  MD, 
Washington,  DC;  and  Andrew  P.  Mor- 
ley,  Jr,  MD,  Decatur,  Ga.  Dr  Annis  is  a 
past  president  and  past  trustee  of  the 
American  Medical  Association.  Drs 
Schenken  and  Scalettar  are  trustees  of 
the  AMA,  and  Dr  Morley  is  president 
of  the  Georgia  Academy  of  Family 
Physicians. 

Five  breakout  sessions  will  offer  in- 
sights on  legislation  and  the  physician, 
Medicare  and  Medicaid,  professional  li- 
ability, business  coalitions,  and  physi- 
cian marketing.  The  sessions  will  be 
offered  three  times  during  the  day. 

Meeting  in  conjunction  with  the  con- 
ference are  44  of  the  association’s 
boards,  councils,  and  committees  and 
nine  related  groups.  A Key  Contact 
Training  Seminar  will  be  presented  for 
physicians,  spouses,  and  others  inter- 
ested in  becoming  more  active  in  the 
political  process.  And,  the  association’s 
Hospital  Medical  Staff  Section  also  will 
meet.  Postgraduate  courses  to  be  of- 
fered during  the  conference  are:  "Car- 
diovascular Diseases,”  "The  Extended 
Care  Facility  Patient,”  and  "Office  Man- 
agement of  Breast  Diseases"  ($75  fee 
for  TMA  members),  and  "Basic  Life 
Support  for  Physicians”  ($40  fee  for 
members). 

Conference  registrants  are  invited  to 
attend  a buffet  luncheon  hosted  by  the 
association.  Pruco  Life  Insurance  Com- 
pany of  Texas,  a subsidiary  of  the  Pru- 


dential Insurance  Company  of  America, 
and  the  TMA  Insurance  Trust  will  host  a 
reception  following  the  day’s  activities. 
Also  scheduled  for  Saturday  is  the 
University  of  Texas-University  of  Mis- 
souri football  game  at  UT’s  Memorial 
Stadium. 

For  further  information,  contact  C. 
Lincoln  Williston,  1801  N Lamar  Blvd, 
Austin,  TX  78701 , or  phone 
(512)477-6704. 

HMSS  to  consider 

hospital  economics,  legislature 

Texas  Medical  Association’s  Hospital 
Medical  Staff  Section  will  meet  Sunday, 
Sept  22,  1 985,  at  the  Sheraton  Crest 
Hotel,  Austin.  The  meeting  is  held  in 
conjunction  with  the  association’s  fall 
conference. 

All  association  members  are  invited 
to  attend  the  program,  which  will  in- 
clude reports  on  the  economic  status  of 
Texas  hospitals,  business  coalition  ac- 
tivities, joint  ventures,  and  professional 
liability. 

Workshops  during  the  program  will 
focus  on  "The  Medical  Staff  and  the 
Hospital:  Competition  and  Survival,” 
“Physician  Involvement  in  Health  Care 
Marketing,”  and  "The  Impaired  Physi- 
cian: Recognition  and  Referral.” 

For  further  information  on  the  meet- 
ing, contact  Sharon  Townsend,  TMA, 
1801  N Lamar  Blvd,  Austin,  TX  78701 , 
or  phone  (512)477-6704,  ext  149. 

Supreme  Court  considers 
confidentiality  of  peer  review 

Texas  Medical  Association  is  support- 
ing the  confidentiality  of  peer  review 
proceedings  as  the  issue  comes  before 
the  Supreme  Court  of  Texas. 

The  American  Medical  Association, 
Tarrant  County  Hospital  District,  and 
Texas  Hospital  Association  have  joined 
TMA  in  presenting  an  amicus  curiae 
brief  in  a case  that  stems  from  the  ac- 
tion of  the  presiding  judge  in  a wrongful 
death  suit.  In  that  case,  the  Honorable 
V.  Murray  Jordan  ruled  that  records  and 
proceedings  of  various  standing  and  ad 


hoc  committees  of  the  Bexar  County 
Hospital  and  The  University  of  Texas 
Health  Science  Center  at  San  Antonio 
were  not  privileged.  The  Court  of  Ap- 
peals for  the  Fourth  Supreme  Judicial 
District  of  Texas  at  San  Antonio  held 
that  the  trial  court’s  order  be  withdrawn 
and  modified  to  permit  discovery  of  only 
a few  records.  Judge  Jordan  has  re- 
quested that  the  Supreme  Court  order 
the  Court  of  Appeals  to  vacate  its  order. 

TMA’s  amicus  curiae  brief  notes  that 
Texas  law  protects  the  confidentiality  of 
hospital  records  and  proceedings  re- 
lated to  peer  review.  It  also  points  to 
previous  cases  that  have  upheld  such 
confidentiality,  stating  that  “confiden- 
tiality is  essential  to  effective  function- 
ing of  hospital  committees  and  that 
such  meetings  are  essential  to  the  con- 
tinued improvement  in  the  general  stan- 
dards of  the  quality  of  care  for  patients. 

"In  guaranteeing  the  confidentiality  of 
the  proceedings  of  these  various  com- 
mittees, the  Legislature  perceived  the 
need  for  candid  discussions  unfettered 
by  the  apprehension  that  such  candor 
could  result  in  suits  against  the  partici- 
pants,” the  brief  continues. 

While  acknowledging  that  the  confi- 
dentiality law  impairs  a professional  lia- 
bility plaintiff’s  access  to  evidence,  “the 
scales  tip  decidedly  in  favor  of  protect- 
ing the  confidentiality  of  the  hospital 
committee  system  which  embodies  a 
broader  societal  value" — improved 
medical  care — the  brief  states. 

TMA’s  brief  was  filed  at  the  request  of 
The  University  of  Texas  System  and  the 
Attorney  General's  office.  The  Texas 
Supreme  Court  heard  oral  arguments 
on  the  case  Wednesday,  May  22,  and 
at  press  time,  a decision  had  not  been 
rendered. 

The  original  order  to  release  the 
records  was  in  connection  with  the 
case  of  William  Reid  McClellan  and 
Petti  McClellan,  Surviving  Father  and 
Mother  of  Chelsea  Ann  McClellan,  a 
minor,  Deceased  v Kathleen  Holland, 
MD,  Genene  Jones,  et  al. 
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Keflex 

cephalexin 


Additional  information 
available  to  the  profession 
on  request. 


^□ISTA 


420113 


Dista  Products  Company 
Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
Mfd.  by  Eli  Lilly  Industries,  Inc. 
Carolina,  Puerto  Rico  00630 
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TEAMWORK! 


Research  has  shown  that  doctors  with  an  ex- 
perienced practice  management  team  actually 
spend  more  productive  time  in  the  practice  of 
their  health  care  services.  And,  putting  to- 
gether the  right  team  can  be  very  expensive 
in  time  and  money. 

That’s  why  APS  has  brought  together  the 
most  experienced  and  comprehensive  practice 
management  group  available  in  health  care  to- 
day to  design  and  develop  practical,  workable, 


solutions.  The  four  officers  have  over  82  years 
combined  experience. 

• Practice  Evaluation  • Management  Support 
Service  • Staff  Leasing  • Billing/Collection  Ser- 
vice • APS  Health  Systems  Network  • Staff 
Training  • Medical  Group  Management  Team  • 
Medical  Enterprise  Development  Systems 

Draft  The  APS  Team  For  Your  Practice 
Management.  It  Will  Save  You  Time  And 
Money. 


aps 

I Practice  Management,  Inc 

The  Health  Business  Professionals. 

1301  Capital  Of  Texas  Highway 
Suite  #B-220 
Austin,  Texas  78746 

National  800/626-2450,  Texas  800/252-3447 


I 

Yes.  I Would  Like  More  Time  To  Practice  Health  Care. 

□ Rush  Me  Information  About  The  APS  Management 
Team  Concept. 

□ Please,  Have  One  Of  Your  APS  Team  Professionals 
Contact  Me  For  An  Appointment. 

Name 

Practice  Name 

Address 

City State Zip 

Phone  Number  1 \ 

; Individual  Practice Group  Practice 
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Dallas  to  host  conference 
on  medical  management 

Dallas  is  one  of  three  sites  selected  for 
an  innovative  medical  management 
conference  and  exposition.  Texas 
Medical  Association  and  Conomikes 
Associates,  Inc,  will  cosponsor  the  pro- 
gram, which  takes  place  Dec  4-6  at  the 
Hyatt  Regency  Reunion. 

The  conference,  recently  presented 
in  Los  Angeles  and  New  York,  features 
courses  on  a wide  range  of  medical 
practice  management  topics,  including 
business  equipment  needs,  patient 
scheduling  systems,  computers  in 
medical  practice,  and  risk  reduction 
and  malpractice.  The  exposition  will 
give  registrants  the  opportunity  to  view 
time-  and  money-saving  equipment, 
systems,  and  services. 

For  further  information,  contact  Medi- 
cal Management  Texas  Conference 
and  Exposition,  Expocon  Management 
Associates,  Inc,  3695  Post  Rd,  South- 
port,  CT  06490. 

Trustees  study  recommendations 
to  alter  computer  operations 

Texas  Medical  Association  should  man- 
age and  operate  the  computer  center 
presently  under  the  direction  of  Texas 
Medical  Foundation,  according  to  an  in- 
formation systems  expert.  The  com- 
puter is  housed  in  the  TMA  head- 
quarters building. 

TMA’s  Board  of  Trustees  approved 
the  recommendation’s  concept,  as  well 
as  the  suggestion  that  the  association 
hire  an  information  systems  director 
to  oversee  the  computer  center’s 
operations. 

The  trustees  retained  Jerone  N. 
Deverman,  PhD,  of  Medical  Data  Sys- 
tems, Albuquerque,  earlier  this  year  to 
evaluate  (1 ) the  association’s  present 
and  future  automation  needs  and  (2)  the 
suitability  of  the  Burroughs  B1 955  com- 
puter system  for  meeting  those  needs. 

Dr  Deverman  also  suggested  that 
TMA  retain  the  present  computer  sys- 
tem for  several  years  while  training  ap- 
propriate staff  to  use  the  system.  The 
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Burroughs  computer  has  much  greater 
storage  capability  than  is  being  utilized 
at  this  time,  he  said  His  report  also  pre- 
sented a suggested  five-year  plan  that 
culminates  in  electronic  messaging  ca- 
pability between  the  computer  center 
and  staff  and  between  the  center  and 
TMA  physician  leaders. 

Meeting  June  30  in  Austin,  the  Board 
of  Trustees  also  approved  funds  en- 
abling TMA  to  participate,  or  “tie  into”  a 
public  opinion  survey  commissioned  by 
the  American  Medical  Association  and 
conducted  by  V.  Lance  Tarrance  & As- 
sociates. Surveyors  will  poll  approxi- 
mately 650  Texans  regarding  ten  ques- 
tions submitted  by  TMA.  The  survey 
was  scheduled  for  sometime  during  the 
summer.  TMA’s  proposed  questions 
focused  on  the  public’s  attitude  toward 
physicians  and  professional  liability  in- 
surance and  its  effect  on  the  cost  of 
health  care.  The  results  may  provide 
TMA  with  information  supportive  of  tort 
reform  that  the  association  hopes  to 
achieve  during  the  70th  Texas  Legis- 
lature in  1987. 

The  Board  of  Trustees  also  reviewed 
reports  from  its  subcommittee  on  in- 
vestments and  the  search  committee 
that  is  charged  with  screening  candi- 
dates for  the  chief  executive  officer's 
position.  They  also  considered  staff 
personnel  policies. 

Board  sets  $100  dues 
for  TMA  affiliate  members 

Texas  Medical  Association’s  Board  of 
Trustees  has  established  annual  dues 
of  $1 00  for  the  new  affiliate  member- 
ship classification,  which  the  House  of 
Delegates  established  during  the  1985 
annual  session. 

Affiliate  membership  is  available  to 
physicians  who  move  out  of  state  and 
wish  to  retain  their  TMA  membership. 

To  be  eligible  for  affiliate  membership,  a 
physician  must  be  a member  in  good 
standing  of  the  county  and  state  so- 
cieties at  the  time  he  or  she  moves  out 
of  state.  In  addition,  the  physician  must 
be  a member  in  good  standing  of  the 


societies  of  the  county  and  state  to 
which  he  or  she  moves.  The  doctor  also 
must  maintain  a Texas  license  after 
leaving  the  state. 

Affiliate  members  have  all  of  the 
rights  and  privileges  of  membership  ex- 
cept the  right  to  vote,  hold  office,  or 
serve  as  a delegate  or  alternate  dele- 
gate to  TMA.  The  new  membership  cat- 
egory allows  physicians  who  leave 
Texas  to  participate  in  the  TMA  group 
insurance  program. 

HEALTH  LINE 

Head  injury  foundation 
offers  education,  support 

The  Texas  Head  Injury  Foundation 
(THIF)  estimates  that  5,000  Texas  resi- 
dents will  be  victims  of  head  trauma  this 
year.  The  THIF,  a nonprofit  organiza- 
tion, is  striving  to  meet  the  urgent 
needs  of  head  injury  victims  by  devel- 
oping programs  for  public  awareness 
and  education  and  by  restoring  the  dig- 
nity of  life  for  the  head-injury  sufferers 
and  their  families. 

In  its  efforts  to  provide  information  for 
the  families,  the  foundation  has  pub- 
lished Head  Injury,  A Booklet  for  Fami- 
lies, written  by  Ruth  Hutchison,  MS, 
child  life  coordinator  at  The  University 
of  Texas  Medical  Branch  at  Galveston, 
and  Terry  Hutchison,  MD,  PhD,  as- 
sistant professor  of  child  neurology  at 
the  medical  branch. 

Written  to  provide  information  and 
emotional  support  to  the  families,  the 
booklet  answers  questions  about  head 
injuries,  and  explains  the  roles  of  the 
members  of  the  head  injury  treatment 
team  and  the  equipment  and  medicines 
which  may  be  used  during  head  injury 
treatment. 

Singles  copies  of  the  booklet  are 
available  free  of  charge  from  THIF, 

2600  S Gessner,  Suite  410,  Houston, 
TX  77063. 

The  foundation  has  chapters  or  fam- 
ily support  groups  in  the  following 
Texas  cities:  Abilene,  Austin,  Amarillo, 
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Beaumont,  Corpus  Christi,  Dallas,  El 
Paso,  Fort  Worth,  Galveston,  Houston, 
Lubbock,  McAllen,  San  Antonio,  Waco, 
and  Wichita  Falls. 

Further  information  about  the  Texas 
Head  Injury  Foundation  and  its  local 
chapters  is  available  from  the  founda- 
tion at  (713)784-6478,  or  1(800)392- 
0040,  toll-free. 

TDH  recommends  immunization 
for  hospital  personnel 

The  Texas  Department  of  Health  has  is- 
sued its  recommendations  for  immu- 
nization of  hospital  personnel.  Through 
infection  control  programs,  says  the 
TDH  in  Texas  Preventable  Disease 
News  (July  6,  1 985),  certain  immuniza- 
tions and  other  prophylaxis  against  pre- 
ventable disease  should  be  available  to 
all  hospital  workers  including  em- 
ployees, medical  staff,  students,  and 
volunteers.  At  the  time  of  employment, 
each  person  should  be  asked  to  pro- 
vide documentaion  of  previous  immu- 
nizations. A review  of  the  documenta- 
tion will  indicate  which  immunizations 
are  needed,  saving  valuable  time  when 
exposure  occurs  on  the  job. 

The  recommendations  of  the  health 
department  include  (a)  immunizations 
recommended  at  the  time  of  employ- 
ment for  susceptible  workers,  (b)  immu- 
nization regimens  which  require  regular 
booster  doses,  and  (c)  immunizations 
and  chemotherapeutic  agents  admin- 
istered only  in  the  event  of  inadvertent 
exposure  to  a communicable  disease. 
Immunizations  against  rubella,  rubeola, 
poliomyelitis,  influenza,  tetanus- 
diphtheria,  mumps,  hepatits  A,  hepati- 
tis B,  and  meningococcal  disease  are 
discussed. 

For  further  information  concerning 
the  specific  immunization  recommen- 
dations, contact  the  Bureau  of  Epi- 
demiology, (512)458-7328,  or  the 
Immunization  Division,  (512)458-7284 
or  1(800)252-9152,  Texas  Department 
of  Health,  1 1 00  West  49th  St,  Austin, 

TX  78756. 
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Guidelines  reveal  treatment 
changes  for  diabetics 

The  Texas  Affiliate  of  the  American  Dia- 
betes Association  has  published  treat- 
ment guidelines  that  reveal  a new  role 
for  patients  in  diabetes  care. 

The  Guidelines  to  Diabetes  Manage- 
ment for  the  Primary  Care  Physician 
emphasize  early  detection,  therapeutic 
advances,  prevention  of  the  major  com- 
plications of  the  disease,  and  manage- 
ment of  the  pregnant  diabetic. 

“The  major  change  in  the  treatment 
of  diabetes  in  the  80s  is  that  the  patient 
controls  his  own  destiny,”  explained 
Sherwyn  L.  Schwartz,  MD,  chairman  of 
the  Professional  Education  Committee 
of  the  ADA  Texas  affiliate  and  direc- 
tor of  the  Diabetes  Center  at  Humana 
Hospital-San  Antonio.  “This  control  is 
accomplished  through  intensive  educa- 
tion of  the  patient  by  physicians  and 
their  teams  of  health  care  profes- 
sionals. . . . The  diabetic  today  has  a 
better  knowledge  of  the  disease  and  a 
more  active  role  in  its  treatment.” 

The  Texas  affiliate  is  one  of  the  first 
ADA  affiliates  to  publish  guidelines  on 
treatment  of  the  disease,  which  affects 
12  million  persons  in  the  US.  Serving 
on  the  Professional  Education  Commit- 
tee with  Dr  Schwartz  were  represen- 
tatives from  Houston,  Dallas,  Austin, 
Temple,  and  the  Rio  Grande  Valley. 

Copies  of  the  guidelines  are  available 
from  the  Texas  Affiliate  of  the  American 
Diabetes  Association,  PO  Box  14925, 
Austin,  TX  78761 . 

ACC  takes  position  on 
heart  transplant  surgery 

The  American  College  of  Cardiology 
(ACC)  has  adopted  the  following  posi- 
tion statement  on  heart  transplant  sur- 
gery: “It  is  the  opinion  of  the  American 
College  of  Cardiology  that  heart  trans- 
plantation is  now  recognized  as  an  es- 
tablished procedure,  but  only  when 
performed  in  centers  active  in  heart  sur- 
gery and  organ  transplantation.” 

In  1 983,  there  were  1 72  heart  trans- 
plants performed  in  the  US.  The  ACC 


estimates  that  225-250  heart  trans- 
plants were  performed  last  year,  and 
that  more  than  300  will  be  performed  in 
1985. 

In  a recent  study  of  more  than  400 
transplant  patients,  reports  the  ACC, 
results  showed  that  80%  of  heart  trans- 
plant recipients  were  alive  after  one 
year  and  50%  were  alive  after  five 
years.  The  study  estimated  that  25%  of 
heart  transplant  patients  would  live 
longer  than  ten  years. 

For  more  information  on  the  ACC's 
position  statement,  contact  the  Ameri- 
can College  of  Cardiology,  91 1 1 Old 
Georgetown  Road,  Bethesda,  MD 
20814. 

NIH  issues  statements  on 
travelers’  diarrhea,  obesity 

The  National  Institutes  of  Health  have 
published  consensus  development 
statements  on  (a)  travelers'  diarrhea 
and  (b)  the  health  implications  of 
obesity. 

After  holding  a consensus  develop- 
ment conference  on  travelers’  diarrhea, 
the  National  Institute  of  Allergy  and  In- 
fectious Diseases  and  the  NIH  Office  of 
Medical  Applications  of  Research  is- 
sued its  recommendations  and  conclu- 
sions. Questions  addressed  in  the 
report  include:  What  is  the  epidemi- 
ology of  travelers’  diarrhea,  and  why  is 


“The  patient  in  room  302  called  in  sick 
today.” 
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The  Texas  Medical  Association  has  sponsored  an  Insurance  Program  as  a 
service  to  its  members  for  over  29  years.  The  success  of  the  Program  is  sub- 
stantiated by  the  fact  that  over  19,000  individuals  are  insured  in  one  or  more 
plans — and  the  number  increases  daily. 

The  purchase  of  insurance  is  an  individual  choice.  There  is  no  concern  in  this 
regard.  However,  there  is  concern  when  the  effectiveness  of  the  TMA  coverage 
is  questioned  without  a complete  comparison  being  made. 

If  an  effort  is  made  to  persuade  you  to  give  up  any  coverage  you  have  in  force 
or  not  to  enroll  in  a certain  program,  ask  the  agent  to  make  a complete  written 
comparison  of  both  policies  involved.  Make  sure  the  comparison  includes  such 
things  as  how  long  benefits  will  be  paid  and  the  qualifying  circumstances,  appli- 
cation of  deductibles,  coordination  clauses,  partial  payments,  amounts  paid  for 
specific  losses,  cost  projections,  termination  dates,  and  what  additional  charges 
are  made  for  certain  options.  You  should  then  submit  the  comparison  to  the 
other  carrier  for  evaluation. 

STATE  INSURANCE  LAWS  prohibit  the  use  of  misleading  statements  or  in- 
complete comparisons  during  presentations.  The  ultimate  choice  is  yours,  but 
do  not  base  your  decision  on  anything  less  than  factual  information. 


TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  PROGRAM 

underwritten  by 

PRUCO  LIFE  INSURANCE  COMPANY  OF  TEXAS 

a Subsidiary  of  The  Prudential  Ojljh 
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it  important?  What  causes  travelers’  di- 
arrhea? What  prevention  measures  are 
effective  for  travelers’  diarrhea?  What 
treatment  measures  are  effective  for 
travelers’  diarrhea?  What  should  be  the 
direction  of  future  research? 

The  health  implications  of  obesity 
were  considered  during  a conference 
held  by  the  National  Institute  of  Arthri- 
tis, Diabetes,  and  Digestive  and  Kidney 
Diseases;  the  National  Heart,  Lung, 
and  Blood  Institute;  and  the  NIH  Office 
of  Medical  Applications  of  Research. 

A statement  was  issued,  answering 
these  questions:  What  is  obesity?  What 
is  the  evidence  that  obesity  has  ad- 
verse effects  on  health?  What  is  the 
evidence  that  obesity  affects  longevity? 
What  are  the  appropriate  uses  and 
limitations  of  existing  height-weight 
tables?  For  what  medical  conditions 
can  weight  reduction  be  recom- 
mended? What  should  be  the  direc- 
tions of  future  research  in  this  area? 

Free,  single  copies  of  these  reports 
are  available  from  Michael  J.  Bernstein, 
Office  of  Medical  Applications  of  Re- 


search, National  Institutes  of  Health, 
Building  1,  Room  216,  Bethesda,  MD 
20205. 

SOCIOECONOMICS 

Texas  schools  confer 
1,059  medical  degrees 

Texas  medical  schools  conferred  1 ,059 
medical  degrees  during  the  1 984-1 985 
academic  year,  and  58%  of  the  new 
physicians  will  remain  in  Texas  for  grad- 
uate medical  education. 

During  1 983-1984,  Texas'  seven 
medical  schools  conferred  1 ,046  medi- 
cal degrees,  and  59%  of  the  physicians 
indicated  they  would  remain  in  Texas 
for  graduate  medical  education. 

The  percentage  of  male  graduates 
continued  in  a downward  trend,  this 
year  accounting  for  70%  of  the  grad- 
uates. During  1983-1984,  men  ac- 
counted for  74%  of  graduates,  and 
during  1982-1983,  they  comprised  76% 
of  the  graduates. 

Graduates  choosing  to  enter  primary 


care  residencies  numbered  604,  or 
57%  of  the  graduates,  the  same  per- 
centage that  chose  the  primary  care 
specialties  in  1983-1984.  Primary  care 
residencies  include  those  in  family 
practice,  internal  medicine,  obstetrics 
and  gynecology,  and  pediatrics. 

The  University  of  Texas  Medical 
School  at  Houston  had  the  largest  grad- 
uating class,  202,  passing  last  year’s 
leader,  UT  Southwestern  Medical 
School.  This  year  Southwestern  had 
193  graduates.  Texas  A&M  College  of 
Medicine  had  30  graduates,  the  small- 
est class. 

TMF  begins  new  procedure 
for  potential  denial  notices 

Texas  Medical  Foundation  has  begun  a 
new  procedure  for  processing  potential 
denials  of  payment  for  Medicare  claims. 
The  claims  involve  cases  in  which  the 
medical  necessity  of  hospitalization 
cannot  be  established. 

While  information  previously  was  re- 
layed by  telephone,  the  new  procedure 
calls  for  written  notification  and  re- 


MD  degrees  conferred  by  Texas  medical  schools,  1984-1985. 


Medical  School 

Male 

Graduates 

Female 

Graduates 

Total  No. 
of  Graduates 

Graduates  Entering 

Primary  Care  Residencies 

For  Graduate  Medical 
Education 

Graduates 
Remaining  in 
Texas  for  Graduate 
Medical  Education 

Texas  A&M 

College  of  Medicine 

21 

9 

30 

16 

20 

Baylor  College 
of  Medicine 

104 

58 

162 

71 

100 

Texas  Tech  University 
School  of  Medicine 

75 

21 

96 

63 

46 

UT  Medical  School 

at  Houston 

129 

73 

202 

122 

126 

UT  Medical  School 
at  San  Antonio 

129 

53 

182 

108 

103 

UT  Southwestern 

Medical  School 

147 

46 

193 

115 

109 

UT  Medical  Branch 
at  Galveston 

136 

58 

194 

109 

107 

Total 

741 

318 

1,059 

604 

611 

'Source:  Survey  of  Texas  medical  schools,  June  1985. 
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“Before  We  Invested  $2,000,000 

In  Our  New  Facility, 

I Wanted  Our  Feasibility  Study 
To  BeThorough  And  Realistic.” 


“RPC  Gave  Us  That  Assurance.” 


Intense  competition  is  a fact  of  todays 
marketplace.  In  the  name  of  vertical  integration, 
hospitals  are  now  hiring  doctors.  And  doctors, 
recognizing  new  opportunities,  are  building 
hospitals  and  other  health  facilities. 

RPC  can  assist  physicians  in  exploring  these 
opportunities.  The  potential  for  growth  in  facilities 
such  as  “smart”  medical  office  buildings,  free-stand- 
ing surgical  units,  urgent  care  centers,  nursing 
homes  and  diagnostic  centers  is  a vital  one.  But  to 
realize  this  potential  requires  expert  planning. 

A Texas-based  firm  with  over  10  years  of 
national  experience  in  consultation  to  the  health 


care  industry,  RPC  offers  the  expertise  and  capa- 
bility required  in  today’s  challenging  market. 
From  feasibility  studies,  risk  assessment,  strategic 
planning,  market  research  and  analysis,  to  facility 
design  and  program  development,  RPC  can  assist 
physicians  with  development  plans,  as  well  as 
group  practices  wanting  to  strengthen  their 
market  position. 

For  more  information  please  call  Shirley 
Gamble,  Vice  President  for  Health  Care 
Consulting,  or  Ron  Luke,  President.  In  Austin, 
call  472-7765.  Elsewhere  in  Texas  call  toll  free 
at  1-800-252-3711. 


Research  and  Planning  Consultants,  Inc. 

500  Southwest  Tower ‘Austin,  Texas  78701  *512/472-7765 
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Among  so  many  once-daily 
antihypertensives, 
only  one  can  offer  so  much... 


© 1985  Ayerst  Laboratories 


Introducing 

The  standout 


_ Once-daily  m _ 

InderideL A 


The  world's  leading  beta  blocker 
and  diuretic-for  once-daily 
convenience  without  compromise 

When  selecting  other  once-daily  agents,  physicians  may  have  to  compromise 
either  their  choice  of  beta  blocker  or  diuretic.  With  INDERIDE®  LA,  physicians 
have  the  agents  most  widely  prescribed  worldwide— INDERAL®  and  hydro- 
chlorothiazide— with  the  convenience  of  once-daily  dosage. 

24-hour  blood  pressure  control  with  the 
broad  benefits  of  INDERAL  (propranolol  HCI) 

The  controlled-release  delivery  system  of  INDERIDE  LA  provides  24-hour  beta 
blockade  and  the  broad  cardiovascular  benefits  of  INDERAL  with  a single  daily 

dose.  Compliance  is  enhanced  because  once-daily  administration  fits  easilv  into 
patients?  daily  routines. 

Plus  standard-release  hydrochlorothiazide, 
the  thiazide  of  choice  for  comfortable 
morning  diuresis 

Hydrochlorothiazide  is  the  world’s  most  widely  prescribed  antihypertensive 
diuretic.  When  taken  in  the  morning,  INDERIDE  LA  provides  comfortable 
morning  diuresis.  Each  dosage  strength  of  INDERIDE  LA  contains: 

-one  of  the  three  most  widely  prescribed  dosage  strengths  of  INDERAL®  LA- 
80  mg,  120  mg,  or  160  mg  and 


Once-daily 

INDERIDELA 

Convenience  without  compromise 
One  capsule-Once  daily 


•The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories 
BRIEF  SUMMARY  ( FOR  FULL  PRESCRIBING  INFORMATION  SEE  PACKAGE  CIRCULAR  ) 

INDERIDE  k LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (INDERAL*  LA)  and 
HYDROCHLOROTHIAZIDE  (Long  Acting  Capsules) 

No  455 — Each  INDERIDE®  LA  80/50  Capsule  contains 

Propranolol  hydrochloride  (INDERAL®  LA)  80  mg 

Hydrochlorothiazide  50  mg 

No  457— Each  INDERIDE*  LA  120/50  Capsule  contains 

Propranolol  hydrochloride  (INDERAL®  LA)  , 120  mg 

Hydrochlorothiazide  50  mg 

No  459— Each  INDERIDE®  LA  160/50  Capsule  contains 

Propranolol  hydrochloride  (INDERAL®  LA)  . 160  mg 

Hydrochlorothiazide  50  mg 

INDERIDE  LA  is  indicated  in  the  management  of  hypertension 

This  fixed-combination  drug  is  not  indicated  for  initial  therapy  of  hypertension.  If 
the  fixed  combination  represents  the  dose  titrated  to  the  individual  patient  s needs, 
therapy  with  the  fixed  combination  may  be  more  convenient  than  with  the  separate 
components. 

CONTRAINDICATIONS 

Propranolol  hydrochloride  (INDERAL®): 

Propranolol  is  contraindicated  in  1)  cardiogenic  shock,  2)  sinus  bradycardia  and  greater  than 
first  degree  block,  3)  bronchial  asthma,  4)  congestive  heart  failure  (see  WARNINGS)  unless  the 
failure  is  secondary  to  a tachyarrhythmia  treatable  with  propranolol 

Hydrochlorothiazide: 

Hydrochlorothiazide  is  contraindicated  in  patients  with  anuria  or  hypersensitivity  to  this  or  other 
sulfonamide-derived  drugs 

WARNINGS 

Propranolol  hydrochloride  (INDERAL®): 

CARDIAC  FAILURE  Sympathetic  stimulation  may  be  a vital  component  supporting  circulatory 
function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta  blockade  may 
precipitate  more  severe  failure  Although  beta  blockers  should  be  avoided  in  overt  congestive 
heart  failure,  if  necessary,  they  can  be  used  with  close  follow-up  in  patients  with  a history  of 
failure  who  are  well  compensated,  and  are  receiving  digitalis  and  diuretics  Beta-adrenergic 
blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart  muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE  continued  use  of  beta  blockers 
can,  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure  the  patient  should  be  digitalized  and/or  treated  with  diuretics  and  the  response 
observed  closely,  or  propranolol  should  be  discontinued  (gradually,  if  possible) 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of  angina 
and  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of  propranolol 
therapy  Therefore  when  discontinuance  of  propranolol  is  planned  the  dosage  should  be 
gradually  reduced  and  the  patient  carefully  monitored  In  addition  when  propranolol  is 
prescribed  for  angina  pectoris,  the  patients  should  be  cautioned  against  interruption  or 
cessation  of  therapy  without  the  physician's  advice  If  propranolol  therapy  is  interrupted 
and  exacerbation  of  angina  occurs,  it  usually  is  advisable  to  reinstitute  propranolol  therapy 
and  lake  other  measures  appropriate  tor  the  management  of  unstable  angina  pectoris..;; 
Since  coronary  artery  disease  may  be  unrecognized,  it  may  be  prudent  to  follow  the  above 
advice  in  patients  considered  at  risk  of  having  occult  atherosclerotic  headadis^Btse  whffares 
given  propranolol  for  other  indications 


m 


80/50 


120/50 


160/50" 


THYROTOXICOSIS  Beta  blockade  may  mask  JfaBin  clii^cal  signs  of  hyperthyroidism 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms 
of  hyperthyroidism  including  thyroid  storm  Propranolol  doesndjsistoft  thyroid  function  tests 
IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  wai-reptaced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  of  5 mg 
propranolol 

MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy 
prior  to  major  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability  of 
the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia 
and  surgical  procedures 

Nonallerqic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema)  PATIENTS  WITH 
BRONCHOSPASTIC  DISEASES  SHOULD,  IN  GENERAL,  NOT  RECEIVE  BETA  BLOCKERS 
INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodilation  produced  by 
endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  appear- 
ance of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of  acute 
hypoglycemia  in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be  more  difficult  to 
ad|ust  the  dosage  of  insulin  Hypoglycemic  attacks  may  be  accompanied  by  a precipitous 
elevation  of  blood  pressure 
Hydrochlorothiazide: 

Thiazides  should  be  used  with  caution  in  severe  renal  disease  In  patients  with  renal  disease 
thiazides  may  precipitate  azotemia.  In  patients  with  impaired  renal  function,  cumulative  effects 
of  the  drug  may  develop 

Thiazides  should  also  be  used  with  caution  in  patients  with  impaired  hepatic  function  or 
progressive  liver  disease,  since  minor  alterations  of  fluid  and  elecfrolyte  balance  may  precipi- 
tate hepatic  coma 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive  drugs  Potentiation 
occurs  with  ganglionic  or  peripheral  adrenergic-blocking  drugs. 

Sensitivity  reactions  may  occur  in  patients  with  a history  of  allergy  or  bronchial  asthma 
The  possibility  of  exacerbation  or  activation  of  systemic  lupus  erythematosus  has  been 
reported 

PRECAUTIONS 

Propranolol  hydrochloride  (INDERAL®): 

GENERAL  Propranolol  should  be  used  with  caution  in  patients  with  impaired  hepatic  or  renal 
function  Propranolol  is  not  indicated  for  the  treatment  of  hypertensive  emergencies 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients 
should  be  told  that  propranolol  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may 
lead  to  a return  of  increased  intraocular  pressure 

CLINICAL  LABORATORY  TESTS'  Elevated  blood  urea  levels  in  patients  with  severe  heart 
disease  elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 

DRUG  INTERACTIONS'  Patients  receiving  catecholamine-depleting  drugs,  such  as  reser- 
pme,  should  be  closely  observed  if  propranolol  is  administered  The  added  catecholamine- 
blocking action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity, 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic 
hypotension 


CARCINOGENESIS.  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY  Long-term  studies  in 
animals  have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18- 
month  studies,  in  both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no 
evidence  of  significant  drug-induced  toxicity  There  were  no  drug-related  tumorigemc  effects 
at  any  of  the  dosage  levels  Reproductive  studies  in  animals  did  not  show  any  impairment  of 
fertility  that  was  attributable  to  the  drug 

PREGNANCY  Pregnancy  Category  C Propranolol  has  been  shown  to  be  embryotoxic  in 
animal  studies  at  doses  about  10  times  greater  than  the  maximal  recommended  human  dose 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  Propranolol  should  be 
used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
NURSING  MOTHERS  Propranolol  is  excreted  in  human  milk  Caution  should  be  exercised 
when  propranolol  is  administered  to  a nursing  mother 

PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 
Hydrochlorothiazide: 

GENERAL-  Periodic  determination  of  serum  electrolytes  to  detect  possible  electrolyte  im- 
balance should  be  performed  at  appropriate  intervals 

All  patients  receiving  thiazide  therapy  should  be  observed  tor  clinical  signs  of  fluid  or 
electrolyte  imbalance,  namely  Hyponatremia,  hypochloremic  alkalosis  and  hypokalemia 
Serum  and  urine  electrolyte  determinations  are  particularly  important  when  the  patient  is 
vomiting  excessively  or  receiving  parenteral  fluids  Medication  such  as  digitalis  may  also 
influence  serum  electrolytes  Warning  signs  irrespective  of  cause  are  Dryness  of  mouth,  thirst, 
weakness,  lethargy  drowsiness,  restlessness,  muscle  pains  or  cramps,  muscular  fatigue, 
hypotension,  oliguria,  tachycardia,  and  gastrointestinal  disturbances  such  as  nausea  and 
vomiting 

Hypokalemia  may  develop,  especially  with  brisk  diuresis. when  severe  cirrhosis  is  present, 
or  during  concomitant  use  of  corticosteroids  or  ACTH 

Interference  with  adequate  oral  electrolyte  intake  will  also  contribute  to  hypokalemia 
Hypokalemia  can  sensitize  or  exaggerate  the  response  of  the  heart  lo  the  toxic  effect  of 
digitalis  (eg.  increased  ventricular  irritability)  Hypokalemia  may  be  avoided  or  treated  by  use 
of  potassium  supplements,  such  as  foods  with  a high  potassium  content 

Any  chloride  deficit  is  generally  mild  and  usually  does  nol  require  specific  treatment, 
except  under  extraordinary  circumstances  (as  in  liver  or  renal  disease)  Dilutional  hypo- 
natremia may  occur  in  edematous  patients  in  hot  weather,  appropriate  therapy  is  water 
restriction  rather  than  administration  of  salt,  except  in  rare  instances  when  the  hyponatremia  is 
life-threatening  In  actual  salt  depletion  appropriate  replacement  is  the  therapy  of  choice 
Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain  patients  receiving 
thiazide  therapy 

Insulin  requirements  in  diabetic  patients  may  be  increased,  decreased  or  unchanged 
Diabetes  mellitus  which  has  been  latent  mayifSecome  manifest  during  thiazide  administration 
If  progressive  renal  impairment  becomes  evident,  consider  withholding  or  discontinuing 
diuretic  therapy  ||t 

Thiazides  may  decrease  serurti.PBI  levels  without  signs  of  thyroid  disturbance 
Calcium  excretion  is-deoreai-ed  by  thiazides  Pathologic  changes  in  the  parathyroid  gland 
with  hypercalcemia  and  hypoph.  'Sphatemta  have  been  observed  in  a few  patients  on  pro- 
longed thiazide  therapy  The  coftnmoi  conjfflcations  of  hyperparathyroidism,  such  as  renal 
lithiasi^  bone  resorglibn,  and  peptic  ulsefftion  have  not  been  seen  Thiazides  should  be 
discontibuedibefore  Carrying  out  tests  toi^arathyroid  function 

DRUG  INTER  ACTIONS'  Thiazide  drugs  may  increase  the  responsiveness  to  tubocurarme 
The  antihyperterisree  effects  of  thiazides  may  be  enhanced  in  the  postsympathectomy 
patient  Thiazides  may  decrease  arterial  responsiveness  to  norepinephrine  This  diminution  is 
^ogt  sufficleht  lo  preclude  effectiveness  of  the  pressor  agent  for  therapeutic  use 

PREGNANCY  Pregnancy  Category  C Thiazides  cross  the  placental  barrier  and  appear  in 
Word  blood  The  use  of  thiazides  in  pregnancy  requires  that  the  anticipated  benefit  be  weighed 
against  possible  hazards  to  the  fetus  These  hazards  include  fetal  or  neonatal  jaundice, 
thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult 
NURSING  MOTHERS  Thiazides  appear  in  human  milk.  If  use  of  the  drug  is  deemed 
essential,  the  patient  should  stop  nursing 

PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS 

Propranolol  hydrochloride  (INDERAL®): 

Most  adverse  effects  have  been  mild  and  transient  and  have  rarely  required  the  withdrawal  of 
therapy 

Cardiovascular  Bradycardia:  congestive  heart  failure,  intensification  of  AV  block,  hypo- 
tension, paresthesia  of  hands;  thrombocytopenic  purpura:  arterial  insufficiency,  usually  of  the 
Raynaud  type 

Central  Nervous  System  Lightheadedness:  mental  depression  manifested  by  insomnia 
lassitude  weakness,  fatigue:  reversible  mental  depression  progressing  to  catatonia:  visual 
disturbances,  hallucinations:  an  acute  reversible  syndrome  characterized  by  disorientation  tor 
time  and  place,  short-term  memory  loss,  emotional  lability,  slightly  clouded  sensorium,  and 
decreased  performance  on  neuropsychometrics 

Gastrointestinal  Nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea, 
constipation,  mesenteric  arterial  thrombosis,  ischemic  colitis 

Allergic  Pharyngitis  and  agranulocytosis  erythematous  rash,  fever  combined  with  aching 
and  sore  throat,  laryngospasm  and  respiratory  distress 
Respiratory  Bronchospasm 

Hematologic  Agranulocytosis:  nonthrombocytopenic  purpura,  thrombocytopenic 
purpura 

Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous  Alopecia:  LE-like  reactions:  psoriasiform  rashes,  dry  eyes:  male  impo- 
tence. and  Peyronie's  disease  have  been  reported  rarely  Oculomucocutaneous  reactions 
involving  the  skin  serous  membranes,  and  coniunctivae  reported  tor  a beta  blocker  (practolol) 
have  not  been  associated  with  propranolol 

Hydrochlorothiazide: 

Gastrointestinal  Anorexia;  gastric  irritation,  nausea,  vomiting,  cramping:  diarrhea;  constipa- 
tion. jaundice  (mtrahepatic  cholestatic  jaundice);  pancreatitis;  sialadenitis 

Central  Nervous  System  Dizziness,  vertigo,  paresthesias,  headache;  xanthopsia 
Hematologic  Leukopenia,  agranulocytosis;  thrombocytopenia;  aplastic  anemia 
Cardiovascular  Orthostatic  hypotension  (may  be  aggravated  by  alcohol,  barbiturates,  or 
narcotics) 

Hypersensitivity:  Purpura,  photosensitivity;  rash;  urticaria,  necrotizing  angiitis  (vasculitis, 
cutaneous  vasculitis);  fever,  respiratory  distress,  including  pneumonitis;  anaphylactic 
reactions 

Other  Hyperglycemia,  glycosuria;  hyperuricemia;  muscle  spasm;  weakness,  restless- 
ness, transient  blurred  vision 

Whenever  adverse  reactions  are  moderate  or  severe,  thiazide  dosage  should  be  reduced 
or  therapy  withdrawn 
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Turn  of  the  century 
trephine  for  cranial  surgery 
and  tonsillotome  for 
removing  tonsils. 


We’ve  been  defending 
doctors  since 
these  were  the 
state  of  the  art. 


These  instruments  were  the  best  available  at 
the  turn  of  the  century.  So  was  our  professional 
liability  coverage  for  doctors.  In  fact,  we 
pioneered  the  concept  of  professional 
protection  in  1899  and  have  been  providing 
this  important  service  exclusively  to  doctors 
ever  since. 


You  can  be  sure  we’ll  always  offer  the  most 
complete  professional  liability  coverage  you 
can  carry.  Plus  the  personal  attention  and 
claims  prevention  assistance  you  deserve. 

For  more  information  about  Medical 
Protective  coverage,  contact  your  Medical 
Protective  Company  general  agent. 
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sponses.  A TMF  spokesman  explained 
that  the  new  system  allows  attending 
physicians  more  time  to  gather  informa- 
tion from  the  hospital  medical  record.  It 
also  avoids  the  inconvenience  of  a tele- 
phone call,  which  may  interrupt  practice 
hours,  the  spokesman  said. 

Attending  physicians  and  hospital 
representatives  who  choose  to  respond 
must  do  so  in  writing  within  ten  days  of 
the  date  of  a notice  that  payment  may 
be  denied.  If  the  attending  physician  pre- 
fers to  discuss  the  case  with  a physician 
advisor  (PA)  by  telephone,  the  physi- 
cian must  contact  TMF  within  five  days 
of  the  date  of  notification.  However,  in- 
formation discussed  in  the  telephone 
conversation  must  be  documented  in 
writing  within  the  ten-day  limit. 

TMF  will  distribute  copies  of  the  no- 
tice to  the  attending  physician  and  hos- 
pital. If  the  physician  or  the  hospital 
does  not  reply  within  the  time  limit  or  if 
additional  information  does  not  sub- 
stantiate the  need  for  additional  hos- 
pitalization, a notice  of  initial  denial 
determination  will  be  issued,  with  cop- 
ies to  the  attending  physician,  hospital, 
patient,  and  fiscal  intermediary.  Attend- 
ing physicians,  hospital  administrators, 
and  patients  who  receive  such  a notice 
may  request  a reconsideration. 

The  new  procedure  became  effective 
June  15,  1985. 

AMA  plans  campaign 
to  improve  physicians’  image 

The  American  Medical  Association  has 
allotted  $1.1  million  to  a campaign  to 
improve  physicians’  public  image  after 
an  opinion  survey  showed  that  the  pub- 
lic holds  doctors  in  declining  esteem. 

The  AMA’s  survey  showed  that  in 
1984,  67%  of  the  public  agreed  that 


‘‘most  doctors  are  too  interested  in 
making  money.”  In  1 982,  60%  of  the  re- 
spondents agreed  with  the  statement. 
And,  since  1982,  there  has  been  an 
1 1 % decline  in  the  number  of  public 
respondents  who  feel  that  “doctors 
usually  explain  things  well  to  their  pa- 
tients,” from  55%  in  1 982  to  44%  in 
1984.  The  report  notes  that  the  public's 
image  of  their  personal  physician  is 
sharply  better  than  views  toward  physi- 
cians as  a group.  In  1 983’s  public  opin- 
ion survey,  32%  of  the  public  indicated 
that  physicians’  fees  in  general  were 
reasonable,  while  71%  expressed  the 
view  that  their  personal  physicians’ 
fees  were  reasonable. 

On  a related  topic,  the  survey  re- 
vealed that  only  1 5%  of  the  public  was 
aware  of  the  AMA’s  voluntary  fee  freeze 
request.  While  seven  out  of  ten  physi- 
cians indicated  that  they  would  comply 
with  the  AMA’s  request,  only  32%  of  the 
public  thought  that  the  medical  profes- 
sion would  comply. 

The  AMA’s  public  image  campaign 
will  generate  surveys,  television  com- 
mercials, communications  workshops, 
a ten-minute  docudrama,  and  materials 
to  assist  in  physician-directed  public 
health  efforts. 

The  survey  results  were  part  of  the 
Report  of  the  AMA's  Council  on  Long 
Range  Planning  and  Development, 
which  came  before  the  House  of  Dele- 
gates in  June.  In  addition  to  the  findings 
on  public  image,  the  survey  showed 
that  both  physicians  and  the  general 
public  agree  that  cost  is  the  main  prob- 
lem facing  health  care  and  medicine  in 
the  United  States. 

Sixty-eight  percent  of  the  public  and 
50%  of  the  physicians  interviewed 
named  cost  as  the  main  problem  facing 


health  care.  The  public  named  quality 
of  care  as  a distant  second  among  the 
problems  facing  medicine,  with  12% 
naming  the  issue.  Of  second-most  con- 
cern to  physicians  was  increasing  gov- 
ernmental regulation  of  health  care, 
with  1 9%  of  the  doctors  naming  it  the 
main  problem  facing  medicine.  Pro- 
fessional liability  has  not  surfaced 
as  a “main  problem”  in  any  survey 
since  1977. 

The  survey  shows  the  opinion  of  phy- 
sicians and  the  general  public  on  five 
other  topics: 

— Cost  effectiveness.  Both  physi- 
cians and  the  public  believe  that  costs 
can  be  reduced  without  compromising 
quality. 

— Medicare.  Physicians  are  divided 
on  various  proposals  to  change  the 
Medicare  program. 

— Competition  in  medicine.  Three  of 
four  physicians  report  growth  in  hospi- 
tal outpatient  services  in  their  local 
communities. 

— Consumer  advertising  of  pre- 
scribed drugs.  A substantial  majority  of 
both  physicians  and  the  public  oppose 
advertising  of  prescription  drugs  on 
television. 

— Professional  liability.  Public  sup- 
port for  legislative  reform  of  profes- 
sional liability  statutes  remains  strong. 

The  1984  survey  results  are  based 
on  telephone  interviews  with  1 ,000  phy- 
sicians and  1 ,500  randomly  selected 
adults.  The  AMA  has  conducted  sur- 
veys to  measure  the  attitudes  of  physi- 
cians and  the  public  toward  key  health 
care  issues  since  1955.  Texas  Medical 
Association’s  Board  of  Trustees  an- 
nounced in  July  that  TMA  would  partici- 
pate in  an  AMA  survey,  in  which  650 
Texans  will  be  queried  about  their  opin- 


A survey  sponsored  by  the  AMA  shows  that  physicians  and  the  public  agree  that  cost  is  the  main  problem  facing  health  care.  The  subjects  were  asked  an  open- 


ended  question  calling  for  spontaneous  answers. 

PUBLIC  OPINION  (%) 
1977  1979  1981  1982 

Cost  49  64  55  62 

Quality  7 10  14  13 

Access  15  4 6 8 

Regulation  — — — — 

Malpractice  — — — — 


1983 

1984 

1977 

1979 

65 

68 

32 

35 

14 

12 

2 

2 

6 

5 

23 

14 

— 

— 

19 

29 



— 

11 

3 

PHYSICIAN  OPINION  (%) 


1981 

1982 

1983 

1984 

44 

58 

52 

50 

2 

7 

5 

4 

14 

4 

3 

4 

19 

10 

15 

19 

4 

2 

5 

NA 
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ions  on  physicians  and  professional 
liability  and  its  effect  on  the  cost  of 
health  care. 

AMA  to  sponsor 

political  education  conference 

The  American  Medical  Association  will 
sponsor  a political  education  confer- 
ence Sept  18-19  in  Washington,  DC. 

Titled  'MEDICAL  ALERT:  Prescrip- 
tion for  Action,”  the  conference  will 
teach  physicians,  spouses,  and  mem- 
bers of  the  medical  community  the 
most  effective  methods  of  political  ac- 
tion. Conferees  will  meet  and  interact 
with  legislative  leaders  and  political  offi- 
cials during  workshops,  discussion  ses- 
sions, and  a reception. 

For  information  and  registration  ma- 
terials, write  the  AMA  Division  of  Politi- 
cal Education,  1101  Vermont  Ave, 

NW,  Washington,  DC  2^005,  or  call 
(202)842-8442. 

800/24  DONOR  is  hotline 
to  organ  donation  information 

The  North  American  Transplant  Coordi- 
nators Organization  (NATCO)  provides 
organ  donor  referrals  and  information 
24  hours  a day  with  a toll-free  hot  line — 
800/24  DONOR. 

The  service  supplements  organ  pro- 
curement programs  and  agencies 
across  the  country  and  assists  in  estab- 
lishing a referral  source  for  hospitals 
not  affiliated  with  a local  or  regional 
program. 

The  800/24  DONOR  staff  members, 
who  are  organ  procurement  profes- 
sionals, direct  donor  referrals  and  infor- 
mation requests  to  the  appropriate  local 
or  regional  organ  procurement  pro- 
gram. An  organ  procurement  coordi- 
nator then  is  available  to  assist  in 
coordinating  organ  procurement  pro- 
cess, answer  questions,  or  supply 
information  and  pertinent  resource 
materials.  The  program  can  refer  a 
potential  postmortem  organ  donor  or 
secure  information  concerning  dona- 
tion and  procurement  of  organs  for 
transplantation. 


Correction 

The  registration  fee  for  Texas  Medical 
Association's  seminars  on  “Improving 
Third-party  Reimbursement  for  You 
and  Your  Patients”  is  $60  for  TMA 
members  or  their  office  staff  and  $80 
for  others.  The  fee  for  nonmembers 
was  listed  incorrectly  as  $30  on  page 
63  of  the  August  1985  issue  of  Texas 
Medicine. 

For  further  information  on  the  semi- 
nars, contact  Kathy  Vrazel  or  John 
Boff,  Texas  Medical  Association,  1801 
N Lamar  Blvd,  Austin,  TX  78701, 
phone  (512)  477-6704. 

CAPITAL  COMMENTS 


Sept  1 is  effective  date 
for  health-related  bills 

Among  recently  approved  legislation 
taking  effect  Sept  1 , 1 985,  are  bills  that 
expand  the  scope  of  the  Texas  Natural 
Death  Act,  require  the  use  of  auto- 
mobile seat  belts,  and  require  the  li- 
censing of  abortion  facilities. 

The  69th  Texas  Legislature  amended 
the  Texas  Natural  Death  Act  to  allow 
more  patients  and  families  to  take  ad- 
vantage of  its  provisions.  The  original 
provisions  state  that  patients  who  have 
a terminal  illness  may  issue  written  di- 
rectives authorizing  their  physicians  to 
withhold  or  withdraw  life-sustaining 
procedures. 

The  amendments,  approved  in  the 
form  of  HB  403,  allow  the  authorization 
to  be  given  at  any  time,  not  just  after  the 
patient’s  illness  is  diagnosed  as  termi- 
nal. Further,  competent  adult  patients 
who  are  terminally  ill  may  make  the  di- 
rective verbally,  rather  than  in  writing. 
The  directive  may  designate  a person 
besides  the  patient  to  authorize  the 
withholding  or  withdrawal  of  life- 
sustaining  procedures  if  the  patient  is 
comatose  or  incompetent. 

The  more  controversial  changes  in 
the  act  allow  a guardian,  spouse,  or 
relative  to  make  a treatment  decision 
on  behalf  of  a terminally  ill  patient  who 
is  comatose,  incompetent,  or  physically 


incapable  of  communication  and  has 
not  issued  a directive. 

The  current  desire  of  a patient,  either 
minor  or  adult,  takes  precedence  over  a 
previously  executed  directive. 

The  attending  physician  is  respon- 
sible for  assuring  that  the  requirements 
of  the  act  have  been  met  before  with- 
holding or  withdrawing  life-sustaining 
procedures.  Attending  physicians  who 
do  not  wish  to  withhold  or  withdraw  life- 
sustaining  equipment  are  required  to 
make  a reasonable  effort  to  transfer  the 
patient  to  another  physician. 

Texas  Medical  Association  sup- 
ported the  amendments,  which  were 
sponsored  by  Rep  Robert  Bush 
(D-Sherman)  in  the  House  of  Rep- 
resentatives and  Sen  Ray  Farabee 
(D-Wichita  Falls)  in  the  Senate. 

Also  taking  effect  Sept  1 is  SB  500, 
which  states  that  any  person  failing  to 
wear  a seat  belt  while  driving  or  riding  in 
the  front  seat  of  a passenger  car  will  be 
subject  to  a fine  of  not  less  than  $25  nor 
more  than  $50.  If  the  passenger  is 
under  1 5 years  of  age,  the  driver  will  be 
held  responsible  and  subject  to  the  fine. 
If  the  passenger  is  over  1 5 years  of 
age,  that  individual  will  be  held  respon- 
sible and  subject  to  the  fine. 

Senator  Ted  B.  Lyon,  Jr,  (D-Rockwall) 
and  Rep  Bill  Messer  (D-Belton)  spon- 
sored the  legislation  with  TMA’s 
support. 

The  third  law  going  into  effect  Sept  1 
is  HB  2091 , part  of  which  requires  the 
licensing  of  abortion  facilities.  A part  of 
the  omnibus  bill  to  recreate  the  Texas 
Department  of  Health  and  all  of  its  pro- 
grams following  review  under  the  Texas 
Sunset  Act,  this  provision  of  the  bill  also 
requires  each  facility  to  submit  an  an- 
nual report  to  the  Texas  Department  of 
Health,  including  information  on  each 
abortion  performed  at  the  facility.  TMA 
supported  the  bill,  which  was  spon- 
sored by  Rep  Charles  Evans  (D-Hurst) 
and  Sen  Chet  Edwards  (D-Duncanville). 
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Starlite  Village 

Hospital 

Center  Point,  Texas 

Ph.  634-2212 
634-2213 

A specialized  hospital  dedicated  to  the 

physical,  mental  and  spiritual  treatment 
of  men  and  women  suffering  from 
alcoholic  and  similar  disturbances. 

F.  E.  Seale,  M.D.  Annabelle  Lindner 

Medical  Director  Administrator 

CHAMPUS  APPROVED 
JCAH:  ACCREDITED 


Imagine  what  it  would  be  like  to  live  with 
painful  stomach  cramps  and  terrible 
diarrhea.  Forever. 

More  than  2 million  men,  women  and 
children  do  just  that  They  have  Ileitis 
and  Ulcerative  Colitis,  intestinal  diseases 
that  strike  at  any  age,  and  often  require 
hospitalization  for  weeks— even  months. 

Please  help  us  in  our  fight  to  find  a cure 
for  these  devastating  and  misunderstood 
diseases. 

Because  when  you  suffer  from  some- 
thing that  many  people  acknowledge 
with  only  snickers  and  whispers,  it's  easy 
to  mistakenly  begin  hating  yourself  as 
much  as  you  hate  your  disease. 

The  National  Foundation  for 

Ileitis  Colitis 

To  send  your  tax-deductible  contribution  or  for  more 
information,  please  write  N.F.I.C.,  PO  Box  2020, 
Murray  Hill  Station,  New  York,  NY  10156 
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69th  Texas  Legislature  reenacts 
triplicate  prescription  program 

The  69th  Texas  Legislature  reenacted 
the  triplicate  prescription  law,  effective 
Aug  26,  1985. 

The  law  requires  prescriptions  for 
Schedule  II  Controlled  Substances  to 
be  written  on  a special  triplicate  form, 
one  copy  of  which  is  provided  to  the 
Texas  Department  of  Public  Safety. 
DPS  uses  the  information  to  help  re- 
duce the  diversion  of  the  drugs  to  street 
use.  It  assists  the  department  in  docu- 
menting divergence,  and  initiating  disci- 
plinary actions  and  criminal  proceed- 
ings. The  Texas  State  Board  of  Medical 
Examiners  obtains  triplicate  prescrip- 
tion printouts  on  all  cases  involving  a 
suspected  violation  of  the  law  by  a 
physician. 

The  number  of  prescriptions  for 
Schedule  II  drugs  has  been  decreasing 
since  the  original  enacting  legislation  in 
1981.  The  number  of  Schedule  II  pre- 
scriptions dispensed  in  1 982  was  48% 
lower  than  in  1 981 . Between  1 982  and 
1 984,  the  number  decreased  by  1 6%. 

The  67th  Texas  Legislature  included 
a sunset  provision  at  Texas  Medical 
Association’s  insistence.  After  review- 
ing the  benefits  and  operation  of  the 
program,  TMA  supported  its  reenact- 
ment. The  new  legislation  contains  no 
sunset  provision. 

The  program  was  renewed  through 
SB  137,  sponsored  in  the  Senate  by 
Sen  Ray  Farabee  (D-Wichita  Falls)  and 
in  the  House  of  Representatives  by 
Rep  Gary  Thompson  (D-Abilene). 

Florida,  Illinois  approve 
sweeping  tort  reform  laws 

The  state  legislatures  of  Florida  and  Illi- 
nois have  approved  sweeping  reforms 
in  the  states’  tort  laws. 

The  tort  reform  package  in  Florida 
calls  for: 

— Applying  a community  standard  of 
care,  including  the  requirement  that  ex- 
pert witnesses  must  have  been  in  medi- 
cal practice  or  active  teaching  for  the 
past  five  years. 


— Sliding-scale  contingency  fees  for 
attorneys  based  on  the  time  spent  on 
cases  rather  than  on  percentages  of 
settlements  or  awards.  The  scale 
ranges  from  a minimum  of  1 5%  to  a 
maximum  of  45%,  depending  on  the 
stage  at  which  legal  agreement  is 
reached. 

— Mandatory  periodic  payments, 
upon  request  of  either  party,  for  future 
damages  exceeding  $500,000. 

— An  “offer  of  judgment”  statute 
providing  an  incentive  for  early  settle- 
ment. Either  party  would  be  penalized 
for  rejecting  an  offer  that  is  within 
$25,000  of  an  ultimate  jury  award. 

— An  opportunity  for  binding  arbitra- 
tion in  cases  where  liability  is  admitted 
and  only  the  amount  of  damages  is  at 
issue,  and  judicial  authority  to  order 
nonbinding  arbitration  for  appropriate 
cases. 

— Increased  protection  for  members 
of  peer  review  committees  who  evalu- 
ate competence. 

— Clarification  of  the  state  legis- 
lature’s intent  that  judges  should  adjust 
awards  to  assure  reasonableness. 

—Mandatory  professional  liability 
coverage. 

Florida’s  legislative  victory  follows 
the  state  medical  association’s  unsuc- 
cessful attempt  in  1 984  to  pass  a con- 
stitutional initiative  to  reform  tort  laws 
governing  liability  suits.  The  associa- 
tion financed  the  campaign,  called 
“Reason  ’84,"  to  the  tune  of  more  than 
$1  million. 

A tort  reform  measure  in  Illinois  be- 
came the  subject  of  a legal  challenge 
one  hour  after  the  state’s  governor 
signed  it  into  law.  A past  president  of 
the  Illinois  Trial  Attorneys  Association 
claims  that  the  law  is  an  abuse  of  due 
process. 

As  it  stands,  the  new  law: 

— Establishes  screening  panels  to 
review  the  merits  of  potential  cases.  If  a 
patient  or  physician  goes  to  trial  con- 
trary to  a panel’s  recommendation  and 
loses,  that  party  will  be  required  to  pay 
the  legal  expenses  of  the  other. 


— Provides  for  periodic  payments  for 
any  award  exceeding  $250,000. 

— Eliminates  the  collateral  source 
rule. 

— Places  limits  on  contingency  fees 
according  to  a sliding-scale  formula 
that  stipulates  progressively  smaller 
percentages  for  progressively  higher 
court  awards  or  settlements. 

The  American  Medical  Associa- 
tion reports  that  Illinois  Gov  James 
Thompson  expects  the  bill  to  “cut  down 
on  the  costs  of  health  care,  as  well  as 
reduce  the  number  of  frivolous  lawsuits 
that  clog  the  court  system  and  damage 
reputations.” 

NEWSMAKERS 

MAJ  GEN  MURPHY  A.  CHESNEY,  MD, 
has  been  named  by  President  Ronald 
Reagan  as  surgeon  general  of  the  US 
Air  Force.  General  Chesney  became 
commander,  Air  Force  Medical  Service 
Center,  Brooks  Air  Force  Base,  Texas, 
in  August  1 978.  He  also  held  the  posi- 
tions of  deputy  surgeon  general  for 
operations  and  chief  of  professional 
services.  He  assumed  the  position  of 
director,  Medical  Plans  and  Resources, 
on  Jan  30,  1980,  and  became  deputy 
surgeon  general  in  May  1980. 

MELTON  HORWITZ,  MD,  Houston, 
has  been  elected  president  of  the 
Texas  Association  of  Otolaryngology — 
Head  and  Neck  Surgery. 

C.  WILLIAM  HALL,  MD,  San  Antonio, 
was  made  an  honorary  doctor  of  engi- 
neering by  the  Rose-Hulman  Institute 
of  Technology  in  Terre  Haute,  Ind.  Dr 
Hall  has  been  institute  medical  scientist 
at  the  Southwest  Research  Institute  in 
San  Antonio  since  1975.  Before  joining 
the  institute  staff  in  1968,  he  directed 
the  artificial  heart  program  at  Baylor 
College  of  Medicine  in  Houston. 
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Add  Spirometry 
to  your  practice.. 


...the  Autospiro  SD-System 


Featuring  a Spirometric 
Diagnostic  System 
designed  for  the 
physician’s  office. 

Vital  to  a busy  practice 

The  Autospiro-SDS  is  portable,  compact  and 
lightweight.  Yet  its  simple,  low-cost  operation 
will  yield  the  most  sophisticated  data  accurately 
and  automatically. 

The  Spirometric  Diagnostic  System  (SDS) 
provides  step-by-step  instructions  and  moni- 
tors every  test.  The  micro-computer  will 
calculate  8 vital  test  parameters  and  provide 
an  instantaneous  diagnostic  interpretation 
through  comparison  with  standard  prediction 
values  for  both  adults  and  children. 

Permanent  record  of  results 

The  graphic  printer  provides  patient  information, 
a complete  test  summary  print-out,  plus  the 
valuable  Flow-Volume  and  FVC  curves  neces- 
sary for  third-party  reimbursement. 


Economical 

The  computerized  SD-System  allows  a busy 
office  to  add  spirometry  easily  and  economi- 
cally. By  automatically  analyzing  a single 
expiration  to  yield  a complete  print-out,  the 
Autospiro  SD-System  can  be  efficiently  utilized 
without  requiring  extra  personnel,  lengthy 
calculations,  or  special  training.  Spirometry 
can  justifiably  increase  your  office  billing  by 
becoming  an  integral  part  of  a complete 
examination. 

Contact  us  for  details  and  a demonstration  todayl 

R-B  INSTRUMENTS  CO. 

P.O.  Box  37271,  Houston,  TX  77237 

(713)  774-0458  or  800-323-1674 

SERVING  ALL  OF  TEXAS 


r 


Name 

Specialty . 
Address— 
City 


-State. 


_Zip- 


l_ 


Phone  

□ I would  like  a demonstration  in  my 

office  at  my  convenience.  Please  contact  me. 
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AFTER  BREAKTHROUGH  BLEEDING  AND  AMENORRHEA... 
SHE'S  ABOUT  TO  GIVE  UP  ON  ORAL  CONTRACEPTION. 


NORLESTRN 


BECAUSE  SOMETIMES  A 50  IS  PREFERABLE. 


See  next  page  for  brief  summary  of  prescribing  information. 


Brief  Summary  of  Prescribing  Information 

NORLESTRIN®  (norethindrone  acetate  and  ethinyl  estradiol  tablets,  USP) 

See  section  under  Special  Notes  on  Administration  and  HOW  SUPPLIED. 

Before  prescribing,  please  see  full  prescribing  information  A Brief  Summary  follows 

DESCRIPTION 

Norlestrin  Products  are  progestogen-estrogen  combinations. 

INDICATIONS  AND  USAGE 

Norlestrin  Products  are  indicated  for  the  prevention  of  pregnancy  in  women  who  elect  to  use 
oral  contraceptives  as  a method  of  contraception 
In  clinical  trials  with  Norlestrin  1/50  involving  25,983  therapy  cycles,  there  was  a preg- 
nancy rate  of  0.05  per  100  woman-years;  in  clinical  trials  with  Norlestrin  2.5/50  involving 
96,388  cycles,  there  was  a pregnancy  rate  of  0.22  per  100  woman-years. 

Dose-Related  Risk  of  Thromboembolism  from  Oral  Contraceptives:  Studies  have 
shown  a positive  association  between  the  dose  of  estrogens  in  oral  contraceptives  and  the 
risk  of  thromboembolism  It  is  prudent  and  in  keeping  with  good  principles  of  therapeutics  to 
minimize  exposure  to  estrogen  The  oral  contraceptive  prescribed  for  any  given  patient 
should  be  that  product  which  contains  the  least  amount  of  estrogen  that  is  compatible  with 
an  acceptable  pregnancy  rate  and  patient  acceptance. 

CONTRAINDICATIONS 

1.  Thrombophlebitis  or  thromboembolic  disorders 

2 A past  history  of  deep-vein  thrombophlebitis  or  thromboembolic  disorders 

3.  Cerebral  vascular  or  coronary  artery  disease 

4,  Known  or  suspected  carcinoma  of  the  breast 

5 Known  or  suspected  estrogen-dependent  neoplasia 

6.  Undiagnosed  abnormal  genital  bleeding 

7,  Known  or  suspected  pregnancy  (See  WARNING  No  5) 

8 Benign  or  malignant  liver  tumor  which  developed  during  the  use  of  oral  contraceptives 
or  other  estrogen-containing  products. 

WARNINGS  


Cigarette  smoking  increases  the  risk  of  serious  cardiovascular  side  effects  from 
oral  contraceptive  use.  The  risk  increases  with  age  and  with  heavy  smoking  (15  or 
more  cigarettes  per  day)  and  is  quite  marked  in  women  over  35  years  of  age. 
Women  who  use  oral  contraceptives  should  be  strongly  advised  not  to  smoke. 

The  use  of  oral  contraceptives  is  associated  with  increased  risk  of  several  serious 
conditions  including  thromboembolism,  stroke,  myocardial  infarction,  hepatic  ade- 
noma, gallbladder  disease,  and  hypertension  Practitioners  prescribing  oral  contracep- 
tives  should  be  familiar  with  the  following  information  relating  to  these  risks.  


1 Thromboembolic  Disorders  and  Other  Vascular  Problems.  An  increased  risk  of  throm- 
boembolic and  thrombotic  disease  associated  with  the  use  of  oral  contraceptives  is  well- 
established.  Studies  have  demonstrated  an  increased  risk  of  fatal  and  nonfatal  venous 
thromboembolism  and  stroke,  both  hemorrhagic  and  thrombotic. 

Cerebrovascular  Disorders:  In  a collaborative  study  in  women  with  and  without  predispos- 
ing causes,  it  was  estimated  that  the  risk  of  hemorrhagic  stroke  was  2.0  times  greater  in 
users  than  nonusers,  and  the  risk  of  thrombotic  stroke  was  4 0 to  9.5  times  greater 
Myocardial  Infarction:  An  increased  risk  of  myocardial  infarction  associated  with  oral 
contraceptives  has  been  reported  confirming  a previously  suspected  association  These 
studies  found  that  the  greater  the  number  of  underlying  risk  factors  (cigarette  smoking, 
hypertension,  hypercholesterolemia,  obesity,  diabetes,  history  of  preeclamptic  toxemia)  for 
coronary  artery  disease,  the  higher  the  risk  of  developing  myocardial  infarction,  regardless 
of  whether  the  patient  was  an  oral  contraceptive  user  or  not.  Oral  contraceptives,  however, 
were  found  to  be  a clear  additional  risk  factor 

It  has  been  estimated  that  users  who  do  not  smoke  (smoking  is  considered  a maior  pre- 
disposing condition  to  myocardial  infarction)  are  about  twice  as  likely  to  have  a fatal  myo- 
cardial infarction  as  nonusers  who  do  not  smoke  Oral  contraceptive  users  who  are  smokers 
have  about  a fivefold  increased  risk  of  fatal  infarction  compared  to  users  who  do  not  smoke, 
but  about  a tenfold  to  twelvefold  increased  risk  compared  to  nonusers  who  do  not  smoke. 
The  amount  of  smoking  is  also  an  important  factor. 

Risk  of  Dose:  In  an  analysis  of  data,  British  investigators  concluded  that  the  risk  of  throm- 
boembolism, including  coronary  thrombosis,  is  directly  related  to  the  dose  of  estrogen  used 
in  oral  contraceptives,  however,  the  quantity  of  estrogen  may  not  be  the  sole  factor  involved 
Persistence  of  Risk:  Two  studies  have  suggested  that  an  increased  risk'may  persist  for  as 
long  as  6 years  after  discontinuation  of  oral  contraceptive  use  for  cerebrovascular  disease 
and  9 years  for  myocardial  infarction.  In  addition,  a prospective  study  suggested  the  per- 
sistence of  risk  for  subarachnoid  hemorrhage 

Estimate  of  Excess  Mortality  from  Circulatory  Diseases:  The  risk  of  diseases  of  the  cir- 
culatory system  is  concentrated  in  older  women,  in  those  with  a long  duration  of  use.  and  in 
cigarette  smokers. 

A study  of  available  data  from  a variety  of  sources  concluded  that  the  mortality  associated 
with  all  methods  of  birth  control  isTow  and  below  that  associated  with  childbirth,  with  the 
exception  of  oral  cbritraceptives  in  women  over  40  who  smoke. 

The  risk  of  thromboembolic  and  thrombotic  diseases  associated  with  oral  contraceptives 
increases  with  agewfer  approximately  age  30  and,  for  myocardial  infarction,  is  further 
increased  by  hypertension,  hypercholesterolemia,  obesity,  diabetes,  or  history  of  pre- 
eclamptic toxemia,  and  especially  by  cigarette  smoking 

The  physician  and  the  patient  should  be  alert  to  the  earliest  manifestations  of  thromboem- 
bolic and  thrombotic  disorders.  Should  any  occur  or  be  suspected,  the  drug  should  be  dis- 
continued immediately, 

A fourfold  to  sixfold  increased  risk  of  postsurgery  thromboembolic  complications  has 
been  reported  in  users.  If  feasible,  oral  contraceptives  should  be  discontinued  at  least  four 
weeks  before  surgery  of  a type  associated  with  an  increased  risk  of  thromboembolism  or 
prolonged  immobilization 

2.  Ocular  Lesions.  Neuro-ocular  lesions,  such  as  optic  neuritis  or  retinal  thrombosis,  have 
been  associated  with  the  use  of  oral  contraceptives.  Discontinue  the  oral  contraceptive  if 
there  is  unexplained  sudden  or  gradual,  partial,  or  complete  loss  of  vision;  onset  of  propto- 
sis or  diplopia;  papilledema;  or  retinal  vascular  lesions. 

3.  Carcinoma.  Long-term  continuous  administration  of  estrogen  in  certain  animal  species 
increases  the  frequency  of  carcinoma  of  the  breast,  cervix,  vagina,  and  liver. 

In  humans,  an  increased  risk  of  endometrial  carcinoma  associated  with  the  prolonged 
use  of  exogenous  estrogen  in  postmenopausal  women  has  been  reported.  However,  there 
is  no  evidence  suggesting  increased  risk  of  endometrial  cancer  in  users  of  conventional 
combination  or  progestogen-only  oral  contraceptives. 

Studies  found  no  evidence  of  increase  in  breast  cancer  in  women  taking  oral  contracep- 
tives; however,  an  excess  risk  in  users  with  documented  benign  breast  disease  was 
reported 

There  is  no  confirmed  evidence  of  an  increased  risk  of  cancer  associated  with  oral  contra- 
ceptives. Close  clinical  surveillance  of  users  is,  nevertheless,  essential  In  cases  of  undiag- 
nosed persistent  or  recurrent  abnormal  vaginal  bleeding,  appropriate  diagnostic  measures 
should  be  taken  to  rule  out  malignancy  Women  with  a strong  family  history  of  breast  cancer, 
or  who  have  breast  nodules,  fibrocystic  disease,  or  abnormal  mammograms,  should  be 
monitored  with  particular  care 

4 Hepatic  Tumors.  Benign  hepatic  adenomas  have  been  found  to  be  associated  with  oral 
contraceptives.  Because  hepatic  adenomas  may  rupture  and  may  cause  death  through 
intra-abdominal  hemorrhage,  they  should  be  considered  in  women  presenting  abdominal 
pain  and  tenderness,  abdominal  mass,  or  shock 

A few  cases  of  hepatocellular  carcinoma  have  been  reported  in  women  taking  oral  contra- 
ceptives The  relationship  of  these  drugs  to  this  type  of  malignancy  is  not  known  at  this  time. 

5.  Usage  in  or  Immediately  Preceding  Pregnancy;  Birth  Defects  in  Offspring,  and  Malig- 
nancy in  Female  Offspring  During  early  pregnancy  female  sex  hormones  may  seriously 
damage  the  offspring.  • 

An  increased  risk  of  congenital  anomalies,  including  heart  defects  and  limb  defects,  has 
been  reported  with  the  use  of  oral  contraceptives  in  pregnancy 

There  is  some  evidence  that  triploidy  and  possible  other  types  of  polyploidy  are  increased 
among  abortuses  from  women  who  become  pregnant  soon  after  ceasing  oral 
contraceptives 

Pregnancy  should  be  ruled  out  before  continuing  an  oral  contraceptive  in  any  patient  who 
has  missed  two  consecutive  menstrual  periods.  If  the  patient  has  not  adhered  to  the  sched- 


ule, the  possibility  of  pregnancy  should  be  considered  at  the  time  of  the  first  missed  period, 
and  oral  contraceptives  should  be  withheld  until  pregnancy  has  been  ruled  out.  If  preg- 
nancy is  confirmed,  the  patient  should  be  apprised  of  the  potential  risks  to  the  fetus  and  the 
advisability  of  continuation  of  the  pregnancy  should  be  discussed 
Women  who  discontinue  oral  contraceptives  with  the  intent  of  becoming  pregnant  should 
use  an  alternate  form  of  contraception  for  a period  of  time  before  attempting  to  conceive 
Administration  of  progestogen-only  or  progestogen-estrogen  combinations  to  induce 
withdrawal  bleeding  should  not  be  used  as  a test  of  pregnancy 

6.  Gallbladder  Disease.  Studies  report  an  increased  risk  of  surgically  confirmed  gallblad- 
der disease  in  users  of  oral  contraceptives. 

7 Carbohydrate  and  Lipid  Metabolic  Effects  Because  decreased  glucose  tolerance  has 
been  observed  in  a significant  percentage  of  patients,  prediabetic  and  diabetic  patients 
should  be  carefully  observed  while  receiving  oral  contraceptives. 

An  increase  in  triglycerides  and  total  phospholipids  has  been  observed. 

8 Elevated  Blood  Pressure  An  increase  in  blood  pressure  has  been  reported  in  patients 
receiving  oral  contraceptives  The  prevalence  in  users  increases  with  longer  exposure.  Age 
is  also  strongly  correlated  with  development  of  hypertension.  Women  who  previously  have 
had  hypertension  during  pregnancy  may  be  more  likely  to  develop  elevation  of  blood 
pressure 

9 Headache  Onset  or  exacerbation  of  migraine  or  development  of  headache  of  a new 
pattern  which  is  recurrent,  persistent,  or  severe,  requires  discontinuation  of  oral 
contraceptives. 

10.  Bleeding  Irregularities  Breakthrough  bleeding,  spotting,  and  amenorrhea  are  fre- 
quent reasons  for  patients  discontinuing  oral  contraceptives  In  breakthrough  bleeding, 
nonfunctional  causes  should  be  borne  in  mind.  In  undiagnosed  abnormal  bleeding  from  the 
vagina,  adequate  diagnostic  measures  are  indicated  to  rule  out  pregnancy  or  malignancy. 

Women  with  a past  history  of  oligomenorrhea  or  secondary  amenorrhea,  or  young  women 
without  regular  cycles  should  be  advised  that  they  may  have  a tendency  to  remain  anovula- 
tory or  to  become  amenorrheic  after  discontinuation  of  oral  contraceptives. 

11  Ectopic  Pregnancy.  Ectopic  as  well  as  intrauterine  pregnancy  may  occur  in  contracep- 
tive failures 

12  Breast-Feeding  Oral  contraceptives  may  interfere  wjjjt  lactation  Furthermore,  a small 
fraction  of  the  hormonal  agents  in  oral  contraceptives  has  been  identified  in  the  milk  of  moth- 
ers receiving  these  drugs. 

PRECAUTIONS 

1 A complete  medical  and  family  his.tqry  should  be  taken  prior  to  the  initiation  of  oral  con- 
traceptives The  pretreatment  and  periodic  physical  examinations  should  include  special 
reference  to  blood  pressure,  breasts,  abdomen,  and  pelvic  organs,  including  Papanicolaou 
smear  and  relevant  laboratory  tests.  As  a general  rule,  oral  contraceptives  should  not  be 
prescribed  for  longer  than  one  year  without  another  examination. 

2 Preexisting  uterine  leiomyomata  may  increase  m size" 

3 Patients  with  a history  of  psychic  depression  should  be  carefully  observed  and  the  drug 
discontinued  if  depression  recurs  to  a serious  degree. 

4.  Oral  contraceptives  may  cause  fluid  retention  and  should  be  prescribed  with  caution, 
and  only  with  careful  monitoring,  inpatients  with  conditions  which  might  be  aggravated 
5 Patients  with  a past  history  of  jaundice  during  pregnancy  have  an  increased  risk  of 
./recurrence  of  jaundice  If  jaundice  develops,  the  medication  should  be  discontinued. 

6.  Steroid  hormones  may  be  poorly  metabolized  and  should  be  administered  with  caution 
in  patients  with  impaired  liver  funtstion 

7 Users  may  have  disturbances  in  normal  tryptophan  metabolism,  whictjrnay  result  in  a 
relative  pyndoxine  deficiency.  \ \ * 1 

8.  Serumfofate  levflPmay  be  depressed. 

9.  The  pathologist  should  be  advised  of  oral  contraceptive  ire-acy  when  relevant  speci- 
mens are  submitted 

; 10  Certain  endocrine  and  liver  function  tests  and  blood  components  may  be  affected 
(a)  Increased  sulfobromophthalein  retention,  (b)  Increased  prothrombin  and  factors  VII, 
‘Vill,  IX,  and  X,  decreased  antithrombin  3;  increased  norepinephrine-induced  platelet  aggre- 
gability.  (c)  Increased  thyroid-binding  globulin  (TBG)  leading  to  increased  circulating  total 
thyroid  hormone  (d)  Decreased  pregnanediol  excretion,  (e)  Reduced  response  to  metyra- 
pone  test 

Drug  Interactions:  Reduced  efficacy  and  increased  incidence  of  breakthrough  bleeding 
have  been  associated  with  concomitant  use  of  rifampin  A similar  association  has  been  sug- 
gested with  barbiturates,  phenylbutazone,  phenytoin  sodium,  tetracycline,  and  ampicillin 

ADVERSE  REACTIONS 

An  increased  risk  ol  the  following  serious  adverse  reactions  has  been  associated  with  oral 
contraceptives  thrombophlebitis,  pulmonary  embolism,  coronary  thrombosis,  cerebral 
thrombosis;  cerebral  hemorrhage;  hypertension;  gallbladder  disease;  benign  hepatomas, 
congenital  anomalies 

There  is  evidence  of  an  association  between  the  following  conditions  and  the  use  of  oral 
contraceptives,  although  additional  confirmatory  studies  are  needed,  mesenteric  thrombo- 
sis, neuro-ocular  lesions,  eg,  retinal  thrombosis  and  optic  neuritis 
The  following  adverse  reactions  have  been  reported  in  patients  receiving  oral  contracep- 
tives and  are  believed  to  be  drug  related:  nausea  and/or  vomiting,  usually  the  most  com- 
mon adverse  reactions,  occur  in  approximately  10%  or  le£s  of  patients  during  the  first  cycle. 
Other  reactions,  as  a general  rule,  are  seen  much  less  frequently  or  only  occasionally: 
gastrointestinal  symptoms;  breakthrough  bleeding;  spotting;  change  in  menstrual  flow; 
dysmenorrhea;  amenorrhea  during  and  after  treatment;  temporary  infertility  after  discon- 
tinuance of  treatment,  edema,  chloasma  or  melasma,  breast  changes;  change  in  weight; 
change  in  cervical  erosion  and  cervical  secretion;  possible  diminution  in  lactation  when 
given  immediately  postpartum;  cholestatic  jaundice,  migraine,  increase  in  size  of  uterine 
leiomyomata,  rash  (allergic);  mental  depression,  reduced  tolerance  to  carbohydrates; 
vaginal  candidiasis;  change  in  corneal  curvature;  intolerance  to  contact  lenses 
The  following  adverse  reactions  have  been  reported  and  the  association  has  been_neither 
confirmed  nor  refuted:  premenstrual-like  syndrome;  cataracts,  changes  in  libido;  chorea, 
changes  in  appetite,  cystitis-like  syndrome,  headache;  nervousness;  dizziness;  hirsutism, 
loss  of  scalp  hair;  erythema  multiforme;  erythema  nodosum;  hemorrhagic  eruption,  vaginitis; 
porphyria 

Special  Notes  on  Administration 

Menstruation  usually  begins  two  or  three  days,  but  may  begin  as  late  as  the  fourth  or  fifth 
day,  after  discontinuing  medication 

After  several  months  on  treatment,  bleeding  may  be  reduced  to  a point  of  virtual  absence; 
reduced  flow  may  be  a result  of  medication  and  not  indicative  of  pregnancy 
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CANCER  UPDATE 


Decreasing  lung  cancer  deaths  among  young  men  in 
Texas 

Guy  R.  Newell,  MD;  H.  Keith  Lynch,  MA,  JD;  David  T.  Carr,  MD 

The  epidemic  of  lung  cancer  continues  to  worsen.  The  Ameri- 
can Cancer  Society  estimated  that  in  1985  there  would  be 
144,000  new  cases  of  lung  cancer  in  the  United  States  and 
125,600  deaths  due  to  this  disease,  with  deaths  in  men  total- 
ing 87,000  and  in  women,  38,600.  The  death  rate  among 
men  is  a new  record  high,  and  is  greater  than  the  next  four 
most  common  causes  of  cancer  deaths  combined.  The  death 
rate  for  women  is  increasing  faster  than  the  rate  for  men,  and 
lung  cancer  is  now  the  most  common  cause  of  cancer  death 
among  women.  However,  there  is  some  good  news  about  the 
epidemic  of  lung  cancer.  Given  less  attention,  but  of  extreme 
practical  and  public  health  importance,  is  that  lung  cancer 
death  rates  are  steadily  decreasing  in  white  men  under  55 
years  old  and  in  black  men  under  45  years  old.  The  purposes 
of  this  report  are  to  document  decreasing  lung  cancer  deaths 
in  Texas  men  in  these  age  and  racial  groups  and  to  comment 
on  several  complex  factors  contributing  to  this  decrease. 

Methods  and  results 

Age-  and  year-specific  lung  cancer  death  rates  among  white 
and  black  men  in  Texas  for  years  1 970  through  1 983  were 
calculated.  Numbers  of  deaths  were  provided  by  the  Texas 
Department  of  Health  annual  statistical  reports,  and  popula- 
tion estimates  were  derived  from  census  data  published  by 
the  Bureau  of  Vital  Statistics  for  each  US  state  and  territory. 
The  annual  death  rates  for  white  and  black  men  ages  35-44 
and  45-54  are  given  in  Figs  1 and  2.  Rates  for  these  age  and 
racial  groups  are  shown  in  Fig  3.  To  estimate  the  rate  of 
change,  linear  regression  curves  were  calculated  for  each 
age/race  group.  The  slope  of  the  linear  regression  equation 
is  the  rate  of  change  of  death  rates  per  1 00,000  for  each  of 
the  1 4 years  from  1 970  through  1 983.  For  white  men  (Fig  1 ), 
the  age  group  35-44  had  0.21  fewer  deaths  per  100,000  per 
year  (overall  decrease  of  18.8%);  the  age  group  45-54  had  1 
(0.98)  fewer  death  per  1 00,000  per  year  (overall  decrease  of 
14.4%).  Black  men  age  35-44  also  had  a decrease  of  1 
death  per  100,000  per  year  (39.0%),  whereas  the  death  rates 
for  black  men  age  45-54  increased  1.17  per  year  (10.3%) 
(Fig  2).  As  shown  in  Fig  4,  rates  for  white  men  age  55-64 
increased  much  more  slowly  than  did  the  rates  for  their  black 
counterparts.  This  suggests  that  a downturn  in  lung  cancer 
deaths  among  this  group  of  men  may  be  expected  during  the 
next  five  years.  A slowing  of  the  increase  also  occurred 
among  white  men  age  65-74.  Rates  continued  to  increase 
among  white  men  age  75  and  over,  and  among  each  group  of 
black  men  age  55  and  over. 

Guy  R.  Newell,  MD;  H.  Keith  Lynch,  MA,  JD;  David  T.  Carr,  MD,  Division  of 
Medicine,  The  University  of  Texas  M.D.  Anderson  Hospital  and  Tumor  Insti- 
tute, Texas  Medical  Center,  6723  Bertner  Ave,  Houston,  TX  77030. 


Comment 

Between  1 973  and  1 977  the  yearly  death  rate  for  white  men 
was  76.4  per  1 00,000  and  for  black  men  1 1 0 per  1 00,000 
with  the  overall  rate  of  increase  lessening  in  men  (1 ).  De 
Vesa  and  associates  (2)  reported  downturn  in  lung  cancer 
death  rates  among  white  men  age  35-44  in  the  US  as  a 
whole  from  1969  to  1979.  They  reported  that  since  1974, 
mortality  rates  stabilized  among  those  age  45-54  and  con- 
tinued to  increase  among  the  older  age  groups.  Similar  data 
have  been  reported  by  Beard  and  associates  for  lung  cancer 
in  Minnesota  (3). 

We  show  that  for  Texas,  lung  cancer  deaths  have  con- 
tinued to  decrease  among  young  men  of  both  races  age 
35-44  and  also  have  decreased  among  white  men  age 
45-54.  In  addition,  the  rate  of  increase  has  slowed  dramati- 
cally in  white  men  age  55-74.  It  is  reasonable  to  predict  that 
similar  decreases  among  black  men  will  follow. 

A decline  in  the  number  of  cigarette  smokers  has  contrib- 


1.  Number  of  deaths  and  annual  death  rate  per  100,000  for  lung  cancer, 
white  men,  1970-1983,  Texas. 


Year  of 
Death 

Age  35- 
No. 

-44 

Rate* 

Age  45- 
No 

-54 

Ratef 

1970 

77 

14.0 

414 

80.4 

1971 

90 

16.1 

415 

80.0 

1972 

83 

14.5 

466 

89.2 

1973 

100 

17.2 

451 

85.7 

1974 

80 

13.6 

471 

88.8 

1975 

68 

11.3 

471 

91.5 

1976 

73 

12.0 

483 

93.1 

1977 

82 

13.2 

475 

90.0 

1978 

91 

14.4 

444 

84.4 

1979 

82 

12.8 

428 

80.7 

1980 

75 

11.5 

416 

75.2 

1981 

73 

11.1 

422 

75.7 

1982 

90 

13.4 

423 

75.4 

1983 

93 

13.7 

399 

70.6 

’Decrease  of  0.21  deaths  per  100,000  per  year. 

♦Decrease  of  0.98  deaths  per  100,000  per  year. 

2.  Number  of  deaths  and  annual  death  rates  per  100,000  for  lung  cancer, 

black  men, 

1970-1983,  Texas. 

Year  of 

Age  35- 

-44 

Age  45- 

■54 

Death 

No. 

Rate* 

No. 

Ratei 

1970 

23 

34.9 

70 

122.4 

1971 

13 

19.4 

75 

129.5 

1972 

22 

32.3 

102 

173.9 

1973 

21 

30.3 

85 

143.2 

1974 

22 

31.3 

104 

173.1 

1975 

19 

26.6 

100 

164.5 

1976 

13 

17.9 

102 

165.8 

1977 

17 

26.0 

103 

166.0 

1978 

19 

25.4 

105 

166.8 

1979 

21 

27.7 

101 

158.6 

1980 

19 

24.7 

92 

142.9 

1981 

23 

29.4 

103 

158.2 

1982 

15 

18.9 

108 

164.1 

1983 

14 

17.4 

100 

150.3 

’Decrease  of  1 .0  death  per  100,000  per  year, 
decrease  of  1.17  deaths  per  100,000  per  year. 
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uted  to  the  decline  in  lung  cancer.  Cigarette  smoking  de- 
clined in  the  US  following  publication  of  the  first  Surgeon 
General's  Report  on  Smoking  and  Health  in  1 964  (4).  At  that 
time  slightly  more  than  50%  of  men  and  33%  of  women  were 
regular  smokers  (4).  In  1 979,  the  prevalence  of  smoking 
among  men  was  37%  and  among  women,  28%.  Today,  there 
is  an  inverse  relationship  between  socioeconomic  status  and 
lung  cancer  death  rates.  Men  with  college  educations  who 
hold  professional  and  managerial  positions  smoke  less  than 
do  those  with  no  college  and  who  do  blue-collar  work  (5).  In 
addition  to  total  length  of  time  that  a person  has  smoked, 
there  is  a clear  dose-response  effect  related  to  age  at  which 
smoking  began  and  the  degree  of  inhalation  (6). 

Cessation  of  cigarette  smoking  is  followed  by  a marked 
reduction  in  risk  for  developing  lung  cancer,  although  having 

3.  Regression  curves  for  lung  cancer  death  rates  for  white  and  black  men  in 
Texas,  1970-1983,  for  ages  35-44  and  45-54. 


been  a habitual  smoker  confers  a lasting  risk  slightly  higher 
than  that  of  a person  who  never  smoked.  There  has  been  a 
definite  increase  in  consumption  of  cigarettes  engineered  to 
yield  less  nicotine  and  tar  (6).  There  is  reported  to  be  a 20% 
lower  incidence  of  lung  cancer  in  smokers  of  low-tar  ciga- 
rettes compared  with  smokers  of  high-tar  cigarettes  (7).  De- 
creases in  tar  and  nicotine  delivered  to  the  lungs  have  been 
compensated  by  an  increase  in  number  of  cigarettes  smoked 
and  by  greater  depth  of  inhalation  by  individuals.  Although 
these  “less  harmful  cigarettes”  may  be  contributing  to  the 
declines  demonstrated  in  lung  cancer  deaths,  as  the  term 
implies  they  are  nevertheless  harmful.  One  could  argue  that 
they  detract  from  the  primary  objective  of  reducing  cancer 
mortality  by  reducing  cigarette  smoking  (7). 

In  conclusion,  we  show  that  death  rates  from  lung  cancer 
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are  steadily  decreasing  in  younger  men  in  Texas.  As  fewer 
men  begin  to  smoke  and  more  stop  smoking,  we  expect  this 
trend  to  continue  among  older  men  of  both  races. 

REFERENCES 

1 Young  JL  Jr,  Percy  CL,  Asire  AJ,  et  al:  Cancer  incidence  and  mortality  in 
the  United  States,  1973-77.  Natl  Cancer  Inst  Monogr  (57) : 1 -187,  1981. 

2.  De  Vesa  SS,  Horm  JW,  Connelly  RR:  Trends  in  lung  cancer  incidence 
and  mortality  in  the  United  States,  in  Mitzell  M,  Correa  P (eds):  Lung  Cancer: 
Causes  and  Prevention.  Verlag  Chemie  International,  Inc,  1984,  pp  33-45. 

3.  Beard  CM,  Annegers  JF,  Woolner  LB,  et  al:  Bronchogenic  carcinoma  in 
Olmstead  County,  1935-1979.  Cancer  55(9) : 2026-  2030,  1985. 

4.  Smoking  and  Health.  Report  of  the  Advisory  Committee  to  the  Surgeon 
General  of  the  Public  Health  Service,  publication  1103.  US  Dept  of  Health, 
Education,  and  Welfare,  1964. 

5.  Smoking  and  Health.  A Report  of  the  Surgeon  General,  publication 
79-50066.  US  Dept  of  Health,  Education,  and  Welfare,  1979. 

6.  Doll  R,  Peto  R:  The  causes  of  cancer:  quantitative  estimates  of  avoidable 


risks  of  cancer  in  the  United  States  today.  J Natl  Cancer  Inst  66(6) : 1 1 91  - 
1308,  1981. 

7.  Loeb  LA,  Ernster  VL.  Warner  KE,  et  al:  Smoking  and  lung  cancer:  an 
overview.  Cancer  Res  44(1 2 Pt  1):5940-5958,  1984. 

ACKNOWLEDGMENT 

We  acknowledge  the  editorial  review  of  Mr  John  Carter  Brooks  of  the  Depart- 
ment of  Scientific  Publications,  and  the  expert  manuscript  preparation  of  Ms 
Donna  Evans. 


4.  Regression  curves  for  lung  cancer  death  rates  for  white  and  black  men  in 
Texas,  1970-1983,  forages  55-64,  65-  74,  and  75+. 


Volume  81  September  1985 


31 


The  first  class  accommodations  of  the  Clarion  Hotel  offer  the  medical 
business  traveler  special  services  at  very  affordable  rates.  Located 
on  world  famous  Canal  Street  with  easy  access  from  the  airport  and 
I- 10;  near  the  historic  French  Quarter,  Superdome,  and  the  St.  Charles 
trolley  line,  we’re  the  closest  of  the  Central  Business  District  hotels 

to  the  Downtown  Medical  Complex. 

We  offer  759  richly  decorated  guest  rooms  and  25  meeting  and 
conference  rooms  to  accommodate  groups  of  10  to  2,000. 

Special  commercial  rates  and  valet  parking  make  business  at  the 

Clarion  a true  pleasure. 

Savor  the  pleasures  of  Clarion, 

WE’D  LOVE  TO  HAVE  YOU! 


CJARIQN  HOTEL 

NEW  ORLEANS 

1500  Canal  Street  New  Orleans,  LA  70112  504-522-4500 

or  make  the  Clarion  Call* 
toll  free:  1-800-824-3359 


32 


TEXAS  MEDICINE 


Horace  M.  Cardwell 


Horace  M Cardwell,  Senior  Vice  President,  Methodist  Health  Care  System- 
Houston.  Send  reprint  requests  to  Mr  Cardwell  at  706  Ellis  Avenue  Lufkin  TX 
75901 


Hospital-medical  staff 
cooperation 

The  challenge  for  today  s hospital-medical  staff  is  to  pro- 
vide quality  care  while  containing  costs.  Some  fore- 
casters estimate  that  economic  pressures  will  close  as 
many  as  one  third  of  this  country’s  hospitals  within  five 
years.  To  prevent  this,  physicians  and  hospital  staffs 
must  communicate  effectively  with  one  another.  The 
medical  staff  must  learn  about  the  financial  operation  of 
the  hospital,  and  the  hospital  staff  should  encourage 
medical  staff  involvement  in  decision-making.  Hospitals’ 
responses  to  economic  pressures  will  result  in  less  tra- 
ditional inpatient  care  and  will  create  additional  competi- 
tion for  physicians. 


"There  is  nothing  permanent  except  change.”— Heraclitus 

The  winds  of  change  are  scouring  the  landscapes  of  medi- 
cine with  the  ferocity  of  a West  Texas  sandstorm,  and  no- 
where is  change  likely  to  be  as  evident  as  in  the  relationships 
between  the  hospitals  and  medical  staffs. 

We  are  in  a new  era  in  health  care— and  the  times  call  for 
new  leadership  from  both  groups.  Our  challenges  are  clear: 
We  must  reduce  costs  and  simultaneously  provide  quality 
health  care  for  our  patients.  But  to  meet  these  challenges,  we 
need  the  strengthened  efforts  of  the  hospital  governing 
boards,  management,  and  the  medical  staffs. 

Economic  and  competitive  pressures  have  led  to  predic- 
tions that  as  many  as  a third  of  our  hospitals  will  fail  in  the 
next  five  years.  I am  more  optimistic:  I believe  we  have  the 
ability  to  survive  this  era.  But  to  do  so,  we  must  do  several 
things. 

First,  we  need  more  and  better  communications  and  a 
greater  understanding  of  each  other’s  concerns.  The  medical 
staff  must  develop  an  understanding  of  hospital  financing  so 
they  can  effectively  participate  in  decisions  involving  the  cur- 
rent and  future  health  of  the  institution.  They  must  under- 
stand the  financial  implications  of  their  practices  and  of  the 
broader  aspect  of  patient  care. 

Health  care  has  been  evolving  steadily  during  the  30  years 
I have  served  as  a hospital  administrator.  It  wasn't  many 
years  ago  that  we  witnessed  a period  of  unprecedented  ex- 


pansion and  achievement,  which  was  driven  by  what  I call 
the  clinical  imperative.  There  was  a clear  mandate  from 
government,  industry,  business,  insurance,  and  the  public  to 
provide  more  and  better  health  care  to  everyone. 

With  the  support  of  these  groups,  we  met  the  demand.  We 
renovated  and  expanded  our  older  hospitals  and  built  bigger 
and  better  new  ones.  We  built  more  medical  schools,  edu- 
cated more  doctors,  nurses,  and  other  professionals,  devel- 
oped specialties  and  subspecialties.  Whatever  we  needed, 
we  got.  As  a result,  hospitals  became  technologically  sophis- 
ticated organizations  that  attempted  to  be  all  things  to  all 
people  in  their  communities. 

During  this  period,  hospital-medical  staff  relationships 
were  also  governed  by  the  clinical  imperative.  Although 
these  relationships  were  separate  but  interdependent,  every- 
one knew  that  the  hospital  medical  staff  was  the  central, 
most  important  and  influential  part  of  the  team  because  it 
had  the  knowledge  and  skills  necessary  to  achieve  the  goal 
that  was  driving  the  system:  quality  health  care.  The  physi- 
cians were  also  the  ones  who  could  fill  the  increasing  number 
of  beds  in  our  expanded  system. 

Because  of  these  realities,  we  had  a clear  and  distinct  divi- 
sion of  responsibility  between  hospitals  and  medical  staffs. 
The  physicians  focused  on  health  care  for  their  patients.  The 
governing  boards  and  administration,  while  also  concerned 
with  the  patients,  were  primarily  interested  in  the  direction 
and  management  of  the  hospitals. 

The  dynamics  of  hospital-medical  staff  relationships  were 
largely  governed  by  a “you-do-your-job-and-ril-do-mine” 
mentality,  but  the  system  worked  because  it  was  a time  of 
plenty  and  the  tensions  were  minor  compared  to  the  prog- 
ress being  made. 

With  the  arrival  of  the  1 970s— and  the  growing  clamor  for 
containment  of  health  care  costs — the  clinical  imperative 
was  replaced  by  a new  driving  force:  “management 
imperative.” 

Hospitals  responded  to  the  new  health  care  environment 
through  an  increasing  variety  of  management  strategies, 
most  involving  changes  in  the  hospital  role  and  mission,  its 
organizational  structure,  and  in  its  relationship  to  other  health 
care  providers  and  to  the  community  itself.  Today,  it  is  not 
uncommon  for  hospitals  to  have,  or  to  be  considering,  out- 
side services  such  as  home  care,  hospice  programs,  drug 
and  alcohol  treatment,  "emergicenters,"  nursing  homes,  and 
on  and  on. 

The  hospitals  are  not  doing  this  arbitrarily:  they  are  doing  it 
to  survive.  In  the  next  20  years,  there  will  be  a steady  decline 
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in  the  demand  for  inpatient  services  as  newer  and  more  con- 
venient and  more  economical  forms  of  health  care  emerge. 
Physicians  will  face  more  and  more  competition  as  a result. 

These  emerging  forces  of  change  have  considerable  im- 
plications for  hospital-medical  staff  relationships.  On  one 
hand,  they  could  divide  us — and  hospitals  and  their  medical 
staffs  could  become  adversaries  and  compete  with  each 
other.  But  if  we  choose  this  path,  we  lose  too  much  of  what 
we’ve  achieved  in  the  past  and,  in  the  end,  our  patients  will 
only  suffer. 

On  the  other  hand,  the  forces  of  change  could  unite  us  and 
together  we  could  control  and  manage  change  to  our  bene- 
fit — and  even  retain  and  advance  the  quality  of  health  care 
we’ve  achieved  in  the  past. 

We  have  unique  management  and  professional  skills  and 
knowledge  to  share.  And  the  economic,  social,  political,  and 
professional  benefits  of  cooperation  are  of  far  more  value 
than  those  that  would  result  from  conflict. 

There  are  two  strategies  that  hospitals  and  their  medical 
staffs  must  use  successfully  to  deal  with  today’s  pressures. 
First,  we’ve  got  to  talk  to  each  other— more  frankly  and  hon- 
estly than  ever  before— in  both  formal  and  informal  settings 
and  at  all  levels  of  the  hospitals  and  on  crucial  issues,  such 
as  financial  and  quality  of  health  care  efforts.  Only  through 
open  communications  can  we  achieve  an  understanding  and 
appreciation  of  each  other’s  concerns. 

For  the  past  ten  years,  the  American  Hospital  Association 
and  the  American  Medical  Association  have  been  working 
closely  together,  watching  the  environment  and  developing 
strategies  to  protect  their  interests  and  to  further  the  goals  of 
hospitals  and  their  medical  staffs.  The  purpose  is  to  assure 
that  we,  the  private  sector  who  run  the  hospitals  and  provide 
the  care,  play  a central  role  in  protecting  patient  care  and  in 
shaping  the  future  of  this  country’s  health  care  system. 
They’ve  also  made  a major  effort  to  communicate  the  results 
of  their  efforts  to  their  membership,  and  to  encourage  more 
communications  at  the  local  levels. 

The  results  of  the  1 982  American  Hospital  Association  sur- 
vey indicates  this  message  is  filtering  down  to  the  hospital 
level.  Medical  staff  participation  on  governing  boards  has  in- 
creased dramatically  in  the  last  ten  years— from  67%  in  1 973 
to  98%  in  1 982.  The  percentage  of  hospitals  with  a physician 
on  the  hospital  executive  committee  rose  from  26%  to  44%  in 
the  same  period. 

The  survey  also  indicated  that  in  1 982  medical  staff  cost 
containment  and  cost  awareness  committees  existed  in  20% 
of  our  hospitals.  While  that  figure  may  seem  low,  such  com- 
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mittees  did  not  even  exist  in  1 973. 

The  second  strategy  for  dealing  with  today’s  multiple  pres- 
sures on  hospitals  and  their  medical  staffs  is  for  the  hospital 
to  encourage  and  support  medical  staff  involvement  in 
decision-making  processes  affecting  the  hospitals'  financial 
viability. 

Two  activities  in  which  medical  staff  involvement  is 
most  important  are  hospital  strategic  planning  and  cost 
containment. 

To  survive  today,  hospitals  can  no  longer  afford  to  be  all 
things  to  all  people,  nor  can  they  afford  to  view  themselves 
as  enclosed  within  their  own  walls.  They  must  expand  their 
roles,  diversify,  redefine  themselves  as  community  health 
centers,  and  assume  responsibility  for  developing  a network 
of  services  that  meet  community  needs  as  efficiently  as 
possible. 

Strategic  planning  is  critical  because,  if  anywhere,  it  is  here 
that  hospitals  can  reassert  their  leadership  and  public  ac- 
countability by  defining  a better  health  care  system  that  is 
capable  of  offering  new,  unique,  and  needed  services  in  the 
community  that  are  efficient,  convenient,  and  economical. 

In  this  planning  process,  a hospital  must  assess  the 
strengths  of  its  medical  staff  and  build  on  these  strengths  by 
helping  the  medical  staff  improve  its  supply  of  patients,  reve- 
nues, and  capital.  There  is  no  doubt  that  the  strength  and 
success  of  a hospital  will  mirror  the  strength  and  success  of 
its  medical  staff.  Consequently,  a wise  hospital  will  do  every- 
thing it  can  to  give  its  medical  staff  a competitive  edge. 

The  second  activity  in  which  medical  staff  involvement  is 
critical  is  in  the  area  of  hospital  cost  containment.  If  hospitals 
are  going  to  succeed  financially  under  DRGs — and  if  they 
are  going  to  succeed  in  reducing  costs  and  maintaining 
quality— then  physician  involvement  in  cost  containment  is 
essential. 

The  potential  for  success  in  this  area  is  extraordinary  be- 
cause the  incentives  to  spend — under  which  hospitals  have 
been  operating  for  the  past  20  years — resulted  in  many  inef- 
ficient practices  that  can  now  be  changed.  In  undertaking 
these  efforts,  it  is  important  to  remember  there  is  no  incon- 
sistency between  good  care  and  economical  care.  Quality 
care  can  be  provided  in  the  least  expensive  manner  in  the 
most  efficient  and  effective  setting.  Hospitals  and  their  medi- 
cal staffs  are  working  together  all  over  the  country  and  demon- 
strating it  can  be  done. 

In  conclusion,  the  message  of  the  times  is  clear.  The  era  of 
"you-do-your-job-and-l'll-do-mine”  is  past.  If  we  fail  to  work 
together  and  achieve  today’s  foremost  objective  in  health 
care — to  cut  costs  and  retain  quality — we  will  only  suffer  at 
the  hands  of  an  unforgiving  public.  Cooperation  is  essential, 
and  the  two  keys  to  successful  cooperation  are  more  and 
better  communications  and  a greater  involvement  of  the 
medical  staff  in  hospital  financial  matters.  If  we  meet  the 
challenges  of  the  times  and  forge  new  cooperative  relation- 
ships between  the  hospitals  and  medical  staffs,  we  have  an 
opportunity  to  extend  our  leadership,  develop  new  and  inno- 
vative ideas,  and  enhance  the  health  of  our  communities. 
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Slow  acting  anti- 
rheumatic drugs  in  the 
treatment  of 
rheumatoid  arthritis 

Over  the  past  decade,  an  increasing  number  of  slow- 
acting  drugs  have  been  employed  for  the  treatment  of 
rheumatoid  arthritis.  This  group  of  drugs  has  been  alter- 
natively called  “remission-inducing”  in  the  medical  liter- 
ature. The  purpose  of  this  brief  review  is  to  discuss  my 
perspectives  on  the  use  of  these  agents.  There  is  some 
variability  within  the  medical  literature  on  their  use,  but 
this  is  often  based  on  preference  rather  than  established 
fact.  Most  of  the  drugs  discussed  here  require  substan- 
tial knowledge  of  their  pharmacology  before  they  should 
be  used. 


Rheumatoid  arthritis  (RA)  is  characterized  by  a variably  wax- 
ing and  waning  inflammation  of  multiple  joints.  There  are 
many  complex  and  interdependent  aspects  of  therapy,  in- 
cluding patient  education,  rest,  occupational  and  physical 
therapies,  selected  surgical  interventions,  and  a plethora 
of  pharmacologic  therapies.  Clinical  application  of  these 
therapies  is  based  on  a body  of  information  ranging  from 
established  fact  to  established  myth.  Management  can  be 
frustrating  for  patients  and  physician,  in  part  due  to  slow,  vari- 
able, and  incomplete  therapeutic  responses  coupled  with  un- 
derstandable variations  in  therapeutic  preferences.  Rational 
pharmacologic  therapies  are  usually  balanced  against  the 
severity  of  the  individual  case:  the  milder  the  apparent  clinical 
disease,  the  less  aggressive  and  potentially  less  toxic  the 
drug  therapy.  Aside  from  intermittent  mild  analgesics,  first- 
line  drug  therapy  usually  involves  full  doses  of  salicylates 
(serum  levels  of  20-30  mg/dl_)  or  similar  nonsteroidal  anti- 
inflammatory agents.  If  the  clinical  circumstances  warrant, 
the  next  step  might  include  anything  from  a variety  of  short- 
term glucocorticoid  regimens  (low-dose  oral,  local  injection, 
bolus)  to  the  addition  of  various  slow-acting  anti-rheumatic 
drugs  (SAARDs).  These  agents  are  so  named  because  the 
apparent  therapeutic  effects  are  delayed  from  two  to  12 
months  after  initiation.  All  of  these  SAARDs  were  developed 


for  use  in  other  disease  states  and  later  found  to  demonstrate 
therapeutic  efficacy  in  RA,  presumably  based  on  immuno- 
modulatory effects. 

The  purpose  of  this  report  is  to  review  the  SAARDs  com- 
monly available  in  this  country  and  my  biases  regarding  their 
use  in  clinical  practice.  Extensive  discussion  of  individual 
drug  pharmacology  is  beyond  the  scope  of  this  review,  and 
the  reader  is  referred  elsewhere  (1-8).  The  phrase  “slow- 
acting  rather  than  “remission-inducing’'  is  intentionally  em- 
ployed. While  it  has  been  classically  taught  that  aspirin  and 
other  nonsteroids  do  not  alter  disease  course  in  RA,  this  may 
not  be  accurate.  Mild  disease  might  well  be  controlled  with 
these  later  agents  (9),  with  increasingly  toxic  therapy  added 
to  control  progressively  severe  disease. 

Basically,  rheumatologists  are  employing  combination 
chemotherapy  for  lymphoproliferative  disease  of  variable 
course  and  severity,  making  the  development  of  a fixed  ap- 
proach for  all  patients  virtually  impossible.  It  is  difficult 
enough  to  gain  a consensus  for  complete  remission  in  RA 
(10);  well  accepted  criteria  for  partial  remission  are  elusive. 
Use  of  radiographic  erosion  to  quantify  disease  progression 
is  fraught  with  difficulty  (1 1).  Well  controlled,  randomized 
clinical  trials  of  all  available  agents,  alone  or  in  combination, 
will  simply  not  be  feasible  in  the  near  future.  Large  numbers 
of  patients  at  multiple  centers  are  frequently  required,  while 
time  and  financial  resources  are  limited.  Crossover  study  de- 
signs are  difficult  due  to  potential  “carry-over”  effects  of 
many  of  these  drugs.  Gold  salts,  in  use  for  over  three  dec- 
ades, still  generate  considerable  controversy  as  to  efficacy 
and  optimal  use  ( 1 2) ; as  the  list  of  drugs  grows,  the  potential 
therapeutic  combination  increases  geometrically.  Obviously, 
clinical  judgments  are  complex,  and  an  experienced  rheu- 
matologist is  necessary  to  provide  consultative  guidance 
through  this  ever-increasing  maze. 

Many  factors  go  into  the  selection  of  a SAARD  for  an  indi- 
vidual patient  (Fig  1 ).  Although  most  of  these  are  self- 
explanatory,  some  are  not.  The  cost  issue  is  quite  complex, 
and  goes  beyond  simple  consideration  of  retail  drug  ex- 
pense. Other  considerations  include  the  cost  of  follow-up 
(travel  time  and  frequency,  laboratory  tests)  and  potential 
toxicity  (therapy,  diagnostic  tests).  Nor  is  it  consistently  pos- 
sible to  accurately  predict  which  patient  will  respond  best  to 
which  drug.  The  issues  of  potential  teratogenicity  and  birth 
control  are  important,  particularly  in  women  of  childbearing 
age.  Social  factors  such  as  prior  medication  compliance  or 
the  ability  to  obtain  transportation  for  follow-up  can  influence 
therapeutic  choices. 
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Hydroxychloroquine 

In  my  opinion  hydroxychloroquine  sulfate  is  the  best  initial 
choice  of  SAARD  in  most  circumstances.  While  there  are  a 
number  of  quinine  related  “antimalarial”  drugs,  hydroxy- 
chloroquine sulfate  is  by  far  the  most  commonly  employed  (1 , 
1 3).  It  is  easy  and  convenient  to  use,  with  relatively  few  se- 
rious side-effects  (Fig  2).  The  frequency  and  magnitude  of 
laboratory  follow-up  is  not  extensive.  Patients  have  been 
maintained  on  this  drug  for  years;  after  periods  of  prolonged 
stability,  gradual  dose  reduction  may  be  possible.  If  a thera- 
peutic response  occurs,  I consider  a halving  of  the  dose  one 
year  after  a stable  therapeutic  plateau.  If  patients  have  been 
virtually  symptom  free,  I consider  stopping  the  drug  after  two 
years. 

Retinal  toxicity  is  the  major  feared  complication;  this  tox- 
icity is  rare  if  careful  attention  is  paid  to  appropriate  dosage 
(6  mg/kg/day  estimated  for  lean  body  weight,  or  400  mg/day, 
whichever  is  less)  (1,13).  Unless  there  are  prior  ophthalmic 
problems,  baseline  eye  examinations  are  not  necessary  until 
the  drug  has  been  tolerated  for  a six-month  trial.  The  one 

1.  Factors  in  drug  selection. 

Age 

Sex 

Prior  medication  usage  and  effect 
Prior  drug  toxicity 

Severity  and  rapidity  of  disease  process 

Social  circumstances 

Cost 

Condition  associated  with  altered  drug  metabolism  or  excretion 
Patient  and  physician  preferences 


exception  to  this  is  in  males,  where  I recommend  baseline 
color  vision  testing  due  to  a 5%  incidence  of  x-linked  color 
blindness.  Once  initiated,  periodic  (6-12  month)  eye  exam- 
inations are  recommended.  The  three-month  interval  recom- 
mended in  the  Physician’s  Desk  Reference  is  excessive  for 
the  vast  majority  of  circumstances.  The  best  tests  for  use  are 
the  subject  of  some  controversy  (13, 14),  although  the  follow- 
ing can  generally  be  recommended:  visual  acuity,  visual  field 
screening,  color  vision  testing,  and  ophthalmoscopy.  The 
mild  keratopathy  associated  with  hydroxychloroquine  admin- 
istration does  not  require  drug  discontinuation.  Sometimes 
the  fear  of  ocular  toxicity  is  so  great  that  patients  develop 
functional  visual  symptoms,  particularly  early  in  the  course  of 
drug  use,  and  reassurance  may  be  all  that  is  necessary. 

Gold  salts 

Gold  therapy  has  been  employed  for  more  than  50  years 
(15).  While  the  toxic  profile  is  impressive  (Fig  2),  most  of  the 
reactions  are  not  severe  and  are  reversible  with  drug  discon- 
tinuation. The  major  life-threatening  reactions  of  exfoliative 
dermatitis,  agranulocytosis,  and  thrombocytopenia  are  rare. 
The  latter  complication  is  usually  sudden  in  onset.  Like 
hydroxychloroquine,  a six-month  trial  period  is  usually  re- 
quired. Controlled  trials  showing  efficacy  of  gold  salt  therapy 
are  available  (15-18),  although  how  effective  therapy  re- 
mains over  a five-  to-ten  year  period  remains  unclear. 

There  are  several  disadvantages  to  gold  salt  therapy.  The 
initial  weekly  intramuscular  injections  are  distinctly  inconve- 
nient. Frequent  blood  counts  and  urinalysis  necessary  ini- 
tially add  up  to  considerable  expense.  Many  rheumatologists 


2.  Toxicity  of  slow-acting  anti-rheumatic  drugs. 


Drug 

Major  Toxicities* 

Comments 

1.  Hydroxychloroquine 

Gl  upset,  skin  rash,  retinal  toxicity 

Retinal  toxicity  rare  if  dose  is  s6  mg/dg/day  (lean  body 

weight)  or  400  mg/day,  whichever  is  less 

2.  Gold  salts 

Skin  rash,  mucocutaneous  ulcers,  leukopenia,  proteinuria, 
aplastic  anemia 

Life-threatening  toxicity  rare;  most  reactions  clear  with  drug 
discontinuation 

3.  D-Penicillamine 

Similar  to  gold;  altered  taste,  Gl  upset,  immunologic  syn- 
dromes (pemphigus,  SLE,  polymyositis,  myasthenia  gravis) 

Same  as  gold;  patients  with  gold-induced  thrombocytopenia 
or  nephrotic  syndrome  should  not  receive  penicillamine  and 
vice  versa. 

4.  Azathioprine 

Gl  upset,  marrow  suppression,  reversible  hepatotoxicity, 
carcinogenesis 

Cancer  risk  less  than  for  cyclophosphamide 

5.  Methotrexate 

Gl  upset,  marrow  suppression,  stomatitis,  hepatotoxicity  (can 
be  occult),  pneumonitis  (acute  or  sub-acute) 

Virtually  no  cancer  induction;  pretreatment  liver  biopsy 
probably  unnecessary 

6.  Cyclophosphamide 

Gl  upset,  marrow  suppression,  cystitis  (acute  and  chronic), 
sterility,  carcinogenesis  (leukemia,  bladder  cancer) 

Most  dangerous  of  drugs  here;  use  only  as  last  resort 

*This  list  is  not  exhaustive,  but  rather  intended  to  focus  on  major  toxicities  facing  the  practicing  physician.  These  toxicities  (eg,  skin  rash)  do  not  necessarily 


require  drug  discontinuation. 
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believe  that  gold  salts  are  somewhat  more  effective  than 
hydroxychloroquine,  but  careful  comparison  is  difficult. 

The  two  parenteral  preparations  available  are  sodium  au- 
rothiomalate  (Myochrysine)  and  aurothioglucose  (Solganal). 
Complications  with  either  are  virtually  identical  (Fig  2),  with  a 
few  exceptions.  The  aurothioglucose  is  a much  thicker  prep- 
aration, which  is  more  difficult  to  inject  and  more  locally  irritat- 
ing. The  nitroid  reaction  (flushing,  palpitations),  although 
rarely  life-threatening,  is  confined  to  the  thiomalate  prepara- 
tion and  may  be  avoided  by  use  of  the  thioglucose.  We  prefer 
to  avoid  the  risk  of  the  nitroid  reaction  altogether  in  patients 
with  cardiovascular  disease.  Proteinuria,  if  less  than  or  equal 
to  1 g/24  h and  not  steadily  increasing,  is  not  necessarily  a 
cause  for  drug  discontinuation.  Although  HLA-DR3  may  be  a 
relative  risk  marker  for  both  proteinuria  and  thrombocytopenia 
(19,20),  routine  HLA  typing  is  not  recommended. 

Therapy  with  either  preparation  is  initiated  with  a 10  mg 
intramuscular  test  dose.  If  tolerated,  weekly  injections  of 
25  mg  are  administered  for  six  months  with  continued  clinical 
assessment  of  response.  While  many  authors  have  reported 
using  50  mg  injections,  this  is  probably  not  necessary  for 
most  patients  (18).  High  dose  monthly  injections  for  initiation 
of  therapy  is  still  experimental  (21 ).  If  ineffective  at  six  months, 
it  must  be  decided  whether  to  raise  the  dose  (probably  bene- 
ficial in  a minority  of  patients)  or  try  something  else.  Com- 
plete blood  counts,  including  platelet  counts,  and  urinalysis 
are  monitored  weekly  for  the  first  three  injections  and  every 
other  injection  thereafter.  I do  not  find  serial  assessment  of 
sedimentation  rate  useful.  If  substantial  improvement  occurs 
by  six  months,  we  change  to  biweekly  injections  for  another 
three  to  four  months.  Ultimate  maintenance  injections  are 
given  at  four-  to  six-week  intervals,  although  some  are  better 
controlled  with  more  frequent  shots.  Therapy  can  be  con- 
tinued for  many  years,  if  observation  is  careful.  An  oral  gold 
preparation  (auranofin)  has  just  been  released  by  the  FDA. 
While  offering  some  advantage  over  parenteral  gold  with  re- 
gard to  administration,  the  pharmacologic  profile  of  auranofin 
is  substantially  different  from  the  parenteral  forms  (3)  and 
requires  further  evaluation. 

D-penicillamine 

D-penicillamine,  a sulfhydryl-containing  drug,  has  been  used 
for  a number  of  years  in  the  management  of  RA  (22).  Some 
rheumatologists  consider  indications  for  gold  and  penicil- 
. amine  to  be  virtually  identical,  while  others,  including  the  au- 
thor, feel  that  gold  shots  are  indicated  first.  The  nature  of  side 
effects  and  frequency  of  laboratory  monitoring  are  generally 


similar  for  gold  and  penicillamine;  patients  with  proteinuria 
(1  g/24  hours)  or  thrombocytopenia  from  gold  should  be  ad- 
vised against  the  use  of  penicillamine,  and  vice  versa  (19, 
20).  The  unique  capacity  for  penicillamine  (and  other  similar 
sulfhydryl-containing  compounds)  to  induce  a host  of  auto- 
immune syndromes  (myasthenia  gravis,  pemphigus,  sys- 
temic lupus  erythematosus,  polymyositis)  can  limit  enthusi- 
asm for  this  drug  (22-24).  Other  sulfhydryl-containing 
compounds  with  apparent  therapeutic  efficacy  in  RA  are  in 
various  stages  of  testing  (4). 

If  warranted,  penicillamine  is  usually  initiated  at  1 25  to  250 
mg/day  as  a single  oral  dose.  This  is  raised  to  500  mg  at  two 
months  and  held  at  that  dose  for  about  four  more  months.  If 
no  apparent  response  occurs,  then  the  dose  is  raised  by 
250  mg  every  two  months  until  a maximum  of  1 .0  g/day  is 
reached;  these  higher  doses  may  be  better  tolerated  if  di- 
vided. Although  maintenance  doses  as  low  as  500  mg/day 
may  be  effective,  larger  doses  are  frequently  necessary  (23). 
Complete  blood  and  platelet  counts  and  urinalysis  are  moni- 
tored every  two  weeks  for  the  first  four  to  six  months  and 
monthly  thereafter.  Most  of  the  major  side-effects  occur 
within  1 8 months;  at  this  time  we  may  decrease  the  fre- 
quency of  laboratory  monitoring  to  every  two  months.  Al- 
though recommendations  vary,  penicillamine  should  proba- 
bly be  stopped  if  proteinuria  exceeds  2 g/day,  peripheral 
white  blood  cell  count  falls  below  3,000/mm3,  or  platelets  de- 
crease to  fewer  than  1 00,000/mm3. 

Cytotoxic  agents 

The  drugs  in  this  category  are  usually  reserved  for  patients 
not  responding  to  the  aforementioned  SAARDs.  Although  a 
number  of  agents  have  been  employed  (6),  the  three  outlined 
here  are  the  most  commonly  used  in  this  country.  Regular 
follow-up  with  an  experienced  consulting  rheumatologist  is 
essential  when  these  drugs  are  employed. 

Azathioprine — Azathioprine  is  a hypoxanthine  analogue 
which  is  metabolized  to  6-mercaptopurine,  which  is  then  me- 
tabolized by  xanthine  oxidase.  This  is  important  since  pa- 
tients on  allopurinol  can  be  more  sensitive  to  the  biological 
effects  of  azathioprine.  Controlled  trials  have  demonstrated 
benefit  in  patients  with  RA  resistant  to  gold  salts  and/or  peni- 
cillamine (25-28).  A dose  range  of  2 to  3 mg/kg/day  is  usually 
necessary  for  optimal  therapeutic  effects.  We  usually  initiate 
therapy  at  1 .5  to  2.0  mg/kg/day  for  at  least  six  months.  This 
can  be  given  as  single  or  divided  daily  doses,  depending  on 
individual  tolerance.  Regimens  are  individually  tailored,  and  if 
there  is  a good  response  within  six  months,  the  dose  may  be 
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tapered,  although  it  is  rarely  stopped  within  the  first  two  years 
unless  toxicity  intervenes.  Complete  blood  and  platelet  count 
and  an  SGPT  determination  are  obtained  monthly  for  the  first 
four  months,  every  six  weeks  for  the  next  four  months,  and 
every  other  month  thereafter. 

A major  concern  over  azathioprine  use  has  been  the  risk  of 
cancer  induction.  The  risk  is  approximately  58  times  that  ex- 
pected in  patients  treated  for  renal  transplantation  and  12 
times  that  expected  in  a nontransplant  group  (29).  Some  of 
these  tumors  are  non-Hodgkin’s  lymphomas  of  the  central 
nervous  system,  which  have  been  reported  in  patients  with 
RA  never  receiving  azathioprine.  Many  of  the  cancers  which 
develop  might  have  done  so  anyway,  and  it  is  not  clear 
whether  this  risk  is  related  to  drug  or  disease,  or  both  (30). 

Methotrexate— Of  the  cytotoxic  drugs,  I usually  prefer  to 
attempt  methotrexate  first,  largely  because  of  its  low  cost, 
ease  of  use,  and  relative  lack  of  carcinogenic  potential.  An 
increasing  body  of  evidence  indicates  efficacy  for  this  drug  in 
the  treatment  of  RA  (7,  31 ).  This  agent,  at  least  in  a popula- 
tion of  patients  treated  for  malignancy,  appears  to  have  al- 
most no  risk  of  carcinogenesis  (32,33).  The  main  concern 
has  been  the  risk  of  hepatotoxicity,  at  times  undetectable  by 
routine  tests  of  liver  function.  Patients  with  preexisting  liver 
disease  or  those  using  concomitant  hepatotoxins  (eg,  etha- 
nol, salicylates)  may  be  at  increased  risk  of  methotrexate- 
induced  liver  disease.  Some  of  the  initial  fears  concerning 
occult  hepatotoxicity  may  have  been  exaggerated. 

I usually  initiate  treatment  with  oral  methotrexate,  although 
some  patients  may  require  intramuscular  injection  for  thera- 
peutic effects  (31 ),  presumably  due  to  variable  oral  bio- 
availability (33).  A starting  dose  of  2.5  mg  every  12  hours  for 
three  doses  once  a week  (7.5  mg/week)  is  used.  If  no  re- 
sponse occurs  within  six  weeks,  I increase  the  dose  to  5 mg 
every  12  hours  for  three  doses  once  a week  and  hold  there 
for  another  eight  weeks.  If  no  effect  is  then  apparent,  a deci- 
sion must  be  made  either  to  try  a higher  oral  dose,  the  intra- 
muscular route,  or  another  agent.  On  this  dosage  schedule, 
the  incidence  of  serious  hematologic  toxicity  is  low  and  com- 
plete blood  and  platelet  counts  are  followed  monthly  for  the 
first  four  months  and  every  six  weeks  thereafter.  At  this  time 
there  is  no  consistent  basis  for  making  recommendations  for 
liver  biopsy  in  these  patients.  I do  not  routinely  perform  liver 
biopsies  in  these  patients.  Methotrexate  is  a relatively  useful 
and  safe  drug  if  carefully  supervised. 

Cyclophosphamide — This  alkylating  agent  is  the  most  po- 
tentially dangerous  of  the  SAARDs  discussed  here  (8).  This 
drug  has  an  impressive  toxic  profile  (Fig  2),  including  clearcut 
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risks  of  malignancy  induction  (leukemia,  bladder  cancer). 
Several  controlled  trials  attest  to  the  efficacy  of  cyclophospha- 
mide in  severe  RA  (27,  34,  35).  In  extreme  cases  it  has  even 
been  used  in  conjunction  with  other  cytotoxic  agents  in  pa- 
tients with  severe  RA  resistant  to  therapy  with  single  agent 
(36).  Chlorambucil,  another  alkylating  agent  with  a greater 
risk  of  leukemia  but  no  significant  bladder  toxicity,  has  been 
used  in  some  patients,  particularly  in  Europe  (6).  Cyclo- 
phosphamide may  be  the  current  drug  of  choice  in  the  severe 
necrotizing  vasculitis  occasionally  complicating  the  course  of 
RA  (37). 

Cyclophosphamide  is  initiated  in  a dose  of  approximately 
1 .5  mg/kg/day  (single  or  divided)  and  followed  by  complete 
blood  counts  every  two  weeks  until  the  dosage  is  stabilized 
with  respect  to  white  blood  count.  It  is  safest  not  to  let  the 
white  blood  count  fall  below  3,000/mm3;  induction  of  leuko- 
penia is  not  essential  for  therapeutic  effect.  It  should  be 
remembered  that  maximal  leukopenic  effects  of  cyclophos- 
phamide are  not  apparent  for  1 0 to  1 4 days  following  an 
administered  dose.  Urinalysis  is  obtained  once  a month; 
chronic  cystitis  can  occur  with  prolonged  cyclophosphamide 
administration  in  the  absence  of  any  clearcut  episode  of 
acute  cystitis.  Unless  toxicity  dictates  otherwise,  the  above 
dose  is  continued  for  at  least  three  months.  Oral  doses 
chronically  exceeding  2.5  mg/kg/day  are  usually  not  toler- 
ated; if  the  drug  is  ineffective  within  four  to  six  months  at 
these  doses,  therapeutic  effect  is  unlikely.  It  cannot  be  em- 
phasized enough  that  this  is  the  most  dangerous  of  drugs 
discussed  and  a thorough  knowledge  of  pharmacologic  and 
toxicology  properties  is  required. 

Concluding  remarks 

At  least  a brief  rheumatologic  consultation  is  required  prior  to 
use  of  most  of  the  drugs  discussed  herein.  This  also  allows 
for  consideration  of  all  the  factors  listed  in  Fig  1 . Once  a 
stable  regimen  is  established,  most  follow-ups  can  be  ac- 
complished by  the  patient’s  personal  physician.  These  drugs 
require  at  least  two  to  six  months  for  a therapeutic  effect,  and 
it  is  important  not  to  give  up  just  because  an  exacerbation 
occurs  in  early  stages  or  a mild  flare  occurs  in  a patient  with 
previously  good  therapeutic  results.  Hydroxychloroquine,  un- 
less previously  ineffective  or  specifically  contraindicated, 
is  usually  my  initial  choice  of  SAARD;  I prefer  gold  to 
D-penicillamine.  Beyond  this,  a host  of  variables  influence 
selection.  If  a cytotoxic  agent  is  employed,  methotrexate  is 
usually  my  first  choice;  cyclophosphamide  is  used  infre- 
quently and  only  as  a last  resort.  Any  physician  employing 


TEXAS  MEDICINE 


these  agents  needs  a knowledge  of  the  routes  of  metabolism 
and  excretion,  since  the  existence  of  significant  hepatic  or 
renal  disease  could  markedly  alter  therapeutic  recommenda- 
tions (38).  A close  eye  should  be  kept  on  prescription  refills  to 
be  sure  that  a patient  is  not  skipping  necessary  laboratory 
follow-up.  Patients  must  be  periodically  reminded  to  report 
any  new  or  unusual  symptoms  to  their  doctor  to  assist  in  de- 
tecting early  drug  toxicity.  If  any  uncertainty  exists  as  to  use 
of  these  agents,  rheumatologic  consultation  is  advisable. 

Clearcut  answers  as  to  optimal  drug  therapy  in  each  pa- 
tient based  on  randomized  controlled  trials  may  not  be  avail- 
able for  a long  time.  Measurement  of  disease  activity  is  crude 
and  is  likely  to  remain  so  in  the  near  future,  unless  available 
methodology  changes  substantially.  Currently,  some  centers 
prefer  one  sequence  of  drug  combinations  over  another; 
there  may  not  be  a simple  right  or  wrong  choice,  merely  a 
legitimate  difference  of  opinion  or  preference. 
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Prenatal  detection  of 
nuchal  cystic  hygroma 
by  ultrasound 

Nuchal  cystic  hygromas  are  congenital  developmental 
malformations  thought  to  be  derived  from  failure  of  the 
primitive  jugular  lymph  sacs  to  join  the  lymphatic  sys- 
tem. They  appear  as  thin-walled,  multi-septated,  fluid- 
filled  structures  in  the  region  of  the  fetal  neck.  When  the 
lymphatic  anomaly  is  generalized,  an  associated  finding 
is  hydrops,  which  renders  the  prognosis  invariably  poor. 
The  unequivocal  ultrasound  diagnosis  of  this  malforma- 
tion requires  familiarity  with  its  specific  characteristics 
and  with  the  distinguishing  features  of  a number  of  other 
fetal  cystic  anomalies,  particularly  those  with  a cranio- 
cervical location.  Although  most  often  associated  with 
Turner’s  syndrome,  cystic  hygromas  may  be  causally 
related  to  other  malformation  syndromes  and  chromo- 
somal abnormalities.  Determination  of  the  fetal  karyo- 
type is  recommended  for  appropriate  genetic  counseling 
in  subsequent  pregnancies.  This  article  briefly  dis- 
cusses the  obstetrical  management  of  a fetus  with  this 
malformation. 


Cystic  hygromas  are  malformations  resulting  from  the  se- 
questration of  lymphatic  vessels  with  blockage  of  their  drain- 
age connections.  Although  occasionally  located  in  the 
axillae,  mediastinum,  inguinal  region,  mesentery,  internal  vis- 
cera, bones  (1 ),  retroperitoneum  and  scrotum  (2),  95%  of 
hygromas  are  found  in  the  lateral  and  posterior  aspect  of  the 
neck  (3),  thus  the  term  hygroma  colli  is  used  to  describe 
them.  When  present  in  the  cervical  region,  they  are  thought 
to  be  derived  from  primitive  jugular  lymph  sacs  that  failed  to 
join  the  lymphatic  system  in  a normal  way  (4).  Such  cysts  are 
thin-walled,  multiloculated,  filled  with  clear  fluid,  and  lined 
with  a single  layer  of  flat  endothelial  cells.  They  are  sur- 
rounded by  connective  tissue  and  smooth  muscles  and  are 
not  visibly  connected  with  lymphatic  channels  (5).  The  ability 
of  ultrasound  to  allow  the  prenatal  diagnosis  of  major  struc- 
tural abnormalities  is  widely  appreciated.  However,  the  early 
recognition  of  a given  malformation,  helpful  in  allowing  well  in 
advance  the  proper  decision  regarding  the  route  and  time  of 


delivery  as  well  as  the  selection  of  the  most  appropriate 
treatment,  requires  familiarity  with  the  malformation’s  sono- 
graphic characteristics  and  the  availability  of  instrumentation 
with  adequate  resolution. 

This  report  underscores  the  sonographic  characteristics  of 
a cystic  hygroma,  discusses  the  differential  diagnosis  with 
other  craniocervical  cystic  masses  of  similar  appearance, 
and  reviews  the  obstetrical  management  of  a fetus  with  such 
a malformation. 

Case  report 

The  patient,  age  39,  gravida  VI,  para  IV,  abortionl , was  seen 
for  the  first  time  at  the  20th  week  of  pregnancy  on  April  2, 
1984.  She  was  referred  by  her  family  doctor,  who  was  alerted 
by  the  unusual  size  of  the  uterus,  to  rule  out  a multiple  preg- 
nancy. The  last  menstrual  period  was  reported  on  Nov  1 1 , 
1983,  and  examination  showed  her  to  be  in  excellent  health. 
Her  pregnancy  had  been  uneventful  except  for  occasional 
lower  abdominal  discomfort.  Sonographic  examination, 
using  a linear  array,  real-time  scanner  (Technicare  Model 
280-S/L),  with  a 3.5  MHz  transducer,  revealed  a single  fetus, 
in  breech  presentation,  whose  femur  length  and  biparietal  di- 
ameter measurements  corroborated  the  gestational  age  of 
20  weeks  estimated  by  menstrual  history.  A careful  fetal 
anatomy  survey,  however,  showed  a craniocervical, 
multiloculated,  cystic  mass  (Fig  1).  The  skull  outline,  the  in- 
tracranial anatomy,  and  the  spine  appeared  to  be  within  nor- 
mal limits  (Fig  2).  Further  sonographic  evaluation  of  the  fetus 
for  other  abnormalities  revealed  fetal  hydrops  with  skin 
edema  (a  double  outline  was  present  around  the  abdomen) 
(Fig  3),  ascites,  and  pleural  and  pericardial  effusions,  In  addi- 
tion, hydronephrosis  was  noticed  on  the  left  side.  Placental 
thickness,  amniotic  fluid  volume,  fetal  cardiac  activity,  and 
fetal  movements  were  normal.  The  patient  was  notified  of  the 
sonographic  findings,  and  amniocentesis  for  chromosomal 
and  chemical  study  was  advised.  She  refused  the  collection 
of  the  amniotic  fluid  and  stated  her  opposition,  on  moral 
grounds,  to  an  elective  abortion.  Follow-up  ultrasonography 
was  carried  out  weekly  to  assess  fetal  status.  A sonogram 
performed  four  weeks  after  the  first  one  revealed  intrauterine 
fetal  demise.  After  successful  induction  of  labor  with  pros- 
taglandin E vaginal  suppositories,  a 600  gm  fetus  with  fea- 
tures of  Turner’s  syndrome  was  delivered  (Fig  4). 

Discussion 

The  prospective  diagnosis  of  a cystic  hygroma  is  based  on 
the  following  sonographic  findings:  a thin  walled,  multi- 
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la.  A cystic  hygroma  (arrows),  in  the  posterior  nuchal  region  with  the  septa, 
representing  lymphatic  channels,  clearly  visible.  The  skull  outline  (H),  is  seen 
on  the  right. 


1 b.  Drawing  showing  the  plane  of  the  fetal  anatomy  through  which  the  image 
was  obtained. 


2a.  Longitudinal  scan  showing  the  nuchal  cystic  hygroma  (arrows)  and  the 
integrity  of  the  upper  fetal  spine  (S). 


2b.  Drawing  showing  the  plane  of  the  fetal  anatomy  through  which  the  image 
was  obtained. 
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septated  cystic  mass  adjacent  to  the  fetal  head;  an  intact 
skull  vault  and  spine;  marked  skin  edema  (a  “double  halo” 
effect  on  the  fetal  head  and  trunk  is  generally  present)  related 
to  the  widespread  lymphangiectasis  invariably  present  in 
fetuses  with  this  malformation  (5);  hydrops,  with  ascites  and 
pleural  effusion  in  the  most  severe  cases,  due  to  the  reduced 
rate  of  lymphatic  drainage  and,  in  some  cases,  to  a specific 
cardiac  pathology.  There  are  a number  of  entities  (Fig  5) 
which  may  resemble  sonographically  a cystic  hygroma,  in- 
cluding neurotubal  defects  (6),  particularly  encephalocele  or 
meningocele,  branchial  cleft  cyst,  fetal  teratoma  of  the  neck, 
isolated  nuchal  edema,  hemangioma,  stunted  twin  gestation 
sac,  subchorionic  placental  cyst,  and  omphalocele.  Confu- 
sion will  be  avoided,  however,  if  the  sonographer  keeps  in 
mind  some  distinguishing  features.  A meningocele  is  associ- 
ated with  loss  of  integrity  of  the  skull  and/or  spine,  although 
occasionally  the  disruption  of  the  skull  and/or  the  spine  may 
be  too  small  to  be  detected  sonographically.  In  such  cases  it 
may  help  in  the  differential  diagnosis  to  remember  that  a 
meningocele  has  a thinner  wall  than  a hygroma,  that  it  lacks 


its  multiple  septations,  and  that  it  is  strictly  posteriorly  lo- 
cated. In  cases  of  encephalocele,  the  clear  outline  of  the  fetal 
head  is  replaced  by  a cluster  of  echoes.  The  concentration  of 
alpha-fetoprotein  is  of  little  help  in  the  differential  diagnosis 
with  a neurotubal  defect.  In  fact,  in  cases  of  cystic  hygromas, 
for  reasons  that  are  unclear  (leakage?),  alpha-fetoprotein  is 
most  often  elevated. 

Branchial  cysts,  arising  from  persistence,  in  whole  or  in 
part,  of  the  ectodermal  branchial  clefts,  are  generally  small 
and  are  located  lower  in  the  anterior  triangle  of  the  neck, 
rather  than  in  the  nuchal  area.  A cervical  teratoma  contains 
solid  and  cystic  areas,  and  often  calcifications  (7).  Isolated 
nuchal  subcutaneous  edema  is  distinguishable  because  it 
does  not  show  any  septation.  A twin  sac  of  a blighted  ovum, 
situated  next  to  the  head  of  a normal  fetus,  or  a subchorionic 
placental  cyst  does  not  move  with  the  motion  of  the  fetal 
head  or  body  during  real-time  examination. 

An  omphalocele  is  associated  with  anterior  contour  defor- 
mity of  the  fetal  abdomen.  A cavernous  hemangioma,  as  a 
vascular  abnormality  composed  primarily  of  large  venous 


3.  Transverse  scan  of  the  fetal  abdomen  showing  the  marked  edema  with  the 
"double  halo"  effect  (small  arrows),  and  ascites  (A). 


4.  A photograph  of  the  fetus,  showing  the  nuchal  cystic  hygroma. 
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5.  Conditions  that  may  resemble  sonographically  a cystic  hygroma. 


1.  Meningocele 

2.  Encephalocele 

3.  Branchial  cysts 

4.  Cervical  teratoma 

5.  Nuchal  subcutaneous  edema 

6.  Cavernous  hemangioma 

7.  Blighted  ovum  (next  to  head  of  normal  twin) 

8.  Subchorionic  placental  cyst 

9.  Omphalocele 


channels  and  vascular  lakes,  is  generally  smaller  than  a 
hygroma,  often  multiple  in  location,  and  not  accompanied  by 
skin  edema  of  the  fetus. 

As  for  the  cause  of  cystic  hygroma,  its  association  with 
Turner’s  syndrome  appears  to  be  the  rule  (8-1 0).  It  is  clear, 
however,  that  this  defect  also  may  be  causally  related  to 
other  malformation  syndromes  such  as  Roberts  syndrome 
(11)  and  familial  nuchal  bleb  (12,13)  and  to  several  chro- 
mosomal abnormalities,  particularly  aneuploidies  (14). 

For  the  purpose  of  genetic  counseling  it  is  important  to  dif- 
ferentiate, prenatally  (through  cytogenetic  analysis  of  the 
amniotic  fluid)  or  postnatally  (through  fibrolayer  cultures  from 
the  aborted  fetus),  between  a genetic  disorder  with  a low  re- 
currence risk  and  one  carrying  a high  risk. 

In  those  cases  in  which  the  chromosomal  karyotype  of  the 
affected  fetus  is  not  available,  ultrasound  examination  is  rec- 
ommended for  any  future  pregnancies.  The  frequent  associ- 
ation of  cystic  hygromas  with  Turner’s  syndrome  makes  it 
imperative,  furthermore,  to  survey  fetal  anatomy  for  other 
malformations,  particularly  renal  and  cardiac. 

Amniocentesis,  for  the  above-mentioned  chromosomal 
analysis,  is  best  performed  under  sonographic  guidance, 
which  also  helps  prevent  the  inadvertent  aspiration  of  fluid 
from  the  cystic  hygroma  itself  (15). 

The  prognosis  for  a fetus  with  nuchal  cystic  hygroma  var- 
ies, depending  upon  whether  the  defect  is  only  one  aspect  of 
a malformation  syndrome  and  upon  whether  the  lymphatic 
anomaly  is  isolated  or  generalized  with  altered  formation  of 
the  peripheral  lymphatics.  In  this  latter  case,  hydrops  is  gen- 
erally present,  rendering  the  outlook  for  the  fetus  invariably 
grim.  When  a cystic  hygroma  is  the  result  of  a focal  develop- 
mental malformation,  in  the  absence  of  chromosomal  or 
other  defects,  it  may  be  treated  surgically  in  the  neonatal  pe- 
riod with  satisfactory  results  (16). 

As  for  the  obstetrical  management,  if  the  detection  of  this 
anomaly  occurs  before  24  weeks  of  gestation,  termination  is 
generally  allowed.  After  24  weeks,  the  obstetrician  monitors 
fetal  viability  at  regular  intervals  while  deciding  on  the  best 
delivery  route.  If  the  large  size  of  the  cystic  hygroma  is  an 
impediment  to  vaginal  delivery,  its  decompression  in  utero, 
under  sonographic  guidance,  may  be  helpful  in  avoiding  ab- 
dominal delivery. 

Conclusion 

A nuchal  cystic  hygroma  can  be  reliably  detected  prenatally 
by  ultrasound  through  careful  evaluation  of  specific  findings 
: (1 7-1 9).  To  avoid  its  fortuitous  discovery  and  to  allow  its  diag- 


nosis early  enough  to  be  able  to  offer  the  patient  the  option  of 
a termination,  the  screening  of  all  pregnancies  for  abnor- 
malities would  be  required.  However,  the  cost  effectiveness 
of  routine  ultrasound  use  in  the  obstetric  population  remains 
a matter  of  debate. 
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Acquired  immune 
deficiency  syndrome  in 
a patient  with  prior 
sarcoidosis:  case 
report  with  monocyte 
function  studies 

Ten  years  after  a young  black  man  was  histologically  di- 
agnosed as  having  sarcoidosis,  he  developed  the  ac- 
quired immune  deficiency  syndrome  (AIDS),  without 
evidence  of  sarcoidosis.  During  the  latter  hospitaliza- 
tion, his  monocyte  function  was  considerably  below  nor- 
mal as  compared  to  the  heightened  values  usually  seen 
in  sarcoidosis.  This  abnormally  low  monocyte  function 
suggests  that  their  interaction  with  T-cell  lymphocytes  in 
patients  with  AIDS  should  be  studied  further. 


Recently  an  increased  incidence  of  opportunistic  infections, 
immunologic  disorders,  and  malignancies  has  been  reported 
in  homosexual  men,  Haitian  refugees,  hemophiliacs,  intra- 
venous drug  abusers,  and  intimate  contacts  of  afflicted  indi- 
viduals (1  - 8).  Characteristic  findings  in  these  patients  and 
in  patients  with  the  prodrome  of  AIDS  are  lymphopenia,  non- 
specific hypergammaglobulinemia,  and  inverted  helper  T-cell 
suppressor  T-cell  ratio,  and  a variety  of  lymphocyte  function 
impairments  (9).  Viral  infection  may  play  a causative  role  in 
these  phenomena  (3,9- 11). 

Sarcoidosis  is  also  associated  with  immunologic  abnor- 
malities. In  active  sarcoidosis,  there  is  lymphopenia,  usu- 
ally a reduction  in  the  proportion  of  T-cells,  and  cutaneous 
anergy  (12,13).  On  the  other  hand,  humoral  immunity  is  often 
exaggerated,  and  there  is  a nonspecific  increase  in  gamma- 
globulins (12,13).  In  active  sarcoidosis,  there  is  usually  an 
elevation  in  the  angiotensin  converting  enzyme,  which  is 
thought  to  be  produced  by  an  activated  monocyte  popula- 
tion. Recently,  alterations  in  the  distribution  of  helper  and 
suppressor-lymphocytes  has  been  described  with  a relative 
increase  in  suppressor  T-lymphocytes  (12). 

In  this  report,  we  present  the  case  of  a bisexual  man  with  a 
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ten-year  history  of  sarcoidosis  preceding  the  development  of 
AIDS.  Immunological  studies  and  clinical  course  confirmed 
the  diagnosis  of  AIDS.  Additional  studies  indicated  an  abnor- 
mality in  monocyte  function. 

Case  report 

A 35-year-old  bisexual  black  man  was  well  until  three  months 
before  admission  when  fever,  chills,  loss  of  appetite,  and 
general  malaise  developed,  accompanied  by  a weight  loss  of 
1 1 .25  kg  (25  lb).  He  had  a cough  producing  scanty  muco- 
purulent sputum.  Approximately  three  weeks  before  admis- 
sion, he  began  having  four  to  five  watery  bowel  movements 
per  day.  The  frequency  of  his  bowel  movements  decreased 
at  the  time  of  admission,  but  his  chills,  fever,  and  malaise 
continued. 

In  1970,  he  contracted  a febrile  illness  while  in  Vietnam. 

He  was  treated  for  malaria,  but  his  fever  continued.  Further 
evaluation  revealed  splenomegaly,  cardiac  arrhythmia,  and  a 
normal  chest  x-ray.  Liver  and  bone  marrow  biopsies  revealed 
non-caseating  granulomas.  The  patient  was  treated  intermit- 
tently with  corticosteroids  from  1973  to  1976.  Subsequently 
he  did  well  except  for  one  episode  of  shigellosis  and  two  epi- 
sodes of  non-A,  non-B  hepatitis.  In  1978,  he  had  liver  and 
bone  marrow  biopsies,  none  of  which  showed  granulomas. 
The  patient  was  married  and  had  a 10-month-old  child.  He 
had  between  10-12  homosexual  contacts  per  year. 

On  admission,  he  was  thin  and  asthenic  with  a tempera- 
ture of  38.8°  C (101 .9°  F),  pulse  96/min,  respirations  18/min, 
and  blood  pressure  118/60  mm  Hg.  Funduscopic  examina- 
tion was  normal,  extraocular  movements  were  intact,  and  the 
neck  was  supple  and  without  adenopathy.  Left  lung  basilar 
rales  were  identified.  Abdominal,  rectal,  and  genital  examina- 
tions showed  no  abnormalities,  nor  did  the  neurological  ex- 
amination. The  CBC  showed  hemoglobin  13  gm;  WBC  2,800 
with  65%  polymorphonuclear  leukocytes,  21%  lymphocytes, 
and  3%  monocytes.  The  total  bilirubin  was  1 .4  mg/dL,  al- 
kaline phosphatase  702  mg/dL;  LDH  254  mg/dL;  and  angio- 
tensin converting  enzyme  22  (normal  12-38).  Sputum  gram 
stain  revealed  a few  coccobacillary  gram-negative  orga- 
nisms. Stool,  blood,  and  sputum  cultures  grew  no  organisms. 
Serology  showed  a toxoplasma  titer  of  1 :256;  CMV  IFA  pos 
1 :1 ,024.  There  was  anergy  to  cutaneous  recall  antigens; 
helper  T-cells  = 0.6%  (n  = 30-56%);  suppressor  T-cells  = 
33.4%  (n  = 15-35%);  peripheral  blood  monocytes  studies 
showed  monocyte  adherence  0.6  x 10“  (n  = 6-10  x 104  at  7 
days);  ADCC  against  HRBC,  20%  (n  = 10-40%);  lysozyme 
serum  levels  8.8  |xg/ml);  superoxide  anion  production  was 
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performed  at  onset  and  two  other  times  during  the  course  of 
the  illness  with  these  respective  results:  87  nanomoles/mg 
protein,  90  nanomoles/mg  protein,  and  60  nanomoles/mg 
protein  (normal  250  ± nanomoles/mg  protein)  (9). 

Hospital  course 

The  patient  was  admitted  and  started  on  Cefamandole  for 
presumed  Haemophilus  influenzae  pneumonia,  but  his  fever 
persisted.  Results  of  bone  marrow  and  liver  biopsies  were 
nondiagnostic.  Three  days  later,  severe  scrotal  pain  with 
minimal  edema  developed.  The  following  day,  he  had  urinary 
incontinence  and  became  lethargic.  A lumbar  puncture  was 
performed,  and  the  cerebrospinal  fluid  (CSF)  study  revealed 
elevated  levels  of  protein,  and  red  blood  cells  but  no  white 
blood  cells.  Computerized  tomography  of  the  brain  (CT  scan) 
revealed  four  enhancing  lesions.  Because  of  the  elevated 
toxoplasma  titer  and  negative  CSF  gram  stain  and  culture, 
the  patient  was  started  empirically  on  sulfadiazine,  pyri- 
methamine, and  chloramphenicol.  A subsequent  brain  bi- 
opsy showed  changes  consistent  with  toxoplasmosis.  The 
patient  slowly  defervesced  and  recovered  neurologically.  Ap- 
proximately ten  days  after  the  brain  biopsy,  he  began  spiking 
fever  and  several  blood  cultures  were  positive  for  Candida 
albicans.  Amphotericin  B was  started  intravenously.  Fie  de- 
fervesced, but  once  again  developed  severe  watery  diarrhea 
associated  with  loss  of  up  to  5 liters  of  fluid  in  his  stool  per 
day.  A colonoscopic  biopsy  revealed  severe  pancolitis  sec- 
ondary to  cytomegalovirus.  Despite  intravenous  hyperali- 
mentation, the  patient  grew  weaker  with  protracted  vomiting 
and  diarrhea.  A repeat  CT  scan  revealed  diminution  of  the 
size  of  the  toxoplasma  lesions  in  the  brain.  Despite  continua- 
tion of  antitoxoplasmosis  therapy  and  adequate  hydration, 
the  patient  continued  a progressively  downhill  course,  and  a 
cardiopulmonary  arrest  did  not  respond  to  resuscitation  at- 
tempts. Postmortem  examination  revealed  cytomegalovirus 
in  lungs,  adrenals,  liver,  pancreas,  lymph  nodes,  gallbladder, 
colon,  small  intestine,  spleen,  meninges,  and  brain.  Toxo- 
plasmosis was  found  in  the  heart  and  brain.  The  cerebral 
lesions  secondary  to  toxoplasmosis  appeared  to  be  healing 
while  the  cytomegalovirus  lesions  were  acute  and  necrotiz- 
ing. Death  was  attributed  to  systemic  cytomegalovirus,  toxo- 
plasma encephalitis,  and  myocarditis.  Disseminated  intra- 
vascular coagulation  was  a final  event. 

Discussion 

In  1 981 , a clustering  of  cases  of  Kaposi’s  sarcoma  in  homo- 
sexual men  in  New  York  City  and  California  was  reported 


(1  -5).  Several  of  the  patients  also  had  severe  infections  in- 
cluding Pneumocystis  carinii  pneumonia,  central  nervous 
system  toxoplasmosis,  disseminated  candidiasis,  and  cryp- 
tococcal  meningitis.  All  patients  tested  had  serologic  evi- 
dence of  past  or  present  cytomegalovirus  (CMV)  infections. 
Since  then  there  has  been  an  increasing  incidence  of  this 
syndrome,  particularly  in  homosexual  men  who  have  several 
sex  partners,  abuse  drugs,  and  have  poor  nutritional  status, 
but  the  syndrome  also  has  been  seen  in  heterosexual  drug 
addicts,  Haitians,  and  hemophiliacs,  as  well  as  in  some  sex- 
ual partners  of  these  individuals  (7,8).  There  is  a prodrome  of 
anorexia,  weight  loss,  fever,  lymphadenopathy,  and  lympho- 
penia. The  disease  progresses  to  cell-mediated  immune 
deficiency,  opportunistic  infections,  and,  in  some  cases,  to 
Kaposi's  sarcoma.  The  immunologic  abnormalities  identified 
consist  of  low  levels  of  helper  T-cells,  an  inverted  helper 
T-cell  to  suppressor  T-cell  ratio,  anergy  to  recall  antigens, 
hyporesponsiveness  to  mitogen  stimulation  and  elevated 
serum  thymosin  a,  levels.  A polyclonal  hypergammaglobul- 
inemia with  elevation  of  IgG  and  IgA  is  seen  in  most  pa- 
tients (9). 

In  sarcoidosis,  on  the  other  hand,  it  is  thought  that  there  is 
an  excess  of  helper  T-lymphocyte  activity  in  areas  of  disease 
activity,  leaving  excess  suppressor  T-cells  in  the  periphery, 
which  produce  cutaneous  anergy  (12).  There  is  a B-cell  over- 
activity reflected  as  a polyclonal  hypergammaglobulinemia. 
The  tissue  macrophage  is  switched  on  by  helper  T-cells 
coalescing  into  granulomas,  producing  high  levels  of  angio- 
tensin-converting enzyme.  There  is  also  an  increase  in  pe- 
ripheral blood  monocytes  in  patients  with  sarcoid  (12). 
Furthermore,  monocytes  from  patients  with  sarcoidosis  have 
increased  cell  membrane  IgG  and  C3B  receptor  activity,  sug- 
gesting an  activated  state.  The  findings  in  the  patient  de- 
scribed were:  absolute  lymphopenia,  cutaneous  anergy, 
depressed  monocyte  function,  depressed  helper  T-lympho- 
cytes,  relatively  increased  suppressor  T-cells,  elevated  IgA 
levels,  evidence  of  widespread  CMV  infection,  systemic  can- 
didiasis, toxoplasma  encephalitis,  and  myocarditis.  On  the 
other  hand,  angiotensin  converting  enzyme  levels  were  nor- 
mal and  there  were  no  granulomas  present  at  postmortem. 
This,  therefore,  clearly  defines  the  patient's  condition  as 
AIDS  (14)  and  no  longer  sarcoidosis. 

An  important  feature  to  consider  is  the  role  of  monocyte 
dysfunction  in  his  disease  state.  This  patient  had  reduced 
superoxide  anion  release  from  peripheral  blood  monocyte  on 
multiple  occasions.  Superoxide  anion  production  has  been 
shown  to  be  responsible  for  monocyte- leukocyte  microbio- 
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cidal  activity  (15).  Monocyte  adherence,  which  measures  the 
number  of  monocyte  precursors  in  the  peripheral  blood  also 
was  decreased.  This  may  indicate  that  a monocyte  dysfunc- 
tion, both  qualitative  and  quantitative,  may  play  a role  in 
AIDS  patients’  increased  susceptibility  to  infection.  These  in- 
fections have  not  been  seen  in  patients  with  sarcoidosis,  who 
have  activated  monocytes  (12,16).  A potential  explanation 
may  be  a decreased  production  of  macrophage  activating 
factor  by  peripheral  lymphocytes,  since  these  AIDS  patients 
usually  present  with  lymphopenia  and  decreased  helper  T- 
cell  populations.  Further  studies  to  clarify  the  role  of  these 
interactions  are  warranted. 
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Neuroleptic-induced 

priapism 

Nineteen  cases  of  neuroleptic-induced  priapism  have 
been  reported  in  the  psychiatric  literature.  Fifteen  cases 
were  associated  with  phenothiazine  use;  no  specific 
psychotropic  medications  could  be  associated  with 
the  remaining  four.  This  article  reports  two  cases  of 
neuroleptic-induced  priapism  not  associated  with  phe- 
nothiazines.  Priapism  should  be  treated  as  an  emer- 
gency since  it  can  cause  fibrosis  of  corpora  cavernosa 
and  irreversible  impotence.  Three  hypotheses  have  been 
offered  to  explain  the  mechanism  neuroleptic-induced 
priapism:  alpha  adrenergic  blockade  that  may  interfere 
with  sympathetically  mediated  mechanism  of  detumes- 
cence; hypotension;  and  the  direct  effect  of  psychologi- 
cal factors  on  the  central  nervous  system. 


Priapism  is  prolonged  and  painful  erection  of  the  corpora 
cavernosa,  usually  without  sexual  desire.  It  was  first  de- 
scribed by  Callaway  in  1924  and,  although  its  exact  mecha- 
nism is  unknown,  multiple  etiologies  have  been  suggested. 
Trauma,  rabies,  sickle  cell  anemia,  malignancy,  metabolic 
disorder,  alcohol,  antihypertensive  drugs,  anticoagulant 
medication,  and  psychotropics  have  been  incriminated. 

A search  of  the  psychiatric  literature  revealed  1 9 cases  of 
priapism  associated  with  the  use  of  neuroleptics.  Although  in 
four  cases  no  specific  psychotropic  medications  could  be 
identified,  the  rest  are  related  to  the  use  of  phenothiazines, 
mainly  chlorpromazine  and  thioridazine.  No  other  chemical 
classes  of  neuroleptics  have  been  formally  reported.  This  ar- 
ticle presents  two  cases,  one  related  to  the  use  of  buty- 
rophenones,  the  other  to  the  use  of  molindone  hydrochloride. 

Case  1 

A 31  -year-old  black  man  with  a five-year  history  of  chronic 
paranoid  schizophrenia  had  been  treated  with  chlorpro- 
mazine in  doses  ranging  from  200  mg  to  800  mg  daily  and 
fluphenazine  decanoate  in  25  mg  weekly  injections.  The  pa- 
tient was  hospitalized  because  of  an  acute  exacerbation  of 
his  chronic  condition.  His  mother  complained  that  he  was 
walking  in  the  nude,  shouting  insults  to  the  sun,  and  pro- 
I claiming  the  destruction  of  all  organized  religion.  Physical  ex- 


amination and  laboratory  findings,  including  serology  and 
drug  screen,  were  within  normal  limits  at  the  time  of  admis- 
sion. The  patient’s  history  included  no  genitourinary  or  hema- 
tologic disease.  After  his  admission  to  the  hospital,  the 
patient  was  given  haloperidol  2 mg  four  times  daily  with  no 
apparent  improvement.  One  week  later  his  medication  was 
increased  to  4 mg  of  haloperidol  four  times  daily;  the  patient 
slightly  improved  without  developing  incapacitating  side 
effects.  At  the  end  of  the  13th  day  of  his  hospitalization,  the 
patient  developed  a prolonged  and  painful  erection  after  an 
injection  of  5 mg  of  haloperidol.  He  was  treated  with  diazepam 
and  meperidine  hydrochloride  (Demerol)  without  results;  32 
hours  later  a urological  consult  was  requested,  and  then  the 
patient  was  transferred  to  the  urology  department  where  a 
caverno-spongiosa  shunt  was  performed.  The  patient  was 
discharged  one  month  later  on  loxapine.  A three-month 
follow-up  revealed  that  the  patient  was  doing  well,  and  that 
he  had  regained  his  ability  to  have  an  erection. 

Case  2 

A 23-year-old  white  man,  who  for  six  months  had  received 
outpatient  treatment  for  atypical  psychosis,  was  hospitalized 
because  of  agitation,  disordered  thinking,  and  auditory  hallu- 
cinations. These  episodes  began  one  year  after  he  stopped 
seeing  his  psychiatrist.  He  had  also  experienced  an  emo- 
tional breakdown  at  age  21 . At  the  time  of  admission,  physi- 
cal examination  and  laboratory  reports — including  drug 
screen — were  unremarkable.  However,  his  wife  reported  that 
he  had  a history  of  alcohol  and  cannabis  abuse.  Following 
admission,  the  patient  received  molindone  hydrochloride  in 
doses  of  75  mg  on  the  first  day  and  1 00  mg  on  the  second 
day.  At  the  end  of  the  second  day,  physical  examination  re- 
vealed an  erect  penis,  with  the  corpora  cavernosa  swollen 
and  tender.  His  history  included  no  trauma  or  urologic  or 
hematologic  disorders.  Sedatives  and  dextran  were  pre- 
scribed, but  the  erection  did  not  subside.  The  patient  was 
taken  to  the  operating  room  where  a corporeal  aspiration  was 
performed,  but  priapism  returned  soon  after,  necessitating  a 
right  corpus  cavernosum-corpus  spongiosum  shunt.  At  the 
time  of  his  discharge  six  weeks  later,  the  patient  had  a flaccid 
penis  and  reported  no  erections.  Unfortunately,  the  patient 
was  lost  to  follow-up. 

Discussion 

The  psychiatric  literature  describes  cases  of  priapism  related 
to  the  use  of  phenothiazines  but  not  to  any  other  chemical 
classes  of  neuroleptics.  Although  the  exact  mechanism  of 
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priapism  is  complex  and  largely  unknown,  the  disorder 
should  be  considered  a medical  emergency  because  pro- 
tracted priapism  nearly  always  leads  to  fibrosis  of  the  corpora 
cavernosa  and  irreversible  impotence  (1). 

In  a personal  communication,  one  psychiatrist  from  South 
America  claimed  that  cases  of  priapism  and  vaginism  re- 
spond to  electroconvulsive  therapy.  This  modality  of  treat- 
ment, not  reported  in  the  literature,  warrants  investigation. 

Neuroleptic-induced  priapism  may  be  related  to  its  periph- 
eral adrenergic  blockage  of  the  sympathetic  impulse  neces- 
sary for  detumescence.  Hypotension,  a more  common  side 
effect  of  low-potency  neuroleptics,  has  been  cited  as  a 
mechanism  leading  to  priapism  when  chlorpromazine  (2), 
guanethidine,  and  hydrazine  (3)  are  used.  The  peripheral  ac- 
tion of  some  neuroleptics  on  the  autonomic  nervous  system 
produces  the  well-known  side  effects  of  urinary  retention  and 
inability  to  ejaculate  (4).  In  the  particular  case  of  priapism,  it 
appears  that  sympathetic  innervation  is  necessary  for  re- 
laxation of  the  venules  of  the  corpora  cavernosa  and  con- 
striction of  the  arterioles  that  produce  detumescence  (5,6). 

A direct  effect  on  the  central  system  via  a prolonged  psychic 
stimulation  has  also  been  postulated  (7).  To  sum  up,  three 
mechanisms  have  been  hypothesized  to  explain  the  propen- 
sity of  neuroleptics  to  induce  priapism:  the  alpha  adrengergic 
blockade  that  may  interfere  with  the  sympathetically  medi- 
ated mechanism  of  detumescence;  hypotension;  and  the  di- 
rect effect  of  psychological  factors  on  the  central  nervous 
system. 
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TEXAS  MEDICINE 


THINGS  THEY 
NEVER  TAUGHT  IN 
MEDICAL  SCHOOL 


In  today's  world  of  medicine  you  have  to  be  more 
than  a good  clinician  to  succeed  in  your  individual  or 
group  practice.  Your  diagnostic  and  treatment  skills  are 
as  important  as  ever . . . maybe  even  more  so. 

But,  the  fact  remains  that  in  addition  to  practicing 
medicine,  you're  managing  an  increasingly  complex 
operation.  And  in  spite  of  all  the  years  of  rigorous  study, 
your  training  back  in  med  school  and  during  your  resi- 
dency probably  didn't  fully  prepare  you  for  the  execu- 
tive decision  maker  that  you  are  . . . or  must  become. 

But  now  you're  out  there  on  your  own.  You  know 
the  demands  of  private  practice  . . . planning,  staffing, 
record  keeping,  financial  management  and  the  whole 
range  of  procedures  associated  with  third-party  payment 
systems.  And  as  your  practice  grows,  your  managerial 
responsibilities  grow,  too. 

That's  why  the  Texas  Medical  Association  and  the 
Conomikes  Associates  are  co-sponsoring  the  Medical 
Management  Conference  and  Exposition. 

It's  a one-of-a-kind  event  that  is  dedicated  to  meet- 
ing the  business  education  needs  of  today's  physicians, 
group  and  clinic  administrators  and  medical  office 
managers. 

The  conference  program  will  present  timely  and 
relevant  topics  that  you  can  readily  apply  to  your  own 
practice.  Topics  like  . . . Business  Equipment  Needs . . . 
Patient  Scheduling  Systems  . . . Computers  in  Medical 
Practice  . . . Management  Software  for  the  Medical  Pro- 
fession . . . Risk  Reduction/Malpractice  . . . and  many 
more. 


And  the  exposition  will  give  you  an  opportunity  to 
see  the  latest  equipment,  systems  and  services  that  can 
save  you  time  and  money.  If  you're  looking  to  streamline 
your  office  procedures,  become  more  efficient,  more 
productive  . . . and,  yes,  more  profitable,  then  Medical 
Management  is  for  you. 

Plan  now  to  attend.  For  more  information,  simply 
return  the  coupon.  We'll  send  you  complete  details. 
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Practice  Management  Department 
1801  North  Lamar  Blvd. 

Austin,  Texas  78701 
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CLINICAL  ABSTRACTS 


Clinical  abstracts  are  selected  from  current  reviews  in  100 
internationally  recognized  journals  received  by  the  TMA  Me- 
morial Library  each  month. 


Benefits,  risks  and  costs  of  immunization  for  measles, 
mumps  and  rubella.  Craig  C.  White,  MD;  Jeffrey  P.  Koplan, 
MD,  MPH;  and  Walter  A.  Orenstein,  MD.  American  Public 
Health  Association,  American  Journal  of  Public  Health,  vol 
75,  1985,  pp  739-744. 

For  a single  year  (1983),  we  compared  the  actual  and  esti- 
mated morbidity,  mortality,  and  costs  attributable  to  measles, 
mumps,  and  rubella  with  having  or  not  having  a childhood 
immunization  program  using  the  combined  measles-mumps- 
rubella  (MMR)  vaccine.  Without  an  immunization  program, 
an  estimated  3,325,000  cases  of  measles  would  occur  as 
compared  to  2,872  actual  cases  in  1 983  with  a program.  In- 
stead of  an  expected  1 .5  million  rubella  cases  annually,  there 
were  only  3,81 6 actual  cases.  Mumps  cases  were  lowered 
from  an  expected  2.1  million  to  32,850  actual  cases.  Com- 
parable reductions  in  disease-associated  complications, 
sequelae,  and  deaths  are  gained  with  an  immunization  pro- 
gram. Without  a vaccination  program,  disease  costs  would 
have  been  almost  $1 .4  billion.  Based  on  the  actual  incidence 
of  disease  in  1983,  costs  were  estimated  to  be  approximately 
$14.5  million.  Expenditures  for  immunization,  including  vac- 
cine administration  costs  and  the  costs  associated  with  vac- 
cine reactions,  totaled  $96  million.  The  resulting  benefit-cost 
ratio  for  the  MMR  immunization  program  is  approximately 
14:1.  The  savings  realized  due  to  the  use  of  combination 
rather  than  single  antigen  vaccine  total  nearly  $60  million. 

Degenerative  diseases  of  the  vertebral  column.  Donald 
Resnick,  MD.  The  Radiological  Society  of  North  America, 
Radiology,  vol  1 56,  1 985,  pp  3- 1 4. 

Several  distinct  degenerative  processes  affect  the  articula- 
tions of  the  vertebral  column;  each  is  associated  with  charac- 
teristic radiographic  and  pathologic  abnormalities,  and  many 
are  accompanied  by  significant  clinical  manifestations.  A dis- 
cussion of  these  processes  is  best  accomplished  according 
to  the  type  of  joint  that  is  involved.  With  regard  to  car- 
tilaginous articulations,  of  which  the  intervertebral  disk  is 
most  important,  intervertebral  (osteo)chondrosis,  spon- 
dylosis deformans,  and,  in  the  cervical  spine,  uncovertebral 
arthrosis  are  the  major  degenerative  disorders.  Osteoarthritis 
(osteoarthrosis)  affects  any  of  the  synovium-lined  joints  of 
the  vertebral  column,  including  the  apophyseal,  costover- 
tebral, transitional  lumbosacral,  median  atlantoaxial,  and 
sacroiliac  articulations.  Fibrous  articulations,  ligaments,  or 
entheses  (sites  of  tendon  or  ligament  attachment  to  bone) 


are  invovled  in  diffuse  idiopathic  skeletal  hyperostosis,  os- 
sification of  the  posterior  spinal  ligaments,  and  Bastrup  dis- 
ease. Of  the  many  complications  of  these  degenerative 
processes,  alignment  abnormalities  (including  segmental  in- 
stability, degenerative  spondylolisthesis,  senile  kyphosis, 
and  degenerative  scoliosis),  intervertebral  disk  displace- 
ment, calcification  or  ossification,  and  spinal  stenosis  are  the 
most  important. 


Social  phobia.  Review  of  a neglected  anxiety  disorder. 

Michael  R.  Liebowitz,  MD;  Jack  M.  Gorman,  MD;  Abby  J. 
Fyer,  MD,  et  al.  American  Medical  Association,  Archives  of 
General  Psychiatry,  vol  42,  July  1 985,  pp  729-736. 

While  other  anxiety  disorders  have  recently  become  the  sub- 
jects of  increasing  investigation,  social  phobia  remains,  ex- 
cept among  behavior  therapists,  relatively  unstudied.  As  a 
result,  major  uncertainties  exist  concerning  classification, 
prevalence,  severity,  etiology,  assessment,  and  treatment  of 
social  phobia.  Existing  findings  do  suggest  that  in  its  own 
right  and  as  a comparison  for  other  anxiety  disorders,  social 
phobia  should  prove  a fertile  area  for  psychobiological  and 
clinical  investigation. 

Pleuro-puimonary  manifestations  of  systemic  lupus 
erythematosus:  clinical  features  of  its  subgroups.  Amos 
Pines,  MD;  Naomi  Kaplinsky,  MD;  David  Olchovsky,  MD,  et 
al.  American  College  of  Chest  Physicians,  Chest,  vol  88, 
no  1 , July  1 985,  pp  1 29- 1 35. 

Correct  identification  of  the  subsets  of  pulmonary  lupus  has 
an  unquestioned  importance  in  planning  the  proper  thera- 
peutic regimen  in  this  extremely  variegated  disease. 
Asymptomatic  pulmonary  lupus  needs  no  treatment;  how- 
ever, pulmonary  involvement  in  lupus  may  be  life  threatening, 
in  which  case  prompt  and  aggressive  treatment  is  man- 
datory. The  different  aspects  of  pulmonary  lupus  are  demon- 
strated through  the  clinical  histories  of  patients  who  suffered 
from  pleuro-puimonary  lupus.  The  following  entities  are  pre- 
sented: lupus  pneumonitis,  lymphocytic  interstitial  pneu- 
monia, pulmonary  hypertension,  pulmonary  hemorrhage, 
pulmonary  embolism  associated  with  circulating  lupus  anti- 
coagulant, lupus  pleuritis,  and  weakness  of  the  diaphragm. 
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Medicine’s 

political  responsibility 
is  your 

responsibility. 


Thousands  of  physicians  and  their  spouses  con- 
cerned with  the  future  of  medicine  in  Texas  make  up 
the  strong,  influential  political  voice  called  TEXPAC 

Their  individual  participation  has  brought  a high  de- 
gree of  success  to  the  efforts  of  TEXPAC.  In  the  last 
several  election  cycles  alone,  over  eighty  percent  of 
the  candidates  for  political  office  chosen  to  receive 
financial  and  technical  support  were  elected,  thus 
strengthening  medicine's  position  in  the  legislative 
forum. 


Physicians  control  TEXPAC — responsible  physicians 
like  yourself;  physicians  who  realize  that  their  political 
involvement  at  the  local  level,  and  their  support  of 
TEXPAC  through  membership  and  financial  contribu- 
tion is  essential  to  continuing  the  influential  political 
voice  of  medicine  in  Texas. 

Your  voice  and  membership  is  needed.  Join  with 
those  who  realize  that  medicine  is  a constituency. 

Join  TEXPAC. 


This  solicitation  is  directed  only  to  members  of  the  Texas  Medical  Association  and  Texas  Medical  Association  Auxiliary. 


Please  make  checks  payable  to 
TEXPAC 

Voluntary  political  contributions  (Texas  Medi- 
cal Association  PAC  %,  American  Medical 
Association  PAC  V3)  are  not  limited  to  the 
suggested  amount.  Neither  TMA  or  AMA  will 
favor  or  disadvantage  anyone  based  on  the 
amounts  or  failure  to  make  contributions 
Contributions  are  subject  to  Federal  Election 
Commission  regulations. 


Tax  credit  information 

The  TEXPAC  portion  of  your  TEXPAC/AMPAC 
contribution  may  be  eligible  for  a tax  credit 
on  your  federal  return.  A maximum  tax  credit 
of  $50  on  a single  return  and  $100  on  a joint 
return  is  allowed.  300  Club  members  may 
claim  a maximum  of  $100  on  their  $300  con- 
tribution when  filing  a joint  return 


TPVPA  C~^  Texas  Medical  Political  Action  Committee 
1 JLCAr7vv>  1905  North  Lamar  Blvd.  Austin,  Texas  78705 


TEXPAC  is  the  officially  recognized  political  action  committee  of  the 
Texas  Medical  Association.  Political  responsibility  is  responsible  medicine 


Membership  categories  Check  one 

300  Club $ 300  □ 

Active $ 75  □ 

Advocate — 1st  yr  practice  & retired  $ 45  □ 

Resident  & Medical  student $ 20  □ 

Auxiliary  sustaining  $ 100  □ 

Auxiliary  active $ 35  □ 

Name 

Address 

City State Zip 

License  No. County 
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I'D  LIKE  TO  MAKE 


Be  prepared,  Doctor.  More  patients  will  be 
asking  about  colorectal  cancer.  According  to  a 
survey*  conducted  by  the  American  Cancer 
Society,  many  people  would  like  to  receive  more 
information  about  colorectal  cancer,  and  83% 
said  they  would  want  to  be  checked  for  it. 
Further,  they  are  learning  that  this  cancer  can  be 
detected  before  symptoms  appear.  The  present 
cure  rate  is  44%.  The  cure  rate  could  be  as  high 
as  75%,  with  early  detection  and  appropriate 
management. 

For  asymptomatic  persons  the  Society 
recommends  annual  digital  rectal  examina- 
tion at  age  40  and  over;  at  age  50  and  over, 
an  annual  stool  blood  test,  as  well  as 
sigmoidoscopy  every  three  to  five  years, 


following  two  initial  annual  negative 
sigmoidoscopies. 

We  re  here  to  help.  You  can  reach  us  at  your 
local  American  Cancer  Society  office  or  write 
to  our  Professional  Education  Department 
at  National  Headquarters,  90  Park  Avenue, 

New  York,  N.Y.  10016.  Ask  about  the  Society’s 
Colorectal  Check  program  of  professional  and 
public  education  for  the  early  detection  of 
colorectal  cancer. 


AMERICAN 
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‘ “Cancer  of  the  Colon  and  Rectum:  Summary  of  Public  Attitude  Survey,"  Ca  33:359-365,  1983  (Nov.-Dee  ). 
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BALANCED 

calcium  c: 

BLOCKADE 


CARDIZEM 


Low  incidence  of  side  effects 

CARDIZEM®  (diltiazem  HC1) 
produces  an  incidence  of  adverse 
reactions  not  greater  than  that 
reported  with  placebo  therapy, 
thus  contributing  to  the  patient’s 
sense  of  well-being. 

'Cardizem  is  indicated  in  the  treatment  of  angina  pectoris  due  to 
coronary  artery  spasm  and  in  the  management  of  chronic  stable 
angina  (classic  effort-associated  angina)  in  patients  who  cannot 
tolerate  therapy  with  beta-blockers  and/or  nitrates  or  who  remain 
symptomatic  despite  adequate  doses  of  these  agents. 

References : 

1.  Strauss  WE,  McIntyre  KM,  Paris!  AF,  et  al:  Safety  and  efficacy 
of  diltiazem  hydrochloride  for  the  treatment  of  stable  angina 
pectoris:  Report  of  a cooperative  clinical  trial.  Am  J Cardiol 
49:560-566,  1982. 

2.  Pool  PE,  Seagren  SC,  Bonanno  JA,  et  al:  The  treatment  of  exercise- 
inducible  chronic  stable  angina  with  diltiazem:  Effect  on  treadmill 
exercise.  Chest  78  (July  suppl):234-238,  1980. 


Reduces  angina  attack  frequency 

42%  to  46%  decrease  reported  in 
multicenter  study.1 

Increases  exercise  tolerance* 

In  Bruce  exercise  test,2  control 
patients  averaged  8.0  minutes  to 
onset  of  pain;  Cardizem  patients 
averaged  9.8  minutes  (P<.005). 

CARDIZEM 

(diltiazem  HC1) 

THE  BALANCED 
CALCIUM  CHANNEL  BLOCKER 


Please  see  full  prescribing  information  on  following  page. 
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PROFESSIONAL  USE  INFORMATION 


cardizem, 

(dilhazem  HCI) 

30  mg  and  60  mg  tablets 


DESCRIPTION 

CARDIZEM*  (diltiazem  hydrochloride)  Is  a calcium  ion  influx 
inhibitor  (slow  channel  blocker  or  calcium  antagonist).  Chemically, 
diltiazem  hydrochloride  is  1,5-Benzothiazepin-4(5H)one,3-(acetyloxy) 
-5-[2-(dimethylamino)ethyl  ]-2.3-dihydro-2-(4-methoxyphenyl)-. 
monohydrochloride,(+)  -cis-  The  chemical  structure  Is: 


Diltiazem  hydrochloride  is  a white  to  off-white  crystalline  powder 
with  a bitter  taste.  It  is  soluble  in  water,  methanol,  and  chloroform 
It  has  a molecular  weight  of  450.98.  Each  tablet  of  CARDIZEM 
contains  either  30  mg  or  60  mg  diltiazem  hydrochloride  for  oral 
administration 


CLINICAL  PHARMACOLOGY 

The  therapeutic  benefits  achieved  with  CARDIZEM  are  believed 
to  be  related  to  its  ability  to  inhibit  the  influx  of  calcium  ions 
during  membrane  depolarization  of  cardiac  and  vascular  smooth 
muscle. 

Mechanisms  of  Action.  Although  precise  mechanisms  of  its 
antianginal  actions  are  still  being  delineated,  CARDIZEM  is  believed 
to  act  in  the  following  ways: 

1.  Angina  Due  to  Coronary  Artery  Spasm:  CARDIZEM  has  been 
shown  to  be  a potent  dilator  of  coronary  arteries  both  epicardial 
and  subendocardial.  Spontaneous  and  ergonovine-induced  cor- 
onary artery  spasm  are  inhibited  by  CARDIZEM 

2.  Exertional  Angina:  CARDIZEM  has  been  shown  to  produce 
increases  in  exercise  tolerance,  probably  due  to  its  ability  to 
reduce  myocardial  oxygen  demand.  This  is  accomplished  via 
reductions  in  heart  rate  and  systemic  blood  pressure  at  submaximal 
and  maximal  exercise  work  loads. 

In  animal  models,  diltiazem  interferes  with  the  slow  inward 
(depolarizing)  cunent  in  excitable  tissue.  It  causes  excitation-contraction 
uncoupling  in  various  myocardial  tissues  without  changes  in  the 
configuration  of  the  action  potential.  Diltiazem  produces  relaxation 
of  coronary  vascular  smooth  muscle  and  dilation  of  both  large  and 
small  coronary  arteries  at  drug  levels  which  cause  little  or  no 
negative  inotropic  effect.  The  resultant  increases  in  coronary  blood 
flow  (epicardial  and  subendocardial)  occur  in  ischemic  and  nonischemic 
models  and  are  accompanied  by  dose-dependent  decreases  in  sys- 
temic blood  pressure  and  decreases  in  peripheral  resistance. 

Hemodynamic  and  Electrophysiologlc  Effects.  Like  other 
calcium  antagonists,  diltiazem  decreases  sinoatrial  and  atrioventricu- 
lar conduction  in  isolated  tissues  and  has  a negative  inotropic  effect 
in  isolated  preparations.  In  the  intact  animal,  prolongation  of  the  AH 
interval  can  be  seen  at  higher  doses. 

In  man,  diltiazem  prevents  spontaneous  and  ergonovine-provoked 
coronary  artery  spasm.  It  causes  a decrease  in  peripheral  vascular 
resistance  and  a modest  fall  in  blood  pressure  and,  in  exercise 
tolerance  studies  in  patients  with  ischemic  heart  disease,  reduces 
the  heart  rate-blood  pressure  product  for  any  given  work  load. 
Studies  to  date,  primarily  In  patients  with  good  ventricular  function, 
have  not  revealed  evidence  of  a negative  inotropic  effect;  cardiac 
output,  ejection  fraction,  and  left  ventricular  end  diastolic  pressure 
have  not  been  affected.  There  are  as  yet  few  data  on  the  interaction 
of  diltiazem  and  beta-blockers.  Resting  heart  rate  is  usually  unchanged 
or  slightly  reduced  by  diltiazem 

Intravenous  diltiazem  in  doses  of  20  mg  prolongs  AH  conduction 
time  and  AV  node  functional  and  effective  refractory  periods  approxi- 
mately 20%.  In  a study  involving  single  oral  doses  of  300  mg  of 
CARDIZEM  in  six  normal  volunteers,  the  average  maximum  PR 
prolongation  was  14%  with  no  instances  of  greater  than  first-degree 
AV  block.  Diltiazem-associated  prolongation  of  the  AH  interval  is  not 
more  pronounced  in  patients  with  first-degree  heart  block.  In  patients 
with  sick  sinus  syndrome,  diltiazem  significantly  prolongs  sinus 
cycle  length  (up  to  50%  in  some  cases). 

Chronic  oral  administration  of  CARDIZEM  in  doses  of  up  to  240 
mg/day  has  resulted  in  small  increases  in  PR  interval,  but  has  not 
usually  produced  abnormal  prolongation.  There  were,  however,  three 
instances  of  second-degree  AV  block  and  one  instance  of  third- 
degree  AV  block  in  a group  of  959  chronically  treated  patients 

Pharmacokinetics  and  Metabolism.  Diltiazem  is  absorbed 
from  the  tablet  formulation  to  about  80%  of  a reference  capsule  and 
is  subject  to  an  extensive  first-pass  effect,  giving  an  absolute 
bioavailability  (compared  to  inbavenous  dosing)  of  about  40%.  CARDIZEM 
undergoes  extensive  hepatic  metabolism  in  which  2%  to  4%  of  the 
unchanged  drug  appears  in  the  urine  In  vitro  binding  studies  show 
CARDIZEM  is  70%  to  80%  bound  to  plasma  proteins.  Competitive 
ligand  binding  studies  have  also  shown  CARDIZEM  binding  is  not 
altered  by  therapeutic  concentrations  of  digoxin,  hydrochlorothiazide, 
phenylbutazone,  propranolol,  salicylic  acid,  or  warfarin  Single  oral 
doses  of  30  to  120  mg  of  CARDIZEM  result  in  detectable  plasma 
levels  witbin  30  to  60  minutes  and  peak  plasma  levels  two  to  three 
hours  after  drug  administration  The  plasma  elimination  half-life 
following  single  or  multiple  drug  administration  is  approximately  3.5 
hours.  Desacetyl  diltiazem  is  also  present  in  the  plasma  at  levels  of 
10%  to  20%  of  the  parent  drug  and  is  25%  to  50%  as  potent  a 
coronary  vasodilator  as  diltiazem.  Therapeutic  blood  levels  of 
CARDIZEM  appear  to  be  in  the  range  of  50  to  200  ng/ml.  There  is  a 
departure  from  dose-linearity  when  single  doses  above  60  mg  are 
given;  a 120-mg  dose  gave  blood  levels  three  times  that  of  the  60-mg 
dose.  There  is  no  information  about  the  effect  of  renal  or  hepatic 
impairment  on  excretion  or  metabolism  of  diltiazem. 

INDICATIONS  AND  USAGE 

1  Angina  Pectoris  Due  to  Coronary  Artery  Spasm.  CARDIZEM 


is  indicated  in  the  treatment  of  angina  pectoris  due  to  coronary 
artery  spasm.  CARDIZEM  has  been  shown  effective  in  the 
treatment  of  spontaneous  coronary  artery  spasm  presenting  as 
Prinzmetal's  variant  angina  (resting  angina  with  ST-segment 
elevation  occurring  during  attacks). 

2  Chronic  Stable  Angina  (Classic  Eltort-Assoclated  Angina). 
CARDIZEM  is  Indicated  in  the  management  of  chronic  stable 
angina.  CARDIZEM  has  been  effective  in  controlled  trials  in 
reducing  angina  frequency  and  increasing  exercise  tolerance. 

There  are  no  controlled  studies  of  the  effectiveness  of  the  concomi- 
tant use  of  diltiazem  and  beta-blockers  or  of  the  safety  of  this 
combination  in  patients  with  impaired  ventricular  function  or  conduc- 
tion abnormalities. 

CONTRAINDICATIONS 

CARDIZEM  is  contraindicated  in  (1)  patients  with  sick  sinus 
syndrome  except  in  the  presence  of  a functioning  ventricular  pacemaker, 
(2)  patients  with  second-  or  third-degree  AV  block  except  in  the 
presence  of  a functioning  ventricular  pacemaker,  and  (3)  patients 
with  hypotension  (less  than  90  mm  Hg  systolic). 

WARNINGS 

1 Cardiac  Conduction.  CARDIZEM  prolongs  AV  node  refrac- 
tory periods  without  significantly  prolonging  sinus  node  recov- 
ery time,  except  in  patients  with  sick  sinus  syndrome.  This 
effect  may  rarely  result  in  abnormally  slow  heart  rates  (particularly 
in  patients  with  sick  sinus  syndrome)  or  second-  or  third-degree 
AV  block  (six  of  1243  patients  for  0.48%).  Concomitant  use  of 
diltiazem  with  beta-blockers  or  digitalis  may  result  in  additive 
effects  on  cardiac  conduction.  A patient  with  Prinzmetal's 
angina  developed  periods  of  asystole  (2  to  5 seconds)  after  a 
single  dose  of  60  mg  of  diltiazem. 

2 Congestive  Heart  Failure.  Although  diltiazem  has  a negative 
inotropic  effect  in  isolated  animal  tissue  preparations,  hemodynamic 
studies  in  humans  with  normal  ventricular  function  have  not 
shown  a reduction  in  cardiac  index  nor  consistent  negative 
effects  on  contractility  (dp/dt).  Experience  with  the  use  of 
CARDIZEM  alone  or  in  combination  with  beta-blockers  In  patients 
with  impaired  ventricular  function  is  very  limited.  Caution  should 
be  exercised  when  using  the  drug  in  such  patients 

3 Hypotension.  Decreases  in  blood  pressure  associated  with 
CARDIZEM  therapy  may  occasionally  result  in  symptomatic 
hypotension. 

4 Acute  Hepatic  Injury.  In  rare  instances,  patients  receiving 
CARDIZEM  have  exhibited  reversible  acute  hepatic  injury  as 
evidenced  by  moderate  to  extreme  elevations  of  liver  enzymes. 
(See  PRECAUTIONS  and  ADVERSE  REACTIONS.) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is  extensively  metab- 
olized by  tbe  liver  and  excreted  by  the  kidneys  and  in  bile  As  with  any 
new  drug  given  over  prolonged  periods,  laboratory  parameters  should 
be  monitored  at  regular  intervals  Tbe  drug  should  be  used  with 
caution  in  patients  with  impaired  renal  or  hepatic  function.  In  sub- 
acute and  chronic  dog  and  rat  studies  designed  to  produce  toxicity, 
high  doses  of  diltiazem  were  associated  with  hepatic  damage.  In 
special  subacute  hepatic  studies,  oral  doses  of  125  mg/kg  and 
higher  in  rats  were  associated  with  histological  changes  in  the  liver 
which  were  reversible  when  the  drug  was  discontinued.  In  dogs, 
doses  of  20  mg/kg  were  also  associated  with  hepatic  changes, 
however,  these  changes  were  reversible  with  continued  dosing. 

Drug  Interaction.  Pharmacologic  studies  indicate  that  there 
may  be  additive  effects  in  prolonging  AV  conduction  when  using 
beta-blockers  or  digitalis  concomitantly  with  CARDIZEM.  (See 
WARNINGS) 

Controlled  and  uncontrolled  domestic  studies  suggest  that  con- 
comitant use  of  CARDIZEM  and  beta-blockers  or  digitalis  is  usually 
well  tolerated.  Available  data  are  not  sufficient,  however,  to  predict 
the  effects  of  concomitant  treatment,  particularly  in  patients  with  left 
ventricular  dysfunction  or  cardiac  conduction  abnormalities.  In  healthy 
volunteers,  diltiazem  has  been  shown  to  increase  serum  digoxin 
levels  up  to  20% 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility.  A 

24-month  study  In  rats  and  a 21-month  study  in  mice  showed  no 
evidence  of  carcinogenicity.  There  was  also  no  mutagenic  response 
in  in  vitro  bacterial  tests  No  intrinsic  effect  on  fertility  was  observed 
in  rats. 

Pregnancy.  Category  C.  Reproduction  studies  have  been  con- 
ducted in  mice,  rats,  and  rabbits  Administration  of  doses  ranging 
from  five  to  ten  times  greater  (on  a mg/kg  basis)  than  the  daily 
recommended  therapeutic  dose  has  resulted  in  embryo  and  fetal 
lethality.  These  doses,  in  some  studies,  have  been  reported  to  cause 
skeletal  abnormalities  In  the  perinatal/postnatal  studies,  there  was 
some  reduction  in  early  individual  pup  weights  and  survival  rates 
There  was  an  increased  incidence  of  stillbirths  at  doses  of  20  times 
the  human  dose  or  greater. 

There  are  no  well-controlled  studies  in  pregnant  women;  therefore, 
use  CARDIZEM  in  pregnant  women  only  if  the  potential  benefit 
justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers.  It  is  not  known  whether  this  drug  is  excreted 
in  human  milk.  Because  many  drugs  are  excreted  in  human  milk, 
exercise  caution  when  CARDIZEM  is  administered  to  a nursing 
woman  if  the  drug's  benefits  are  thought  to  outweigh  its  potential 
risks  in  this  situation 

Pediatric  Use.  Safety  and  effectiveness  in  children  have  not 
been  established. 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies  carried  out  to 
date,  but  it  should  be  recognized  that  patients  with  impaired  ventricu- 
lar function  and  cardiac  conduction  abnormalities  have  usually  been 
excluded 

In  domestic  placebo-controlled  trials,  the  incidence  of  adverse 
reactions  reported  during  CARDIZEM  therapy  was  not  greater  than 
that  reported  during  placebo  therapy. 

The  following  represent  occurrences  observed  in  clinical  studies 
which  can  be  at  least  reasonably  associated  with  the  pharmacology 
of  calcium  influx  inhibition  In  many  cases,  the  relationshm  to 
CARDIZEM  has  not  been  established.  The  most  common  occurrences, 
as  well  as  their  frequency  of  presentation,  are:  edema  (2.4%), 


headache  (2.1%),  nausea  (19%).  dizziness  (1.5%),  rash  (1.3%), 
asthenia  (12%),  AV  block  (1.1%)  In  addition,  the  following  events 
were  reported  infrequently  (less  than  1%)  with  the  order  of  presenta- 
tion corresponding  to  the  relative  frequency  of  occurrence. 


Cardiovascular 


Nervous  System: 
Gastrointestinal 


Dermatologic 

Other: 


Flushing,  arrhythmia,  hypotension,  bradycar- 
dia. palpitations,  congestive  heart  failure, 
syncope 

Paresthesia,  nervousness,  somnolence, 
tremor,  insomnia,  hallucinations,  and  amnesia. 
Constipation,  dyspepsia,  diarrhea,  vomiting, 
mild  elevations  of  alkaline  phosphatase,  SGOT, 
SGPT,  and  LDH 

Pruritus,  petechiae,  urticaria,  photosensitivity. 
Polyuria,  nocturia 


The  following  additional  experiences  have  been  noted: 

A patient  with  Prinzmetal's  angina  experiencing  episodes  of 
vasospastic  angina  developed  periods  of  transient  asymptomatic 
asystole  approximately  five  hours  after  receiving  a single  60-mg 
dose  of  CARDIZEM 

The  following  postmarketing  events  have  been  reported  infre- 
quently in  patients  receiving  CARDIZEM  erythema  multiforme;  leu- 
kopenia, and  extreme  elevations  of  alkaline  phosphatase,  SGOT, 
SGPT,  LDH,  and  CPK  However,  a definitive  cause  and  effect  between 
these  events  and  CARDIZEM  therapy  is  yet  to  be  established 


OVERDOSAGE  OR  EXAGGERATED  RESPONSE 

Overdosage  experience  with  oral  diltiazem  has  been  limited. 
Single  oral  doses  of  300  mg  of  CARDIZEM  have  been  well  tolerated 
by  healthy  volunteers.  In  the  event  of  overdosage  or  exaggerated 
response,  appropriate  supportive  measures  should  be  employed  in 
addition  to  gastric  lavage  The  following  measures  may  be  considered: 


Bradycardia 

High-Degree  AV 
Block 

Cardiac  Failure 
Hypotension 


Administer  atropine  (0.60  to  1.0  mg)  If  there 
is  no  response  to  vagal  blockade,  administer 
isoproterenol  cautiously. 

Treat  as  for  bradycardia  above  Fixed  high- 
degree  AV  block  should  be  treated  with  car- 
diac pacing 

Administer  inotropic  agents  (isoproterenol, 
dopamine,  or  dobutamine)  and  diuretics. 
Vasopressors  (eg,  dopamine  or  levarterenol 
bitartrate). 


Actual  treatment  and  dosage  should  depend  on  the  severity  of  the 
clinical  situation  and  the  judgment  and  experience  of  the  treating 
physician 

The  oral/LD50  s in  mice  and  rats  range  from  415  to  740  mg/kg 
and  from  560  to  810  mg/kg,  respectively  The  intravenous  LDM's  in 
these  species  were  60  and  38  mg/kg,  respectively.  The  oral  LD50  in 
dogs  is  considered  to  be  in  excess  of  50  mg/kg,  while  lethality  was 
seen  in  monkeys  at  360  mg/kg  The  toxic  dose  in  man  is  not  known, 
but  blood  levels  in  excess  of  800  ng/ml  have  not  been  associated 
with  toxicity. 


DOSAGE  AND  ADMINISTRATION 

Exertional  Angina  Pectoris  Due  to  Atherosclerotic  Coro- 
nary Artery  Disease  or  Angina  Pectoris  at  Rest  Due  to  Coro- 
nary Artery  Spasm.  Dosage  must  be  adjusted  to  each  patient’s 
needs  Starting  with  30  mg  four  times  daily,  before  meals  and  at 
bedtime,  dosage  should  be  increased  gradually  (given  in  divided 
doses  three  or  four  times  daily)  at  one-  to  two-day  intervals  until 
optimum  response  is  obtained  Although  individual  patients  may 
respond  to  any  dosage  level,  the  average  optimum  dosage  range 
appears  to  be  180  to  240  mg/day  There  are  no  available  data  concern- 
ing dosage  requirements  in  patients  with  impaired  renal  or  hepatic 
function  If  the  drug  must  be  used  in  such  patients,  titration  should  be 
carried  out  with  particular  caution. 

Concomitant  Use  With  Other  Antianginal  Agents: 

1 Sublingual  NTG  may  be  taken  as  required  to  abort  acute 
anginal  attacks  during  CARDIZEM  therapy 

2 Prophylactic  Nitrate  Therapy -CARDIZEM  may  be  safely 
coadministered  with  short-  and  long-acting  nitrates,  but  there 
have  been  no  controlled  studies  to  evaluate  the  antianginal 
effectiveness  of  this  combination 

3 Beta-blockers.  (See  WARNINGS  and  PRECAUTIONS.) 


HOW  SUPPLIED 

Cardizem  30-mg  tablets  are  supplied  in  bottles  of  100  (NDC 
0088-1771-47)  and  in  Unit  Dose  Identification  Paks  of  100  (NDC 
0088-1771-49)  Each  green  tablet  is  engraved  with  MARION  on  one 
side  and  1771  engraved  on  the  other  CARDIZEM  60-mg  scored 
tablets  are  supplied  in  bottles  of  100  (NDC  0088-1 772-47)  and  in  Unit 
Dose  Identification  Paks  of  100  (NDC  0088-1772-49).  Each  yellow 
tablet  is  engraved  with  MARION  on  one  side  and  1772  on  the  other. 
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Is  Your 
Medical  Staff 
Represented? 


Texas  Medical  Association 
Hospital  Medical  Staff  Section 

TMA-HMSS  is 


• a forum  to  provide  education  on  issues  affecting 
the  practice  of  medicine  in  the  hospital  setting 

• a network  to  encourage  medical  staffs  to  share 
problems  and  work  together  on  solutions 

• a pathway  to  provide  direct  access  to  the  policy- 
making body  of  the  Texas  Medical  Association 

• a resource  to  assist  medical  staff  leaders  in  their 
efforts  to  keep  medical  staff  affairs  in  the  hands 
of  physicians 

• a voice  to  increase  awareness  of  issues  that 
affect  physicians  as  members  of  the  hospital 
medical  staff 

The  Texas  Medical  Association  encourages  the 
participation  of  the  medical  staff  of  every  licensed 
acute  care  hospital  in  Texas  in  the  activities  of  the 
Hospital  Medical  Staff  Section. 

The  next  meeting  will  be  held  Sunday,  September 
22,  in  conjunction  with  the  Association’s  Fall 
Conference. 


For  additional 
information,  write  or  call: 

Texas  Medical  Association 
Hospital  Medical  Staff  Section 

1801  North  Lamar  Blvd. 

Austin,  Texas  78701 
512/477-6704 
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Renewed  health  department  takes  on  additional 
duties  established  during  Sunset  review 


When  the  69th  Texas  Legislature  adjourned,  it  had  re- 
authorized the  Texas  Department  of  Health,  which  came  up 
for  review  under  the  Sunset  law  that  calls  for  agencies  to 
cease  to  exist  without  legislative  action.  The  legislature  gave 
the  department  a new  look,  with  expanded  responsibilities 
in  six  areas:  indigent  health  care;  maternal  and  child  health; 
hospital  transfer;  hospital  reporting;  cancer  resources;  and 
licensure  of  abortion  clinics,  ambulatory  surgical  centers, 
and  birthing  centers. 

With  Texas  Medical  Association’s  vigorous  support,  the 
membership  of  the  Texas  Board  of  Health  remains  intact, 
along  with  the  requirement  that  the  commissioner  of  health 
must  be  a physician. 

Following  is  an  overview  of  the  renewed  health  depart- 
ment and  its  new— and  continuing— responsibilities. 


The  69th  Texas  Legislature,  during  its  regular  session,  en- 
acted a law  that  reauthorizes  the  Texas  Department  of 
Health’s  existence  (HB  2091  or  Sunset  bill).  The  legislature 
also  gave  the  Texas  Department  of  Health  (TDH)  responsibil- 
ity for  implementing  certain  indigent  health  care  programs, 
and  expanded  its  enforcement  powers  in  several  regulatory 
programs,  including  its  long-term  care  activities.  Other  new 
provisions  authorized  licensure  of  abortion  clinics,  am- 
bulatory surgical  centers,  and  birthing  centers. 

The  Texas  Board  of  Health,  which  sets  policy  for  TDH  and 
selects  the  commissioner,  will  continue  to  have  18  members, 
each  appointed  for  six  years.  In  addition,  the  composition  of 
the  board  will  still  include  six  physicians,  one  of  whom  must 
now  specialize  in  the  treatment  of  disabled  children. 

Attempts  had  been  made  to  reduce  the  board's  size  to  nine 
members  and  reduce  physician  representation  to  one  board 
member.  The  legislature  left  intact  the  requirement  that  the 
commissioner  of  health  must  be  a physician  licensed  to  prac- 
tice medicine  in  Texas. 

Other  legislative  action  taken  included  a rewriting  of  the 
Texas  Food,  Drug  and  Cosmetic  Act  to  clarify  the  commis- 
sioner’s authority  to  remove  contaminated  food  products 
from  stores.  The  same  law  also  requires  that  new  drugs  in- 
tended for  intrastate  manufacture  and  distribution  must  now 
meet  federal  standards. 

In  addition,  the  crippled  children's  statute  was  amended  to 
allow  ambulatory  surgical  centers  to  participate  in  the  care  of 
children  covered  by  the  program. 

Indigent  health  care  legislation 

Texas  made  a commitment  to  improve  medical  care  for  the 
state's  indigent  residents,  especially  pregnant  women  and 
children,  with  the  passage  of  five  different  provisions. 

Those  new  laws  mandate  expanded  prenatal/perinatal  and 
primary  care  programs,  provide  program  funding,  establish 


minimum  county  responsibility,  require  appropriate  transfer 
of  patients  between  hospitals,  and  institute  additional  hospi- 
tal reporting  to  measure  the  fiscal  impact  of  indigent  health 
care  programs. 

The  intent  of  those  laws  is  to  provide  cost-effective  medical 
care  for  the  indigent  by  preventing  disease  or  treating  it  early. 

Under  the  provisions  of  HB  1 023  and  HB  1 844,  the  Texas 
Board  of  Health  will  adopt  rules  governing  perinatal,  prenatal, 
and  primary  care  services  provided  for  indigents.  In  the  case 
of  budgetary  limitations,  the  board  will  establish  priorities  for 
the  types  of  services  to  be  provided,  geographic  areas  to  be 
covered,  and  individuals  to  be  covered.  Eligibility  require- 
ments for  provision  of  indigent  medical  assistance  by  the 
Texas  counties  were  set  out  by  the  Indigent  Health  Care  and 
Treatment  Act  (SB  1 ),  and  will  be  regulated  by  the  Texas  De- 
partment of  Human  Resources. 

It  is  stipulated  by  HB  1 023  and  HB  1 844  that  the  state 
health  department  must  contract  with  local  existing  public 
and/or  private  providers  for  prenatal/perinatal  and  primary 
care  services  whenever  possible.  The  TDH  may  provide  di- 
rect services  only  when  contractual  arrangements  cannot  be 
made  with  local  providers  or  when  an  area  has  no  prenatal  or 
primary  care  services  available. 

By  law,  none  of  the  programs  authorized  by  HB  1 023  and 
HB  1 844  to  serve  the  indigent  can  begin  providing  services 
before  Jan  1 , 1 986.  The  programs  are  aimed  at  persons  who 
are  below  the  poverty  level,  are  not  eligible  for  Medicaid,  and 
have  no  other  third-party  resources. 

Indigent  health  care  financing 

Each  county  is  legally  liable  to  provide  medical  care  for  its 
indigent  residents  through  expenditure  of  at  least  10%  of  the 
county’s  general  revenue  levy  under  provisions  of  SB  1 . The 
provisions  of  that  law  took  effect  Sept  1 , 1985,  but  counties 
are  not  required  to  implement  the  payment  provisions  for  in- 
digent care  until  a year  after  that  effective  date. 

In  some  counties,  this  responsibility  is  carried  out  under 
the  jurisdiction  of  a public  hospital  and/or  a local  hospital  dis- 
trict. Those  counties  already  providing  indigent  health  care 
must  maintain  their  effort,  and  cannot  scale  it  back  below  the 
1 984  level  if  it  exceeds  1 0%. 

The  financing  provisions  for  the  indigent  health  care  pack- 
ages and  the  Indigent  Health  Care  Assistance  Fund  are  con- 
tained in  SB  1 . The  expenditure  for  one  indigent  resident  is 
limited  to  $30,000  per  year. 

The  Texas  Department  of  Human  Resources  is  charged 
with  monitoring  compliance  with  the  minimum  county  re- 
sponsibility requirements  and  for  overseeing  the  Indigent 
Health  Care  Assistance  Fund. 

Counties  that  spend  more  than  the  10%  requirement  may 
apply  to  the  Texas  Department  of  Human  Resources  for  reim- 
bursement from  the  Indigent  Health  Care  Assistance  Fund. 
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General  revenue  funds  totaling  $70  million  have  been  ear- 
marked for  indigent  health  care  by  the  69th  Texas  Legislature. 

That  money  has  been  appropriated  for  the  1 986-1 987 
biennium  as  follows:  $22.22  million  for  perinatal  programs; 
$7  million  for  WIC  (Women,  Infants  and  Children)  program; 
$8  million  for  primary  care;  $80,000  to  implement  and  en- 
force patient  transfer  policies,  and  $450,000  to  collect  hospi- 
tal discharge  data  and  information  on  uncompensated  care. 

A $25.25  million  appropriation  to  the  Texas  Department  of 
Human  Resources  is  earmarked  in  the  following  manner: 

$1 5 million  for  a Medicaid  medically  needy  program;  $3  mil- 
lion for  a state  match  to  counties  providing  indigent  care;  $6 
million  to  aid  hospitals  providing  a disproportionate  share  of 
indigent  care;  and  $1 .25  million  to  cover  costs  of  a comput- 
erized eligibility  program  that  will  be  coordinated  with  the 
Texas  Department  of  Health. 

Maternal  and  child  health 

The  Texas  Department  of  Health  is  authorized  to  provide  ex- 
panded, community-based  prenatal  and  perinatal  care 
through  a variety  of  mechanisms  under  provisions  of  the  Ma- 
ternal and  Infant  Health  Improvement  Act  (HB  1023). 

Those  services  include  prenatal  care,  obstetrical  consulta- 
tion, neonatal  intensive  care,  follow-up  for  high-risk  infants, 
emergency  medical  transport,  health  education  and  health 
promotion,  and  programs  with  a focus  on  preventing  adoles- 
cent pregnancy. 

Primary  care 

Expansion  of  primary  care  services,  particularly  in  high- 
poverty  areas  and  those  with  limited  access  to  medical  ser- 
vices, is  authorized  by  the  Texas  Primary  Health  Care  Ser- 
vices Act.  The  appropriated  funds  should  provide  care  for 
approximately  80,000  indigent  Texans. 

Services  to  be  provided  under  this  act  include  medical  di- 
agnosis and  treatment,  preventive  care,  x-ray,  immunization, 
ambulatory  care  services,  medical  treatment,  and  pharmacy. 

Hospital  transfer 

Hospital  licensure  requirements  now  include  minimum  stan- 
dards for  appropriate  patient  transfer  under  an  amendment 
(HB  1 963)  to  the  Texas  Hospital  Licensing  Law.  A hospital 
applying  to  the  TDH  for  a new  or  renewed  license  must  in- 
clude a copy  of  the  hospital’s  transfer  policy. 

The  Texas  Board  of  Health  will  adopt  rules  to  implement 
the  statutory  minimum  standards  for  patient  transfer  and 
specify  an  effective  date.  The  rules  will  cover  advance  noti- 
fication of  transfer,  use  of  appropriate  equipment  and  medical 
personnel  during  the  transfer,  and  supplying  necessary 
records  when  the  patient  is  moved. 

The  rules  are  intended  to  help  assure  that  transfers  are 
accomplished  in  a medically  appropriate  manner  from  phy- 


sician to  physician  as  well  as  from  hospital  to  hospital.’’ 

Hospitals  that  do  not  adopt  a transfer  policy  or  implement  it 
may  face  enforcement  actions  such  as  injunctions,  civil 
penalties,  and  license  revocation.  The  new  patient  transfer 
amendments  became  effective  Aug  26,  1985. 

Expanded  hospital  reporting 

Each  Texas  hospital  must  submit  certain  types  of  financial 
and  utilization  data  to  the  TDH.  Texas  hospitals  also  must 
submit  a sample  of  patient  discharge  abstract  records  to  the 
department.  Any  data  submitted  that  relate  to  a specific  pa- 
tient or  any  financial  data  that  relate  to  a provider  or  facility 
are  confidential. 

The  new  requirements  were  authorized  by  HB  2091 . This 
reporting  will  provide,  for  the  first  time,  statewide  information 
on  the  frequency  of  illness  causing  hospitalization. 

Cancer  resource  fund 

The  Texas  Cancer  Council  was  created  to  develop  and  im- 
plement the  Texas  Cancer  Plan.  The  council  may  establish  a 
grant  program  to  provide  funds  to  public  or  private  persons  to 
implement  the  Texas  Cancer  Plan.  The  legislature  appropri- 
ated $7  million  to  the  TDH  for  programs  to  be  selected  by  the 
Texas  Cancer  Council  for  the  biennium.  TDH  is  to  provide 
administrative  support  for  this  council. 

An  amendment  to  the  Texas  Cancer  Control  Act  requires 
hospitals  with  more  than  100  beds  to  furnish  information 
about  cancer  patients  to  the  TDH’s  statewide  cancer  registry. 

Licensure  of  abortion  clinics,  ambulatory  surgical 
centers,  and  birthing  centers 

Free-standing  centers  that  perform  abortions,  ambulatory 
surgery,  or  serve  as  birthing  centers  will  be  licensed  and  be 
required  to  meet  minimum  standards  specified  by  law  and 
rules  of  the  Texas  Board  of  Health. 

The  fees  and  procedures  for  licensure  and  inspection  of 
these  three  types  of  facilities  will  be  established  under 
rules  to  be  enacted  by  the  Texas  Board  of  Health.  The  rules 
also  will  set  basic  requirements  for  professional  and  non- 
professional personnel,  medical  records,  and  procedures . 

The  licensure  requirement  for  abortion  centers  was  effec- 
tive Sept  1 , 1 985,  and  will  begin  for  ambulatory  surgical  cen- 
ters and  birthing  centers  on  Jan  1 , 1 986. 

Ambulatory  surgical  centers  also  will  be  required  to  meet 
specific  design  and  construction  standards.  Standards  for 
ambulatory  surgical  centers  cannot  exceed  the  minimum 
standards  for  Medicare  certification. 

Abortion  clinic  operators  also  will  be  required  to  submit  sta- 
tistical data  to  the  TDH  regarding  abortions.  Reportable  infor- 
mation will  include  age,  marital  status  of  the  patient,  the  type 
of  procedure  done  and  gestational  duration,  and  a history  of 
previous  pregnancies  and  induced  abortions. 
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Occupational  disease  reporting 

Three  occupational  diseases,  asbestosis,  silicosis  and  ele- 
vated blood  lead  levels  in  adults,  are  reportable  to  the  Texas 
Department  of  Health  under  the  Occupational  Disease  Re- 
porting Act,  which  took  effect  Sept  1 , 1 985. 

The  Texas  Board  of  Health  may  require  other  occupational 
diseases  and  abnormal  health  conditions  that  are  caused  by 
or  related  to  conditions  in  the  workplace  to  be  reported. 
Pesticide  poisoning  has  been  added  to  proposed  rules  by  the 
Texas  Board  of  Health. 

The  occupational  diseases  are  to  be  reported  to  the  local 
health  authorities  or  to  the  Texas  Department  of  Health  by 
physicians  who  diagnose  or  suspect  a case.  Directors  of 
clinical  or  hospital  laboratories  where  diagnostic  testing  may 
be  done  also  should  report. 

The  new  law  authorizes  the  Texas  Department  of  Health  to 
investigate  the  causes  of  occupational  diseases  for  the  pur- 
pose of  prevention  and  control. 

Long-term  care 

An  amendment  to  the  long-term  care  statute  creates  a 
$100,000  nursing  home  trust  fund  to  assist  court-appointed 
trustees  in  operating  the  facility.  An  annual  assessment  of 
the  state’s  licensed  nursing  and  convalescent  homes  main- 
tains the  fund.  The  money  in  this  fund  will  be  used  to  pay 
expenses  the  trustee  incurs  in  operating  a facility  in  a way 
assuring  its  residents’  needs  are  met. 

The  TDH  also  is  given  authority  to  impose  administrative 
penalties  on  facilities  in  violation  of  state  laws  or  rules,  or 
licensure  regulations  adopted  by  the  Texas  Board  of  Health. 
Depending  on  the  severity  of  the  violation,  those  penalties 
may  be  up  to  $1 0,000  a day. 

Radiation  control 

An  amendment  to  the  Texas  Radiation  Control  Act  allows  the 
imposition  of  administrative  penalties  of  up  to  $1 0,000  a day 
assessed  against  persons  or  organizations  in  violation  of  the 
law  or  rules  enacted  to  implement  it. 

Administrative  penalty  authority  was  also  added  to  the 
solid  waste  management  and  to  the  food  and  drug  statutes. 
Rules  will  be  adopted  by  the  Texas  Board  of  Health  to  imple- 
ment these  provisions. 

Many  of  these  changes  obviously  affect  physicians  and 
other  health  providers  in  both  the  public  and  private  sectors. 
The  Texas  Department  of  Health  will  work  with  those  affected 
toward  a smooth  implementation  of  these  new  programs  and 
regulations. 

Robert  Bernstein,  MD 

Commissioner  of  Health,  Texas  Department  of  Health,  1 100  W 49th  St, 
Austin,  TX  78756. 


Marriott  now  offers 
personalized  luxury  in  the 
Texas  Medical  Center. 


Our  new  full-service  luxury  hotel 
is  located  minutes  from  downtown 
Houston,  Hobby  Airport,  Astrodome, 
and  only  steps  from  healthcare  facili- 
ties and  Rice  University. 

This  hotel  is  designed  to  meet 
the  expectations  of  every  guest  and 
conference  group,  with... 398  guest 
rooms,  suites,  concierge  floors,  spe- 
cialty restaurants  and  lounges,  indoor 
pool  and  adjoining  fitness  center,  and 
9000  sq.  ft.  of  conference  space. 

See  how  accommodating  a Medical 
Center  hotel  can  be.  For  reservations 
and  information  call  your  travel  agent 
or  call  us  toll  free  (800)  228-9290. 


HousTONUarnoti 

W ^ MEDICAL  CENTER 

6580  Fannin  Street,  Houston,  Texas  77030  (713)  796-0080 
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MANAGE  YOUR  OFFICE  MORE  EFFECTIVELY  WITH 
THE  MPM  1000  SYSTEM  AVAILABLE  THROUGH 
SOUTHERN  MEDICAL  ASSOCIATIONS 
PHYSICIANS’  PURCHASING  PROGRAM 


Manage  your  office  more 
effectively  with  the  MPM 
1000  System  available 
through  the  Physicians’ 
Purchasing  Program. 

Managing  your  office 
shouldn’t  be  hard; 
however,  with  the  current 
insurance  requirements  and 


the  impending  Medicare 
changes  looming  on  the 
horizon,  it  will  get  more 
difficult.  You  should  call 
Curtis  1000  Information 
Systems  or  Southern 
Medical  Association  to  find 
out  how  the  MPM  1000  can 
help  make  your  practice 
run  more  effectively. 


AVAILABLE  ON  IBM  A/T 


MPM  1000  Simplifies  Your  Paperwork 

You  will  be  able  to  reduce  the  mountains  of  paper- 
work  by  using  your  MPM  1000  system  to  process  all 
your  insurance,  complete  your  billing  plus  instan- 
taneously sort  and  file  necessary  information. 

MPM  1000  Speeds  Up  Your  Cash  Flow 

The  MPM  1000  system  will  increase  your  daily  bank 
deposits  by  processing  all  your  insurance  and  pa- 
tients’ receivables  quickly. 

MPM  1000  Improves  Your  Practice  Management 

With  the  MPM  1000  system  you  can  easily  and  intel- 
ligently manage  your  practice  with  computer  gene- 
rated reports.  Trends  and  problems  are  easily  iden- 
tified so  you  can  take  corrective  action  before  they 
become  serious. 


MPM  1000  Is  A One  Source  Solution 

The  MPM  1000  is  a one  source  solution.  With  your 
system  you  receive  all  hardware  (IBM  or  Texas  In- 
struments), software,  complete  five  day  training  pro- 
gram and  responsive  after  sale  support. 

IBM  PC/AT  At  Discount 

Best  of  all,  these  systems  are  available  through  SMA 
Services,  Inc.,  Physicians’  Purchasing  Program  with 
substantial  discounts  on  IBM  and  Texas  Instrument 
equipment. 

FOR  MORE  INFORMATION,  please  fill  out  the 
coupon  below  and  mail  it  to  Southern  Medical  Asso- 
ciation, or  for  faster  service  call  Southern  Medical  at 
(205)  945-1840  or  Curtis  1000  Information  Systems  at 
800-241-4780. 


□ YES!  I would  like  more  information  on  MPM  1000 

My  interests  are:  D Immediate  D Long  term  D Please  contact  me  for  a survey 
I am  a member  of  SMA  □ 


Name  (Please  Print) 


Address 


City  State  Zip 

( l 

SPecialty  Office  Phone 

Mail  to:  CURTIS  1000  INFORMATION  SYSTEMS 
2296  Henderson  Mill  Road 
Suite  402 

Atlanta,  Georgia  30345 
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equation  equals  the  total  number  of  staff  members  in 
your  professional  practice  or  corporation.  Subtract 
from  that  number  all  but  one  staff  member  — yourself. 

What  do  you  get?  Freedom.  Freedom  from  the 
expense  and  bother  of  personnel-related 
administrative  chores. 

Freedom  to  design  a benefits  and  retirement 
package  which  best  fits  your  own  needs,  without 
the  financial  and  administrative  burden  of  supplying 
like  coverage  for  even  member  of  your  staff. 

Freedom  to  offer  your  staff  "large  corporation” 
benefits,  even  if  your  professional  practice  or  company 
is  modest  in  size. 

The  equation  can  work  for  you,  through  the  services 
of  Staff  Leasing,  Inc.  The  concept  is  simple.  Our 
company  hires  your  employees  and  leases  them  back 
to  you.  Your  office  routine  remains  unchanged,  except 
that  Staff  Leasing,  Inc.  handles  all  facets  of  personnel 
administration.  We  assume  responsibility  for  payroll 
and  related  accounting,  make  all  employer  contributions 
to  taxes  and  insurance  on  behalf  of  employees,  and 
manage  the  withholding  and  deposit  of  all  employee 
payroll  deductions. 

Because  a large  number  of  men  and  women  are 
employed  by  Staff  Leasing,  Inc.,  our  company  can 
provide  a package  of  employee  benefits  second  to 
none.  Your  staff  will  enjoy  group  medical  insurance, 
including  maternity  benefits;  group  dental  insurance; 
group  life  insurance;  a sound  retirement  plan; 
professional  liability  insurance;  worker’s  compensation 
insurance;  and  more. 

Staff  leasing  is  also  a recognized  and  approved 
solution  to  the  affiliated  service  group 
problem  presented  by  Internal  Revenue  Code 
Section  4l4(m). 

Staff  Leasing,  Inc.  is  not  an  employment  agency. 

We  simply  make  it  easier  for  you  to  operate  your 
professional  practice  or  corporation  with  existing 
staff.  Or  we  staff  your  office  with  new  employees, 
subject  to  your  approval. 

Freedom.  It's  writing  one  check  a month  and  letting 
Staff  Leasing,  Inc.  do  the  rest. 

Let  us  work  out  a staff  leasing  plan  for  you.  It 
adds  up  to  a better  way  of  doing  business. 


Texas  office: 

Staff  Leasing,  Inc. 
7557  Rambler  Road, 
Suite  610 

Dallas,  Texas  75231 
(214)  696-0808 


Oklahoma  office: 

Staff  Leasing,  Inc. 

P.O.  Box  12373 

Oklahoma  City,  Oklahoma  73157 
(405)  943-3310 


An  Educational  Seminar 
presented  by 

The  Digestive  Diseases  Center  at 
Humana  Hospital-San  Antonio  in 
Cooperation  with  the  Department  of 
Surgery,  University  of  Texas  Health 
Science  Center  at  San  Antonio. 


This  comprehensive  seminar  is  intended 
for  accomplished  endoscopists  who 
want  to  learn  how  to  utilize  YA.G.  Laser 
Photocoagulation  in  their  practices. 


The  conference  will  address  recent 
advances  in  0.1.  indications  for  laser 
coagulation,  state-of-the-art  laser 
techniques  through  hands-on 
instruction,  as  well  as  the  benefits  and 
potential  of  laser  therapy  on  patients 
with  active  bleeding  ulcers  or 
obstructive  esophageal  cancer. 


For 

registration 
information,  please 
contact: 


Melinda  Puente 

+lumana  Hospital  -San  Antonio 

8026  Floyd  Curl  Drive 
San  Antonio,  Texas  78229 
512/692-7875 
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Well  Steer 


Make  one  phone  call  to  Trans-Texas  Leasing  and  we  will  deliver  any  make 
anywhere  in  Texas  right  to  your  doorstep.  It's  yours  for  the  asking. 

Call  today  and  we  will  explain  the  tax  advantages,  low  monthly  payments, 
100%  financing,  premium  trade-in  allowances,  and  guaranteed  residual  value 
available  to  you  when  you  lease  a car  from  us. 

We  are  endorsed  by: 


1 -800-442-61 58 


Information  for  authors 

Texas  Medicine  has  two  purposes:  As  a continuing  education  vehi- 
cle for  physicians,  it  publishes  clinically  useful  scientific  articles  and 
other  technical  information.  As  the  official  publication  of  the  Texas 
Medical  Association,  it  informs  members — through  editorials,  news 
pages,  and  regular  departments — about  medical  events,  legislative 
and  governmental  news,  meetings,  continuing  education  courses, 
and  programs  and  policies  of  the  Association. 

Material  for  Texas  Medicine  may  be  sent  to  the  Managing  Editor, 

1 801  North  Lamar  Blvd,  Austin  78701 . It  must  be  offered  solely  to 
this  journal.  Each  article  is  reviewed  by  a consultant  specialist  and 
an  editorial  board,  and  is  accepted  or  rejected  on  the  basis  of  its 
individual  merit  and  the  availability  of  other  material.  Reviews  usually 
take  six  to  eight  weeks. 

Copyright  assignment 

In  view  of  The  Copyright  Revision  Act  of  1 976,  effective  Jan  1 , 1 978, 
all  transmittal  letters  to  the  editor  must  contain  the  following  lan- 
guage: "In  consideration  of  the  Texas  Medical  Association  taking 
action  in  reviewing  and  editing  my  submission,  the  author(s)  under- 
signed hereby  transfers,  assigns,  or  otherwise  conveys  all  copyright 
ownership  to  the  Texas  Medical  Association  in  the  event  that  such 
work  is  published  by  the  TMA." 

We  regret  that  transmittal  letters  not  containing  the  foregoing  lan- 
guage signed  by  all  authors  of  the  manuscript  will  necessitate  return 
of  the  manuscript. 

Scientific  articles 

Manuscripts  should  be  typed  double-spaced  with  ample  margins. 
Three  copies,  including  illustrations,  should  be  submitted  and  the 
author  should  keep  a copy. 

Please  indicate  six  key  words  for  indexing. 

Titles  should  include  the  words  most  suitable  for  indexing  the  arti- 
cle in  "Index  Medicus,”  should  stress  the  main  point,  and  should  be 
brief.  Subtitles  should  not  be  connected  grammatically  with  the  main 
title. 

Include  a mailing  address  and  telephone  number  for  each  author. 

An  introductory  summary  of  100-150  words  is  required. 

Text  should  be  narrative  with  complete  sentences,  few  abbrevia- 
tions, and  logical  subheadings.  For  spelling  and  usage  the  editors 
follow  "Dorland's  Illustrated  Medical  Dictionary,"  26th  edition,  and 
“Webster’s  Third  New  International  Dictionary,  Unabridged  ’’ 

The  text  of  observational  and  experimental  articles  is  usually — but 
not  necessarily — divided  into  sections  with  the  headings:  Introduc- 
tion, Methods,  Results,  and  Discussion.  Subheadings  may  be 
needed  to  clarify  content.  Other  types  of  articles  may  need  different 
formats. 

For  more  extensive  information  about  preparing  medical  articles 
for  publication,  the  editors  suggest  the  following  sources: 

International  Committee  of  Medical  Journal  Editors:  Uniform  re- 
quirements for  manuscripts  submitted  to  biomedical  journals.  The 
complete  document  is  available  in  the  June  1 982  issue  of  the  Annals 
of  Internal  Medicine. 

Barclay  WR,  Southgate  MT,  Mayo  RW:  Manual  for  authors  and 
editors:  editorial  style  and  manuscript  preparation.  Los  Altos,  Calif, 
Lange  Medical  Publications,  1981.  Compiled  for  the  American  Medi- 
cal Association. 

CBE  Style  Manual  Committee:  Council  of  Biology  Editors  style 
manual:  a guide  for  authors,  editors,  and  publishers  in  the  biological 
sciences.  4th  ed.  Council  of  Biology  Editors,  Inc,  1978.  Distributed  by 
the  American  Institute  of  Biological  Sciences,  Arlington,  Va. 

In  addition,  many  excellent  books  and  manuals  are  devoted  to 
principles  and  techniques  of  clear,  concise  writing,  and  are  applica- 
ble to  scientific  as  well  as  general  topics. 

References 

References  to  scientific  publications  should  be  listed  in  numerical 
order  at  the  end  of  the  article,  with  reference  numbers  placed  in 
parentheses  at  appropriate  points  in  text. 

Minimum  acceptable  data: 


Journals:  Author,  article  title,  journal,  volume,  inclusive  pages, 
year. 

Books:  Author,  title,  place  of  publication,  publisher,  year. 

Other  sources:  Enough  information  must  be  included  so  that  the 
information  can  be  identified  and  retrieved. 

Letters,  personal  communications,  and  sources  not  readily  avail- 
able should  be  excluded  from  the  reference  list,  but  may  be 
mentioned  parenthetically  or  in  footnotes. 

Illustrations 

Illustrations  should  be  black  and  white  drawings  or  positive  photo- 
graphs, with  neat,  uniform,  fairly  large  lettering.  A label  pasted  to  the 
back  of  each  illustration  should  indicate  its  number,  topic,  author's 
name,  and  title  of  article  in  brief. 

Legends  should  be  in  complete  sentences,  numbered,  and  typed 
on  a separate  sheet. 

Tables  should  be  typed  on  separate  sheets.  Column  headings 
should  show  points  of  similarity;  side  headings,  points  of  difference. 

Previously  published  material 

Written  permission  should  be  obtained  from  the  publishers  and  the 
authors  for  use  of  any  previously  published  material  (extensive  tex- 
tual matter,  illustrations,  tables)  used.  Short  verbatim  quotations  in 
the  text  may  be  used  without  permission,  but  should  be  quoted  ex- 
actly with  the  source  credited.  Copies  of  permission  letters  should  be 
submitted  with  the  manuscript. 

Editorials 

Editorials  should  be  written  in  clear,  concise  language.  Length 
should  be  about  two  or  three  pages  typed  with  double  spacing. 

Letters 

Letters  will  be  published  at  the  discretion  of  the  managing  editor, 
consultants,  and  Board  of  Publication. 

News 

News  items  should  be  sent  to  the  Editorial  Offices,  1 801  North 
Lamar  Blvd,  Austin  78701 . 

Obituaries 

Brief  obituaries  of  deceased  TMA  members  are  published  if  ade- 
quate information  is  received  within  four  months  of  date  of  death. 
With  notification,  please  include  the  name  and  address  of  next  of  kin. 

Policy  on  columns 

Few  contributors  recognize  beforehand  the  demands  of  producing  a 
monthly  column  that  will  consistently  be  of  interest  and  value  to  the 
reader.  Although  a few  regular  columns  appear,  it  has  not  been  the 
policy  to  grant  monthly  pages  to  specific  committees,  councils,  or 
groups. 

The  Editorial  Committee  and  the  editors  do,  however,  encourage 
committees,  councils,  and  individuals  to  submit  original  material 
which  they  consider  valuable  to  readers.  Should  regular  publication 
in  column  form  be  deemed  appropriate,  the  committee  and  the  edi- 
tors will  consider  development  of  a column. 

Editing 

All  material  is  subject  to  editing,  but  authors  receive  typescripts  to 
check  before  publication.  After  the  article  is  sent  to  the  printer,  only 
minimal  revision  may  be  made. 

Reprints 

Reprints  are  available  directly  from  the  printer  at  an  established 
schedule  of  costs.  Authors  automatically  receive  order  blanks  when 
their  articles  are  published. 

Copyright 

Texas  Medicine  is  copyrighted  by  the  Texas  Medical  Association. 
Written  permission  from  the  managing  editor  must  be  obtained  be- 
fore reproducing,  in  part  or  in  whole,  any  material  published  in  Texas 
Medicine. 

Point  of  View 

Publication  of  any  article  or  statement  is  not  to  be  deemed  an  en- 
dorsement of  the  views  expressed  therein,  nor  shall  publication  of 
any  advertisement  be  considered  an  endorsement  of  or  approval  of 
the  product  or  service  involved. 
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The  Texas  Medical  Association 
endorsed  I.C.  System’s  collection 
program  on  February  7,  1983 


Already,  over  2,200  member  practices  are 
enrolled  and  have  recovered  some 
$5.6  million  in  overdue  receivables. 


I.C.  System  is  endorsed  as  a responsible  alternative  for  members  who  need  help 
keeping  their  receivables  under  control.  All  collection  practices  are  legal,  ethical 
and  professional.  The  objective  is  to  collect  without  harming  the  doctor  patient 
relationship.  That’s  important. 

In  these  economic  times  you  need  a collection  program  you  can  turn  to  in 
confidence.  Consider  I.C.  System.  Return  this  form.  The  system  is  endorsed  by 
the  Association.  The  System  Works! 


Tell  me  more  about  this  program  endorsed  by  tine 
Texas  Medical  Association. 

Practice  

Address  

City State Zip 

Phone 

Send  to  I.C.  System,  Inc. 

6301  Heron  Drive 
Austin,  Texas  78759 
512/250-9720 
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The  “Weathered  Wood ” Series 
by  Classic  Products,  Inc. 


Tired  of  replacing  your  composition  or  wood  roof  every  few 
years?  End  your  problems  of  temporary  roofing  and  give 
yourself  the  permanence  and  advantages  of  the 

YEARS  AHEAD  ROOFING  SYSTEM* 

•The  “Original  Rustic”  Shake  Shingle* 
•"Weathered  Wood”  earth  tones  • Deeply  textured* 
•25  Years  in  use  experience  • Tens  of  thousands  installed* 
•Protects  against  fire  • Adds  value  and  security* 
•Saves  heating  & cooling  energy* 

•Flying  sparks  cannot  ignite  • Durability  of  aluminum* 
•40  Year  limited  warranty  • 

* A roofing  system  so  unique  it’s  patented! 

For  samples  and  full  information  without  obligation 
TELEPHONE  TODAY. 

1-800-543-8938 
CLASSIC  PRODUCTS,  INC. 

299  Staunton  St.,  Piqua,  Ohio  45356 


Laser  Surgery  for  the  Gynecologist— 
A Comprehensive  Course 
Offered  By 

Trinity  Medical  Center 
and 

Texas  Endocrine  and  Fertility  Institute 
Friday,  October  18; 

Saturday,  October  19, 1985 


This  intensive  course  is  designed  to  provide  complete 
didactic  and  “hands-on”  experience  in  laser  surgery 
for  the  practicing  gynecologist.  Each  student  is  guar- 
anteed a minimum  of  6 hours  laser  time  using  the 
Cooper  Laser  and  both  inanimate  and  animal  models. 
A basic  knowledge  of  colposcopy  and  microsurgery  is 
presumed. 

Cost:  $700 

Location:  Trinity  Medical  Center 
4343  North  Josey  Lane 
Carrollton,  Texas  75010 

Northwest  of  downtown  Dallas 


Registration  is  limited.  All  registration  forms  and  fees 
must  be  received  by  October  1 , 1985.  To  receive  a 
registration  form  or  for  more  information,  call  (214) 
394-2254. 


BOOKSVIDEOS 

AUDIOCASSETTES 

SLIDESFILMS 


Here’s  an  easy  way  to  keep  up  with  new  books 
and  media  in  your  specialty  or  your  area  of  inter- 
est. The  TMA  Memorial  Library  is  now  offering  to 
send  you  a list  of  the  library’s  most  recent  ac- 
quisitions on  a monthly  basis.  Then,  at  your  re- 
quest, the  library  will  send  those  items  which  are 
of  interest  to  you.  To  begin  receiving  the  new 
acquisitions  list  just  fill  out  the  handy  coupon  be- 
low and  mail  to: 

Acquisitions  Office 
Memorial  Library 
Texas  Medical  Association 
1801  North  Lamar 
Austin,  TX  78701 


Name  _ 
Address 


City Zip  code 

Comments: 
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MEDICINE  AND  THE  LAW 


THE  TEXAS  NATURAL  DEATH  ACT- 
1985  AMENDMENTS 

Physicians  always  have  been  entrusted  with  making  “life 
and  death’’  decisions  for  their  patients.  In  the  last  few  de- 
cades, however,  modern  science  has  given  physicians  the 
capability  to  do  a great  deal  more  than  allow  nature  to  take 
its  course.  Along  with  medicine’s  technological  capability  to 
prolong  a dying  patient’s  life,  the  so-called  “right  to  die’’ 
movement  has  arisen.  Many  patients  want  the  assurance 
that  if  they  become  terminally  ill,  their  deaths  will  not  be  pro- 
longed by  the  intervention  of  mechanical  devices  and  re- 
peated resuscitation  attempts. 

In  1977,  the  Texas  Legislature  adopted  Article  4590h,  the 
Natural  Death  Act,  joining  seven  other  states  that  passed  so- 
called  “living  will"  or  “death-with-dignity"  statutes  by  the 
year’s  end  (1).  Since  California  enacted  the  nation's  first 
such  statute  in  1976,  34  other  states  and  the  District  of  Co- 
lumbia also  have  adopted  legislation  in  varying  forms  (1). 

The  Texas  Act  contains  several  significant  amendments 
that  became  effective  Sept  1,  1985,  as  a result  of 
the  legislature's  passage  of  HB  403  by  Rep  Bob  Bush  (D- 
Sherman)  and  Sen  Ray  Farabee  (D-Wichita  Falls). 


Q.  Must  a valid  directive  from  a patient  to  withhold  or  with- 
draw life-sustaining  procedures  be  in  writing? 

A.  No.  The  statute  now  provides  that  if  the  specified  for- 
malities are  employed,  a declarant  can  issue  a verbal  decla- 
ration. Also,  certain  persons  may  execute  a directive  on 
behalf  of  a qualified  patient  who  is  under  18  years  of  age  (2). 

Q.  What  kinds  of  care  are  covered  by  a patient’s 
declaration? 

A.  “Life-sustaining  procedure”  means  a medical  procedure 
or  intervention  that  uses  mechanical  or  other  artificial  means 
to  sustain,  restore,  or  supplant  a vital  function  that  would 
serve  only  to  artificially  prolong  the  moment  of  death.  The 
attending  physician  must  note  in  the  qualified  patient’s  medi- 
cal record  that  death  is  imminent  regardless  of  whether  such 
procedures  are  utilized.  “Life-sustaining  procedures"  do  not 
include  the  administration  of  medication  or  the  performance 
of  any  medical  procedure  that  provides  comfort  or  care  or 
alleviates  pain  (2,  sec  2[4]). 

Under  this  definition,  many  severely  ill  or  injured  patients 
would  be  excluded  from  coverage  by  the  act.  Karen  Ann 
Quinlan,  who  expired  in  Morris  Plains,  NJ,  on  June  11,1 985, 
due  to  “respiratory  failure  following  acute  pneumonia  on  top 
of  a chronic  vegetative  state”  (3),  probably  would  not  have 
been  classified  as  a qualified  patient  under  Texas  law.  Her 


death  certainly  was  not  “imminent"  until  the  very  end.  Even 
then  it  would  be  difficult  to  argue  that  pneumonia  is  a condi- 
tion that  causes  death  regardless  of  whether  “life-sustaining 
procedures”  are  employed. 

The  fact  that  Miss  Quinlan  received  nourishment  through  a 
nasogastric  tube  for  more  than  nine  years  after  her  respirator 
was  disconnected  raises  another  issue.  No  Texas  court  has 
determined  whether  the  provisions  of  the  Natural  Death  Act 
apply  to  withdrawal  or  withholding  of  food  and  water  from  a 
qualified  patient.  If  provision  of  nutrition  and  hydration  is  a 
. . medical  procedure  deemed  necessary  to  provide  com- 
fort or  care  . . . then  the  physician  who  orders  the  withhold- 
ing or  withdrawal  of  such  support  would  not  be  protected 
from  civil  or  criminal  liability  by  the  act.  Further,  the  act  spe- 
cifically proscribes  “mercy  killing.”  Nothing  in  the  act  may  be 
construed  to  condone,  authorize,  or  permit  “any  affirmative 
or  deliberate  act  or  omission  to  end  life  other  than  to  permit 
the  natural  process  of  dying”  (2,  sec  1 0). 

Q.  Do  medical  ethics  limit  the  physician’s  ability  to  abide  by  a 
qualified  patient’s  directive? 

A.  The  AMA’s  Judicial  Council  has  stated  that: 

The  social  commitment  of  the  physician  is  to  prolong  life 
and  relieve  suffering.  Where  the  observance  of  one  con- 
flicts with  the  other,  the  physician,  patient,  and/or  family  of 
the  patient  have  discretion  to  resolve  the  conflict. 

For  humane  reasons,  with  informed  consent  a physician 
may  do  what  is  medically  necessary  to  alleviate  severe 
pain,  or  cease  or  omit  treatment  to  let  a terminally  ill  patient 
die,  but  he  should  not  intentionally  cause  death.  In  de- 
termining whether  the  administration  of  potentially  life- 
prolonging medical  treatment  is  in  the  best  interest  of  the 
patient,  the  physician  should  consider  what  the  possibility 
is  for  extending  life  under  humane  and  comfortable  condi- 
tions and  what  are  the  wishes  and  attitudes  of  the  family 
or  those  who  have  responsibility  for  the  custody  of  the 
patient. 

Where  a terminally  ill  patient’s  coma  is  beyond  doubt  ir- 
reversible and  there  are  adequate  safeguards  to  confirm 
the  accuracy  of  the  diagnosis,  all  means  of  life  support 
may  be  discontinued.  If  death  does  not  occur  when  life 
support  systems  are  discontinued,  the  comfort  and  dignity 
of  the  patient  should  be  maintained  (4). 

Q.  Does  the  statute  provide  any  guidelines  for  evaluating 
when  death  is  "imminent”? 

A.  No.  The  legislature  wisely  chose  not  to  burden  the  attend- 
ing physician  with  inflexible  criteria  in  dealing  with  these 
unique  situations. 
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Q.  Who  may  execute  a directive  under  the  act? 

A.  A “qualified  patient"  is  one  whose  condition  has  been  di- 
agnosed and  certified  in  writing  by  two  physicians  as  termi- 
nal. One  of  the  physicians  must  be  the  attending  physician, 
and  both  must  have  examined  the  patient  (2,  sec  2[6]). 

Q.  What  is  a “terminal  condition”? 

A.  The  Natural  Death  Act  provides  the  following  definition: 

An  incurable  condition  caused  by  injury,  disease,  or  ill- 
ness, which,  regardless  of  the  application  of  life-sustaining 
procedures,  would  within  reasonable  medical  judgment, 
produce  death,  and  where  the  application  of  life-sustaining 
procedures  serves  only  to  postpone  the  moment  of  death 
of  the  patient  (2,  sec  2[7]). 

Q.  Must  a directive  be  executed  before  the  person’s  illness 
has  been  diagnosed  as  terminal? 

A.  No.  Any  mentally  competent  adult  may  execute  a direc- 
tive at  any  time  for  the  withholding  or  withdrawing  of  life- 
sustaining  procedures  in  the  event  of  a terminal  condition  (2, 
sec  3[a]). 

Q.  What  formalities  must  attend  the  execution  of  a directive? 

A.  The  declarant  must  sign  the  written  directive  in  the  pres- 
ence of  two  witnesses  who  also  must  sign  the  document. 

The  witnesses  may  not  be  related  to  the  declarant  by  blood 
or  marriage  and  must  not  be  entitled  to  any  portion  of  the 
declarant’s  estate.  The  following  persons  also  are  specifically 
excluded  from  serving  as  a witness:  the  attending  physician, 
an  employee  of  the  attending  physician  or  of  the  health  facil- 
ity in  which  the  declarant  is  a patient,  another  patient  in  the 
facility,  and  any  person  who  at  the  time  of  execution  of  the 
directive  would  have  a claim  against  any  portion  of  the  de- 
clarant’s estate  at  the  time  of  his  demise  (2,  sec  3[a]). 

Q.  How  may  the  patient  execute  a verbal  or  nonwritten 
declaration? 

A.  A mentally  competent  qualified  adult  patient  must  issue 
his  or  her  nonwritten  directive  in  the  presence  of  the  attend- 
ing physician  and  two  witnesses  who  possess  the  qualifica- 
tions described  above.  The  attending  physician  shall  make 
the  fact  of  the  directive  part  of  the  patient’s  medical  record, 
and  the  witnesses  shall  sign  the  entry  in  the  record  (2,  sec 
3[b]). 


Q.  Who  is  responsible  for  providing  the  attending  physician 
with  a patient’s  written  directive? 

A.  The  declarant  shall  notify  his  or  her  attending  physician  of 
the  existence  of  a written  directive.  If  the  patient  is  comatose, 
incompetent,  or  otherwise  mentally  or  physically  incapable  of 
communication,  another  person  may  notify  the  attending 
physician.  The  physician  shall  include  the  directive  in  the  pa- 
tient’s medical  record  (2,  sec  3[c]). 

Q.  May  a patient's  written  directive  authorize  another  person 
to  make  treatment  decisions  if  he  or  she  cannot  communi- 
cate? 

A.  Yes.  The  attending  physician  and  the  patient’s  designee 
may  confer  and  make  a treatment  decision  to  withdraw  or 
withhold  life-sustaining  procedures  (2,  sec  3[e]).  If  the  patient 
who  is  incapable  of  communicating  has  not  executed  a writ- 
ten directive,  the  attending  physician  and  the  incompetent 
patient’s  legal  guardian  may  make  a treatment  decision. 
However,  that  decision  should  be  based  upon  the  patient’s 
own  desires,  if  known  (2,  sec  4C[a]). 

Q.  What  if  a competent,  qualified  patient  wishes  to  repudiate 
a written  directive? 

A.  The  desires  of  a competent  patient  who  is  capable  of 
communication  shall  at  all  times  supersede  the  directive.  If  a 
patient  is  comatose,  incompetent,  or  otherwise  mentally  or 
physically  incapable  of  communication,  and  has  issued  a di- 
rective without  designating  another  person  to  make  a treat- 
ment decision,  the  attending  physician  shall  comply  with  the 
directive  unless  he  or  she  believes  the  directive  no  longer 
reflects  the  present  desires  of  the  patient  (2,  sec  4A). 

A declaration  is  effective  until  revoked  in  a manner  de- 
scribed in  the  act.  Revocation  may  be  accomplished  at  any 
time  by  the  declarant,  without  regard  to  his  mental  state  or 
competency,  by  any  of  the  following  methods: 

1 . By  cancellation,  burning,  obliteration,  or  other  means  of 
destruction  if  done  by  the  declarant  or  by  another  person  in 
his  presence  and  at  his  direction. 

2.  By  a written  statement  that  expresses  an  intent  to  re- 
voke, signed  and  dated  by  the  declarant.  The  existence  of 
the  written  revocation  must  be  communicated  to  the  attend- 
ing physician  by  the  declarant  or  by  someone  acting  on  his 
behalf,  or  the  attending  physician  may  receive  the  revocation 
by  mail.  The  attending  physician  or  his  designee  must  record 
in  the  patient’s  medical  record  the  time  and  date  he  received 
notification  of  the  written  revocation.  The  word  “VOID”  must 
then  be  written  on  all  pages  of  the  existing  directive  in  the 
patient’s  medical  record. 
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3.  By  the  declarant’s  verbal  expression  of  his  intent  to  re- 
voke. To  become  effective,  verbal  revocation  also  must  be 
communicated  to  the  attending  physician.  The  physician 
must  make  the  same  notations  and  entries  in  the  patient’s 
medical  record  as  are  required  of  the  physician  who  receives 
notice  of  a written  revocation. 

Except  as  provided  in  the  act,  no  person  shall  be  subject  to 
criminal  or  civil  liability  for  failure  to  act  on  a revocation  un- 
less that  person  has  actual  knowledge  of  the  revocation  (2, 
sec  4). 

Q.  If  an  adult,  qualified  patient  who  has  not  issued  a directive 
cannot  communicate  and  has  no  legal  guardian,  may  other 
persons  confer  with  the  attending  physician  in  arriving  at  a 
treatment  decision  on  the  patient’s  behalf? 

A.  Yes.  If  available,  at  least  two  of  the  following  categories  of 
persons,  selected  in  the  following  priority,  may  make  a treat- 
ment decision  in  concert  with  the  attending  physician: 

1 . the  patient’s  spouse, 

2.  a majority  of  the  patient’s  reasonably  available  adult 
children, 

3.  the  patient’s  parents,  and 

4.  the  patient’s  nearest  living  relative  (2,  sec  4C[b]). 

A treatment  decision  by  the  attending  physician  and  the 
persons  listed  above  must  be  made  in  the  presence  of  two 
witnesses  who  have  the  qualifications  previously  described 
(2,  sec  4C[c]).  They  should  base  the  decision  on  the  patient’s 
desires,  if  known.  The  fact  that  an  adult,  qualified  patient  has 
not  executed  or  issued  a directive  creates  no  presumption 
that  the  patient  does  not  want  a treatment  decision  made 
to  withhold  or  withdraw  life-sustaining  procedures  (2,  sec 
4C[d]). 

Q.  What  procedures  are  authorized  for  treatment  decisions 
on  behalf  of  a qualified  patient  who  is  under  1 8 years  of  age? 

A.  The  following  persons  may  execute  a directive  for  a quali- 
fied patient  who  is  a minor: 

1 . the  patient’s  spouse,  if  an  adult, 

2.  the  patient’s  parents,  or 

3.  the  patient’s  legal  guardian. 

Just  as  in  the  case  of  adults,  the  desires  of  a competent, 
qualified  patient  who  is  under  1 8 years  of  age  shall  at  all 
times  supersede  a directive  that  others  may  execute  on  the 
minor’s  behalf  (2,  sec  4D). 

Q.  Do  special  provisions  apply  if  the  patient  is  pregnant? 

A.  Yes.  Life-sustaining  procedures  may  not  be  withheld  from 
a patient  who  is  pregnant  (2,  sec  4E). 


Q.  What  legal  responsibilities  and  protections  does  the  at- 
tending physician  have? 

A.  Before  withholding  or  withdrawing  life-sustaining  proce- 
dures, the  attending  physician  must  ascertain  that  all  steps 
proposed  to  be  taken  are  in  accord  with  the  requirements  of 
the  act  and  with  the  existing  desires  of  the  qualified  patient 
(2,  sec  7[a]). 

No  physician  or  health  care  professional  acting  under  the 
physician’s  direction  shall  be  criminally  or  civilly  liable  for  fail- 
ing to  withhold  or  withdraw  life-sustaining  procedures,  re- 
gardless of  whether  the  existence  of  the  directive  was  known 
(2,  sec  7[b]).  However,  if  the  attending  physician  refuses  to 
comply  with  a qualified  patient’s  directive,  the  physician 
should  make  a reasonable  effort  to  transfer  the  patient  to 
another  physician  (2,  sec  7[b]). 

No  physician,  health  facility,  or  health  professional  acting 
under  the  direction  of  a physician  who  orders  the  withdrawal 
or  withholding  of  life-sustaining  procedures  in  accordance 
with  the  requirements  of  the  act  shall  be  civilly  liable,  unless 
negligent.  Neither  is  a physician  or  other  health  professional 
who  participates  in  the  withdrawal  or  withholding  of  life- 
sustaining  procedures  guilty  of  a criminal  act  or  unprofes- 
sional conduct,  unless  negligent  (2,  sec  6). 

Q.  Will  execution  of  a directive  impair  a patient’s  ability  to 
obtain  life  insurance  or  impair  or  modify  the  terms  of  existing 
coverage? 

A.  No  (2,  sec  8[b]). 

Q.  Will  compliance  with  a qualified  patient’s  directive  to  with- 
hold or  withdraw  life-sustaining  procedures  constitute  aiding 
suicide  under  the  Texas  Penal  Code? 

A.  No  (2,  sec  8[a]). 

Q.  May  a person  be  required  to  execute  a directive? 

A.  No  physician,  other  health  provider,  health  facility,  health 
care  service  plan,  or  insurer  may  require  any  person  to  ex- 
ecute a directive  as  a condition  of  coverage  or  of  receiving 
health  care  services  (2,  sec  8[c]). 

Q.  Where  may  patients  obtain  forms  with  which  to  execute  a 
declaration  valid  under  the  Natural  Death  Act? 

A.  The  patient’s  attorney  should  be  able  to  assist  in  adapting 
the  form  found  in  Article  4590h.  Additionally,  Texas  Medical 
Association  distributes  copies  of  the  declaration  form  to  phy- 
sicians and  patients  without  charge  upon  request. 
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Conclusion 

Physicians  in  Texas  may  ethically  and  legally  act  on  behalf  of 
their  patients  who  have  chosen  to  forego  life-sustaining  pro- 
cedures when  they  become  terminally  ill.  The  Texas  Natural 
Death  Act  also  provides  that  treatment  decisions  may  be 
made  by  the  patient’s  legal  guardian,  by  family  members,  or 
by  another  designee  of  a terminally  ill  patient  who  cannot 
communicate.  Physicians  and  other  health  care  profes- 
sionals who  choose  to  abide  by  the  wishes  of  their  patients 
who  are  terminally  ill  will  have  protection  from  civil  and  crimi- 
nal liability  so  long  as  they  are  not  negligent.  In  all  circum- 


stances, the  patient’s  wishes,  expressed  in  a written  or  verbal 
directive,  or  as  perceived  by  a substituted  decision-maker, 
remain  paramount. 

Michael  G.  Young 

TMA  Attorney 
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addition,  the  library  subscribes  to  1,045  medical  and  health- 
related  journals.  For  additional  information,  call  the  Memo- 
rial Library  at  (512)477-6704. 
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Today,  our  children  are  computing  basic  math.  Tomorrow, 
they’ll  be  programming  the  future. 

But  before  they  can  fill  the  computer  screen  with  new 
information,  well  have  to  help  fill  their  minds.  With 
ideas.  Information.  Dreams.  With  the  stimulation  only  a first- 
rate  college  education  can  provide. 

But  they’ll  need  your  help. 

Because  only  with  your  help  will  colleges  be  able  to  cope 
with  the  high  cost  of  learning. 

Rising  costs  and  shrinking  revenues  are  threatening  the 
ability  of  colleges  to  provide  the  kind  of  education 
tomorrow’s  leaders  will  need  to  solve  tomorrow’s  problems. 

So  please  give  generously  to  the  college  of  your  choice. 

You’ll  be  programming  America  for  success  for  years 
to  come. 

Give  to  the  college  of  your  choice. 
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DEATHS 


L.  Bromberg 

Leon  Bromberg,  MD,  an  honorary  member  of  Texas  Medical 
Association,  died  May  4,  1985.  Dr  Bromberg,  85,  was  a na- 
tive of  Galveston  and  practiced  there  from  1957  until  his 
retirement  in  1 969.  He  was  clinical  assistant  professor  of  in- 
ternal medicine  at  The  University  of  Texas  Medical  Branch. 

He  received  his  premedical  education  at  Rice  University  in 
Houston.  In  1924  he  was  graduated  from  Vanderbilt  Univer- 
sity School  of  Medicine  in  Nashville.  He  interned  at  Bellevue 
Hospital  in  New  York  City  and  later  served  as  first  assistant 
resident  physician  at  Barnes  Hospital  in  St  Louis. 

During  World  War  II,  Dr  Bromberg  served  in  the  US  Navy 
in  the  Pacific  Theatre. 

Survivors  include  his  sister,  Estelle  Bromberg  Wieselberg, 
Westport,  Conn. 

W.J.  Campbell 

William  J.  Campbell,  MD,  an  Amarillo  ophthalmologist,  died 
May  1 8, 1 985.  He  was  70. 

Dr  Campbell  was  born  in  Fairland,  Okla,  and  received  a 
bachelor  of  science  degree  from  the  University  of  Oklahoma. 
In  1 939  he  was  graduated  from  the  University  of  Oklahoma 
School  of  Medicine.  He  interned  at  Polk  County  Hospital  in 
Des  Moines,  Iowa,  and  served  a residency  in  ophthalmology 
at  Children’s  Hospital  of  Michigan.  He  completed  further 
training  at  the  Medical  College  of  Virginia. 

Dr  Campbell  practiced  in  Tulsa,  Okla,  before  moving  to 
Amarillo  in  1949.  He  practiced  there  until  his  retirement  in 
1983. 

He  was  a past  president  of  the  Potter-Randall  County 
Medical  Society. 

Survivors  include  his  wife,  Nancy  Colley  Campbell,  Ama- 
rillo; son,  G.  King  Campbell,  Norman,  Okla;  daughters,  Karen 
Campbell,  Ann  Arbor,  Mich,  and  Linda  Campbell,  Austin,  Tex; 
stepson,  Colley  Webb,  Amarillo,  Tex;  stepdaughter,  Pam 
Webb,  Aspen,  Colo;  brother,  Ken  Campbell,  Tulsa,  Okla;  sis- 
ter, Elizabeth  Payne,  Norman,  Okla;  and  one  grandson. 

J.W.  Carter 

James  Weldon  Carter,  MD,  76,  an  honorary  member  of 
Texas  Medical  Association,  died  May  20, 1985. 

Dr  Carter,  a Wichita  Falls  native,  had  practiced  medicine  in 
Palestine  since  1937.  He  was  a 1935  graduate  of  Baylor  Col- 
lege of  Medicine  in  Dallas  and  served  an  internship  and  resi- 
dency at  City-County  Hospital  in  Fort  Worth.  During  1940- 
1946,  Dr  Carter  served  in  the  US  Army  Medical  Corps  in 
Panama  and  New  Guinea. 

He  was  a past  president  of  the  Anderson-Leon  County 
Medical  Society. 

Surviving  family  members  include  Dr  Carter’s  cousin,  Mrs 
H.B.  Frazier,  Lakewood,  Calif. 


G.G.  Clark 

Gordon  G.  Clark,  MD,  91 , an  honorary  member  of  Texas 
Medical  Association  and  past  president  of  the  Wichita  County 
Medical  Society,  died  May  7,  1985. 

Dr  Clark  was  born  in  Caddo,  Tex.  A 1918  graduate  of  the 
medical  department  of  Texas  Christian  University,  Dr  Clark 
practiced  medicine  in  Iowa  Park  from  1 921  until  his  retire- 
ment in  1 972.  He  was  a two-term  Iowa  Park  mayor  and  served 
as  chairman  of  the  board  of  Wichita  General  Hospital  for  sev- 
eral years.  Dr  Clark  was  city  health  officer  of  Iowa  Park  for 
many  years. 

Survivors  include  his  son,  Gordon  Duvall  Clark,  Ardmore, 
Okla;  two  grandchildren;  and  one  great-grandchild. 

J.A.  Fowler 

Joseph  Anthony  Fowler,  MD,  81 , Killeen,  died  May  25, 1 985. 
Dr  Fowler  was  a retired  family  physician. 

He  was  born  in  Troy,  Tex,  and  received  a bachelor  of  arts 
degree  from  Texas  Christian  University  in  Fort  Worth.  He  was 
graduated  from  The  University  of  Texas  Medical  Branch  at 
Galveston  in  1930  and  then  served  an  internship  at  John 
Sealy  Hospital  there.  He  began  practicing  medicine  in  Killeen 
in  1932. 

Surviving  family  members  include  his  wife,  Thelma  Collins 
Fowler,  Killeen;  sons,  Donald  Harrison  Fowler,  MD,  Marion, 
SC,  and  Joseph  Andrew  Fowler,  Doctor  of  Theology,  Malay- 
sia; daughter,  Caroline  Steenken,  San  Antonio;  brothers, 

Tom  Fowler,  Temple,  Tex,  and  Sam  Fowler,  Lampasas,  Tex; 
sisters,  Ruth  Pierce,  Abilene,  Tex;  Zada  Clark,  Brownwood, 
Tex;  and  Bernice  Talasek,  Temple;  1 6 grandchildren;  and  four 
great-grandchildren. 

J.H.  Harris 

James  Harrell  Harris,  MD,  71 , a longtime  Marshall  pediatri- 
cian and  honorary  member  of  Texas  Medical  Association, 
died  May  14, 1985. 

Dr  Harris  was  born  in  Hughes  Springs,  Tex.  He  earned 
a bachelor  of  arts  degree  and  teaching  certificate  at  East 
Texas  State  University  before  enrolling  in  The  University  of 
Texas  Medical  Branch  at  Galveston.  After  an  internship  at 
Roper  Hospital  in  Charleston,  SC,  he  completed  a residency 
in  pediatrics  at  John  Sealy  Hospital,  Galveston.  He  began 
practicing  medicine  in  Marshall  in  1942. 

Dr  Harris  is  credited  with  several  firsts  in  health  care  for  the 
city  of  Marshall.  With  T.W.  Kempner,  MD,  he  obtained  one  of 
the  first  supplies  of  polio  immunization  vaccine  in  Texas.  In 
the  1940s,  he  was  instrumental  in  making  Marshall  the  first 
community  in  Texas  to  adopt  fluoridation  of  its  water  supply. 
With  his  wife,  Dr  Harris  established  the  James  and  Romelle 
Harris  Visiting  Lectureship  in  Nursing  at  Memorial  Hospital. 

Surviving  family  members  include  his  wife,  Romelle  Ay- 
cock  Harris,  and  sons,  Rush  Harris,  MD,  and  James  Harris, 
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Jr,  MD,  all  of  Marshall;  daughter,  Janie  Tipton,  Shreveport, 

La;  brothers,  Russell  Duncan  Harris,  Dick  Harris,  L.V.  Harris, 
Jodie  Harris,  and  Charles  Harris,  all  of  Hughes  Springs;  and 
nine  grandchildren. 

P.S.  Kline 

Philip  S.  Kline,  MD,  a San  Antonio  general  surgeon,  died  May 
24, 1985.  He  was  74. 

Dr  Kline  was  born  in  Guadalajara,  Mexico,  but  was  raised 
in  Washington,  DC.  He  was  a 1 940  graduate  of  George 
Washington  University  Medical  School.  After  an  internship  at 
Garfield  Memorial  Hospital  in  Washington,  DC,  Dr  Kline  was 
senior  resident  in  surgery  at  the  Veterans  Administration 
Hospital  in  Hines,  III.  During  1947-1949  he  was  assistant 
chief  of  surgery  at  the  Veterans  Administration  Hospital  in 
Fayetteville,  NC,  and  during  1 949-1 950  he  was  chief  of  sur- 
gery at  McCloskey  Hospital  in  Temple,  Tex.  In  1 950  Dr  Kline 
moved  to  San  Antonio  and  began  a private  practice. 

He  is  survived  by  his  wife,  Lois  Bates  Kline;  and  sons, 

Philip  S.  Kline,  Jr,  MD;  Peter  B.  Kline,  OD;  and  Timothy  N. 
Kline,  all  of  San  Antonio;  and  four  grandchildren. 

S.W.  Kowierschke 

Sidney  Wayne  Kowierschke,  MD,  a Huntsville  pathologist, 
died  May  5, 1985. 

Dr  Kowierschke,  54,  was  born  in  Mason,  Tex.  He  was  a 
1951  graduate  of  Texas  Lutheran  College  in  Seguin  and  a 
1957  graduate  of  Southwestern  Medical  School  in  Dallas. 

His  internship  and  two  years  of  his  residency  were  at  St  Paul 
Hospital  in  Dallas.  He  then  completed  two  years  of  a resi- 
dency in  pathology  at  Baylor  Medical  Center,  Dallas.  Follow- 
ing a tour  of  duty  as  a naval  commander  in  Corpus  Christi,  Dr 
Kowierschke  moved  to  Bryan  in  1963  to  open  a pathology 
laboratory.  He  was  a pathologist  in  El  Paso  and  in  Huntsville 
before  returning  to  Bryan  in  1 977.  In  1 981  he  joined 
Huntsville  Pathology  Associates. 

Surviving  family  members  include  his  wife,  Katye  Harper 
Kowierschke,  Huntsville;  parents,  Martin  and  Eoline  Kowier- 
schke, Castell,  Tex;  daughters,  Linda  Hooper  and  Sandra 
McCandless,  both  of  Conroe,  Tex;  Elaine  Echols,  Huntsville; 
and  Karen  Kowierschke,  Austin;  sisters,  Iva  Galindo,  San  An- 
tonio, and  Marlene  Atherton,  El  Paso;  and  two  grandchildren. 

A.J.  Richardson,  Jr 

Arthur  J.  Richardson,  Jr,  MD,  died  May  8, 1 985.  He  was  68. 

A native  of  Jasper,  Tex,  Dr  Richardson  practiced  medicine 
there  from  1 946  until  his  retirement  in  1 983.  He  was  instru- 
mental in  establishing  Jasper  Memorial  Hospital  and  served 
as  its  chief  of  staff  for  1 2 years. 

Dr  Richardson  attended  The  University  of  Texas  at  Austin 
and  was  graduated  from  Tulane  University  School  of  Medi- 


cine in  1941 . His  internship  was  at  Charity  Hospital  in  New 
Orleans. 

A US  Army  veteran,  he  served  from  1 943  to  1 945,  holding 
the  rank  of  major  when  he  was  discharged. 

Dr  Richardson  was  a past  president  of  the  Jasper-Newton 
County  Medical  Society  and  a charter  member  of  the  Ameri- 
can Academy  of  Family  Physicians. 

Survivors  include  his  wife,  Bernice  L.  Richardson,  Jasper; 
son,  Arthur  J.  Richardson  III,  Phoenix;  daughters,  Margaret 
Hight,  Phoenix,  and  Marilyn  Chiosini,  Longview,  Tex;  and  six 
grandchildren. 

D.E.  Shultz 

Donald  Earle  Shultz,  MD,  63,  a Harlingen  family  physician  for 
28  years,  died  May  3, 1 985. 

Dr  Shultz,  a Pennsylvania  native,  was  a 1 949  graduate  of 
Baylor  University  in  Waco  and  a 1 954  graduate  of  The  Uni- 
versity of  Texas  Medical  Branch  at  Galveston.  Following 
graduation,  Dr  Shultz  lived  in  Dallas  where  he  completed  an 
internship  and  residency  in  radiology  at  Methodist  Hospital. 
He  moved  to  Harlingen  in  1 957,  where  he  maintained  a pri- 
vate practice  and  served  as  physician  for  the  Missouri  Pacific 
Railroad  Company  for  28  years. 

He  is  survived  by  his  daughters,  Sandie  Shultz,  Harlingen, 
and  Laurie  Mann,  Dallas;  sisters,  Emily  Skamarak  and  Irma 
Brown,  both  of  Brandon,  Fla;  Gretta  Greninger,  High  Point, 
NC,  and  Lila  Marshall,  Ridgway,  Pa. 

A.C.  Surman 

Arnold  C.  Surman,  MD,  an  honorary  member  of  Texas  Medi- 
cal Association,  died  May  3, 1985,  at  age  98. 

Dr  Surman,  a native  of  Rockhouse  in  Austin  County,  Texas, 
practiced  in  Post,  Tex,  from  1913  until  his  retirement  in  1964. 
He  was  a 1 91 3 graduate  of  The  University  of  Texas  Medical 
Branch  at  Galveston.  During  1 91 8-1 91 9 Dr  Surman  served  in 
the  US  Army  Medical  Corps. 

Survivors  include  his  wife,  Agnes  Surman,  Post;  daughter, 
Rosemary  (Mrs  A.  Doyle)  Justice,  Lubbock;  five  grand- 
children; and  ten  great-grandchildren. 

H.E.  Wyss 

Herbert  E.  Wyss,  MD,  74,  an  honorary  member  of  Texas 
Medical  Association,  died  May  1 , 1 985.  Dr  Wyss,  a Keller 
physician,  retired  in  1 978  after  42  years  of  practice. 

He  was  born  in  Cheviot,  Ohio,  and  received  his  premedical 
education  at  Ohio  University.  In  1935  he  was  graduated  from 
the  University  of  Cincinnati  College  of  Medicine.  He  moved  to 
Keller  in  1936. 

Surviving  family  members  include  his  son,  Edward  Wyss, 
DDS,  Fredericksburg;  daughter,  Carolyn  Helm,  Covington, 

La;  brother,  Albert  Wyss,  MD,  Denton,  Tex;  and  two  grand- 
children. 
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IN  MEMORIAM 

RECENTLY  DECEASED  MEMBERS  OF  THE  TEXAS  MEDICAL  ASSOCIATION 


L.  BROMBERG 
Galveston,  1899-1985 

W.  M.  CAMPBELL 
Amarillo,  1914-1985 

J.  W.  CARTER 
Palestine,  1909-1985 

G.  G.  CLARK 
Iowa  Park,  1894-1985 

J.  A.  FOWLER 
Killeen,  1903-1985 

j.  H.  HARRIS 
Marshall,  1914-1985 


P.  S.  KLINE 

San  Antonio,  1910-1985 

S.  W.  KOWIERSCHKE 
Huntsville,  1931-1985 

A.  j.  RICHARDSON,  JR 
Jasper,  1916-1985 

D.  E.  SHULTZ 
Harlingen,  1921-1985 

A.  C.  SURMAN 
Post,  1887-1985 

H.  E.  WYSS 
Keller,  1910-1985 


The  Memorial  Library  of  the  Texas  Medical 
Association  stands  as  a permanent  memorial 
to  physicians  who  have  served  their  patients, 
their  profession,  and  the  people  of  Texas. 

The  Friends  of  the  TMA  Memorial  Library 
is  an  organization  dedicated  to  enhancing  the 
Library  collection  through  support  by  individ- 
uals. Funds  for  this  organization  are  raised 
through  membership  recruitment  and  memo- 


rial donations  and  are  added  to  the  Texas  Me- 
morial Medical  Library  Fund. 

Contributions  to  the  Texas  Memorial  Medi- 
cal Library  Fund  provide  a valuable  support 
function  to  the  Memorial  Library  which  offers 
a full  range  of  medical  reference  and  audio- 
visual services  to  TMA  members  through- 
out the  state. 


THE  FRIENDS  OF  THE  TMA  MEMORIAL  LIBRARY  FUND 
1801  N.  Lamar  Blvd.,  Austin,  Texas  78701 


ANNUAL  MEMBERSHIP  ENROLLMENT  HONOR  AND  MEMORIAL  GIFTS 

I wish  to  become  enrolled  as  a Friend. 

□ Student  $ 5.00  □ Patron  $ 100.00 

□ Sustaining  $15.00  □ Life  $1,000.00 

□ Subscribing  $25.00 

NAME PLEASE  NOTIFY: 

ADDRESS 

CITY/STATE/ZIP 


□ In  memory  of  □ In  honor  of 

NAME 

OCCASION 
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Finally — 

Rx  for  patient  satisfaction 

that  works 


In  a survey  conducted  for  the  Texas  Medical  Associa- 
tion, Texas  patients  said  waiting  time  and  scheduling 
problems  are  the  greatest  negatives  in  the  doctor- 
patient  relationship. 

Find  out  if  you  have  a waiting  time  problem  in  your 
office  and  how  to  solve  it — 

Send  for  these  two  TMA  brochures,  Is  There  a Doctor 
in  The  Office?  and  The  Waiting  Game — How  Does 
Your  Office  Rate?  They're  free! 


Is  there 
a doctor 
in  the 
office? 


Write  or  call 

Texas  Medical  Association 
Communication  Department 
1801  North  Lamar  Blvd. 
Austin,  Texas  78701 
512/477-6704  ext.  212 


The 
Waiting 
Game — 

How  Does 
Your  Office 
Rate? 
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Recommend  the  Tradition  of  Value. 


When  you  recommend  a hotel  in 
Houston’s  medical  center,  that  hotel 
should  offer  free  transportation  to  and 
from  the  medical  center,  special  diets 
upon  request,  a complimentary  infor- 
mation packet,  free  parking,  a close 
proximity  to  the  medical  center  and  a 
mature,  experienced  staff  serving 
your  referral  patients. 

That  hotel  is  Houston’s  Shamrock 
Hilton.  We  were  the  first  hotel  in  the 


medical  center  area.  And  we  continue 
to  deliver  the  best  hotel  service  for 
medical  center  visitors.  We  call  it 
Hilton  Class. 

For  reservations  and  information 
call:  713/668-921 1 , your  local  Hilton 
Reservation  Service  or  your  travel 
agent.  For  Brochures,  Write:  Director 
Of  Medical  Guest  Services,  Houston's 
Shamrock  Hilton,  RO.  Box  2848, 
Houston,  Texas  77252-9955. 


The  first  hotel  in 
Houston’s  Medical  Center 
area  is  still  offering  the 
best  value  at  $60. 

(one  or  two  persons ) 


HOUSTON’S 


THE  VALUE  OF  EXPERIENCE. 

At  The  Medical  Center. 

©Copyright  1985,  Shamrock  Hilton  Hotel,  Houston,  Texas. 
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Texas  Physicians’  Directory 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA 
members  at  $32.00  per  column  inch  per  month  and  list- 
ings must  run  for  a minimum  of  six  months.  A discount  of 
5%  is  allowed  for  six  months’  advance  payment.  New 
listings,  changes,  or  cancellations  should  be  sent  to 
Advertising  Manager,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701.  Deadline  is  the  5th  of  the 
month  preceding  publication  month. 


Allergy 

CORPUS  CHRISTI  ALLERGY  CLINIC 


Clinics 


Two  complete  neurological  and  behavioral  medicine  facilities  dedicated 
to  DIAGNOSIS  AND  COMPREHENSIVE  CARE  OF  PATIENTS  WITH 
CHRONIC  RECURRENT  HEADACHES  with  emphasis  on  prophylactic 
treatment. 


HOUSTON  HEADACHE 
CLINIC 

Park  Plaza  Prof.  Bldg. 
1213  Hermann  Dr.  #855 
Houston,  Texas  77004 
713  528-1916 


DALLAS  HEADACHE 

CLINIC 

Douglas  Plaza 

8226  Douglas  Ave.  #325 

Dallas,  Texas  75225 

214  692-7011 


Saul  Grossman,  MD,  FACA,  FAACIA,  Allergy-Dermatology 
Wallace  A.  Crozier.  MD.  FACA,  Certified  American  Boards  Pediatrics 
and  Allergy,  Diplomate  American  Board  of  Allergy  and  Immunology 
lames  A.  Caplin,  MD,  Allergy-Immunology 


2530  Morgan,  Corpus  Christi.  Texas;  882-3487 


CAT  scan;  EEG;  EMG;  Evoked  Potentials;  Thermography;  Personality, 
Behavioral  and  Psychological  Evaluations.  Multimodality  approach  to 
management  of  headache  including  prophylactic  medications,  bio- 
feedback and  behavioral  therapy. 

NINAN  T.  MATHEW,  MD,  FRCP  (C) 
Neurologist-Director 


CHARLES  A.  RUSH,  JR,  MD 

Diplomate/American  Board  of  Allergy  & Immunology 
Fellow.  AAA.  ACA.  AACIA 

Northeast  Medical  Clinic  Association 
7601  Glenview  Drive 
Fort  Worth,  Texas  76118 


JAMES  A.  AYERS,  MD 
FAACIA,  FAAA.  FACA 
Adult  and  Pediatric  Allergy 

3130  S.  Alameda.  Corpus  Christi.  Texas  78404 
512  884-2841;  exchange  512  884-0661 


DALLAS  DIAGNOSTIC  ASSOCIATION 

7777  Forest  Lane.  Suite  303.  Dallas.  Texas  75230 
214  661-7770 

CARDIOLOGY 

[.  Edward  Rosenthal.  MD.  FACC 
Jack  Schwade.  MD.  FACC.  FACP 
David  A.  Schwartz,  MD 

GASTROENTEROLOGY 
Paul  K.  Anderson.  MD 
Roger  C.  Camp,  MD 
Lannie  R.  Hughes,  MD 

HEMATOLOGY  AND  ONCOLOGY 
Barry  D.  Brooks,  MD 
Charles  S.  Wnite  III.  MD 


Diplomates  American  Boards  of  Internal  Medicine. 
Cardiology,  Gastroenterology,  Hematology  and  Oncology 


INTERNAL  MEDICINE 
Larry  Dossey.  MD 
Tom  L.  Hampton  MD 
David  A.  Haymes.  MD 
Carl  Thomas  Long,  III,  MD 
Jack  F.  Melton,  MD 
Joe  H.  Sample.  Jr.,  MD 
Peter  S.  Stack,  MD 
Rick  T.  Waldo,  MD 

ADMINISTRATOR 
Carl  E.  Ikard 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 

John  P.  McGovern,  MD  CONSULTANTS 

DIRECTOR-CONSULTANT  Evan  m.  Hersh.  MD 

IMMUNOLOGY 


Theodore  J.  Haywood,  MD 
Orville  C.  Thomas,  MD 
Joseph  T.  Queng,  MD 
Lawrence  G.  Thorne,  MD 
Venugopal  K.  Menon,  MD 
Robert  E.  Smith,  MD 
Gerald  T.  Macninski,  MD 
Theresa  C.  Queng,  MD 
Waldo  M.  Martinez,  MD 
Lyna  Kit  Lee,  MD 
Harlan  W.  Sindell,  MD 


RESEARCH  ASSOCIATES 
Michael  H.  Smolensky,  PhD 
Alain  Reinberg,  MD.  PhD 
Chinavudh  Wanissorn,  PhD 
Glenna  M.  Kyle,  PhD 


James  A.  Knight,  MD 
PSYCHIATRY 


R.  John  Prevost.  MS 
AIR  POLLUTION 

Reuben  D.  Wende,  PhD 
ANTIGEN  AND  CLINICAL 
LABORATORIES 


John  A.  Thomas.  PhD 
BIOMETRICS 

Warren  E.  Schaller,  HSD 
Charles  F.  Kegley,  PhD 
ALLIED  HEALTH  SCIENCES 

Hester  Beth  Bland,  HSD 
HEALTH  EDUCATION 

George  R.  Kerr,  MD 
NUTRITION 


Certified  American  Board  of  Allergy  and  Immunology 

Diplomates  American  Boards  of  Pediatrics  and  Allergy 

6969  Brompton  (at  Holcombe),  Houston.  Texas  77025;  713  661-1444 


Anesthesiology 


SOUTHWEST  DAY  HOSPITAL 

4801  Woodway.  Suite  195  West,  Houston.  Texas  77056;  713  871-0266 

Partial  Hospitalization  Services 

Day,  night,  weekend 

Full  range  of  Psychotherapy  and  Activity  Services 
Biofeedback  and  Psychological  Testing 

Programs 

General  Psychiatric 
Eating  Disorders 
Chemical  Dependency 

THOMAS  A.  BLOCHER,  MD 
Medical  Director 


Colon  & Rectal  Surgery 


FT.  WORTH  PROCTOLOGIC  CLINIC,  PA 
Colon  and  Rectal  Surgery  and  Colonoscopy 
Sommai  Sehapayak,  MD,  FACS,  FICS 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

1050  West  Rosedale,  Fort  Worth,  Texas  76104; 

817  338-4501  (24  hours) 


EDWARD  A.  TALMAGE,  MD,  PA 
Pain  Management — Epidural  Steroid  Therapy 
Diagnostic  & Therapeutic  Nerve  Blocks 
Surgical  & Obstetrical  Anesthesiology 

Diplomate  American  Board  of  Anesthesiology 

7777  Southwest  Freeway.  Suite  1052,  Houston  77074;  713  988-7558 


DAVID  S.  PITA,  MD 
Colon  and  Rectal  Surgery 
Colonoscopy 

Barnett  Tower,  Baylor  Medical  Plaza 
3600  Gaston  Ave.,  Suite  411 
Dallas,  Texas  75246 
Telephone  214  821-4300 
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Dermatology 

ERIC  A.  ORZECK,  MD,  FACP 

DAVID  R.  WEAKLEY,  MD,  FACP 

Dermatology — Dermatological  Surgery 

Including  Dermabrasion,  Chemical  Peeling 
and  Collagen  Injections 

Medical  City  Dallas,  Suite  214,  7777  Forest  Lane 

Dallas,  Texas  75230;  Phone  214  661-7460 

Endocrinology  <£  Diabetes 

8181  North  Stadium  Drive.  Houston,  Texas  77054;  713  797-9922 

Gastroenterology 

WILLIS  I.  COTTEL,  MD 

Practice  Limited  to  Skin  Cancer 

Mohs'  Chemosurgery 

Baylor  Medical  Plaza,  3600  Gaston  Avenue 

Suite  1154.  Dallas.  Texas  75246;  214  827-5960 

CECIL  O.  PATTERSON,  MD,  FACP 

Gastroenterology,  Gastroscopy,  Esophagoscopy 

9000  Harry  Hines  Boulevard,  Dallas,  Texas  75235 

214  358-2545 

DERMATOLOGY  ASSOCIATES  OF  SAN  ANTONIO 

James  Lewis  Pipkin,  MD  Mary  Jo  Montgomery,  MD 

Diseases  of  the  Skin,  Skin  Cancer, 

Mucocutaneous  Virology 

108  Tendick,  San  Antonio,  Texas  78209;  512  222-8651,  222-2001 

(East  at  2700  block  Broadway  on  Brackenridge  Ave;  up  hill  for  3 

blocks  to  Tendick  on  left.  Office  in  middle  of  block.  Note  signs  and 

arrows.) 

DRS.  BAILEY,  DOUGLAS  AND  DEVANEY 
ASSOCIATION 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas;  214  823-5180 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  MD 

F.  Clark  Douglas.  MD 

George  T.  DeVaney,  MD 

DERMATOLOGY  ASSOCIATES  OF  DALLAS 

David  S.  Alkek,  MD 

Hair  Transplantation,  Scalp  Reduction, 

Dermabrasion,  Chemical  Peel  and  Collagen 

Medical  City  Dallas,  7777  Forest  Lane.  Building  B, 

Suite  309,  Dallas,  Texas  75230;  telephone  214  788-0088 

General  Surgery 

DRS.  VANDERPOOL,  LANE,  WINTER  & BONE 

David  Vanderpool,  MD,  FACS  John  W.  Winter,  MD,  FACS 

B.  Ward  Lane,  MD.  FACS  G.  Edward  Bone,  MD,  FACS 

Diplomates  American  Board  of  Surgery 

General  & Peripheral  Vascular  Surgery 

1008  N.  Washington.  Dallas,  Texas  75204;  214  823-2650 

7777  Forest  Lane,  Suite  204.  Dallas,  Texas  75230;  214  661-7860 

MOHS  SURGERY 

FOR  PRIMARY  AND  RECURRENT 

CANCER  OF  THE  SKIN 

Forrest  C.  Brown,  MD 

Medical  City  Hospital 

7777  Forest  tone,  Dallas,  Texas  75230;  214  661-4537 

ROBERT  J.  TURNER,  m,  MD,  FACS 

Diplomate  American  Board  of  Surgery 

ROBERT  P.  FULLER,  MD 

Mohs'  Skin  Cancer  Surgery  and  Cutaneous 

Surgery  and  Surgical  Oncology 

1350  South  Main,  Suite  1200, 

Fort  Worth  76104;  817  335-8311 

Cosmetic  Surgery 

909  Frostwood,  Suite  330,  Houston,  Texas  77024 

Telephone  713  464-9346 

Hand  Surgery 

Diagnostic  Radiology 

L.  LEE  LANKFORD,  MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 

DAVID  J.  ZEHR,  MD — Microsurgery 

ARNOLD  V.  DiBELLA,  MD 

COMPUTED  TOMOGRAPHY 

Temple  Independent  Scanner 

Stephen  J.  Vancura,  MD 

High  Resolution  In/Out  Patient  CT  (Head  or  Body) 

Including  Tumor  Biopsy,  Interventional  Radiology 

2027  S.  61st  St.,  Suite  116,  Temple,  Texas  76501 

817  774-9994 

Note;  24  hr.  Emergency  Services  Available 

Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas.  TX  75246;  214  823-5351 

LANKFORD  HAND  SURGERY  ASSN. 

ROBERT  E.  BUNATA,  MD,  PA 

B.  J.  WROTEN,  MD 

Endocrinology 

Surgery  of  the  Hand 

801  West  Terrell,  Ft.  Worth,  Texas  76104 

Telephone  817  335-5411 

ENDOCRINE  ASSOCIATES  OF  DALLAS,  PA 

Stanley  Feld,  MD,  FACP 

Richard  Sachson,  MD,  FACP 

Steven  Dorfman,  MD,  FACP 

Stephen  Aronoff,  MD,  FACP 

Diplomates  of  American  Board  of  Internal  Medicine 
and  Endocrinology  and  Metabolism 

Practice  Limited  to  Endocrinology  <&  Diabetes 

5480  LaSierra  Drive.  Dallas.  Texas  75231;  214  363-5535 

W.  DENNIS  STRIPLING,  MD,  PA 

MICHAEL  V.  DOYLE,  MD,  PA 

Diplomates  American  Board  of  Orthopaedic  Surgery 

Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

8220  Walnut  Hill  Lane.  Suite  606.  Dallas.  Texas  75231;  214  368-3776 

TMA  Physician  Placement  Service 

. . . Another  service  ot  your  association 

TMA  Practice  Management  Workshops 

. . . Another  service  ol  your  association 
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KENNETH  D.  GLASS,  MD,  FACS 

Hand  Surgery  and  Reconstructive  Surgery 

of  the  Upper  Extremity 

St.  Paul  Professional  Building,  Suite  812.  5959  Harry  Hines  Blvd., 
Dallas.  Texas  75235;  214  G31-7488 

Medical  City  Dallas,  Suite  C-200  , 7777  Forest  Lane,  Dallas,  Texas 
75230;  214  661-4797 

ADRIAN  E.  FLATT,  MD,  FRCS 

Chief,  Department  of  Orthopaedic  Surgery 
Baylor  University  Medical  Center 

Reconstructive  Surgery  of  the  Hand 

Suite  412,  Doctor's  Building,  3707  Gaston  Avenue, 

Dallas.  Texas  75246;  Office  214  823-9440 


EL  PASO  NEUROLOGICAL  INSTITUTE 

Professional  Association 

Neurology,  Neurosurgery,  Electroencephalography 
Neuro-Radiology,  Computerized  Tomography 

John  T.  O'Neal,  MD,  Neurosurgery 

Robert  D.  Schneider,  MD.  Neurology  and  Electroencephalography 
Steven  K.  Crouse,  MD,  Neurology  and  Electroencephalography 

Murchison  Medical  Bldg.,  Suite  307 
1810  Murchison  Drive.  El  Paso,  Texas  79902 
Telephone  915  532-8901 


ROBERT  A.  ERSEK,  MD 
U.  GAD  ARIA,  MD,  FACS 

Diplomate  of  American  Board  of  Surgery 

Surgery  of  the  Hand 

30th  & Red  River,  Austin,  Texas  78704 
24  HR#  512  474-HAND 


WILLIAM  J.  VAN  WYK.  MD.  PA 
Surgery  of  the  Hand 

803  West  Terrell,  Fort  Worth,  Texas  76104 
Telephone  817  877-3113 


Neurological  Surgery 


DRS.  LONG.  SCOTT  & COON 
NEUROSURGERY  ASSOCIATION 
Neurological  Surgery  and  Microneurosurgery 

R.  Gordon  Long,  MD,  FACS 
Bennie  B.  Scott,  MD,  FACS 
John  V.  Coon,  MD 

Diplomates  American  Board  of  Neurological  Surgery 
Baylor  Medical  Plaza,  605  Barnett  Tower,  3600  Gaston  Avenue, 
Dallas,  Texas  75246;  Telephone  214  826-7060 


DOCTORS  SMITH.  WHEELER  AND  PARKER.PA 

Ronald  Smith,  MD,  Retired 
Joe  Ellis  Wheeler,  MD 
Leighton  B.  Parker,  MD 
David  Allen  Cech,  MD 

920  South  Lake,  Fort  Worth,  Texas  76104 
Telephone  817  336-0551 


DALLAS  NEUROSURGICAL  ASSOCIATION 
Neurological  Surgery  and  Microneurosurgery 

Charles  W.  Simpson,  MD  Richard  H.  Jackson,  MD 

Morris  Sanders,  MD  Casey  E.  Patterson.  MD  (Retired) 

W.  Robert  Hudgins,  MD 


5959  Harry  Hines  Blvd..  St.  Paul  Professional  Bldg,  Suite  620, 
Dallas.  Texas  75235;  214  637-0420 


8210  Walnut  Hill  Lane,  Presbyterian  Professional  Bldg..  Suite  905, 
Dallas.  Texas  75231;  214  369-7596 


JACK  E.  McCALLUM,  MD,  PA 
PHILIP  C.  BECHTEL,  MD.  PA 
WARREN  D.  WILSON.  MD,  PA 

Diplomates  of  the  American  Board  of  Neurological  Surgery 
1522  Cooper,  Fort  Worth.  Texas  76104;  817  336-1300 


Nuclear  Medicine 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 
Radioactive  Tests  In:  Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology,  Obstetrics-Gynecology  and  Non-Invasive 
Nuclear  Cardiology 

Herbert  C.  Allen.  Jr.  MD.  FACNM 
Director  — 713  790-0540 

Diplomate  American  Board  of  Nuclear  Medicine 


HERBERT  C.  ALLEN,  JR,  MD,  FACNM 
Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston,  Texas  77030;  713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 


Oncology 


HEMATOLOGY-ONCOLOGY  ASSOCIATES  OF 
HOUSTON,  PA 

Gary  B.  Fleishman,  MD  Joel  W.  Abramowitz,  MD,  PhD 

Diplomates  of  the  American  Boards  of  Internal  Medicine  & Medical 
Oncology 

Diplomate  of  the  American  Board  of  Hematology  (JWA) 

909  Frostwood,  Suite  120.  Houston,  TX  77024;  713  467-1630 
6565  DeMoss,  Suite  211,  Houston,  TX  77074;  713  270-1188 


Ophthalmology 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser.  MD  Dwain  G.  Fuller.  MD 

William  B.  Snyder.  MD  Gary  Edd  Fish,  MD 

William  L.  Hutton,  MD  Rand  Spencer,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

5421  LaSierra.  Dallas,  Texas  75231;  214  692-6941 
3600  Gaston  Avenue,  Dallas,  Texas  75246;  214  821-4540 

BRUCE  C.  TAYLOR.  MD 
RICHARD  L.  WINSLOW.  MD 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

2811  Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153;  1-800-442-5376 


TMA  Postgraduate  Courses 

. . . Another  service  of  your  association 


TMA  Physicians  Benevolent  Fund 

. . . Another  service  of  your  association 
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EYE  ASSOCIATES 

Diseases  and  Surgery  of  the  Eye 

Charles  A.  Sargent,  MD 
Alan  C.  Baum.  MD 
R.  Edwin  Pitts.  MD 
William  Decker,  MD 

7777  Southwest  Freeway,  St.  916.  Houston.  Texas  77074;  713  777-7145 


BRIAN  B.  BERGER,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Park  St.  David  Professional  Building,  Suite  106, 

80C  East  30th  Street,  Austin  78705;  512  479-8101  day  or  night 


STUART  A.  TERRY,  MD 
Sub-Specialty  Glaucoma 

M&S  Tower.  Suite  401,  730  N.  Main, 
San  Antonio,  Texai  78205;  512  226-5191 


JUDSON  P.  SMITH,  MD 

Diplomate/ American  Board  of  Ophthalmology 

General  Ophthalmology  and  Ophthalmic  Surgery 
of  the  Anterior  Segment 

1350  South  Main,  Suite  3100,  Fort  Worth,  Texas  76104;  817  338-4081 


OPHTHALMOLOGY  ASSOCIATES 

JOE  L.  BUSSEY,  MD — Cataract  and  Lens  Implant  Surgery 

RUFUS  A.  ROBERTS,  MD — Diseases  and  Surgery  of  the  Retina 
Cataract  and  Lens  Implant  Surgery 

THOMAS  H.  SMITH,  MD — Ophthalmic  Plastic  and  Reconstructive 
Surgery 

DAN  E.  BRUHL,  MD — Cataract  and  Lens  Implant  Surgery 

JOHN  W.  ZERDECKI,  MD — Cataract  and  Lens  Implant  Surgery 
Refractive  Surgery 

EDWIN  C.  AUGUSTAT,  MD  DOHIS  E-  JENSEN.  MD-Medical  Ophthalmology 

HENDRICKS,  MD — Medical  and  Surgical  Ophthalmology 

Ophthalmic  Plastic  and  Reconstructive  Surgery  James  a.  savage,  md— Glaucoma  Consultation  and  Surgery 

308  S.  Henderson,  Fort  Worth,  Texas  76104 

1400  South  Main,  Suite  503,  Fort  Worth,  Texas  76104;  817  338-4183  817  355-5435,  appointments  817  335-6070 

se  habla  espanol 


LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902;  915  545-2333 


RETINA  SOUTHWEST 

Limited  to  Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Gary  Mason,  MD 

7777  Southwest  Freeway,  St.  934,  Houston.  Texas  77074; 
Telephone  713  988-2020 


RETINA-VITREOUS  ASSOCIATES 

W.  Rex  Hawkins,  MD 
Van  W.  Teeters,  MD 

Limited  to  Retina  and  Vitreous 

6436  Fannin,  Houston,  Texas  77030;  713  797-1531 

BELLAIRE  EYE  ASSOCIATES 
Warren  D.  Cross,  MD 

6802  Mapleridge,  Bellaire.  Texas  77401 
Telephone  713  666-4224 


HAROLD  GRANEK.  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

1021  Washington  Avenue, 

Fort  Worth,  Texas  76104;  817  332-6200 

EYE  ASSOCIATES  OF  SAN  ANTONIO 

343  W.  Houston,  Rosa  Verde  Towers  #709 
San  Antonio,  Texas  78205;  512  225-6705 

Diseases  and  Surgery  of  the  Eye 

Gilberto  Aguirre,  MD,  PA 
Roberto  San  Martin,  MD,  PA 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

James  W.  Speights,  MD 

SOUTHWEST  RETINA  CONSULTANTS,  PA 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Roy  A.  Levit,  MD 
Clifford  M.  Ratner,  MD 

Sierra  Towers,  Suite  3800,  1700  Curie 
El  Paso,  Texas  79902;  915  532-3912 


JOHN  E.  BISHOP,  MD 

Sub-Specialty  Pediatric  Ophthalmology 
and  Adult  Strabismus 

3301  South  Alameda,  Suite  505 
Corpus  Christi,  Texas  78411;  512  857-6600 


Orthopedic  Surgery 


L.  Ray  Lawson,  MD 
George  Truett  James.  MD 
Robert  D.  Vandermeer,  MD 
Wynne  M.  Snoots,  MD 
R.  Stephen  Curtis,  MD 
William  A.  Bruck,  MD 
W.  Z.  Burkhead,  Jr.,  MD 

W.  B.  CARRELL  MEMORIAL  CLINIC 

A Professional  Association 

2828  Lemmon  Ave.,  Dallas.  Texas  75204;  214  521-2191 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth.  Texas;  817-335-4316 

Louis  J.  Levy,  MD.  PA 
Henry  C.  McDonald.  Jr,  MD 
Fred  W.  Sanders,  MD 
James  M.  Beckley.  MD 
Joseph  H.  Gaines,  MD 
Steven  J.  Mackey.  MD,  PA 


F.  Carlton  Hodges.  MD 
J.  Price  Brock.  Jr,  MD 
Morvvn  B.  Fouse.  MD 
John  H.  Judd.  Jr.,  MD 

ORTHOPEDIC  ASSOCIATES  OF  ABILENE 

Diplomates  American  Board  of  Orthopedic  Surgery 
1701  Pine  Street,  Abilene,  Texas  79601 


HOUSTON  ORTHOPEDIC  CENTER 

Donald  T.  Lazarz,  MD 
Lee  C.  Detenbeck,  MD 
Thomas  S.  Padgett,  MD 
John  J.  DeBender,  MD 

Twelve  Oaks  Tower,  4126  Southwest  Freeway,  Suite  200, 

Houston.  Texas  77027;  713  622-5100  and 

Parkway  Towers  Professional  Building,  Suite  202, 

150  West  Parker  Road.  Houston.  Texas  77076;  713  691-3905 


TMA  Action  monthly  newsletter 

. . . Another  service  of  your  association 


Volume  81  September  1985 


81 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 
Orthopedic  Surgery — Surgery  of  the  Hand 

Royce  C.  Lewis.  Jr.  MD 
Kenneth  C.  Scholz,  DDS.  MD,  PA 
John  Paul  Theo,  MD.  PA 
Robert  A.  Peinert,  Jr..  MD 

3702  21st  St.  Suite  9.  Lubbock.  Texas  79410.-  806  795-8261 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel.  Jr.  MD 

E.  E.  Rising,  Jr,  MD,  Emphasis  on  Hand  Surgery 
C.  Poindexter,  MD 

C.  R.  Vavrin,  MD,  Emphasis  on  Sports  Medicine 
Diplomates  American  Board  oi  Orthopaedic  Surgery 

801  West  Randol  Mill  Road.  Arlinaton,  Texas  76012;  817  261-8284 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

John  B.  Gunn.  MD  James  M.  Lancaster,  MD 

Huntly  G.  Chapman,  MD  James  W.  Brodsky.  MD 

Phillip  E.  Hansen.  MD 

Orthopedic  Surgery 

3600  Gaston  Avenue,  Suite  303.  Dallas,  Texas  75246;  214  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  2116, 

Dallas.  Texas  75230;  214  661-7010 


HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart.  MD 
H.  Kendall  Hamilton.  MD 

S620  Greenbriar,  Houston.  Texas  77005 
Telephone  713  526-6262 

ORTHOPEDIC  FOOT  SURGERY  ASSOCIATES 
Surgery  & Diseases  of  the  Foot  and  Ankle 

Charles  E.  Graham.  MD 

8345  Walnut  Hill  Lane.  Suite  105.  Dallas  75231;  214  369-4361 
Donald  M.  Mauldin.  MD 

6161  Harry  Hines.  Suite  220.  Dallas  75235;  214  630-8646 


ANGELO  L.  OTERO,  MD.  AAOS.  FACS 

A Professional  Association 

Orthopedic  Surgery,  Arthroscopy, 
Arthroscopic  Surgery 

Medical  Tower  Building.  1550  West  Rosedale.  Suite  410. 
Fort  Worth.  Texas  76104;  817  336-3906 
Answered  24  Hours 


Otolaryngology 


Drs.  Morton,  Blumenfeld  <&  Charbonneau,  PA 
ENT,  ENT  Allergy,  Cosmetic  Facial  Surgery 

R.A.D.  Morton.  Jr.,  MD,  FACS 

Ronald  J.  Blumenfeld,  MD,  FACS 

Paul  A.  Charbonneau,  MD,  FACS 

Diplomates,  American  Board  of  Otolaryngology 

1733  Curie,  Suite  100,  El  Paso,  Texas  79902;  915  533-5461 

9398  Viscount,  1-E,  El  Paso,  Texas  79925;  915  592-8666 


Pathology 


FORT  WORTH  MEDICAL  LABORATORIES 

Dorothy  Patras,  MD 

Anatomic  Pathology  and  Consultation  in 
Clinical  Pathology 

1400  Pennsylvania  Avenue.  Fort  Worth.  Texas  76104 
Mailing  address:  P.O.  Box  1118.  Fort  Worth,  Texas  76101 
Telephone  817  336-7137 


J.  S.  WILKENFELD,  MD,  MEDICAL  LABORATORIES, 
INC. 

J.  S.  Wilkenfeld.  MD 

Diplomate  oi  the  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 
Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.O.  Box  55008  Houston.  Texas  77055;  713  468-0738 
Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 


AUSTIN  PATHOLOGY  ASSOCIATES 
MEDICAL  PARKWAY  CLINICAL  LABORATORY 

Anatomic  and  Clinical  Pathology,  Electron 
Microscopy,  Cytology  and  Dermatopathology 

Computerized  Results  Reporting  With  Telecommunications  Available 

A.  Q.  Da  Silva.  MD  Paul  A.  LeBourgeois.  MD 

Donald  A.  Parsons.  MD  Phillip  C.  Collins.  MD 

William  J.  Reitmeyer.  MD  Davia  R.  Ralph.  MD 

RENAL  PATHOLOGY:  Gerald  A.  Beathard.  MD 
Main  Lab:  711  W.  38th  Street — Suite  C-ll,  Austin.  Texas  78705 
Mailing  Address:  P.O.  Box  9806.  Austin.  Texas  78766-0806 
Telephone:  512  452-2529 

Specimens:  Mail  to  Main  Lab 
Office  Pickup  Service  in  Austin  Area 


G.  S.  GILL.  MD.  PA 

Orthopedic  Surgery — Surgery  of  the  Hand 

3601  22nd  Place.  Lubbock.  Texas  79410 
Telephone  806  797-9119 


ORTHOPEDIC  SURGERY.  TEXAS  TECH  UNIV. 
SCHOOL  OF  MEDICINE 

Gerald  S.  Laros,  MD,  Low  Back  Problems 

Robert  F.  McCarron  II,  MD,  Traumatology  and  Spinal  Surgery 
William  W.  Robertson,  Jr.,  MD,  Pediatric  Orthopaedic  Surgery 
Robert  P.  Yost,  MD,  Sports  Medicine,  Arthroscopic  Surgery 
Gerhard  E.  Maale,  MD,  Musculoskeletal  Tumor  Surgery, 

Adult  Reconstructive  Surgery 
Health  Sciences  Center  Building,  3601  4th,  Lubbock  79430 
Orthopaedic  Clinic,  806  743-2475;  Cerebral  Palsy  Clinic,  806  743-3038 

ORTHOPAEDIC  SURGERY  ASSOCIATES  OF 
SAN  ANTONIO,  PA 

Jesse  C.  DeLee,  MD  John  A.  Evans,  MD 

Diplomates  ABOS  Fellows  AAOS 

Athletic  Medicine,  Reconstructive  and  Traumatic 
Surgery  of  the  Foot,  Knee  and  Hip 

414  Navarro,  Suite  1128.  San  Antonio.  Texas  78205;  512  225-6045 
7711  Louis  Pasteur,  Suite  209,  San  Antonio.  Texas  78229;  512  697-9888 

Representing  TMA's  legislative  views 


. . . Another  service  oi  your  association 


Physical  Medicine  & Rehabilitation 


WARM  SPRINGS  REHABILITATION  HOSPITAL 
GONZALES  WARM  SPRINGS  FOUNDATION.  INC. 

P.O.  Box  58.  Gonzales.  Texas  78629 
Facilities  for  Physical  Restoration 

Physical  Therapy.  Occupation  Therapy.  Speech  Therapy, 

Recreational  Therapy.  School  from  first  grade  through  twelfth  grade 

David  E.  Gumper.  Administrator 

Larry  E.  Browne.  MD.  Medical  Director 


ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  StTeet 
San  Antonio.  Texas  78205;  Telephone  226-2424 


Plan  to  attend  1985-1986  TMA  meetings: 

Fall  Conference — Austin 
September  21,  1985 

Winter  Conference — Austin 
February  8,  1988 

Annual  Session — Dallas 
May  7-11,  1986 
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TEXAS  MEDICINE 


Plastic  Surgery 


Thomas  D.  Cronin.  MD,  FACS  Laurence  E.  Wolf,  MD,  FACS 

Raymond  O.  Brausr,  MD,  FACS  Benjamin  E.  Cohen,  MD,  FACS 
Thomas  M.  Biggs,  MD,  FACS  Ernest  D.  Cronin,  MD,  FACS 

Diplomats  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

7000  Fannin  St.,  Suit*  2400.  Houston,  Texas  77030;  713  79S-S930 


HOUSTON  PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks.  MD.  FACS 
Jonathan  J.  Dora.  MD,  FACS 
David  J.  Katrana,  DDS,  MD,  FACS 
James  B.  StaifoH,  IV,  MD 
David  A.  Lee,  MD 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

6560  Fannin,  Suite  750.  Houston,  Texas  77030;  795-5575 

FORT  WORTH  PLASTIC  SURGERY  CLINIC 
David  A.  Grant,  MD,  FACS 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic  and  Reconstructive  Plastic  Surgery 
Raymond  A.  Faires,  MD 

Diplomate  American  Board  oi  Surgery 

Plastic  and  Reconstructive  Surgery 
Hand  and  Micro  Surgery 

606  Medical  Plaza  Building 

800  Eighth  Avenue,  Fort  Worth,  Texas  76104 

817  335-4752  817  332-9441 


VALENTIN  GRACIA,  MD,  FACS,  FICS 

Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic  Surgery — Bums 

1001  W.  Rosedale,  P.O.  Box  2476,  Fort  Worth.  Texas  76113;  817  336-0446 


WILLIAM  E.  BARNES.  MD 

Diplomat*  American  Board  ol  Plastic  Surgery 

Cosmetic  Surgery 

Plastic  & Reconstructive  Surgery 

1301  West  38th  Street.  Suit*  608.  Austin.  Texas;  454-7659 

JOHN  E.  CARTER.  MD.  PA 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

7711  Louis  Pasteur  Drive,  Suite  801,  San  Antonio,  Texas  78229 
Telephone:  (Area  Code  512)  Office  696-2390  Medical  Exchange  227-6331 


STEPHEN  C.  LESAUVAGE,  MD 

Diplomat*  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

825  Medical  Drive,  Tyler.  Texas  75705;  214  593-8296 


JAMES  L.  MOORE.  MD,  FACS,  PA 

Diplomat*  American  Board  of  Plastic  Surgery 

Plastic  and  Reconstructive  Surgery 

1200  Binz,  Suite  730 

Houston,  Texas  77004;  713  526-6161 


PLASTIC  SURGERY  CLINIC  OF  AUSTIN 

Robert  A.  Ersek,  MD 
U.  Gadaria,  MD.  FACS 

Diplomates  of  American  Board  of  Plastic  Surgery 

Aesthetics,  Plastic,  Reconstructive, 
Suction  Lipectomy,  and  Hand  Surgery 

30th  & Red  River,  Austin,  Texas  78705 
24  HR#  512  479-6805  <S  512  474-HAND 


The  Burn  Care  Associates  has  been  organized  to  provide  care  for 
burned  patients.  Care  for  every  phase  of  burn  trauma  will  be  provided 
from  resuscitation  to  late  rehabilitation. 

John  E.  Carter,  MD  David  Mclnnis,  MD 

Lebaron  W.  Dennis,  MD  Donald  Novick,  MD 

Michael  M.  Duffy,  MD  Millie  Smith,  Coordinator 

Joe  Ford,  MD 

BURN  CARE  ASSOCIATES 

302  Oak  Hills  Building,  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 
Telephone  512  694-0973 

ROBERT  M.  WRIGHT.  JR.,  MD 
VALERIE  WRIGHT.  MD 

Plastic,  Reconstructive,  Hand 
and  Microvascular  Surgery 

1700  Providence  Drive,  Waco,  Texas  76707 
Telephone  817  756-0111 


TEODORO  A.  SAIEH,  MD,  PA 

Plastic  and  Reconstructive  Surgery, 
Cosmetic  Surgery,  Hand  Surgery 

2601  Hospital  Blvd..  202-B,  Corpus  Christi  78405 
Telephone  512  884-9575 


ROGER  D.  HARMAN,  MD 

Aesthetic,  Plastic  and  Reconstructive  Surgery 
Hand  and  Microsurgery 

747  Eighth  Avenue,  Fort  Worth,  Texas  76104 
817  335-4044 


JACK  L.  CONLEE,  MD 

Diplomat*  American  Board  of  Plastic  Surgery 

CHIU  ROBINSON,  MD 
Plastic  and  Cosmetic  Surgery 

613  Elizabeth.  Suite  401,  Corpus  Christi.  Texas  78404;  882-4566 


PLASTIC  SURGERY  ASSOCIATION 

Leonard  Koch.  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3601  21st  Street.  Suite  5.  Lubbock.  Texas  79410;  806  792-2313 


TMA  Physician  Health  and  Rehabilitation 


Hotline— 512  477-5575 


. . . Another  service  oi  your  association 
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Psychiatry 


ROBERT  E.  HAZLEWOOD.  MD 

Psychiatry,  Somatic  Therapies,  Alcoholism  and 
Drug  Abuse,  Individual  4 Group  Psychotherapy, 

(Adult  4 Adolescent — Hospitalization  4 Outpatient) 

Medical  Science  Psychiatric  Center 

711  W.  38th,  Suite  C-4.  Austin,  Texas  78705;  512  458-9288 


GONZALO  A.  AILLON,  MD 
Psychiatry-Bilingual 


DALLAS  PSYCHIATRIC  ASSOCIATES, 
A PARTNERSHIP 


Inpatient  and  Outpatient  Services  for 
Adolescent  Psychiatry,  Adult  Psychiatry, 
Treatment  of  Alcoholism 


Larrie  W.  Arnold,  MD 
David  R.  Baker.  MD 
Gary  L.  Etter,  MD 
Bradford  M.  Golf.  MD 
Fred  L.  Griffin,  MD 
Joel  A.  Holiner,  MD 

Brookhaven  Professional  Plaza.  1 
10  Medical  Parkway.  Suite  304.  I 
Medical  City  Dallas,  7777  Forest 
Telephone  214  247-1150 


R.  Sanford  Kiser.  MD 
William  R.  Lynch.  MD 
Claude  R.  Nichols.  MD 
William  M.  Pederson.  MD 
Leslie  H.  Secrest.  MD 
Angela  M.  Wood.  MD 

.BJ  at  Webbs  Chapel 

)allas.  Texas  75234 

Lane,  Suite  2411,  Dallas.  Texas  75230 


3450  Wheatland  Road,  Suite  120 
Dallas.  Texas  75211;  214  296-8241 


RICHARD  G.  JAECKLE,  MD 
Psychiatry 

Diplomate,  American  Board  Psychiatry  & Neurology,  Child  Psychiatry 
Diplomate,  American  Board  Psychiatry  <£  Neurology,  Psychiatry 

Presbyterian  Professional  Building  II,  Suite  404, 

8220  Walnut  Hill  Lane.  Dallas,  Texas  75231;  214  696-0964 


CONSIDINE/BLOCHER,  PA 
Psychiatry,  Chemical  Dependency. 

Individual  Psychotherapy 

(Adults/Adolescents,  Hospitalization.  Day  Hospital  or  Outpatient) 
James  F.  Considine.  MD 
Thomas  A.  Blocher,  MD 

5005  Woodway.  Suite  220.  Houston.  Texas  77056;  713  871-0855 


Pulmonary  Diseases 


C.  MARSHALL  BRADSHAW.  MD.  PA 
Psychiatry,  Somatic  Therapies 
Clinical  Electroencephalography 

Suite  722,  1550  W.  Rosedale.  Fort  Worth,  Texas  76104 
Telephone  817  335-9409 


TIMBERLAWN  PSYCHIATRIC  HOSPITAL 

Inpatient  and  Outpatient  Services  for  Child. 

Adolescent  and  Adult  Psychiatry 

Jerry  M.  Lewis.  MD 
Doyle  I.  Carson.  MD 
Keith  H.  Johansen.  MD 
James  K.  Peden,  MD 
Charles  G.  Markward,  MD 
Byron  L.  Howard.  MD 
Roy  H.  Fanoni.  MD 
Mark  P.  Unterberg,  MD 
John  G.  Looney,  MD 
Kathleen  B.  Erdman.  MD 
Don  C.  Payne.  MD 
Mark  J.  Blotcky,  MD 
L.  Dwight  Holden,  MD 

4G00  Samuell  Blvd.,  Dallas.  Texas  75228 
214  381-7181 


TITUS  HARRIS  CLINIC 

Inpatient  <S  Outpatient  Services 
(Open  and  Closed  Units) 

Practice  limited  to  Psychiatry 

E.  C.  McDonald.  Jr.,  MD — Individual  and  Group  Psychotherapy 
Grace  K.  Jameson,  MD — Child,  Adolescent  and  Family  Psychiatry 
E.  Ahmed  Zein-Eldin.  MD — General  Psychiatry,  Somatic  Therapies 
William  W.  Bondurant.  Ill,  MD — General  Psychiatry,  Somatic  Therapies 
A.  O.  Singleton,  III,  MD — General  and  Adolescent  Psychiatry 
J.  B.  Rust.  MD — Substance  Abuse  Program,  Child  Psychiatry 
Constance  Stout,  ACSW — Individual  and  Family  Psychotherapy 
Pam  Peirsol.  ACSW. — Individual  and  Family  Psychotherapy 
Ann  Brestrup,  ACSW — Individual  and  Family  Psychotherapy 
Mary  Middleton,  ACSW — Individual  and  Family  Psychotherapy 

200  University  Boulevard.  Suite  620,  Galveston.  Texas  77550 
Telephone  713  765-6321 


John  R.  Burk.  MD.  FACP  David  R.  Stoop.  MD.  FACP.  FCCP 

Mitchell  C.  Kuppinger.  MD.  FCCP  W.  Steven  Trombold,  MD,  FCCP 
David  M.  Webb.  MD.  FCCP  David  H.  Plump,  MD.  FCCP 

Diplomates  of  American  Board  of  Internal  Medicine 

PULMONARY  CONSULTANTS  OF  TEXAS,  PA 

Physiology,  Diagnosis  Therapy,  Bronchoscopy, 
Pulmonary  Function,  Intensive  Care,  Pulmonary 
Angiography,  Pulmonary  Rehabilitation, 

Sleep  Apnea 

1413  Eighth  Avenue,  Suite  A,  Fort  Worth,  Texas  76104;  817  926-0242 

801  Road  to  Six  Flags  West.  Suite  137.  Arlington,  Texas  76012; 

817  461-0201  (Metro) 


Radiology 


THERAPEUTIC  RADIOLOGY  AT 
MEMORIAL  HOSPITAL 

Radiotherapy  Department 
7600  Beechnut 
Houston,  Texas  77074 

713  776-5622  Day  Phone 

713  776-5170  Night  and  Weekends 

Carlos  H.  Fernandez,  MD 

Diplomats  American  Board  of  Therapeutic  Radiology 

Practice  Limited  to  Radiation  Oncology 
External  or  Internal  Irradiation 
Inpatient  and  Outpatient  Services 


Rheumatology 


DON  E.  CHEATUM.  MD,  FACP,  FCCP 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  4 Surgical  Clinic 
4105  Live  Oak  St. 

Dallas.  Texas  75204;  823-4151 


Paul  M.  Hamilton.  MD 
Jerry  M.  Lewis,  III,  MD 
Tom  G.  Campbell.  MD 
Jeffrey  Glass,  MD 
Grover  M.  Lawlis.  MD 
Conway  McDonald,  MD 
Gary  L.  Malone,  MD 
Edgar  P.  Nace,  MD 
Ernest  N.  Brownlee.  MD 
Michael  Madigan,  MD 
Perry  Talkington,  MD 
Joseph  D.  Gaspari.  MD 


TMA  Memorial  Library 

. . . Another  service  of  your  association 


Representing  the  Profession 

. . . Another  service  of  your  association 
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TEXAS  MEDICINE 


Thoracic  Surgery 


ALLAN  L.  GRAHAM,  MD,  FACS* 

KARAMAT  U.  CHOUDHRY.  MD,  FACS 
ROBERT  W.  MILEY,  MD,  FACS 
RICHARD  L.  SHEPHERD,  MD 

Diplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 
Also  certificate  of  special  qualification  in  general  vascular  surgery, 
American  Board  of  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 
515  South  Adams,  Fort  Worth,  Texa3  76104;  817  332-7878 


RICHARD  E.  WOOD,  MD 
ROBERT  E.  RAWITSCHER,  MD 
THOMAS  P.  MEYERS,  MD 
Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue. 
Suite  404,  Dallas.  Texas  75246;  214  827-3890 
Hours  By  Appointment 


KIRBY  B.  TARRY,  MD.  FACS 

Diplomate,  American  Board  of  Urology 

Adult  and  Pediatric  Urology 

Impotence  with  Prosthesis-Vasovasostomy 

1405  West  Illinois,  Midland,  Texas  79701 
915  687-4553 


BERNARD  R.  JACK,  MD,  PA,  FACS 

Diplomate  American  Board  of  Surgery  and 
American  Board  of  Thoracic  Surgery 


Cardiac,  Vascular  & Thoracic  Surgery 

800  Eighth  Avenue.  Suite  432.  Fort  Worth,  Texas  76104 


JIM  S.  GARZA,  MD 
Cardiovascular  and  Thoracic  Surgery 

American  Board  of  General  Surgery 
American  Board  of  Thoracic  Surgery 

Practice  in  The  Methodist  Hospital 

Texas  Medical  Center.  7707  Fannin.  Suite  280. 

Houston  77054;  713  795-5527 


Urology 


ELGIN  W.  WARE,  JR.  MD 
GEORGE  E.  HURT,  JR,  MD 
L.  MICHAEL  GOLDSTEIN.  MD 
STEVE  M.  FROST,  MD 
Urology 

3600  Gaston  Avenue,  Dallas.  Texas  75246 


THE  UROLOGY  CLINIC 

Dolphus  E.  Compere,  MD 
Grant  F.  Begley.  MD 
Hugh  Lamensdori.  MD 
Ira  N.  Hollander.  MD 

Diplomates  of  American  Board  of  Urology 

Box  11340.  1415  Pennsylvania  Ave..  Fort  Worth,  Texas  76109 
817  336-5711 


When  someone 
in  your  family 
gets  cancer, 
everyone 
in  your  family 
needs  help. 


EUGENE  R.  TODD,  MD,  PA 

Diplomate  of  the  American  Board  of  Urology 
Fellow  of  the  American  College  of  Suraeons 
Fellow  of  the  Society  for  Pediatric  Urology 

Urology — Adult  and  Pediatric 

3600  Gaston  Avenue,  Baylor  Medical  Center  Plaza. 
Wadley  Tower,  Suite  755,  Dallas.  Texas  75246 

214  826-3500 


DALLAS  UROLOGY  ASSOCIATES 

David  D.  Reisman,  MD,  PA 
Donald  J.  Logan,  MD.  PA 
Donald  L.  McKay,  MD.  PA 
Christopher  D Fetner,  MD,  PA 

Diplomates  of  American  Board  of  Urology 


Medical  City 
Telephone:  2 


Dallas,  7777  Forest  Lane,  Suite  230.  Dallas.  Texas  75230 
14  233-7765  Answered  24  Hours 


WILLIAM  L MULCHIN,  MD,  FACS 

Diplomate  of  American  Board  of  Urology 


Adult  and  Pediatric  Urology 


10  Medical  Parkway,  Suite  207,  Dallas,  Texas  75234; 

214  241-3975  (Answered  24  hrs) 

4100  W.  15th,  Suite  206,  Plano,  Texas  75075;  214  867-3928 


Nobody  knows  better  than 
we  do  how  much  help  and 
understanding  is  needed.  That’s 
why  our  service  and  rehabilitation 
programs  emphasize  the  whole 
family,  not  just  the  cancer  patient. 

Among  our  regular  services 
we  provide  information  and 
guidance  to  patients  and  families, 
transport  patients  to  and  from 
treatment,  supply  home  care  items 
and  assist  patients  in  their  return 
to  everyday  life. 

Life  is  what  concerns  us. 

So  you  can  see  we  are  even 
more  than  the  research  organi- 
zation we  are  so  well  known  to  be. 

No  one  faces  cancer  alone. 
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Classified  Advertising 


Physicians  Wanted 


NEEDED:  EMERGENCY  PHYSICIANS,  North  Central  Texas  area,  lull 
and  part-time.  For  an  application  call  817-336-8600  or  write  Emergency 
Medicine  Consultants,  P.A.,  1533  Merrimac  Circle,  Suite  202,  Fort  Worth, 
Texas  76107. 


SAN  JACINTO  METHODIST  HOSPITAL,  BAYTOWN,  TEXAS.  General 
practitioner,  iamily  practitioner,  OB/Gyn,  psychiatrist.  Solo  or  group 
practice.  Home  oi  Exxon,  U.S.  Steel,  Gull.  High  income.  Bay  area  near 
Houston.  Outstanding  schools,  colleges.  Contact  Administrator,  1101 
Decker  Drive,  Baytown,  Texas  77520;  713-422-3405. 


PHYSICIANS  WANTED — Progressive  hospital  in  East  Texas.  Contact 
Paul  Bennett,  Administrator,  Gladewater  Municipal  Hospital,  300  West 
Upshur,  Gladewater,  Texas  75647;  telephone  214  845-2281. 


WANTED:  ORTHOPEDIC  SURGEON.  Position  available  with  twelve 
doctor  multispecialty  group  located  in  the  Medical  City  Dallas  com- 
plex in  North  Dallas.  All  benelits  paid  lor  by  the  group,  alternoon 
off,  rotating  call  schedule.  Send  curriculum  vitae  to  Sharon  Phelps, 
Administrator,  7777  Forest  Lane,  Suite  240,  Dallas,  Texas  75230,  phone 
214  661-7707. 


WANTED:  GENERAL  PRACTITIONER/INDUSTRIAL  MEDICINE.  Position 
available  with  twelve  doctor  multispecialty  group.  All  benefits  paid 
by  the  group,  afternoon  off,  rotating  call  schedule.  Send  curriculum 
vitae  to  Sharon  Phelps,  Administrator,  Suite  240,  7777  Forest  Lane, 
Dallas,  Texas  75230.  Phone  214  661-7707. 


EMERGENCY  MEDICINE  OPPORTUNITIES — Part-time  and  full-time  posi- 
tions available  in  more  than  40  facilities  throughout  Texas.  Competitive 
houly  income,  flexible  scheduling  without  on-call,  paid  professional 
liability  insurance  provided.  Week  days,  nights,  and/or  weekend 
shifts  available.  For  details  respond  in  confidence  to:  Spectrum  Emer- 
gency Care,  Inc.,  11494  Luna  Road,  Suite  205,  Dallas,  Texas  75234;  214 
869-0255. 


PHYSICIANS — We  have  positions  available  in  family  practice,  emer- 
gency medicine,  pediatrics,  Ob/Gyn,  internal  medicine,  gastroenterol- 
ogy and  orthopedic  surgery.  Call  Patsy  Bishop,  713  789-1550,  MEDEX, 
2401  Fountain  View,  Suite  510,  Houston,  Texas  77057.  From  outside 
Texas  call  800  231-7578. 


AGGRESSIVE  OB-GYN  to  practice  medicine  with  four  MDs  in  clinic 
located  in  community  of  approximately  4500  about  45  miles  northwest 
of  Fort  Worth.  Office  space  is  available.  Salary:  first  year,  $45,000- 
50,000  guaranteed;  second  year,  a percentage  of  what  you  make 
Clinic  is  serviced  by  doctor-owned,  44-bed  hospital  which  is  equipped 
with  CRNA  on  staff,  physical  therapy,  radiology,  laboratory,  blood 
bank,  and  fully-equipped,  up-to-date  surgery.  Please  reply  to  Ad-523, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


EAST  TEXAS  STATE  UNIVERSITY/Head  Student  Health  Services.  Ex- 
cellent location  55  miles  from  Dallas.  University  enrollment  of  approxi- 
mately 8,000 — located  in  Commerce,  a city  of  7,500.  The  university 
desires  to  employ  a physician  to  head  the  Student  Health  Center  and 
perform  other  university  related  health  studies.  Ideal  opportunity  for 
the  starting  physician  or  an  individual  who  wishes  a less  demanding 
schedule.  Competitive  salary  and  fringe  benefits  including  substantial 
time  off.  Must  be  interested  in  young  people,  possess  good  community 
skills,  and  be  able  to  function  as  an  administrator.  References  re- 
quired. Contact  Joe  Webber,  Assistant  Executive  Director,  Student 
Services,  ETSU,  Commerce,  Texas  75428;  214  886-5793. 


ONE/TWO  BE/BC,  OB/GYNs  to  buy  out/take  over  established  young, 
expanding  OB/GYN  practice.  (Gross  $200-300,000).  Central  Texas. 
Ideally  would  suit  two  friends  finishing  their  residency  and  wishing 
to  set  up  practice  together.  Basically,  this  is  an  offer  of  a lifetime! 
Contact  early — "Time  is  of  the  essence,"  Reply  to  Ad-530,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


ARE  YOU  LOOKING  FOR  A PAVED  HIGHWAY  toward  financial  suc- 
cess— where  you  will  receive  referrals  from  other  doctors  because  they 
are  too  busy  or  retiring — where  there  is  no  animosity  towards  new 
physicians?  Immediate  openings  for  family  physicians,  ob/gyns,  in- 
ternists, pedis,  orthopods,  and  surgeons  in  smaller  towns  in  Texas, 
Contact  Texas  Doctors  Group,  702  Colorado,  Suite  102,  Austin,  Texas 
78701;  512  476-7129.  Toll  free  in  Texas  1-800-331-8472. 


FRIENDLY  RURAL  COMMUNITY  in  south-central  Texas  looking  for 
family  practice  doctor  who  enjoys  quiet  country  living.  Fully-equipped 
and  staffed  clinic  with  well-established  practice  offered  rent  free  for 
one  year.  Rotating  call  at  nearby  hospital  every  5th  weekend  and  one 
night  per  week.  Call  Moulton  Community  Medical  Clinic,  512  596-4675 
between  8 and  5. 


HCA  OWNS  OR  MANAGES  50  hospitals  in  Texas — Opportunities  for  all 
specialties  in  both  metropolitan  and  rural  areas.  Send  curriculum 
vitae  to:  Dan  Olphie,  HCA,  P.O.  Box  1575,  Nashville,  TN  37202  or  call 
1-800-251-1537. 


ARIZONA-BASED  PHYSICIAN  RECRUITMENT  firm  has  positions  in 
Dallas/Ft.  Worth  area,  as  well  as  Central  and  West  Texas.  Profession- 
als working  with  professionals.  Over  13  years  experience.  Call  602 
795-7474,  or  send  CV  to:  Mitchell  <5  Associates,  Inc.,  2761  N.  Country 
Club  Rd.,  Suite  202,  Tucson,  AZ  85716. 


SAN  ANTONIO:  FAMILY  PRACTICE/EMERGENCY  MEDICINE.  Immedi- 
ate opening  in  minor  emergency  center  operating  14  hours  per  day. 
Salary  and  fringes  negotiable.  Contact  Robert  W.  Kottman,  MD,  7219 
Hidden  Hills  North,  San  Antonio,  Texas  78244;  512  661-4891. 


PSYCHIATRIST — Tne  Laredo  State  Center  has  an  opening  for  a full- 
time psychiatrist.  Valid  Texas  license.  Board  certified  or  eligible. 
Coordinates  and  supervises  all  medical  and  psychiatric  treatment 
services.  Salary  up  to  $69  500/yr.  (D.O.E.).  If  interested,  contact 

Laredo  State  Center,  512  723-2926,  P.O.  Box  1835,  Laredo,  Texas 
78044-1835.  E.O.E. 


TEXAS— PRIMARY  CARE  PHYSICIANS  AND  OB/GYN  needed  for  locum 
and  permanent  placements.  Excellent  financial  package,  practice  man- 
agement and  affiliation  with  a dynamic  healthcare  company.  CV  to: 
Beverly  Froley,  Westworld  Healthcare  Resources,  23832  Rockfield  Road, 
Lake  Forest,  California  92630;  1-800-847-1596. 


(1079)  (EXEMPT)  ASSISTANT  DIRECTOR  OF  HEALTH  $45 ,2 1 1 -$66,784 
yearly.  Nature  of  Work:  Acts  as  first  assistant  to  the  Health  Depart- 
ment Director  administering  a county-wide  public  health  program.  Acts 
on  behalf  of  the  director  in  all  phases  of  activities  involved  in  general 
health  maintenance.  Overall  goal  is  to  maintain  an  effective  community 
health  system.  Duties:  The  following  describes  some  of  the  major  duties 
and  responsibilities,  but  does  not  depict  all  of  the  other  duties  that 
may  be  assigned.  Assists  the  director  in  making  employee  appoint- 
ments, dismissals,  and  any  other  personnel  changes;  supervises  the 
preparation  of  the  budget  and  monitors  financial  transactions  and  ac- 
counting activities  of  the  financial  transactions  and  accounting  activities 
of  the  department  for  review  by  the  director;  supervises  preventive 
measures  for  contagious  diseases  of  public  health  concern;  maintains 
understanding  and  cooperation  with  local  organizations  through  meet- 
ings and  attendance  at  public  health  related  functions;  gives  medical 
and  administrative  direction  on  special  surveys  regarding  pertinent 
local  health  problems;  plans  and  conducts  inservice  training  programs 
for  personnel.  Preferred  Qualifications:  Licensed  to  practice  medicine 
in  Texas  by  the  State  Board  of  Medical  Examiners.  Three  years  admin- 
istrative experience  in  public  health.  Considerable  knowledge  of  modern 
principles  and  methods  of  business  administration  in  municipal  govern- 
ment. To  apply:  City  of  San  Antonio  Personnel  Department,  111  Plaza 
De  Armas,  San  Antonio,  Texas  78205.  An  equal  opportunity  employer. 


(0161)  (EXEMPT)  PUBLIC  HEALTH  PHYSICIAN— $40, 620-$54,420  annual- 
ly. Nature  of  work — This  is  professional  work  responsible  for  directing 
all  activities  performed  in  the  communicable  control  division  of  the 
Metropolitan  Health  Department.  Supervision  is  exercised  over  the 
following  areas:  Tuberculosis  Nursing  Services,  Tuberculosis  Chest 
Clinic,  Venereal  Disease  Clinic,  Immunization  section  and  general 
support  section  which  totals  approximately  70  employees.  Performs 
administrative  and  logistical  control  of  the  division  and  supporting 
sections  to  include  budgeting,  staffing  and  requisition  of  supplies. 
Maintains  operational  control  of  the  division  and  subordinate  sections 
and  coordinates  immunization  and  epidemiologic  problems  with  en- 
vironmental health  and  nursing  divisions.  Acts  as  liaison  between  other 
departments  and  with  the  public  and  private  sector.  Oversees  and 
maintains  anti-rabies  control  measures  by  working  closely  with  animal 
control  facility  and  Bexar  County  Hospital  services.  Monitors  com- 
municable diseases  in  Bexar  County  and  the  procurement  of  necessary 
vaccines  and  biologic  products  necessary  to  prevent  or  control  such 
outbreaks.  Researches,  develops  and  promulgates  criteria  for  com- 
municable disease  control  in  coordination  with  local,  state  and  federal 
guidelines.  Performs  other  tasks  assigned  by  the  director.  Minimum 
qualifications — Graduation  with  an  MD  degree  from  a medical  school 
of  Grade  A standing  with  the  American  Medical  Association,  plus  one 
year  of  internship  in  an  approved  hospital  and  one  year  of  full-time 
paid  experience  in  public  health  preferably  in  a recognized  public 
health  agency.  A license  to  practice  medicine  in  Texas  must  be  obtained 
prior  to  appointment.  To  apply — City  of  San  Antonio  Personnel  Depart- 
ment, 111  Plaza  De  Armas,  San  Antonio,  Texas  78205.  An  equal  oppor- 
tunity employer. 


POSITIONS  AVAILABLE  IMMEDIATELY— Seeking  BC/BE:  OB/GYN, 
HEM/ONC,  PLS  surgeon,  urologist,  and  general  internist  to  join  seven- 
member  rapidly  expanding  multispecialty  clinic  in  the  sunbelt.  Contact 
Robert  J.  Knapp,  Administrator,  Skinner  Clinic,  124  Dallas  St.,  San 
Antonio,  Texas  78205. 


WANTED:  BC  OR  BE  FAMILY  physician.  Practice  in  northeast  Texas, 
to  include  OB.  Call  or  write  Ellington  Memorial  Clinic,  322  E.  Hiram, 
Atlanta,  Texas  75551;  214  796-2868. 


IMMEDIATE  OPENING:  EXCELLENT  opportunity  for  a specialist  in 
FP,  OB/GYN,  1M,  general  surgery,  or  industrial  medicine  to  join  well- 
established  and  rapidly  expanding  family  practice  group  in  San  An- 
tonio. Our  facility  is  fully  equipped  as  a total  health  care  center  with 
laboratory,  x-ray,  stress  testing,  holter  monitoring,  and  pulmonary 
function  testing  already  established.  Plans  are  underway  to  move  to 
a larger  facility  and  offer  increased  services.  We  offer  competitive 
guaranteed  salary,  corporate  benefits  with  paid  professional  liability, 
administrative  and  support  staff,  affiliation  with  large  community  hos- 
pitals, and  call  sharing  opportunities.  Requires  well-rounded  abilities 
in  both  an  out-patient  and  hospital  practice.  Board  certification  or 
eligibility  required.  Dedication  to  high  quality,  excellent  patient 
empathy  and  communicative  skills  mandatory.  Leadership  skills  and 
entrepreneural  interest  in  practice  desirable.  Tremendous  growth  po- 
tential. Immediate  opening  due  to  building  expansion  and  broadening 
patient  base.  Send  CV,  references  to:  William  Gonzaba,  MD,  PA, 
c/o  The  Doctor's  Office,  2101  Lockhill-Selma,  Suite  208,  San  Antonio, 
Texas  78213. 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $30.00  (U.S.  currency)  per  issue  for  50  words  or 
less,  payable  in  advance.  Ad  numbers  can  be  substituted 
for  formal  addresses  upon  request  at  no  extra  cost.  Name 
and  address  of  ad  number  listings  cannot  be  given  out 
unless  specific  permission  to  do  so  has  been  given.  The 
advertising  office  will  not  contact  ad  number  holders  ex- 
cept by  mail.  Federal  laws  prohibit  references  to  race, 
color,  religion,  sex,  national  origin,  or  age  unless  bona  fide 
occupational  qualifications.  Copy  deadline  is  the  5th  of 
the  month  preceding  publication.  Send  copy  to  Advertising 
Manager,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 
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PRIMARY  CARE  SPECIALISTS — Directorship  and  stall  openings  in  lake 
area  ambulatory  clinic  opening  August,  1985,  southeast  of  Dallas. 
Competitive  salary,  malpractice  paid.  Send  CV  or  call  Robert  L. 
Brannon,  MD,  Trinity  Valley  Minor  Emergency  Clinic,  8305  Walnut  Hill 
Lane,  Suite  200,  Dallas,  TX  75231;  214  368-3232. 


THE  DEPARTMENT  OF  FAMILY  PRACTICE  at  The  University  of  Texas 
Medical  School,  Houston,  has  immediate  opening  for  faculty  positions. 
We  encourage  applications  from  residency  trained,  board  certified 
family  physicians  who  desire  to  engage  in  duties  including  teaching, 
research,  and  direct  patient  care  in  an  established  family  practice 
department  with  graduate  and  undergraduate  programs.  Interested 
applicants  should  submit  credentials  and  curriculum  vitae  to:  Harold 
T.  Pruessner,  MD,  Department  of  Family  Practice,  7600  Beechnut, 
Houston,  Texas  77074.  The  University  of  Texas  is  an  equal  employment 
employer.  Women  and  minorities  are  encouraged  to  apply. 


SAN  ANGELO:  Outstanding  opportunity  in  minor  emergency/family 
practice  clinics.  Guaranteed  $100,000  for  4-day  week  (13  hr.  days)  SO 
weeks/year,  Profit  sharing  above  guarantee.  Contact  Bill  Bass,  MD, 
915  942-8611,  Shamrock  Clinics,  4208  College  Hills,  San  Angelo,  Texas 
76904. 


PHYSICIANS  WANTED  FOR  BUSY  CENTRAL  TEXAS  general  practice. 
Opportunity  for  partnership.  Clinic  adjacent  to  hospital,  new  hospital 
being  constructed.  Clinic  and  hospital  practice.  Some  obstetrics.  Good 
income.  Close  to  Houston,  Austin,  and  San  Antonio.  Please  reply  to 
Ad-551,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 


TEXAS  EMERGENCY  MEDICINE — full  and  part-time  positions  available 
in  the  Central  and  South  Texas  areas.  Excellent  pay.  Primary  con- 
siderations given  to  applicants  with  two  years  experience  in  emergency 
medicine  or  board  ceilified  or  board  eligible  in  emergency  medicine, 
family  practice,  internal  medicine  or  surgery.  Contact  Arthur  Allison, 
MD,  or  Susan  Dill,  Emergency  Physicians  Associates,  604  Richmond 
Avenue,  San  Antonio,  Texas  78215;  512  222-0746. 


FAMILY  PRACTITIONER  WANTED  to  join  well  established  and  rapidly 
expanding  eleven  physician  group  in  East  Texas.  Our  new  facility  is 
fully  equipped  including  stress  test,  PT,  holter  monitoring,  lab,  and 
x-ray.  We  offer  guaranteed  salary  with  benefits  paid.  Second  year 
equal  partner.  Contact  Jerry  Chapman,  1400  College  Drive,  Texarkana, 
Texas  75503;  214  793-5671. 


OB/GYN  PHYSICIAN  NEEDED — Associate  with  two  busy  family  practi- 
tioners in  well  equipped  office.  No  initial  investment  needed.  Medical 
Park  Clinic,  San  Marcos,  Texas.  512  396-3361. 


PHYSICIAN  WANTED:  Thriving  community  in  Southeast  Texas,  north- 
east of  Beaumont,  northwest  of  Orange.  Approximately  4,000  to  6,000 
residents.  Family/general  practitioners  services  needed.  Office  space 
available  for  professional  services  only.  409  745-1115  or  409  745-1134. 


PEDIATRICIAN  OR  PEDIATRIC  SUBSPECIALIST— Excellent  opportunity 
to  join  well  established  active  practice.  Spacious,  new  office,  labora- 
tory, x-ray.  Popular  vacation  area,  warm  climate,  lakes,  ocean  beaches, 
university,  good  recreational  facilities.  Population  250,000.  Salary 
progressing  to  ownership.  Contact  Adele  Bromiley,  MD,  Brownsville 
Pediatric  Association,  2335  Central  Blvd.,  Brownsville,  Texas  78520; 
512  546-3126  (office),  542-0856  (home). 


PRACTICE  SITUATIONS  AVAILABLE  in  The  Methodist  Hospital  Health 
Care  System,  Inc.  affiliated  hospitals  for  board  certified/board  eligible 
physicians  in  cardiology,  family  practice,  internal  medicine,  OB-Gyn, 
pediatrics,  surgery.  Send  CV  to  6560  Fannin  #1824,  Houston,  Texas 
77030;  713  790-6372. 


FAMILY  AND  GENERAL  PRACTITIONERS  sought  for  Dallas,  Texas. 
Solo  or  association  available.  Private  practice  for  sale,  also.  For  addi- 
tional information,  please  contact  Eloise  Gusman,  1-800-535-7698  or 
send  CV  to  2800  Veterans  Blvd.,  Suite  170,  Metairie,  LA  70002. 


FAMILY  PRACTITIONERS  FOR  SOUTHEAST  TEXAS— Family  practi- 
tioner is  seeking  an  associate  for  his  practice.  Located  in  growing 
community  with  easy  access  to  the  coast  and  several  major  cities.  For 
information,  please  call  Eloise  Gusman,  1-800-535-7698  or  send  CV  to 
2800  Veterans  Blvd.,  Suite  170,  Metairie,  LA  70002. 


PRACTICE  OPPORTUNITIES  AVAILABLE  in  North  Central  and  North- 
eastern Texas  for  family  practice,  OB/Gyn,  Internal  medicine,  pedi- 
atrics, general  surgery,  anesthesiology,  and  more.  Send  curriculum 
vitae  to  Deborah  McNairn,  Dept.  101,  Baylor  Health  Care  System, 
Physician  Recruitment,  P.O.  Box  26265,  Dallas,  Texas  75226;  214 
820-2891. 


WANTED:  ORTHOPEDIC  SURGEON.  Orthopedist,  board  eligible  or 
certified  in  East  Texas  growth  area  to  associate  and  later  take  over 
retiring  solo  practice  of  a well  established  practice.  Please  reply  to 
Ad-532,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


TEXAS— SAN  ANTONIO  EMERGENCY  MEDICINE  OPPORTUNITIES. 
Full  and  part-time  positions  available  in  San  Antonio.  Emergency 
medicine,  family  practice,  GP,  or  others.  Excellent  opportunity  and 
good  clinic  environment.  Call  512  433-1771,  Richard. 


FAMILY  PRACTICE— BOARD  CERTIFIED  or  eligible  FP  to  join  group; 
excellent  opportunity,  income  guarantee;  OB  optional-  Corpus  Christ! , 
sparkling  city  on  Texas  Gulf  Coast,  offers  stable  economy,  good 
family  life,  multiple  recreation  choices.  Send  CV  to  Ad-560,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


TEXAS — NORTH  OF  DALLAS.  Immediate  full-time  and  part-time  posi- 
tions in  hospital  affiliated  family  practice  clinic.  Hospital  offering 
attracive  incentive  for  purchase  oi  clinic  as  practice.  Beautiful  resort 
area  has  stable  patient  population  with  great  growth  potential.  Con- 
tact: Emergency  Consultants,  Inc.,  2240  South  Airport  Road,  Room  29, 
Traverse  City,  MI  49684;  or  call  1-800-253-1795  or  in  Michigan 
1-800-632-3496. 


WANTED:  IN  SUBURBAN  TEXAS,  family  practitioner  to  join  group  of 
two  in  which  one  doctor  is  retiring  soon.  Obstetrics  and  geriatrics  in 
practice.  Please  contact  817  481-6541. 


EMERGENCY  MEDICINE  AND/OR  FAMILY  PRACTICE  physician  needed 
for  family  practice  and  acute  care  facility  located  in  attractive,  progres- 
sive city  with  numerous  cultural,  educational  and  recreational  oppor- 
tunities. Salary  in  six  figures.  Contact'  Midland  Minor  Emergency 
Center,  2310  W.  Ohio,  Midland,  Texas  79701;  phone  915  686-9708. 


FAMILY  PRACTITIONER  AND  INDUSTRIAL  MEDICINE  with  ten  doctor 
multispecialty  group  located  in  Houston.  Competitive  income.  Please 
reply  to  Ad-559,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


FAMILY  PRACTITIONER  OR  GENERAL  PRACTITIONER  needed  im- 
mediately to  take  over  active  practice  due  to  sudden  illness  of  doctor 
in  Ranger,  Texas.  Solo  practice  established  for  35  years.  Fully  equipped 
office  building,  2,500  feet,  four  examining  rooms,  small  lab,  x-ray. 
Financing  available.  Experienced  employees  available.  New  hospital, 
new  schools  and  junior  college.  Contact  W.  P.  Watkins,  MD,  201 
Homer  Street,  Ranger,  Texas  76470;  817  647-3454. 


WANTED:  FULL-TIME  FAMILY  PRACTITIONER,  Central  Texas  town  be- 
tween Dallas,  Fort  Worth  and  Waco,  near  beautiful  Lake  Whitney. 
Clinic  next  door  to  the  hospital.  Salary  negotiable,  partnership  oppor- 
tunity. Contact  Morris  R.  Hill,  MD  or  James  G.  Barton,  MD  P.O.  Box 
548,  Whitney,  Texas  76692-0548,  817  694-2221. 


INTERNIST,  BOARD  CERTIFIED  OR  BOARD  ELIGIBLE,  for  private 
practice  in  medium-size  Central  Texas  town.  Terms  negotiable.  Please 
reply  to  Ad-561,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


EXPANDING  20  PHYSICIAN  multispecialty  group  has  immediate  oppor- 
tunities in  family  practice,  non-invasive  cardiology  and  ob/gyn.  Enjoy 
practicing  medicine  in  friendly  West  Texas  city.  Above  average  first 
year  guarantee  and  relocation  expenses.  Send  CV  to  Tammy  Stripling, 
Physician  Recruiter,  Malone  and  Hogan  Clinic,  1501  West  11th  Place, 
Big  Spring,  Texas  79720. 


PSYCHIATRISTS,  CLINICAL  DIRECTOR/ASSOCIATE  clinical  director. 
Positions  available  for  board  certified/eligible  psychiatrists  for  in- 
patient acute  psychiatric  care  units  in  community  hospitals  in  Texas. 
Administrative  stipend,  patient  billings  and  opportunity  for  private 
practice  allow  for  income  potential  well  in  excess  of  $100,000.  Positions 
currently  available  in  Texarkana,  Lubbock,  and  Andrews.  Send  CV 
to:  Director  of  Recruitment,  Dept.  TX-1,  Mental  Health  Management, 
Inc.,  1500  Planning  Research  Drive,  Suite  250,  McLean,  VA  22102,  or 
call  toll  free  at  1-800-368-3589. 


EMERGENCY  PHYSICIAN — Local  Houston  ER  group  needs  experienced 
ER  physician.  Fee  for  service  with  guarantee.  Contact  Greater  Houston 
Emergency  Physicians  Associates,  P.O.  Box  7445,  Houston,  Texas  77248; 
713  861-7942. 


A VARIETY  OF  PRIVATE  PRACTICE  opportunities  available  in  attrac- 
tive urban,  suburban,  and  rural  areas  of  Texas.  Group  and  solo 
situations  open  in  family  practice,  internal  medicine,  ob/gyn,  and 
pediatrics.  Send  CV  in  confidence  or  contact:  Physician  Resource 
Network,  P.O.  Box  37102,  Fort  Worth,  Texas  76117;  817  595-1128. 


PHYSICIAN  RECRUITING  COMMITTEE  in  rural  North  Central  Texas 
community  seeking  recent  US-trained  pediatrician.  Board  certified  or 
board  eligible.  Potential  50,000  population  market.  Beautiful  country 
one  hour  from  Metroplex  Excellent  hospital,  unlimited  opportunity  for 
energetic  doctor.  Send  CV  to  Ad-563,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


DIRECTOR,  HARRIS  COUNTY  HEALTH  DEPARTMENT— responsible  for 
department's  comprehensive  public  health  programs  serving  850,000 
residents  (excluding  City  of  Houston).  Requires  MD  and  MPH,  Texas 
license,  board  certified  or  eligible,  experience  in  preventive  health 
practice  and  administration.  Administer  a full-time  staff  of  160.  Salary: 
$68,000  year,  negotiable.  Direct  inquiries  to  Francine  Jensen,  MD, 
Director  Harris  County  Health  Department,  P.O.  Box  25249,  Houston, 
Texas  77005,  713  526-1841. 


Situations  Wanted 


WE  HAVE  PHYSICIANS  WHO  ARE  LOOKING  TO  JOIN  solo,  partner- 
ships, or  multispecialty  groups  in  the  Texas  area.  For  more  information 
call  Medical  Advisory  Group,  Inc.;  214  758-9939. 


GENERAL  SURGEON  wanting  to  relocate.  Texas  license.  ABS.  Willing 
to  do  some  general  practice.  Will  consider  HMO,  freestanding  clinic, 
or  suitable  ER.  Available  immediately.  Please  reply  to  Ad-533,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


INTERNAL  MEDICINE,  FAMILY  MEDICINE,  occupational  medicine. 
Board  eligible — IM,  OM.  Work  oriented-  30+  years  broad  experience. 
Please  reply  to  Ad-555,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


PLASTIC  SURGEON — Native  Texan  with  license  completing  training  in 
large  eastern  plastic  surgery  program  desires  practice  opportunity  in 
Texas.  Boarded  in  general  surgery,  separate  fellowships  in  hand 
surgery  and  microsurgery.  Available  1987  after  completion  of  fellow- 
ship abroad.  Please  reply  to  Ad-562,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


FAMILY  PHYSICIAN  COVERAGE  SERVICE— 2 days  to  2 weeks. 
Licensed  MD  with  14  years  experience  in  family  practice.  Urban  or 
rural.  English  and  Spanish.  Texas,  UTMB  graduate,  Galveston.  $375 
or  50:50  split  per  day.  Written  or  phone  references,  recommendations. 
512  473-6996,  leave  message. 


LOCUM  TENENS— EXPERIENCED,  dependable  board  certified  diag- 
nostic radiologist  with  additional  expertise  in  CT  and  ultrasound. 
Available  for  locum  tenens  coverage  effective  July  1,  1285.  CV  sent 
on  request.  Please  reply  to  Ad-548,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


For  Sale  or  For  Rent 


INTERNIST,  CERTIFIED  OR  BOARD  eligible  for  buy-out  of  senior  part- 
ner with  remaining  partner.  Complete  diagnostic  facility  in  3700  sq.  ft. 
office.  Dentist  and  pharmacy  occupy  offices  with  good  leases.  Grossing 
over  $400,000  annually  from  good  middle  class  patients.  Excellent  fi- 
nancing available.  Reply  to  Ad-547,  TEXAS  MEDICINE,  1801  N.  Lamar 
Blvd.,  Austin,  TX  78701. 


FOR  SALE:  Quality  internal  medicine  practice  for  sale  in  elite  North 
Dallas.  Gross  $300,000  plus.  Available  immediately.  Asking  $175,000. 
P.O  Box  670913,  Dallas,  Texas  75367-0913. 
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ONE/TWO  BE/BC,  OB/GYN's  to  buy  out/take  over  established  young, 
expanding  OB/GYN  practice.  (Gross  $200-300,000).  Central  Texas. 
Ideally  would  suit  two  friends  finishing  their  residency  and  wishing 
to  set  up  practice  together.  Basically,  this  is  an  offer  of  a lifetime! 
Contact  early — “Time  is  of  the  essence."  Reply  to  Ad-530,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


WHAT  WILL  YOU  PAY  tor  a primary  care  practice  netting  $125,000 
to  $150,000  for  practicing  MD?  No  nights,  five  days/week,  heart  of 
Dallas,  financing  available  after  down  payment.  Phone  214  357-1132, 
1-3  pm  weekdays. 


FAMILY  PRACTITIONER  OR  GENERAL  PRACTITIONER  needed  im- 
mediately to  take  over  active  practice  left  due  to  sudden  death  of 
doctor  in  Alice,  Texas.  Solo  practice  established  for  25  years.  48  miles 
southwest  of  Corpus  Christi,  Texas.  Will  rent  fully  equipped  office 
building,  1,648  square  feet,  four  examining  rooms,  small  lab,  x-ray. 
Will  sell  equipment  for  appraised  value.  Financing  available.  Ex- 
perienced employees  available.  Close  to  hospital  and  good  schools. 
Contact  Hector  Lopez,  Administrator  for  the  Estate;  512  664-3363  or 
512  664-6866. 


50%  OFF  PREVIOUSLY  OWNED  MEDICAL,  LABORATORY,  office,  x-ray, 
ultra-sound  equipment  in  excellent  condition.  We  buy,  sell,  broker 
and  repair.  Appraisals  by  Certified  Surgical  Consultants.  Doctor  Medi- 
cal Resale,  Ltd.,  16250  Northland  Drive,  Suite  LL026,  Southfield,  Mich. 
48075.  313  569-4407  anytime. 


GENERAL  INTERNIST  desires  to  share  2200  square  feet  in  Medical 
Arts  complex  near  St,  David's  Hospital,  Austin,  Texas.  Six  examination 
rooms,  chest  x-ray  facilities,  large  waiting  room,  free  parking.  Prefer 
non-internist  or  medical  subspecialist.  Full  or  part-time  occupancy. 
Terms  negotiable.  Call  512  476-9145. 


HOUSTON— MEDICAL  OFFICE  SPACE  FOR  LEASE,  excellent  location 
in  Greenway  Plaza  area.  Attached  parking  garage  adjoins  336  bed 
hospital.  Suites  available  ranging  from  280  square  feet  to  2,841  square 
feet.  Will  remodel  to  suit.  Contact  Ron  Taylor  at  713  961-4323. 


HOUSTON— MEDICAL  OFFICE  SPACE  FOR  LEASE,  excellent  location  in 
Southwest  Houston.  Two  suites  available;  745  square  feet  on  1st  floor, 
and  1,309  square  feet  on  the  3rd  floor.  Close  to  all  and  center  of  a 
growing  community.  Will  remodel  to  suit.  Contact:  Irene  Ridge  at 
713  961-4323. 


TWO  ACRES,  ADJOINING  GARLAND  COMMUNITY  HOSPITAL  in 
Garland,  Texas.  Ideal  site  for  professional  building  or  nursing  home. 
Existing  24,000  square  foot  manufacturing  facility  will  provide  rental 
income  until  you’re  ready  to  build.  For  sale  by  owner,  Joanne  Sid- 
linger,  P.O.  Box  473044,  Garland,  Texas  75047,  214  271-7320. 


FAMILY  PRACTICE  in  Central  Texas  for  sale  including  building  and 
equipment.  Excellent  future  and  employees  available.  Contact  Doctors 
Management  Services,  PM  Group,  P.O.  Box  9063,  Waco,  Texas  76714. 


OB./GYN  PRACTICE  FOR  SALE.  Near  Houston,  this  well  established 
practice  and  medical  building  are  available  before  June  1986.  For  more 
information  send  CV  to:  Health  Care  Personnel  Consulting  Inc.,  400 
GSB  Building,  One  Belmont  Avenue,  Bala  Cynwyd,  PA  19004;  215 
667-8630. 


HOUSTON:  FAMILY  PRACTICE  for  sale,  close  to  Medical  Center.  Large 

gatient  flow.  Good  gross  and  excellent  net.  Well  established  practice. 

octor  retiring.  Contact  Business  & Professional  Associates  at  713 
771-5011.  (TMH413) 


AUSTIN — SPACE  TO  SHARE:  Internist  wishes  to  share  office  space, 
adjacent  to  St.  David's  hospital.  512  474-9665. 


HOUSTON— OFFICE  SPACE  AND  EQUIPMENT,  EMG  and  thermography 
to  sell  or  lease.  Contact  Mrs.  Walker,  713  774-2805. 


HOUSTON — Long  established  practice  with  building  for  sale.  Near 
central  business  district.  Parking  for  35  cars.  Excellent  public  trans- 
portation. Bilingual  English-Spanish  speaking  patients.  Well  respected 
doctor  retiring  after  many  years  same  location.  Steve  Tower,  Sam 
Feldt  Co.,  713  776-0661. 


PHYSICIANS  NEEDED  FOR  RAPIDLY  growing  suburban  area,  north- 
east of  San  Antonio.  Beautifully  landscaped  new  office  building  next  to 
established  dental  clinic.  Especially  suited  for  family  practice,  internal 
medicine,  pediatrics,  private  or  group  practice.  Population  20,000+, 
without  medical  services.  R.  Clark  Antone,  DDS,  home  512  658-8838, 
business  512  661-4211. 


FOR  SALE — X-RAY  equipment.  Two  RF  units,  one  radiographic  unit, 
M7  processor,  etc.  Telephone  512  341-3127. 


Business  and  Financial  Services 


PHYSICIAN'S  SIGNATURE  LOANS  to  $50,000.  Up  to  seven  years  to  re- 
pay. No  prepayment  penalties  Prompt,  courteous  service.  Competitive 
fixed  rate,  with  no  points,  fees  or  charges  of  any  kind.  Physicians 
Service  Association,  Atlanta,  Georgia.  Toll  free  800-241-6905.  Serving 
MDs  for  over  ten  years. 


Miscellaneous 


ABORTION  ALTERNATIVES!  Licensed  maternity  service  ofters  residen- 
tial and  non-residential  program  with  counseling  and  medical  plan  for 
the  expectant  mother  wno  is  planning  adoption  for  her  baby.  Costs 
adjusted  to  ability  to  pay.  MARYWOOD,  510  West  26th  Street,  Austin, 
Texas  78705.  Phone  512-472-9251.  (Formerly  HOME  OF  THE  HOLY  IN- 
FANCY.) 


DOCTOR,  YOU  CAN'T  BEAT  THE  quality  or  the  price!  Holter  Monitor 
Scanning  Service.  Physician  owned,  trained,  and  supervised.  Now 
using  UP  Service  for  faster  turnaround  time.  No  contracts  to  sign.  We 
can  arrange  for  lease/purchase  of  Holter  equipment.  New  Holter 
recorders  $1,550.  DCG  Interpretation  (313)  879-8860. 


PRACTICE  WANTED — Wanted  to  buy  general  practice  or  general  prac- 
tice with  general  surgery.  Prefer  small  or  medium  size  community. 
Licensed  in  Texas.  Could  take  over  the  practice  immediately.  Please 
reply  to  Ad-534,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


3RD  ANNUAL  CHRONICALLY  ILL  & AGING  CONFERENCE.  November 
21-23  1985,  Oklahoma  City,  Oklahoma.  For  information  contact  John 

A Mohr,  MD  (111)  VAMC,  921  N.E.  13th  Street,  Oklahoma  City,  OK 
73104  or  call  405  270-5149.  CME  given. 


AAMI  REGIONAL  MEETING  AND  EXHIBITS,  October  20-22,  1985, 
Houston  Marriott  at  the  Astrodome.  Scientific  sessions  and  courses  for 
clinical  and  biomedical  engineers,  technicians,  nurses,  physicians  and 
manufacturers  involved  with  technology  evaluation,  utilization  and 
management.  Contact:  Marguerite  Leishman,  AMI,  1901  North  Fort 
Myer  Drive,  Suite  602,  Arlington,  VA  22209.  703  525-4890. 
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TEXAS  MEDICINE 


WHAT  IF 
YOUR  NEXT 
STOMACHACHE 
NEVER 

WENT  AWAY? 


Imagine  waking  up  with  painful 
stomach  cramps. 

Imagine  going  through  your  day 
with  terrible  diarrhea. 

Now  imagine  those  painful,  em- 
barrassing symptoms  never  going 
away. 

That’s  what  people  with  Ileitis 
and  Ulcerative  Colitis  endure 
every  day. 

Over  2 million  men,  women  and 
children  suffer  with  these  devas- 
tating intestinal  diseases.  That’s 
more  than  Muscular  Dystrophy 
and  Cerebral  Palsy  combined. 

Yet  as  widespread  as  Ileitis  and 
Ulcerative  Colitis  are,  they’re  just 
as  misunderstood. 

Some  people  think  these  dis- 
eases are  only  in  your  mind. 

They’re  not. 

Some  people  think  they  come 
from  eating  the  wrong  kinds  of 
foods. 

They  don’t. 

Some  people  even  laugh  at  the 
symptoms. 

They  shouldn’t. 

Because  Ileitis  and  Ulcerative 
Colitis  can  strike  at  any  age,  at  any 
time.  And  there's  no  known  cause. 
Or  cure. 

If  you  can  imagine  yourself  en- 
during this  kind  of  pain,  you  know 
why  we  need  your  help. 

And  why  we  need  it  now. 

The  National  Foundation  for 

Ileitis  Colitis 


Texas  Medical  Association 
Educational  Poster 
For  Your  Office 

Produced  by  the  Texas  Medical  Association,  this  1 1 x 
17  inch  poster  reminds  your  patients  that  seat  belts 
save  lives.  It  also  reinforces  your  role  as  health  edu- 
cator with  its  statement  at  the  bottom  "A  message 
from  your  doctor  and  the  Texas  Medical  Association.” 

Printed  in  red  and  black  on  bright  yellow  paper,  it  can 
be  displayed  in  your  office  or  anywhere  it  would  be 
seen  by  the  public.  Order  extra  posters  to  display  in 
your  hospital,  neighborhood  pharmacy,  or  schools. 

Posters  are  provided  free  of  charge  as  a public  ser- 
vice. Order  now!  Indicate  the  number  you  would  like 
in  the  blank  below  and  send  this  form  to: 

Texas  Medical  Association 

Communication  Department 
1801  North  Lamar  Blvd. 

Austin,  Texas  78701 


I would  like seat  belt  poster(s). 


name 


address 


To  send  your  tax-deductible  contribution  or  for  more 
information,  please  write:  N.F.I.C.,  PO  Box  2020. 
Murray  Hill  Station,  New  York,  NY  10156 


city 


state  zip 
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It  Shouldn’t  Even  Be  a Contest 


You  want  what's  best  for  your  patients  — 
not  what's  cheapest.  Medicine  shouldn't  be 
practiced  any  other  way. 

Yet  today's  physicians  are  wrestling  with  a 
troublesome  array  of  cost-containment  initia- 
tives: fee  freezes,  arbitrary  caps  on  Medicare 
reimbursement,  even  restrictions  on  access  to 
care.  The  stakes  are  high  — life  or  death. 

The  AMA  is  in  favor  of  cost-effectiveness, 
but  not  at  the  expense  of  quality  care  — or 
physicians'  freedom  to  provide  it.  So  we're  act- 
ing, not  reacting  — by  delivering  cost-effective- 
ness information  at  special  workshops  and 
annual  meetings;  by  offering  publications 
including  the  Physician's  Cost  Containment 
Checklist;  and  by  launching  programs,  such  as 
the  Cost-Effectiveness  Network  for  hospital 
staffs  to  test  cost-effectiveness  strategies,  and 
the  Health  Policy  Agenda  for  the  American 
People,  a long-range  set  of  directions  and 
priorities  for  health  care. 


In  Washington,  D.C.,  and  in  court,  we're 
fighting  government-imposed  fee  freezes  and 
other  attempts  to  restrict  the  rights  of  physi- 
cians and  patients. 

You  can  fight  back— by  joining  the  AMA. 
Together,  we'll  help  make  sure  that  quality 
wins  — every  time. 

For  information,  call  toll-free  800/621-8335  (in  Illinois, 
call  collect  312/645-4987),  or  return  this  coupon  to: 


The  American  Medical 
Association 

Division  of  Membership 

535  North  Dearborn,  Chicago,  Illinois  60610 


Please  send  me  AMA  membership  information. 
□ I am  a member  of  my  county  medical  society. 

Name 


Street 


City 


State 


Zip 


County 

14-058 
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TEXAS  MEDICINE 


CONTINUING  EDUCATION  DIRECTORY 


COURSES 


OCTOBER 

Anesthesiology 

Oct  10-11,  1985 

BAYLOR  ANESTHESIA  REVIEW  1985,  IV.  Meridien  Hotel,  San  Fran- 
cisco. Fee  $250;  $125-physicians  in  training.  Category  1 , AMA  Phy- 
sician's Recognition  Award;  20  hours.  Contact  Lila  Lerner  or  Carol 
Soroka,  Office  of  Continuing  Education,  Baylor  College  of  Medicine, 
One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

Family  Medicine 

Oct  4-5,  1985 

OFFICE  EMERGENCIES  FOR  THE  PRIMARY  CARE  PHYSICIAN. 
Marriott  Hotel,  Austin,  Tex.  Fee  $85.  AAFP  prescribed;  7.5  hours. 
Contact  Office  of  Continuing  Medical  Education,  Scott  and  White, 
2401  S 31  st  St,  Temple,  Tex  76508  (81 7)774-4083 

General  Medicine 

Oct  4-5,  1985 

CURRENT  PSYCHIATRIC  ISSUES  IN  PRIMARY  CARE.  Marriott 
Hotel  on  the  River,  San  Antonio,  Tex.  Fee  $1 25.  Category  1 , AMA 
Physician’s  Recognition  Award;  10  hours.  Contact  Marjorie  Foutz, 
EdD,  Conference  Coordinator,  Medical  School  Continuing  Educa- 
tion Services,  UTHSC  at  San  Antonio,  7703  Floyd  Curl  Dr,  San  An- 
tonio, TX  78284  (51 2)691  -6295 

Oct  9-1 2,  1985 

2ND  ANNUAL  MEXICAN-AMERICAN  PHYSICIAN'S  ASSOCIATION 
CONFERENCE.  Gunter  Hotel,  San  Antonio,  Tex.  Fee  $225.  Category 
1 , AMA  Physician’s  Recognition  Award;  1 0 hours.  Contact  Marjorie 
Foutz,  EdD,  Medical  School  Continuing  Education  Services,  UTHSC 
at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
(512)691-6295 

Oct  18,  1985 

ADVANCES  IN  RHEUMATOLOGY.  Houston  Marriott  Medical  Center, 
Houston.  Fee  $50.  Category  1 , Physician's  Recognition  Award;  6.5 
hours.  Contact  Marjorie  Kraft,  PO  Box  20367,  Houston,  TX  77225 
(713)792-4671 

Oct  25-26,  1985 

3RD  INTERNATIONAL  BENIGN  ESSENTIAL  BLEPHAROSPASM  RE- 
SEARCH FOUNDATION.  Adam's  Mark  Hotel,  Houston.  Fee  $1 00- 
physicians;  $75-military,  PAs,  nurses;  $30-patients,  guests.  Cate- 
gory 1 , AMA  Physician’s  Recognition  Award;  7 hours.  Contact  Carol 
Soroka  or  Vicki  Forgac,  Office  of  Continuing  Education,  Baylor  Col- 
lege of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 
(713)799-6020 

Oct  26,  1985 

THE  SHORT  (65cm)  FLEXIBLE  FIBEROPTIC  COLONOSCOPE: 
PRACTICAL  OFFICE  APPLICATIONS— SEMINAR  AND  WORK- 
SHOP. Baylor  University  Medical  Center,  Dallas.  Fee  $1 50.  Category 
1 , AMA  Physician's  Recognition  Award;  7 hours.  Contact  Barbara 
Grayson,  A.  Webb  Roberts  Center  for  Continuing  Education,  3500 
Gaston  Ave,  Dallas,  TX  75246  (21 4)820-231 7 

Neurology 

Oct  25-26,  1985 

UPDATE  IN  PARKINSON’S  DISEASE  & MOVEMENT  DISORDERS. 
Adam’s  Mark  Hotel,  Houston.  Fee  $200.  Category  1 , AMA  Physi- 
cian's Recognition  Award;  AAFP  prescribed;  1 5 hours.  Contact 


Carol  Soroka  or  Lynne  Tiras,  Office  of  Continuing  Education,  Baylor 
College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 
(713)799-6020 

Obstetrics  & Gynecology 

Oct  21-22,  1985 

CONFERENCE  ON  NEONATAL  AND  MATERNAL  SEXUALLY 
TRANSMITTED  DISEASES.  Hyatt  Regency,  Austin,  Tex.  Fee  none. 
Credit  TBA.  Contact  Carly  Christian,  Texas  Department  of  Health, 
Venereal  Disease  Control  Division,  Neonatal  Conference,  1 1 00  W 
49th  St,  Austin,  TX  78756  (512)458-7405 

Orthopedics 

Oct  31 -Nov  2,  1985 

DALLAS  SHORT  COURSE:  ORTHOTICS  AND  PROSTHETICS. 
Melrose  Hotel,  Dallas.  Fee  $1 75.  Credit  TBA.  Contact  Ann  Carlton, 
RPT,  Course  Registrar,  Orthopedics,  UTHSC  at  Dallas,  5323  Harry 
Hines  Blvd,  Dallas,  TX  75235  (214)688-3524 

Otolaryngology 

Oct  18-19,  1985 

WORKSHOP  IN  DIAGNOSTIC  AUDIOMETRIC  EVALUATION.  Mar- 
riott Hotel  Medical  Center,  Houston.  Fee  $400-physicians;  $295- 
residents,  audiologists.  Credit  TBA.  Contact  Lynne  Tiras  or  Lila 
Lerner,  Office  of  Continuing  Education,  Baylor  College  of  Medicine, 
One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

Pediatrics 

Oct  4-5,  1985 

9TH  ANNUAL  PEDIATRICS  POSTGRADUATE  CONFERENCE.  Holi- 
day Inn,  Lubbock,  Tex.  Fee  TBA.  Category  1 , AMA  Physician's  Rec- 
ognition Award.  Contact  Vicki  Hollander,  Office  of  Continuing 
Medical  Education,  TTUHSC,  Lubbock,  TX  79430  (806)743-2929 

Oct  18,  1985 

APNEA  OF  INFANCY:  TO  BREATHE  OR  NOT  TO  BREATHE.  Hyatt 
Regency  Hotel,  San  Antonio,  Tex.  Fee  $120.  Category  1 , AMA  Physi- 
cian’s Recognition  Award,  6 hours.  Contact  Marjorie  Foutz,  EdD, 
Conference  Coordinator,  Continuing  Education  Services,  UTHSC  at 
San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
(512)691-6295 

Psychiatry 

Oct  12,  1985 

CURRENT  TOPICS  IN  BEHAVIORAL  MEDICINE.  Learning  Center, 
UT  Medical  Branch,  Galveston,  Tex.  Fee  $75.  Category  1 , AMA  Phy- 
sician's Recognition  Award;  6 hours.  Contact  Martha  Berlin,  Coordi- 
nator, Office  of  Continuing  Education,  3.324  Learning  Center, 

UTMB,  Galveston,  TX  77550-2782  (409)761-2934 

Oct  21 -25,  1985 

NEUROPSYCHOLOGY  WORKSHOP  UT  Medical  Branch,  Gal- 
veston, Tex.  Fee  TBA.  Category  1 , AMA  Physician’s  Recognition 
Award.  Contact  Martha  Berlin,  Office  of  Continuing  Education,  3.324 
Learning  Center,  UTMB,  Galveston,  TX  77550  (409)761-2934 

Radiology 

Oct  17-19,  1985 

DIAGNOSTIC  RADIOLOGY  UPDATE.  Hyatt  Regency,  San  Antonio, 
Tex.  Fee  $300.  Category  1 , AMA  Physician's  Recognition  Award; 

20  hours.  Contact  Marjorie  Foutz,  EdD,  Conference  Coordinator, 
Medical  School  Continuing  Education  Services,  UTHSC  at  San  An- 
tonio, 7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (51 2)691  -6295 
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Oct  23-26,  1985 

4TH  BIANNUAL  FUNDAMENTALS  OF  MRI.  The  University  of  Texas 
Health  Science  Center  at  San  Antonio,  Tex.  Fee  $385  Category  1 , 
AMA  Physician's  Recognition  Award;  28  hours.  Contact  Marjorie 
Foutz,  EdD,  Continuing  Education  Services,  UTHSC,  San  Antonio, 
TX  78284  (512)691-6295 

Oct  25-27,  1985 

DIAGNOSTIC  RADIOLOGY  UPDATE  Mandalay  Four  Seasons 
Hotel,  Dallas.  Fee  $300-physicians;  $1 75-residents.  Category  1, 
AMA  Physician's  Recognition  Award;  1 8 hours  Contact  Dolly  Chris- 
tensen, Director  of  Radiology  Postgraduate  Education,  UTHSC  at 
Dallas,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235  (214)688-2502 

NOVEMBER 

Anesthesiology 

Nov  8-9,  1985 

BAY-CAP  X:  RISK  MANAGEMENT  OF  THE  PATIENT  WITH  CARDIO- 
VASCULAR DISEASE.  Four  Seasons  Hotel,  Houston.  Fee  $250- 
physicians;  $1 50-nonphysicians.  Category  1 , AMA  Physician's  Rec- 
ognition Award;  16  hours.  Contact  Lynne  Tirasor  Lila  Lerner,  Office 
of  Continuing  Education,  Baylor  College  of  Medicine,  One  Baylor 
Plaza,  Houston,  TX  77030  (713)799-6020 

General  Medicine 

Nov  8,  1985 

WHAT  EVERY  NURSE  NEEDS  TO  KNOW  ABOUT  THE  LAW.  Learn- 
ing Center,  UT  Medical  Branch,  Galveston,  Tex.  Fee  $55.  Credit  .6 
CEUs.  Contact  Gayle  McKay,  Coordinator,  3.324  Learning  Center, 
UTMB,  Galveston,  TX  77550  (409)761-2934 

Obstetrics  & Gynecology 

Nov  5-9,  1985 

CONTEMPORARY  ISSUES  AND  PRACTICES  IN  OB-GYN  D1  600, 
UT  Health  Science  Center  at  Dallas.  Fee  $425-complete  course; 
$325-basic  course;  $100-gynecologic  pathology  only.  Category  1 , 
Physician’s  Recognition  Award;  31  hours.  Contact  June  Bovill,  Divi- 
sion of  Continuing  Education,  5323  Harry  Hines  Blvd,  Dallas,  TX 
75235(214)688-2166 

Nov  13-16,  1985 

29TH  ANNUAL  CLINICAL  CONFERENCE,  “DIAGNOSIS  AND 
TREATMENT  STRATEGIES  FOR  GYNECOLOGIC  CANCER." 
Shamrock  Hilton  Hotel,  Houston.  Fee  $200-advance  registration; 

$1 25-on-site;  $175-M  D Anderson  associates.  Category  1,  AMA 
Physician's  Recognition  Award;  20  hours;  1 8 cognates,  formal  learn- 
ing ACOG;  21  hours  AAFP  prescribed.  Contact  Shirley  Roy,  Confer- 
ence Services-HMB  Box  131 , M.D.  Anderson  Hospital  and  Tumor 
Institute,  6723  Bertner,  Houston,  TX  77030  (713)792-2222 

Ophthalmology 

Nov  1-2,  1985 

ENT/OPHTHALMOLOGY  FOR  THE  PRIMARY  CARE  PHYSICIAN. 
Marriott  Hotel,  Austin,  Tex.  Fee  $85;  7.5  hours  AAFP  prescribed. 
Contact  Office  of  Continuing  Medical  Education,  Scott  and  White, 
2401  S 31  st  St,  Temple,  TX  76508  (81 7) 774-4083 

Nov  8-9,  1985 

TEXAS  R.K.  PRACTICAL  COURSE  AND  WORKSHOP:  1985.  Fair- 
mont Hotel,  Dallas.  Fee  TBA.  Credit  TBA.  Contact  Barbara  Grayson, 
A Webb  Roberts  Center,  3500  Gaston  Ave,  Dallas,  TX  75246 
(214)820-2317 


Nov  8-10,  1985 

SOUTHERN  REGIONAL  UPDATE  COURSE,  Section  4,  Houston.  Fee 
TBA.  Credit  TBA.  Contact  American  Academy  of  Ophthalmology, 
1833  Fillmore  St,  San  Francisco,  CA  94120 

Orthopedic  Surgery 

Nov  8-9,  1985 

LOCKED  INTRAMEDULLARY  NAILING  OF  THE  FEMUR  AND  TIBIA: 
BASIC  AND  ADVANCED  TECHNIQUES.  Mandalay  Four  Seasons 
Hotel,  Irving,  Tex.  Fee  $300.  Category  1 , AMA  Physician’s  Recogni- 
tion Award;  1 1 hours.  Contact  June  Bovill,  Division  of  Continuing 
Education,  UTHSC  at  Dallas,  5323  Harry  Hines  Blvd,  Dallas,  TX 
75235  (214)688-2166 

Pediatrics 

Nov  15-16,  1985 

PEDIATRICS  FOR  THE  PRACTITIONER:  19TH  ANNUAL  KENNETH 
C.  HALTALIN  PEDIATRICS  SEMINAR  Loews  Anatole  Hotel,  Dallas. 
Fee  $100.  Category  1 , AMA  Physician’s  Recognition  Award;  10 
hours.  Contact  June  Bovill,  Division  of  Continuing  Education, 

UTHSC  at  Dallas,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235 
(214)688-2166 

Nov  15-16,  1985 

PEDIATRICS  FOR  THE  PRIMARY  CARE  PHYSICIAN.  Marriott  Hotel, 
Austin,  Tex.  Fee  $85.  Credit  TBA.  Contact  Office  of  Continuing  Medi- 
cal Education,  Scott  and  White,  2401  S 31  st  St,  Temple,  TX  76508 
(817)774-4083 

Physical  Medicine  and  Rehabilitation 

Nov  13-15,  1985 

SPORTS  MEDICINE.  Houston.  Fee  TBA.  Credit  TBA.  Contact  Lila 
Lerner  or  Lynne  Tiras,  Office  of  Continuing  Education,  Baylor 
College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 
(713)799-6020 

Radiology 

Nov  4-8,  1985 

ADVANCED  RADIOLOGICAL  HEALTH.  The  University  of  Texas 
Health  Science  Center,  San  Antonio,  Tex.  Fee  $600.  Category  1 , 
AMA  Physician's  Recognition  Award;  36  hours.  Contact  Marjorie 
Foutz,  EdD,  Medical  School  Continuing  Education  Services,  UTHSC 
at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
(512)691-6295 

Surgery 

Nov  15-16,  1985 

GENERAL  SURGERY  UPDATE:  1 985.  Marriott  Hotel  Medical  Center, 
Houston.  Fee  $200  Category  1 , AMA  Physician’s  Recognition 
Award;  12  hours.  Contact  Carol  Soroka  or  Lynne  Tiras,  Office  of 
Continuing  Education,  Baylor  College  of  Medicine,  One  Baylor 
Plaza,  Houston,  TX  77030  (713)799-6020 

DECEMBER 

Geriatrics 

Dec  6-8,  1985 

THE  GERIATRIC  FOOT.  Marriott  Hotel  on  the  River,  San  Antonio,  Tex. 
Fee  $1 75.  Category  1 , AMA  Physician's  Recognition  Award;  1 0 
hours.  Contact  Marjorie  Foutz,  EdD,  Medical  School  Continuing 
Education  Services,  UT  Health  Science  Center  at  San  Antonio,  7703 
Floyd  Curl  Dr,  San  Antonio,  TX  78284  (51 2)691  -6295 
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Ophthalmology 

Dec  5-7,  1985 

26TH  ANNUAL  COURSE  IN  CONTACT  LENS  TECHNOLOGY.  Inter- 
continental Hotel,  Houston.  Fee  TBA.  Credit  TBA.  Contact  Bette 
McAinch,  Contact  Lens  Technology  Course,  Cullen  Eye  Institute, 
Baylor  College  of  Medicine,  Houston,  TX  77030  (713)799-5942 

Pathology 

Dec  14,  1985 

42ND  PATHOLOGY  SEMINAR.  The  University  of  Texas  Health  Sci- 
ence Center,  San  Antonio,  Tex.  Fee  TBA.  Category  1 , AMA  Physi- 
cian's Recognition  Award;  6 hours.  Contact  Marjorie  Foutz,  EdD, 
Continuing  Education  Services,  UTHSC  at  San  Antonio,  7703  Floyd 
Curl  Dr,  San  Antonio,  TX  78284  (51 2)691  -6295 

Plastic  Surgery 

Dec  6-7,  1985 

DERMATOLOGIC  ASPECTS  OF  PLASTIC  SURGERY  Marriott  Hotel 
Medical  Center,  Houston.  Fee  TBA.  Credit  TBA.  Contact  Lila  Lerner 
or  Carol  Soroka,  Office  of  Continuing  Education,  Baylor  College  of 
Medicine,  One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

Psychiatry 

Dec  7,  1985 

UPDATE  IN  PSYCHIATRY:  DEMENTIA  The  University  of  Texas 
Health  Science  Center,  San  Antonio,  Tex.  Fee  TBA.  Category  1 , Phy- 
sician’s Recognition  Award;  6 hours.  Contact  Marjorie  Foutz,  EdD, 
Medical  School  Continuing  Education  Services,  UTHSC  at  San  An- 
tonio, 7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (51 2)691  -6295 

Dec  7,  1985 

UPDATE  IN  PSYCHOPHARMACOLOGY.  The  University  of  Texas 
Medical  Branch,  Galveston,  Tex.  Fee  TBA.  Category  1,  AMA  Physi- 
cian's Recognition  Award.  Contact  Martha  Berlin,  Office  of  Continu- 
ing Education,  3.324  Learning  Center,  UTMB,  Galveston,  TX  77550 
(409)761-2934 

Urology 

Dec  6-7,  1985 

INNOVATIVE  APPROACHES  TO  UROLOGIC  PROBLEMS  IN  THE 
1980s.  Marriott  Hotel  Medical  Center,  Houston.  Fee  TBA.  Category 
1 , Physician's  Recognition  Award;  1 8 hours.  Contact  Lila  Lerner  or 
Carol  Soroka,  Office  of  Continuing  Education,  Baylor  College  of 
Medicine,  One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

JANUARY 

General  Medicine 

Jan  27-31,  1986 

ANATOMY  FOR  RADIOTHERAPY  TREATMENT  PLANNING.  Contact 
Marjorie  Foutz,  EdD,  Medical  School  Continuing  Education  Ser- 
vices, The  University  of  Texas  Health  Science  Center  at  San  Antonio, 
7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (512)691-6295 

Physical  Medicine  and  Rehabilitation 

Jan  30-Feb  1,  1986 

13TH  ANNUAL  SYMPOSIUM  ON  SPORTS  MEDICINE.  Contact 
Marjorie  Foutz,  EdD,  Medical  School  Continuing  Education  Ser- 
vices, The  University  of  Texas  Health  Science  Center  at  San  Antonio, 
7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (512)691-6295 


Radiology 

Jan  6-10,  1986 

RADIATION  SAFETY  OFFICER'S  COURSE  The  University  of  Texas 
Health  Science  Center,  San  Antonio,  Tex.  Contact  Marjorie  Foutz, 
EdD,  Medical  School  Continuing  Education  Services,  UTHSC  at  San 
Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (512)691-6295 

Jan  19-24,  1986 

SOCIETY  OF  GASTROINTESTINAL  RADIOLOGISTS  1 5TH  ANNUAL 
MEETING  AND  POSTGRADUATE  COURSE.  Acapulco,  Mexico 
Contact  Lynne  Tiras  or  Carol  Soroka,  Office  of  Continuing  Educa- 
tion, Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)799-6020 

Jan  27-31,  1986 

RADIOTHERAPY  TREATMENT  PLANNING  ANATOMY.  The  Univer- 
sity of  Texas  Health  Science  Center,  San  Antonio,  Tex.  Contact 
Marjorie  Foutz,  EdD,  Continuing  Education  Services,  UTHSC  at  San 
Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (512)691-6295 

Urology 

Jan  30-Feb  2,  1986 

GU  PATHOLOGY  AND  RADIOLOGY.  Houston.  Contact  Alice 
Henderson,  Office  of  Education,  American  Urological  Association, 
PO  Box  25147,  Houston,  TX  77265  (713)791-1470 

FEBRUARY 

Aerospace  Medicine 

Feb  10-13,  1986 

SPACE  ADAPTATION:  PHYSIOLOGIC  ADAPTATIONS  OF  MAN  IN 
SPACE.  Houston.  Contact  Carol  Soroka  or  Lila  Lerner,  Office  of  Con- 
tinuing Education,  Baylor  College  of  Medicine,  One  Baylor  Plaza, 
Houston,  TX  77030  (713)799-6020 

Anesthesiology 

Feb  21-23,  1986 

TACO  II:  2ND  TEXAS  ANESTHESIA  CONFERENCE  FOR  OBSTET- 
RICS. Houston.  Contact  Lila  Lerner  or  Carol  Soroka,  Office  of  Con- 
tinuing Education,  Baylor  College  of  Medicine,  One  Baylor  Plaza, 
Houston,  TX  77030  (713)799-6020 

Ophthalmology 

Feb  28-March  1 , 1986 

CLINICAL  ADVANCES  IN  OPHTHALMOLOGY  FOR  THE  PRACTIC- 
ING OPHTHALMOLOGIST.  Houston.  Contact  Lila  Lerner  or  Lynne 
Tiras,  Office  of  Continuing  Education,  Baylor  College  of  Medicine, 
One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

Radiology 

Feb  10-14,  1986 

BASIC  RADIOLOGICAL  HEALTH.  Contact  Marjorie  Foutz,  EdD, 
Medical  School  Continuing  Education  Services,  The  University  of 
Texas  Health  Science  Center  at  San  Antonio,  7703  Floyd  Curl  Dr, 

San  Antonio,  TX  78284  (512)691-6295 

MARCH 

General  Medicine 

March  24-29,  1986 

COUNSELING  STRATEGIES  FOR  PHYSICIANS.  Oahu,  Hawaii.  Con- 
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tact  Division  of  Continuing  Education,  PO  Box  20367,  Houston,  TX 
77225  (800)392-4900  ext  437 

Obstetrics  and  Gynecology 

March  14-15,  1986 

CURRENT  CONCEPTS  IN  OBSTETRICS  AND  GYNECOLOGY. 
Houston.  Contact  Lynne  Trias  or  Carol  Soroka,  Office  of  Continuing 
Education,  One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

Physical  Medicine 

March  20-22,  1986 

CHRONIC  PAIN.  Houston.  Contact  Carol  Soroka  or  Lynne  Tiras, 
Office  of  Continuing  Education,  Baylor  College  of  Medicine,  One 
Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 


REGULARLY  SCHEDULED  ACTIVITIES 


Monday-Friday 

POSTGRADUATE  WORKSHOP  IN  NEURORADIOLOGY.  (Date  as- 
signed by  individual  request.)  Methodist  Hospital,  Houston.  Fee 
$450.  Category  I,  AMA  Physician’s  Recognition  Award,  40  hours. 
Contact  Vicki  Sayre,  Office  of  Continuing  Education,  Baylor  College 
of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

Monday-Friday 

POSTGRADUATE  WORKCOURSE  IN  DIAGNOSTIC  ULTRASOUND. 
(Date  assigned  by  individual  request.)  Ben  Taub  General  Hospital, 
Houston.  Fee  $450.  Category  1 , AMA  Physician's  Recognition 
Award;  40  hours.  Contact  Vicki  Sayre,  Office  of  Continuing  Educa- 
tion, Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)799-6020 

Tuesdays,  12  pm 

MEDICAL  AND  SURGICAL  REVIEWS.  Sierra  Medical  Center,  El 
Paso,  Tex.  Category  1 , AMA  Physician's  Recognition  Award;  1 hour 
weekly.  Contact  M.  Nazemi,  MD,  Sierra  Medical  Center,  1625  Medi- 
cal Center  Dr,  El  Paso,  TX  79902 

Tuesdays  (all  but  last  Tuesday  of  each  month) 

SURGICAL  GRAND  ROUNDS.  Board  Room,  Brackenridge  Hospital, 
Austin,  Tex.  Free.  Category  1 , AMA  Physician's  Recognition  Award; 

1 hour-session.  Contact  Nancy  Strandhagen,  Surgery  Education, 
Central  Texas  Medical  Foundation,  601  E 15th  St,  Austin,  TX  78701 
(512)476-6461  ext  51 72 

Wednesdays,  12  pm 

CONTINUOUS  REVIEW  OF  INTERNAL  MEDICINE.  Sid  Richardson 
Auditorium,  Scott  and  White  Memorial  Hospital,  Temple,  Tex.  Cate- 
gory 1 , AMA  Physician's  Recognition  Award,  1 hour  weekly.  Contact 
Lynn  Calvert,  Office  of  Continuing  Medical  Education,  Scott  and 
White  Memorial  Hospital,  2401  S 31  st,  Temple,  TX  76508 
(817)774-2350 

Thursdays,  8 am 

INTERNAL  MEDICINE  GRAND  ROUNDS.  Brackenridge  Hospital, 
Austin,  Tex.  Category  1 , AMA  Physician's  Recognition  Award;  1 hour 
weekly.  Contact  Marianne  Foley,  MS,  Central  Texas  Medical  Founda- 
tion, 1500  E Ave,  Austin,  TX  78701  (512)476-6461  ext  5606 

Thursdays,  12  pm 

UROLOGY  CORE  CURRICULUM.  Scott  and  White  Memorial  Hospi- 
tal, Temple,  Tex.  Category  1 , AMA  Physician’s  Recognition  Award; 

1 hour  weekly.  Contact  Lynn  Calvert,  Office  of  Continuing  Medical 
Education,  Scott  and  White  Memorial  Hospital,  2401  S 31  st,  Temple, 
TX  76508  (817)774-2350 


Thursday-Friday 

POSTGRADUATE  WORKSHOP  IN  REAL-TIME  OBSTETRICAL 
ULTRASONOGRAPHY.  (Date  assigned  by  individual  request.) 
Jefferson  Davis  Hospital,  Houston.  Fee  $350.  Category  1 , AMA  Phy- 
sician's Recognition  Award;  1 6 hours.  Contact  Vicki  Sayre,  Office  of 
Continuing  Education,  Baylor  College  of  Medicine,  One  Baylor 
Plaza,  Houston,  TX  77030  (713)799-6020 

Fridays,  12  pm 

NEUROLOGY  GRAND  ROUNDS.  Sid  Richardson  Auditorium,  Scott 
and  White  Memorial  Hospital,  Temple,  Tex.  Category  1 , AMA  Physi- 
cian's Recognition  Award;  1 hour  weekly.  Contact  Lynn  Calvert, 
Office  of  Continuing  Medical  Education,  Scott  and  White  Memorial 
Hospital,  2401  S 31  st,  Temple,  TX  76508  (81 7)774-2350 

Fridays,  12  pm  (2nd  and  4th) 

TEACHING  CASE  CONFERENCE.  Park  Place  Hospital,  Port  Arthur, 
Tex.  Category  1 , AMA  Physician's  Recognition  Award;  2 hours 
monthly.  Contact  Phil  Newman,  MD,  Box  1 648,  Port  Arthur,  TX  77640 
(409)983-4951 

Date  assigned  by  individual  request 
FOURIER  ANALYSIS  AND  MICROCOMPUTERS  IN  MEDICAL 
IMAGING:  INDIVIDUAL  TUTORIALS.  The  University  of  Texas  Health 
Science  Center,  San  Antonio,  Tex.  Fee  $800.  Category  1 , AMA  Phy- 
sician's Recognition  Award;  36  hours.  Contact  Marjorie  Foutz,  EdD, 
Continuing  Education  Services,  UTHSC  at  San  Antonio,  7703  Floyd 
Curl  Dr,  San  Antonio,  TX  78284  (512)691-6295 

POSTGRADUATE  WORKSHOP  IN  CLINICAL  NMR.  Biomedical 
NMR  Center,  Baylor  College  of  Medicine,  Houston.  Fee  $1 ,000.  Cat- 
egory 1 , AMA  Physician’s  Recognition  Award;  40  hours.  Contact 
Vicki  Sayre,  Office  of  Continuing  Education,  Baylor  College  of  Medi- 
cine, One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 


TELECONFERENCE  NETWORK  OF  TEXAS 


Every  other  Thursday,  12:30  pm 

CLINICAL  TOPICS  IN  MEDICINE.  The  University  of  Texas  Health 
Science  Center  at  San  Antonio  and  teleconference  network  sites. 
Fee  $35-program,  hospital  subscription  program.  Category  1,  AMA 
Physician's  Recognition  Award.  Contact  Phyllis  Wood,  Acting  Direc- 
tor, Teleconference  Network  of  Texas,  7703  Floyd  Curl  Dr,  San  An- 
tonio, TX  78284  (512)691-7291 

OTHER  TELECONFERENCES 


Nov  22,  1985 

4TH  ANNUAL  VIDEOCONFERENCE:  SURGERY  OF  THE  MALE 
URETHRA  AND  GENITALIA.  Dallas,  Houston,  and  San  Antonio.  Fee 
$145.  Category  1 , AMA  Physician’s  Recognition  Award;  6 hours. 
Contact  Monica  Smith,  Office  of  Education,  PO  Box  251 47,  Houston, 
TX  77265(713)791-1470 

PRACTICE  MANAGEMENT  WORKSHOPS 


The  following  are  practice  management  workshops  and  seminars 
sponsored  by  the  Texas  Medical  Association.  Participants  in  the 
workshops  and  seminars  will  receive  Category  1 credit  toward  the 
AMA  Physician’s  Recognition  Award  where  indicated.  For  further 
information,  contact  the  Department  of  Practice  Management, 
Texas  Medical  Association,  1801  N Lamar  Blvd,  Austin,  TX  78701 
(512)477-6704. 
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SEPTEMBER 

IMPROVING  THIRD-PARTY  REIMBURSEMENT  FOR  YOU  AND 

YOUR  PATIENTS— 3 hours 

Sept  10,  1985,  El  Paso  Marriott,  El  Paso 

Sept  1 1 , 1985,  Holiday  Inn  Civic  Center,  Lubbock 

Sept  12,  1985,  Holiday  Inn  Brook  Hollow,  Dallas 

Sept  1 7, 1 985,  Beaumont  Hilton,  Beaumont 

Sept  18,  1985,  Sheraton  Inn,  Harlingen 

Sept  24,  1985,  Midland  Hilton,  Midland 

Sept  25,  1985,  Bexar  County  Medical  Society  Headquarters,  San 
Antonio 

Sept  26,  1985,  Marriott  Hotel  at  the  Astrodome,  Houston 

OCTOBER 

INCREASING  YOUR  NET  WORTH 
Oct  5,  1985,  Doubletree  Inn,  Dallas 

PRACTICE  MANAGEMENT:  COLLECTIONS,  PATIENT  FLOW,  PER- 
SONNEL MANAGEMENT — 2 hours  each  day 
Oct  8-9,  1 985,  Hyatt  Regency,  Austin 
Oct  17-18,  1985,  Holiday  Inn  Brook  Hollow,  Dallas 

PRACTICE  MANAGEMENT:  COLLECTIONS,  PATIENT  FLOW,  COM- 
PUTERS— 2 hours  each  day 

Oct  10-11,  1 985,  Bexar  County  Medical  Society  Headquarters,  San 
Antonio 

PRACTICE  MANAGEMENT:  COLLECTIONS,  PATIENT  FLOW,  MAR- 
KETING— 2 hours  each  day 

Oct  15-16,  1985,  Marriott  Hotel  Brookhollow,  Houston 

GEARING  UP  FOR  RETIREMENT 

Oct  25-27,  1985,  La  Mansion  del  Rio,  San  Antonio 

NOVEMBER 

PERSONAL  INCOME  AND  ESTATE  TAX  PLANNING 
Nov  8-9,  1985,  Marriott  Hotel  Galleria,  Houston 


CALENDAR  OF  MEETINGS  "Denotes  Texas  Meetings 


SEPTEMBER 

AMERICAN  ACADEMY  OF  OPHTHALMOLOGY,  San  Francisco, 

Sept  29-Oct  3,  1985.  Bill  Jenkinson,  Box  7424,  San  Francisco,  CA 
94120 

AMERICAN  ACADEMY  OF  OTOLARYNGOLOGY-HEAD  AND  NECK 
SURGERY,  Atlanta,  Sept  1 8-20,  1 985.  Mary  Ann  Winter,  1101  Ver- 
mont Ave,  NW,  Suite  302,  Washington,  DC  20005 

AMERICAN  ACADEMY  OF  PHYSICAL  MEDICINE  AND  RE- 
HABILITATION, Kansas  City,  Mo,  Sept  29-Oct  4,  1985.  Ike  A, 
Mayeda,  30  N Michigan  Ave,  Suite  922,  Chicago,  IL  60602 

AMERICAN  ASSOCIATION  FOR  THE  SURGERY  OF  TRAUMA, 
Boston,  Sept  12-14,  1985.  Donald  S.  Gann,  MD,  Dept  of  Surgery, 
593  Eddy  St,  Providence,  Rl  02902 

AMERICAN  COLLEGE  OF  EMERGENCY  PHYSICIANS,  Las  Vegas, 
Sept  9-12,1 985.  Kay  Barkin,  PO  Box  619911,  Dallas,  TX  75261  -991 1 

AMERICAN  COLLEGE  OF  RADIOLOGY,  Montreal,  Sept  8-12,  1985. 
Sheila  A.  Aubin,  20  N Wacker  Dr,  Suite  1 660,  Chicago,  IL  60606 


AMERICAN  CONGRESS  OF  REHABILITATION  MEDICINE,  Kansas 
City,  Mo,  Sept  29-Oct  4,  1985.  Ike  A.  Mayeda,  30  N Michigan  Ave, 
Suite  922,  Chicago,  IL  60602 

■TEXAS  MEDICAL  ASSOCIATION,  Austin,  Sept  19-21, 1985.  C. 
Lincoln  Williston,  CAE,  1801  N Lamar  Blvd,  Austin,  TX  78701 

■TEXAS  PEDIATRIC  SOCIETY,  Austin,  Sept  27-29,  1 985.  Mary 
Greene,  1801  N Lamar  Blvd,  Austin,  TX  78701 

■TEXAS  SOCIETY  OF  PEDIATRIC  SURGEONS,  Austin,  Sept  28, 

1985  Mary  Greene,  1801  N Lamar  Blvd,  Austin,  TX  78701 

OCTOBER 

AMERICAN  ACADEMY  OF  FACIAL  PLASTIC  AND  RECONSTRUC- 
TIVE SURGERY,  Atlanta,  Oct  18-19,  1985.  Lee  VanBremen,  PhD, 
American  Academy  of  Facial  Plastic  and  Reconstructive  Surgery, 

1 1 01  Vermont  Ave  NW,  Suite  404,  Washington,  DC  20005 

AMERICAN  ACADEMY  OF  FAMILY  PHYSICIANS,  Anaheim,  Calif, 
Oct  10-13,  1985.  Annette  Hoel,  1 740  W 92nd  St,  Kansas  City,  MO 
64114 

AMERICAN  ACADEMY  OF  OCCUPATIONAL  MEDICINE,  Orlando, 
Fla,  Oct  22-25,  1985.  Richard  S.  Myers,  2340  S Arlington  Hts  Rd, 
Suite  400,  Arlington  Heights,  IL  60005 

■AMERICAN  ACADEMY  OF  PEDIATRICS,  San  Antonio,  Oct  19-24, 
1985.  William  G.  Janzen,  141  Northwest  Pt  Rd,  PO  Box  927,  Elk 
Grove  Village,  IL  60007 

AMERICAN  ASSOCIATION  FOR  HAND  SURGERY,  Kansas  City,  Mo, 
Oct  24-27,  1985.  Jean  Kiefer,  2934  Fish  Hatchery  Rd,  Suite  218, 
Madison,  Wl  53713 

■AMERICAN  CANCER  SOCIETY,  TEXAS  DIVISION,  Austin,  Oct 
1 5-1 7,  1 985.  Jack  M.  Hardison,  Box  9863,  Austin,  TX  78766 

AMERICAN  COLLEGE  OF  CLINICAL  PHARMACOLOGY,  Phila- 
delphia, Oct  17-18,  1 985.  William  F.  Chaveas,  1 9 S 22nd  St,  Phila- 
delphia, PA  19103 

AMERICAN  COLLEGE  OF  GASTROENTEROLOGY,  Philadelphia, 
Oct  9-13,1 985.  Gardner  V.  McCormick,  1 3 Elm  St,  Manchester,  MA 
09144 

AMERICAN  COLLEGE  OF  SURGEONS,  Chicago,  Oct  13-18,  1985 
Edwin  W.  Gerrish,  MD,  55  E Erie  St,  Chicago,  IL  6061 1 

AMERICAN  DIETETIC  ASSOCIATION,  New  Orleans,  Oct  7-1 1 , 

1985.  Karen  S.  DelVescovo,  RD,  430  N Michigan  Ave,  Chicago,  IL 
60611 

AMERICAN  ELECTROENCEPHALOGRAPHIC  SOCIETY,  Orlando, 
Fla,  Oct  7-12, 1985.  Fay  S.  Tyner,  2579  Melinda  Dr,  Atlanta,  GA 
30345 

AMERICAN  GROUP  PRACTICE  ASSOCIATION,  Las  Vegas,  Oct  1 -4, 
1985.  Russell  E.  Barker,  20  S Quaker  Ln,  Alexandria,  VA  22314 

■AMERICAN  INSTITUTE  OF  ULTRASOUND  IN  MEDICINE,  Dallas, 
Oct  8-11,  1985.  Barbara  M.  Hairfield,  4405  East-West  Hwy,  Suite 
504,  Bethesda,  MD  20814 

AMERICAN  MEDICAL  RECORD  ASSOCIATION,  New  Orleans,  Oct 
13-18,  1985.  Theresa  Petrone,  875  N Michigan  Ave,  Suite  1850,  Chi- 
cago, IL6061 1 
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AMERICAN  SCHOOL  HEALTH  ASSOCIATION,  Little  Rock,  Ark,  Oct 
9-11,  1 985-  Dana  A.  Davis,  Box  708,  Kent,  OH  44240 

AMERICAN  SOCIETY  OF  ANESTHESIOLOGISTS,  San  Francisco, 
Oct  12-16,  1985.  William  S.  Marinko,  515  Busse  Hwy,  Park  Ridge,  IL 
60068 

AMERICAN  SOCIETY  OF  MAXILLOFACIAL  SURGEONS,  Kansas 
City,  Mo,  Oct  27-Nov  1 , 1985.  Charles  A.  Janda,  MD,  120  Oak  Brook 
Center  Mall,  Suite  722,  Oak  Brook,  IL  60521 

AMERICAN  SOCIETY  OF  PLASTIC  AND  RECONSTRUCTIVE  SUR- 
GEONS, Kansas  City,  Mo,  Oct  27-Nov  1 , 1 985.  Carol  Lazier,  233  N 
Michigan  Ave,  Chigaco,  IL  60601 

■ASSOCIATION  FOR  THE  ADVANCEMENT  OF  MEDICAL  INSTRU- 
MENTATION, Houston,  Oct  20-23,  1985.  Marguerite  Leishman, 

AAMI  Headquarters,  1901  N Fort  Myer  Dr,  Suite  602,  Arlington,  VA 
22209 

ASSOCIATION  OF  AMERICAN  MEDICAL  COLLEGES,  Washington, 
DC,  Oct  26-31 , 1 985.  Kathleen  S.  Turner,  One  Dupont  Circle,  NW, 
Suite  200,  Washington,  DC  20036 

■PANHANDLE  DISTRICT  MEDICAL  SOCIETY,  Lubbock,  Oct  26, 

1 985.  Ethel  M.  McLeod,  PO  Box  1 01 27,  Lubbock,  TX  79408 

WESTERN  SOCIETY  OF  ALLERGY  AND  IMMUNOLOGY,  Seattle, 

Oct  10-12,  1 985.  Joyce  M.  Gullixson,  1 700  SW  Columbia,  Portland, 
OR  97201 

NOVEMBER 

AMERICAN  ASSOCIATION  FOR  CANCER  EDUCATION,  INC,  San 
Francisco,  Calif,  Nov  12-16,  1985.  Stephen  M.  Stowe,  MD,  New 
Jersey  Medical  School  CRTC  Bldg,  Room  A-1020,  Newark,  NJ 
07103 

AMERICAN  ASSOCIATION  FOR  LABORATORY  ANIMAL  SCIENCE, 
Baltimore,  Nov  3-8,  1 985  Donald  W.  Keene,  21 0 N Hammes,  Suite 
205,  Joliet,  IL  60435 

AMERICAN  DENTAL  ASSOCIATION,  San  Francisco,  Nov  2-5,  1985. 
Edward  T.  Jeske,  21 1 E Chicago  Ave  Suite  2131,  Chigaco,  IL  6061 1 

AMERICAN  MEDICAL  CARE  & REVIEW  ASSOCIATION,  Hilton  Head 
Island,  SC,  Nov  1-3,  1985.  Jannis  L Warren,  5410  Grosvenor  Ln 
Suite  210,  Bethesda,  MD  20814 

ASSOCIATION  OF  MILITARY  SURGEONS  OF  THE  UNITED  STATES, 
Anaheim,  Nov  10-15,  1985.  Linda  Hines,  Box  104,  Kensington,  MD 
20895 

INTERNATIONAL  COLLEGE  OF  SURGEONS  UNITED  STATES  SEC- 
TION, Lake  Buena  Vista,  Fla,  March  25-28,  1 985.  Robert  T.  Shirley, 
1516  N Lakeshore  Dr,  Chigaco,  IL  60610 

SOUTH  CENTRAL  SECTION  64TH  ANNUAL  MEETING,  Guadala- 
jara/Puerto Vallarta,  Nov  9-15,  1985.  Lois  Voeller,  PO  Box  521 150, 
Tulsa,  OK  74152-1 150 

SOUTHERN  MEDICAL  ASSOCIATION,  Orlando,  Fla,  November 
1 7-20,  1 985.  Robert  P.  Mosca,  Box  2446,  Birmingham,  AL  35201 

■TEXAS  ACADEMY  CHAPTER  OF  THE  AMERICAN  COLLEGE  OF 
PHYSICIANS,  Austin,  Nov  7-8,  1985.  D.  Michael  Highbaugh,  MD, 
3434  Swiss  Ave,  Suite  305,  Dallas,  TX  75204 


■TEXAS  MEDICAL  ASSOCIATION,  Austin,  Nov  22-23, 1985.  C. 
Lincoln  Williston,  CAE,  1801  N Lamar  Blvd,  Austin,  TX  78701 

■TEXAS  PSYCHIATRIC  SOCIETY,  Corpus  Christi,  Nov  8-10,  1985. 
Carrie  Laymon,  1801  N Lamar  Blvd,  Austin,  TX  78701 

■TEXAS  SOCIETY  OF  ALLIED  HEALTH  PROFESSIONS  8TH  AN- 
NUAL MEETING,  Dallas,  Nov  19-20,  1985.  Joy  Boone,  Rt  2,  Box 
291 -S,  San  Marcos,  TX  78666 

■TEXAS  SOCIETY  OF  INTERNAL  MEDICINE,  Austin,  Nov  7-8,  1985. 
Pat  Loder,  1801  N Lamar,  Austin,  TX  78701 


TEXAS  MEDICAL  LIABILITY  TRUST 

COMMITTED 
TO  QUALITY 
SERVICE 

The  Texas  Medical  Liability 
Trust  is  an  organization  offering 
professional  liability  insurance 
responsive  to  the  needs  of  Texas 
physicians. 

The  Texas  Medical  Liability 
Trust  . . . quality  insurance  ser- 
vices to  match  quality  medical 
practices. 

CALL  TOLL  FREE 

1-800-252-9179 

mr 

THE  HIGHEST  QUALITY  LIABILITY  INSURANCE  FOR  TEXAS  PHYSICIANS 

P.O.  Box  14746,  Austin,  Texas  78761 
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TexasMedicine 


Clinical  forum:  lumbar  disc  disease 
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POST  OFFICE  BOX  60  (817)  883-3561 


GENERAL  SURGERY 

Howard  L.  Smith,  M.D.,  F.A.C.S. 
D R Swetland,  M.D.,  F.A.C.S. 
INTERNAL  MEDICINE 
W F.  McKinley,  Jr.,  M.D. 

James  S.  Bussell,  M.D. 

C.  G.  Brown,  M.D. 

EYE,  EAR,  NOSE,  AND  THROAT 
S.  W Hughes,  M D 
ALLERGY 

S W Hughes,  M.D 
TRAUMATIC  AND  ORTHOPEDIC 
SURGERY 

D.  R.  Swetland,  M.D.,  F.A.C.S. 
CARDIOLOGY 

W F McKinley,  Jr.,  M.D 


FAMILY  PRACTICE 
OBSTETRICS  AND  PEDIATRICS 
William  Pickvance,  M.D. 

Barry  E.  Phillips,  M.D. 
GENERAL  DENTISTRY 
G.  Glenn  Rose,  D.D.S. 
♦DENTISTRY  FOR  CHILDREN 
T.  Brad  Willis,  D.D.S. 
RADIOLOGY 

J.  M.  Brown,  M.D.,  F.A.C.R. 
♦PATHOLOGY 

Ronald  E.  Henderson,  Jr.,  M.D. 
David  M.  McTaggart,  M.D. 

S.  M.  Bunn,  Jr.,  M.D. 

E.  B.  Morrison,  M.D. 
UROLOGY 

Howard  L.  Smith,  M.D.,  F.A.C.S. 


♦NEUROPSYCHIATRY 
S.  B.  Morrison,  M.D. 
♦NEUROSURGERY 

Harry  W Slade,  M.D.,  F.A.C.S. 
♦DERMATOLOGY 
Maurice  C.  Barnes,  M.D.,  D.A.B.D. 
ADMINISTRATOR 
J.  D.  Norris,  Jr. 

ASSISTANT  ADMINISTRATOR 
W.  R.  Lux,  Jr. 

DIRECTOR-COORDINATOR,  NURSING 
SERVICE 

Diane  Howton,  R.N. 

DIRECTOR  OF  PATIENT  CARE 
Marie  Kotch,  R.N. 


The  original  hospital  was  founded  by  Dr.  J.  W.  Torbett  in  1898,  and  Howard  O.  Smith,  M.D.,  FACS,  past  president,  expired  May  17,  1977. 
♦Consultants 


THE  DALLAS  MEDICAL  & SURGICAL 
CLINIC  AND  HOSPITAL 


4105  Live  Oak  Street 


DALLAS,  TEXAS  75204 


Telephone  823-4151 


INTERNAL  MEDICINE 

Morris  E Magers,  M.D  , D.A.HIM 
Charming  Woods,  M.D. 

Richard  C.  Stone,  M I)  , Gastroenterology  & Endoscopy 
Landon  W.  Stewart,  M.D  . D A B I M. 

Cloyce  L.  Stetson,  Jr  , M I)  , D A.B  I M. 

David  S.  Sowell,  III,  M I)  , I)  A BIM  , Cardiology 
Don  E.  Cheatum,  M.D  , I)  A B I M , and  DAB  Rhu, 
F.A.C.P,  F.C.C.P,  Rheumatology 
W.  Mark  Armstrong,  M I)  , I)  A BIM 
Sam  W.  Waters,  M.D. 

Steven  P Bowers,  M.D  , DA  BIM 
Elizabeth  M Polanco,  M.D  , D A.B  I M 


RADIOLOGY 

Joe  B Caldwell,  M I)  , I)  A B R. 

James  B.  Evans,  M.D,  D A B R 

DERMATOLOGY 

William  N.  New,  M.D.,  F.A.A.D.,  F.A.C.P 
Constance  Shadwick,  M.D  , D.A.B.D. 

OTOLARYNGOLOGY  AND  OTOLOGIC  SURGERY 
D W.  Shuster,  M D , D A.BO 

George  A Toledo,  M I)  , Head  and  Neck  Surgery,  Facial 
Plastic  and  Reconstructive  Surgery 


Robert  C.  Dinwiddie,  M.D.,  I)  A.B  I M. 
Endocrinology  and  Diabetes 

OBSTETRICS  AND  GYNECOLOGY 
John  B.  Miller,  III,  M.D.,  D.A.B.O.G.,  F.A.C.O.G. 
Vernie  D Bodden,  M.D.,  D.A.B.O.G.,  F.A.C.O.G. 
Craig  W.  Smith,  M.D. 

PEDIATRICS 

Halcuit  Moore,  M.D  , D.A.B.P,  F.A.A.P 
P E Luecke,  Jr,  M.D  , D.A.B.P,  F.A.A.P 
Peter  C Ray,  M.D 

GENERAL  SURGERY 

George  P Fosmire,  M.D,,  D A B.S.,  F.A.C.S.  . 
Charles  W Coleman,  M.D,,  D A B S. 

UROLOGY 


OPHTHALMOLOGY 
James  M.  Copps,  M.D,  D A B O 
R Roy  Whitaker,  M.D,  D A.B  O. 

DENTISTRY  AND  DENTAL  SURGERY 
William  F Walton,  D.D.S. 

ADMINISTRATION 

Alan  G Kennon,  Administrator 

Russell  E.  McKee,  Associate  Administrator  for  Financial 
Affairs 

Mrs.  Connie  S.  McNamire,  R.N  B S.N.,  Associate  Admin- 
istrator of  Hospital  Operations  and  Personnel 

INACTIVE  STATUS 
Adam  D.  Green,  M.D.,  Surgery 
John  B Bourland,  M.D  , D.A.B.O.G. 


Harry  M.  Spence,  M D,  D.A.B.U.,  F A C S. 
William  H Hoffman,  M.D,  D A B.U.,  F A C S 
Richard  B,  Dulany,  M.D.,  D.A.B.U.,  F.A.C.S. 
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. . highly  effective 
for  both  sleep  induction  and 

sleep  maintenance  •9 

Sleep  Laboratory  Investigator 
Pennsylvania 

. . onset  of  action  is 
rapid. . . provides  sleep  with 
no  rebound  effect  to  agitate  the 
patient  the  following  day  £ ii 

Psychiatrist 

California 


i . . appears  to  have 
the  best  safety  record  of  any 

of  the  benzodiazepines  99 
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After  15  years,  the  experts  still  concur  about  the 
continuing  value  of  Dalmane  (flurazepam  HCI/ 
Roche).  It  provides  sleep  that  satisfies  patients. . . 
and  the  wide  margin  of  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy. 
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Before  prescribing,  please  consult  complete  product 
intormation,  a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized 
by  difficulty  in  falling  asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits,  in  acute  or  chronic  medical 
situations  requiring  restful  sleep  Objective  sleep  laboratory 
data  hove  shown  effectiveness  for  at  least  28  consecutive 
nights  of  administration  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended.  Repeated  therapy  should  only 
be  undertaken  with  appropriate  patient  evaluation 
Contraindications:  Known  hypersensitivity  to  flurazepam  HCI, 
pregnancy  Benzodiazepines  may  cause  fetal  damage  when 
administered  during  pregnancy  Several  studies  suggest  an 
increased  risk  of  congenital  malformations  associated  with 
benzodiazepine  use  during  the  first  trimester  Warn  patients 
of  the  potential  risks  to  the  fetus  should  the  possibility  of  be- 
coming pregnant  exist  while  receiving  flurazepam  Instruct 
patients  to  discontinue  drug  prior  to  becoming  pregnant  Con- 
sider the  possibility  of  pregnancy  prior  to  instituting  therapy 
Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants.  An  additive  effect 
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machinery,  driving)  Potential  impairment  of  performance  of 
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recommended  tor  use  in  persons  under  15  years  of  age 
Withdrawal  symptoms  rarely  reported,  abrupt  discontinuation 
should  be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  of  time  Use 
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those  who  might  increase  dosage. 
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Dosage:  Individualize  for  maximum  beneficial  effect  Adults. 
30  mg  usual  dosage;  15  mg  may  suffice  in  some  patients. 
Elderly  or  debilitated  patients  15  mg  recommended  initially 
until  response  is  determined 
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Patients  are  satisfied  because  they  fall  asleep  fast  and  stay 
asleep  till  morning.1*8  And  j/oc/Te  satisfied  by  the  exceptionally 
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EDITORIAL 


Texas — new  temple  for  Minerva  Medica? 

If  William  Osier  were  alive  today,  he  might  be  inspired  to  write 
an  open  letter  to  Texas  physicians  much  like  the  one  in  the 
next  column,  which  he  penned  in  1 908  to  the  American  medi- 
cal profession  (1).  In  1908  Europe  was  still  the  unchallenged 
center  of  intellectual  activity  in  medicine  and  Osier’s  dream  of 
“luring  Minerva  Medica”  across  the  Atlantic  must  have  struck 
his  more  conservative  colleagues  as  ridiculously  fanciful. 
Perhaps  not  even  Osier  himself  imagined  the  prodigious  ad- 
vances that  would  in  subsequent  years  spring  from  “the  ab- 
sence of  tradition  ...  the  greater  freedom,  the  enthusiasm” 
of  the  New  World. 

Osier’s  prophecies  were  made  at  a time  of  great  change. 
Less  than  three  decades  had  passed  since  William  Welch’s 
visit  to  Europe  in  which  he  “learned  ...  not  to  be  satisfied 
with  loose  thinking  and  half  proofs,  not  to  speculate  and  the- 
orize but  to  observe  closely  and  carefully  facts”  (2).  Welch 
became  a convert  to  the  exciting  new  gospel  of  bacteriology 
and  sailed  back  to  America  full  of  novel  ideas  that  soon  bore 
bountiful  fruit  in  the  virgin  soil  of  America  and  marked  the 
beginning  of  American  medicine’s  golden  age. 

Today  we  are  at  the  end  of  an  era.  The  physician/scientist 
as  we  have  known  him  in  the  past  is  an  endangered  species 
(3,4).  But  there  is  still  much  to  be  discovered  about  patients, 
their  diseases,  and  their  health.  The  end  of  any  era  is  also 
the  beginning  of  a new  one;  the  physician  as  a scientist  may 
not  be  dead  at  all  but  simply  changing  his  robes  and  his 
venue.  Basic  sciences — molecular  biology,  immunology,  and 
so  forth — have  become  so  complex  that  few  physicians  can 
be  expected  to  maintain  clinical  proficiency  and  at  the  same 
time  perform  first  class  work  in  the  laboratory.  It  would  be 
tragic,  however,  if  medical  research  lost  touch  with  the  crea- 
tive incentive  of  clinical  medicine.  A new  species  of  physi- 
cian/scientist is  needed:  a practicing  physician  with  the  mind- 
set of  a scientist;  one  who  "can  not  only  sail  by  old  charts,  but 
who  can  make  new  and  better  ones  for  the  use  of  others”  (5). 

In  the  decades  since  the  end  of  World  War  II  rapid-fire 
technological  breakthroughs  have  revolutionized  both  the 
practice  of  medicine  and  basic  medical  science.  Patient- 
oriented  research,  on  the  other  hand,  has  lagged  behind  and 
for  the  most  part  is  still  conducted  in  the  style  of  a few  gener- 
ations ago.  Physicians  interested  in  patient-oriented  in- 
vestigation have  generally  not  given  serious  attention  to 
advances  such  as  large  data  base  management  and  artificial 
intelligence  that  offer  exciting  new  approaches  to  old  and 
seemingly  intractable  problems  inherent  in  patient-oriented 
research.  Some  new  techniques  have  come  out  of  large  col- 
laborative clinical  trials,  but  the  progress  that  has  been  made 
is  only  a faint  foreboding  of  exciting  new  things  to  come. 

Texas — with  its  many  medical  schools,  superb  clinicians, 
and  outstanding  centers  specializing  in  public  health  and 
conducting  clinical  trials — is  near  the  forefront  in  patient- 


oriented  research  and  has  the  “absence  of  tradition  ...  the 
greater  freedom,  the  enthusiasm”  so  prized  by  Osier.  Now  is 
the  time  to  nurture  this  promising  beginning  into  its  full  fruit- 
ion and  to  grasp  an  optimistic  new  vision  of  clinical  research. 

I can  almost  hear  Minerva  Medica  in  the  wings  whispering, 
“Those  that  honor  us,  we  honor.  Give  me  the  temple,  give  me 
the  priests,  give  me  the  true  worship,  the  old  Hippocratic  ser- 
vice of  the  art  and  of  the  science  of  ministering  to  man,  and  I 
will  come.  By  the  eternal  law  under  which  we  gods  live,  I 
would  have  to  come 
Argye  Hillis,  PhD 

Research  and  Education,  Scott  and  White  Hospital,  2401  S 31st  St, 

Temple,  TX  76508. 
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“Minerva  Medica  has  never  had  her  chief  temples  in  any  one 
country  for  more  than  a generation  or  two.  For  a long  period  . . . 
she  dwelt  in  northern  Italy  . . . then  . . . Holland  ...  In  the  first  four 
decades  of  the  nineteenth  century  she  lived  in  France  where  she 
built  a glorious  temple  to  which  all  flocked  . . . Rokitansky  and 
Skoda  rebuilt  for  her  the  temple  of  the  new  Vienna  school . . . Not 
until  she  saw  in  Johannes  Muller  and  in  Rudolph  Virchow  true  and 
loyal  disciples  did  she  move  to  Germany,  where  she  stays  in  spite 
of  the  tempting  offers  from  France,  from  Italy,  from  England,  and 
from  Austria. 

"In  an  interview  most  graciously  granted  to  me  as  a votary  of 
long  standing  she  expressed  herself  very  well  satisfied  with  her 
present  home,  where  she  has  much  honor  and  is  much  appreci- 
ated. I boldly  suggested  that  it  was  perhaps  time  to  think  of  cross- 
ing the  Atlantic  and  setting  up  her  temple  in  the  New  World  for  a 
generation  or  two.  I spoke  of  the  many  advantages  of  the  absence 
of  tradition — here  she  visibly  weakened  as  she  has  suffered  so 
much  from  this  poison — the  greater  freedom,  the  enthusiasm,  and 
then  I spoke  of  missionary  work.  At  these  words,  she  turned  on 
me  sharply  and  said,  That  is  not  for  me.  We  gods  have  but  one 
motto — Those  that  honor  us,  we  honor.  Give  me  the  temple,  give 
me  the  priests,  give  me  the  true  worship,  the  old  Hippocratic  ser- 
vice of  the  art  and  of  the  science  of  ministering  to  man,  and  I will 
come.  By  the  eternal  law  under  which  we  gods  live,  I would  have 
to  come  . . .’  Doubtless  she  will  come,  but  not  until  the  present 
crude  organization  of  our  medical  clinics  is  changed,  not  until 
there  is  a fuller  realization  of  internal  medicine  as  a science  as 
well  as  an  art.” 
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Cure  of  the  disease  is  still  out  of  reach. 
In  as  devastating  a condition  as  this, 
even  the  most  modest  relief  of 
symptoms — or  for  that  matter  keeping 
them  from  getting  worse  or  merely 
slowing  their  intensification — is  a 
great  contribution  to  patient  and  family 


HYDERGINE0  LC  (ergoloid  mesylates)  is 
indicated  for  patients  over  age  sixty 
who  manifest  signs  and  symptoms  of 
idiopathic  mental  decline.  It  appears 
that  individuals  who  respond  to 
HYDERGINE  LC  therapy  are  those  who 
would  be  considered  to  suffer  from 
some  ill-defined  process  related  to 
aging  or  to  suffer  from  some 
underlying  condition  such  as 
Alzheimer’s  dementia. 

Before  prescribing  HYDERGINE  therapy,  the  possibility  that  the  patient’s  signs  and 
symptoms  arise  from  a potentially  reversible  and  treatable  condition  should  be 
excluded.  In  addition,  because  the  presenting  clinical  picture  may  evolve  to  suggest 
an  alternative  treatment,  the  decision  to  use  HYDERGINE  therapy 
should  be  continually  reviewed. 

HYDERGINE®  LC 

(ergoloid  mesylates) 
liquid  capsules,  1 mg 

THE  ONLY  PRODUCT  INDICATED  FOR  ALZHEIMER’S  DEMENTIA. 


© 1985  Sandoz.  Inc. 


HYD-1085-13 


For  Brief  Summary,  please  see  following  page. 
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HYDERGINELC 


Indications:  Symptomatic  relief  of  signs  and 
symptoms  of  idiopathic  decline  in  mental  capacity 
(i.e.,  cognitive  and  interpersonal  skills,  mood,  self- 
care,  apparent  motivation)  in  patients  over  sixty. 
It  appears  that  individuals  who  respond 
to  HYDERGINE  therapy  are  those  who  would 
be  considered  clinically  to  suffer  from  some 
ill-defined  process  related  to  aging  or  to  have  some 
underlying  dementing  condition,  such  as  primary 
progressive  dementia,  Alzheimer’s  dementia,  senile 
onset,  or  multi-infarct  dementia.  Before  pre- 
scribing HYDERGINE®  (ergoloid  mesylates),  the 
physician  should  exclude  the  possibility  that  signs 
and  symptoms  arise  from  a potentially  reversible 
and  treatable  condition,  particularly  delirium  and 
dementiform  illness  secondary  to  systemic  disease, 
primary  neurological  disease,  or  primary 
disturbance  of  mood.  Not  indicated  for  acute  or 
chronic  psychosis  regardless  of  etiology  (see 
Contraindications). 

Use  of  HYDERGINE  therapy  should  be  continually 
reviewed,  since  presenting  clinical  picture  may 
evolve  to  allow  specific  diagnosis  and  specific  alter- 
native treatment,  and  to  determine  whether  any 
initial  benefit  persists.  Modest  but  statistically 
significant  changes  observed  at  the  end  of  twelve 
weeks  of  therapy  include:  mental  alertness,  confu- 
sion, recent  memory,  orientation,  emotional  labil- 
ity, self-care,  depression,  anxiety/fears,  cooperation, 
sociability,  appetite,  dizziness,  fatigue,  bother- 
some(ness),  and  overall  impression  of  clinical 
status. 

Contraindications:  Hypersensitivity  to  the  drug; 
psychosis,  acute  or  chronic,  regardless  of  etiology. 
Precautions:  Because  the  target  symptoms  are  of 
unknown  etiology,  careful  diagnosis  should  be 
attempted  before  prescribing  hTYDERGINE  (ergo- 
loid mesylates)  preparations. 

Adverse  Reactions:  Serious  side  effects  have  not 
been  found.  Some  transient  nausea  and  gastric 
disturbances  have  been  reported,  and  sublingual 
irritation  with  the  sublingual  tablets. 

Dosage  and  Administration:  1 mg  three  times  daily. 
Alleviation  of  symptoms  is  usually  gradual  and 
results  may  not  be  observed  for  3-4  weeks. 

How  Supplied:  HYDERGINE  LC  (liquid  capsules); 
1 mg,  oblong,  off-white,  branded  “HYDERGINE  LC 
1 mg"  on  one  side,  “A"  other  side.  Packages  of  100 
and  500.  (Encapsulated  by  R.  R Scherer,  N.A., 
Clearwater,  Florida  33518). 

HYDERGINE  (ergoloid  mesylates)  tablets  (for 
oral  use);  1 mg,  round,  white,  embossed 
“HYDERGINE  1”  on  one  side,  “A"  other  side. 
Packages  of  100  and  500. 

Each  liquid  capsule  or  tablet  contains  ergoloid 
mesylates  USP  as  follows:  dihydroergocornine 
mesylate  0.333  mg,  dihydroergocristine  mesylate 
0.333  mg,  and  dihydroergocryptine  (dihydro- 
alpha-ergocryptine  and  dihydro-beta-ergocryptine 
in  the  proportion  of  2:1)  mesylate  0.333  mg,  repre- 
senting a total  of  1 mg. 

Also  available:  HYDERGINE  sublingual  tablets; 
1 mg,  oval,  white,  embossed  “HYDERGINE”  on  one 
side,  “78-77”  other  side.  Packages  of  100  and  1000. 
0.5  mg,  round, white, embossed  “HYDERGINE  0.5” 
on  one  side,  “A"  other  side.  Packages  of  100  and 
1000. 


HYDERGINE  liquid;  1 mg/ml.  Bottles  of  100  mg 
with  an  accompanying  dropper  graduated  to  deliver 

1 mg.  (HYD— ZZ24-6/15  84| 


Before  prescribing,  see  package  circular  for  full 
product  information.  hyd-ioss-is 


DORSEY  PHARMACEUTICALS 

Division  of  Sandoz,  Inc  * East  Hanover,  NJ  07936 

A SANDOZ  COMPANY 


WEST  TEXAS 
CANCER 
CONFERENCE 

January  25  and  26,  1986  1 

Midland,  Texas 

The  West  Texas  Cancer  Conference  was  insti-  j; 
tuted  to  present  physicians  and  allied  health  pro- 
fessionals  current  information  on  the  care  and 
treatment  of  cancer. 

Fourteen  leading  oncologists  will  present  sessions 
on  breast,  colorectal,  lung  and  gynecological 
cancer.  Surgical  intervention,  medical  oncology 
and  radiation  oncology  will  all  be  covered  during 
this  1986  conference. 


For  More  Information  Contact: 

Allison  Permian  Basin  Cancer  Therapy  Center 
Midland  Memorial  Hospital 
2200  W.  Illinois  • Midland,  Texas  79701 
(915)  685-1564 


The  West  Texas  Cancer  Conference  is  sponsored 
by  the  Allison  Permian  Basin  Cancer  Therapy 
Center. 


Starlite  Village 

Hospital 

Center  Point,  Texas 

Ph.  634-2212 
634-2213 

A specialized  hospital  dedicated  to  the 

physical,  mental  and  spiritual  treatment 
of  men  and  women  suffering  from 
alcoholic  and  similar  disturbances. 

F.  E.  Seale,  M.D.  Annabelle  Lindner 

Medical  Director  Administrator 

CHAMPUS  APPROVED 
JCAH:  ACCREDITED 
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NEWS 


TMA  IN  ACTION 

TMA  reaffirms  commitment 
to  effect  tort  reform 

Texas  Medical  Association's  Executive 
Board  has  reaffirmed  its  commitment  to 
effect  tort  reform  and  is  moving  forward 
with  a ten-point  action  plan. 

The  plan  focuses  on  judicial  and  leg- 
islative reforms  that  can  ease  the  dual 
crisis  of  skyrocketing  liability  insurance 
premiums  and  lack  of  insurance  at  any 
price.  Recognizing  that  the  crisis  afflicts 
not  only  physicians,  but  also  other  pro- 
fessionals and  the  business  commu- 
nity, the  plan  endorses  the  Texas  Civil 
Justice  Coalition.  The  coalition  will 
unite  the  affected  groups  in  a campaign 
to  influence  legislation.  A contiguous 
part  of  the  plan  calls  on  the  Board  of 
Directors  of  the  Texas  Political  Action 
Committee  (TEXPAC)  to  devote  its  re- 
sources to  electing  responsible  legis- 
lators and  judges  who  are  receptive  to 
tort  reform. 

The  plan  also  emphasizes  grassroots 
participation,  asking  TMA  members  to 
educate  their  legislators  about  the  pro- 
fessional liability  crisis  before  the  70th 
Texas  Legislature  convenes  in  1987. 

In  addition  to  these  strategies,  the 
plan  calls  for:  compilation  and  evalua- 
tion of  data,  informing  the  public  and 
the  profession  about  the  civil  justice  cri- 
sis, monitoring  medical  legal  issues,  re- 
ducing the  exposure  of  the  physician  to 
liability,  increased  attention  to  medical 
discipline  in  cases  of  unethical  or  un- 
professional conduct,  and  a financial 
commitment  from  the  TMA  Board  of 
Trustees. 

TMA’s  Committee  on  Professional  Li- 
ability, chaired  by  Bernard  W.  Palmer, 
MD,  San  Antonio,  will  spearhead  the 
tort  reform  effort.  The  Executive  Board 
approved  the  plan  during  its  meeting 
July  28,  1985,  in  Austin. 


House  of  Delegates  to  meet 
Nov  22-23  in  Austin 

Texas  Medical  Association's  House  of 
Delegates  will  meet  Friday  and  Satur- 
day, Nov  22-23, 1 985,  at  La  Mansion 
Hotel,  Austin. 

The  delegates  convene  at  2 pm  Fri- 
day, and  reference  committees  will  be- 
gin their  hearings  at  approximately 
3 pm.  TMA  members  are  encouraged 
to  discuss  issues  before  the  house 
during  the  hearings.  Following  the  hear- 
ings, reference  commutees  recom- 
mend house  action  on  reports  and 
resolutions.  Speaker  of  the  House 
Val  F.  Borum,  MD,  Fort  Worth,  refers 
action  and  informational  items  to  appro- 
priate committees  according  to  subject. 
Reference  committees  include:  consti- 
tution and  bylaws;  government  health 
programs;  legislation;  medical  educa- 
tion/medical service  and  insurance; 
public  health  and  scientific  affairs;  and 
reports  of  officers  and  committees. 

The  House  of  Delegates  will  recon- 
vene early  Saturday,  Nov  23,  to  act  on 
the  reference  committees'  recommen- 
dations and  adjourn  in  time  to  allow 
members  to  attend  the  football  game 
between  The  University  of  Texas  and 
Baylor  University  at  UT  s Memorial  Sta- 
dium, Austin. 

TMA  dues  1 4%  lower 
than  national  average 

Texas  Medical  Association's  member- 
ship dues  are  1 4%  lower  than  the  mean 
average  dues  of  state  medical  so- 
cieties, with  30  states  charging  higher 
annual  dues  than  TMA. 

The  association’s  Board  of  Trustees 
has  pledged  to  hold  the  dues  for  1986 
at  the  current  rate  of  $235,  which  is  $38 
less  than  the  national  mean  average  of 
$273.  State  dues  range  from  a low  of 
$1 50  in  Missouri  to  a high  of  $455  in 
Wisconsin. 

County  societies  in  Texas  have  aver- 
age dues  of  $1 1 2,  with  a significant 
variation  between  large  and  small 
counties.  Texas  physicians  pay  an 
average  of  $625  for  their  membership 


in  county  and  state  societies  and  the 
American  Medical  Association.  The  na- 
tional mean  average  is  $755,  or  17% 
more  than  for  Texas. 

Physician  exchange  highlights 
Australian,  Texan  celebrations 

In  honor  of  their  concurrent  sesquicen- 
tennials  in  1 986,  Texas  and  the  state  of 
South  Australia  are  arranging  a physi- 
cian exchange. 

D.  Clifford  Burross,  MD,  president  of 
the  Texas  Medical  Association,  and 
J.  Forrest  Fitch,  MD,  chairman  of  TMA's 
Council  on  Annual  Session  and  Scien- 
tific Programming,  have  extended  an 
official  invitation  for  members  of  the 
South  Australia  Post  Graduate  Medical 
Association  to  attend  TMA's  Annual 
Session  in  Dallas,  May  7-11 , 1986. 
Registration  fees  will  be  waived  for  the 
association's  Australian  guests,  and 
several  Dallas  physicians  may  open 
their  homes  to  the  visitors. 

The  Australian  College  of  General 
Practitioners  will  meet  Oct  24-29, 
1986,  in  Adelaide,  South  Australia,  and 
other  continuing  education  opportuni- 
ties are  available  for  Texas  physicians 
who  visit  Australia  during  the  sesqui- 
centennial.  For  further  information, 
contact  Dr  Max  C.  Moore,  Chairman, 
Professions  Executive  Committee, 
South  Australia  Jubilee  1 50,  GPO  Box 
1 986,  Adelaide,  South  Australia  5001 . 

Political  leaders  to  speak 
to  Panhandle  District  Society 

Three  political  leaders  will  highlight  the 
program  for  the  Panhandle  District 
Medical  Society  annual  meeting,  Oct 
26, 1985,  in  Lubbock. 

State  Sen  John  T.  Montford  (D- 
Lubbock),  will  join  former  US  Con- 
gressman Kent  Hance  and  current  US 
Congressman  Larry  Combest  (R- 
Lubbock)  in  a panel  discussion  during 
the  afternoon  session. 

The  morning  session  features  John 
Zapp,  director  of  the  American  Medical 
Association  Legislative  Division  in 
Washington,  DC,  and  Richard  Frey, 
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Turn  of  the  century 
trephine  for  cranial  surgery 
and  tonsillotome  for 
removing  tonsils. 


We’ve  been  defending 
doctors  since 
these  were  the 
state  of  the  art. 


These  instruments  were  the  best  available  at 
the  turn  of  the  century.  So  was  our  professional 
liability  coverage  for  doctors.  In  fact,  we 
pioneered  the  concept  of  professional 
protection  in  1899  and  have  been  providing 
this  important  service  exclusively  to  doctors 
ever  since. 


You  can  be  sure  we’ll  always  offer  the  most 
complete  professional  liability  coverage  you 
can  carry.  Plus  the  personal  attention  and 
claims  prevention  assistance  you  deserve. 

For  more  information  about  Medical 
Protective  coverage,  contact  your  Medical 
Protective  Company  general  agent. 


Mm  r,*  Pi  ;u/ 1-  t‘  t.y  si 


Bruce  Crim,  Keith  H.  Prince,  Charles  F.  Curtice,  Daniel  S.  Marley  Wayne  L.  Kirk,  Mark  Lee  Gunter 

Suite  570,  Allied  Lakewood  Bank  Center,  6301  Gaston  Avenue  Suite  155,  7887  Katy  Freeway 

Dallas  TX  75214,  (214)  821-4640  Katy  Hollow  Office  Park 

Houston,  TX  77024,  (713)  682-8024 


Michael  Rollans 
512  GPM  Life  Building 
San  Antonio,  TX  78216,  (512)  344-5901 


Put  the  world 
of  medicine  in 
your  pocket 
every  two  weeks. 


Right  now,  thousands  of  physicians  like  you 
are  reading  journals  for  in-depth  information. 
But  how  can  anyone  keep  up  with  the 
complex,  rapidly  changing  world  of  medicine 
as  a whole?  By  reading  Medical  World  News. 

For  more  than  115,000  busy  physicians, 
Medical  World  News  is  the  secret  to  staying 
in  touch  with  the  latest  developments  in 
therapy,  research,  practice,  pharmacology, 
economics,  legislative  action,  highlights  of 
other  periodicals  and  new  medical  trends. 

We’re  doing  it  for  them,  and  we  can  do  it 
for  you. 

Every  two  weeks,  we  can  bring  you  up-to- 
the-minute  news  from  the  nation’s  medical 
pressure  points:  Atlanta,  Chicago,  Dallas, 
Houston,  Los  Angeles,  New  York,  San  Francisco 
and  Washington  D.C.  A network  of  contri- 
buting editors  in  major  U.S.,  Canadian  and 
European  cities  adds  an  international  perspective 
to  the  mix.  Our  policy  of  unbiased 
reporting  gives  you  information  you 
can  trust.  And  our  easy-to-read  style  makes 
it  enjoyable  to  stay  informed. 


medical 

world 

news  The  credible  source. 


©1985  HEI  Publishing 


Volume  81  October  1985 


9 


MD,  Minneapolis,  an  expert  on  health 
maintenance  organizations  and  pre- 
ferred provider  organizations. 

For  further  information,  contact  Ted 
Forsythe,  MD,  President,  Panhandle 
District  Medical  Society,  4314  SW  Loop 
289,  Lubbock,  TX  79413,  phone 
(806)795-6417. 

ASAE  honors  C.  Lincoln  Williston 
with  Key  Award 

The  American  Society  of  Association 
Executives  has  presented  its  highest 
honor  to  Texas  Medical  Association's 
Executive  Director  C.  Lincoln  Williston, 
CAE.  The  Key  Award  recognizes  asso- 
ciation chief  staff  executives  who  have 
exhibited  great  dedication  and  ability. 

Mr  Williston  has  been  with  TMA  for 
31  years.  During  that  time,  the  associa- 
tion’s membership  has  tripled  from 
6,900  to  24,000,  and  its  assets  have  in- 
creased from  $852,000  to  $10.5  million. 

He  accepted  the  award  during  cere- 
monies held  in  conjunction  with  ASAE’s 
annual  meeting  in  Chicago,  Aug 
1 7-21 , 1 985.  ASAE  has  1 1 ,000  mem- 
bers representing  national,  state,  and 
local  trade,  professional,  technical,  and 
business  associations. 


C.  Lincoln  Williston  (right)  accepts  his  Key  Award 
from  Michael  S.  Olson,  1985-1986  chairman  of 
the  board,  American  Society  of  Association 
Executives. 


HEALTH  LINE 


Law  requires  reporting 
of  certain  occupational  diseases 

Texas  has  a new  law  requiring  the  re- 
porting of  certain  occupational  dis- 
eases to  the  Texas  Department  of 
Health.  As  of  Sept  1 , 1 985,  newly  con- 
firmed or  suspected  diagnoses  of  as- 
bestosis,  silicosis,  acute  occupational 
pesticide  poisoning,  and  adult  lead  poi- 
soning (blood  lead  40  |xg/dl  blood 
in  persons  1 5 years  of  age)  are 
reportable. 

This  reporting  system  will  follow  that 
of  current  communicable  disease  re- 
ports. Physicians  and  others  with  case 
reports  are  requested  to  provide  the 
name,  address,  age,  sex,  and  race  of 
the  patient  and  the  diagnosis  and  date 
of  diagnosis  to  their  local  health  depart- 
ment or  regional  health  director,  who,  in 
turn,  will  transmit  this  information  to  the 
Bureau  of  Epidemiology  of  the  Texas 
Department  of  Health.  Staff  from  the 
Bureau  of  Epidemiology  then  will  con- 
tact the  initiator  of  the  report  directly  to 
obtain  more  information  about  the  case. 

The  law  for  occupational  disease  re- 
porting also  provides  for  the  confiden- 
tial handling  of  all  case  reports. 

“Designer  drug’’  classified 
as  Schedule  I substance 

The  Drug  Enforcement  Administration 
has  temporarily  placed  the  substance 
3,4-methylenedioxymethamphetamine 
(MDMA)  under  control  in  Schedule  I of 
the  Federal  Controlled  Substances  Act. 
Provisions  included  in  the  Diversion 
Control  Amendments  of  the  Federal 
Comprehensive  Crime  Control  Act  of 
1984  provide  for  the  temporary  place- 
ment of  substances  in  Schedule  I of  the 
act  if  necessary  to  avoid  an  imminent 
hazard  to  public  safety.  Scheduling 
under  these  provisions  is  effective  for 
one  year. 

MDMA,  according  to  Commissioner 
of  Health  Robert  Bernstein,  MD,  has 
been  produced  in  clandestine  laborato- 
ries and  is  known  as  a “designer  drug’’ 


encountered  in  illicit  drug  traffic. 

In  his  capacity  as  commissioner  of 
the  Texas  Department  of  Health,  Dr 
Bernstein  has  ordered  that  Section 
2.03,  Subchapter  2,  Article  4476-1 5, 
Vernon's  Texas  Civil  Statutes  be 
amended  by  adding  the  following  sub- 
paragraph  {2)  to  paragraph  (f)  to  read 
as  follows: 

(f)  Temporary  listing  of  substances 
subject  to  emergency  scheduling  by  the 
Federal  Drug  Enforcement  Administra- 
tion. Any  material,  compound,  mixture 
or  preparation  which  contains  any 
quantity  of  the  following  substances: 

(1)  3-Methylfentanyl  (N-[3- 
methyl-1-(2-phenylethyl)-4-piperidyl]- 
N-phenylpropanamide),  its  optical  and 
geometric  isomers,  salts  and  salts  of 
isomers. 

(2)  3,4-methylenedioxymetham- 
phetamine  (MDMA),  its  optical,  posi- 
tional and  geometric  isomers,  salts  and 
salts  of  isomers. 

Vaccine  program  succeeds 
in  prevention,  cost  effectiveness 

The  Centers  for  Disease  Control  in 
Atlanta  report  that  the  combined 
measles,  mumps,  and  rubella  vaccine 
prevented  nearly  6 million  cases  of  dis- 
ease in  1 983  and  saved  more  than  $1 
billion.  It  is  estimated  that  without  the 
immunization  program  an  estimated 
3.3  million  cases  of  measles  would 
have  occurred,  compared  to  the  2,872 
cases  actually  reported;  1.5  million 
cases  of  rubella  instead  of  the  3,81 6 re- 
ported; and  2.1  million  cases  of  mumps 
instead  of  the  confirmed  32,580.  The 
federal  agency  reports  that  for  every 
dollar  spent  on  the  vaccine  program, 

$1 4 were  saved  in  health  care  costs. 

Research  grants  available 
from  Leukemia  Society  of  America 

In  efforts  to  find  the  causes  and  even- 
tual cures  of  leukemia  and  related 
diseases,  the  Leukemia  Society  of 
America  has  added  two  grants  to  its  re- 
search program. 

The  President  s Research  Develop- 
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ment  Award  is  designed  to  provide 
funds  to  senior  investigators  for  re- 
search which  may  potentially  further 
the  understanding  of  leukemia. 

Projects  may  include  unique  research 
opportunities  which  need  immediate 
funding  for  technical  support,  supplies 
and/or  equipment  needed  to  begin  an 
important  new  avenue  of  investigation. 
The  grant  will  be  given  for  a maximum 
12-month  term,  will  be  awarded  a maxi- 
mum of  $50,000,  and  is  not  renewable. 
Applicants  must  hold  a PhD,  MD  (or  the 
equivalent),  be  senior  investigators  on 
tenure  track  (or  the  equivalent)  in  an  es- 
tablished program  affiliated  with  an  ac- 
ademic or  nonprofit  institution,  and 
have  demonstrated  expertise  in  their 
field.  Proposed  projects  must  be  di- 
rectly related  to  the  field  of  leukemia 
and  related  disease. 

The  second  grant,  the  Short-Term 
Scientific  Award,  is  designed  to  provide 
funds  for  travel  to  another  laboratory  or 
clinic  to  learn  a specific  technique  or  to 
share  information  which  has  been  de- 
veloped by  the  principal  investigator  of 
the  laboratory  or  clinic  to  be  visited.  The 
grant  will  award  a maximum  of  $5,000 
to  cover  transportation,  lodging,  and 
out-of-pocket  expenses.  Applicants 
may  be  current  leukemia  society  fel- 
lows, special  fellows  or  scholars,  or  es- 
tablished investigators  who  wish  to  visit 
a laboratory  or  clinic  of  a leukemia  so- 
ciety grantee’s  sponsor  who  has  dem- 
onstrated expertise  in  a particular  field 
of  research. 

Both  grants  will  be  awarded  quarterly 
with  the  first  to  be  activated  Jan  1 , 

1986.  Applications  will  be  reviewed  by 
selected  members  of  the  Leukemia  So- 
ciety’s Medical  and  Scientific  Commit- 
tee and  its  Grant  Review  Subcommit- 
tee. Applications  are  available  from  the 
Research  Grant  Coordinator,  Leukemia 
Society  of  America,  733  Third  Ave,  New 
York,  NY  10017. 


SOCIOECONOMICS 

TDHS  board  rejects 
burdensome  override  procedure 

Following  testimony  by  representatives 
of  Texas  Medical  Association,  the 
Texas  Board  of  Human  Services  (for- 
merly the  Texas  Board  of  Human  Re- 
sources) has  rejected  a proposed 
procedure  for  dispensing  Medicaid  pa- 
tients’ prescriptions  that  would  have  im- 
posed a time-consuming  administrative 
burden  on  physicians  and  pharmacists. 

Instead,  the  board  adopted  the  fed- 
eral MAC  policy,  which  applies  to  only 
some  30  drugs.  The  policy  requires  a 
physician  to  sign  his  name  on  one  of 
two  lines  on  the  prescription,  indicating 
whether  substitution  of  a generic  drug 
is  permissible.  To  override  a generic 
prescription,  the  physician  signs  on  the 
appropriate  line  and  writes  “brand  nec- 
essary” on  the  prescription. 

Testifying  on  TMA’s  behalf  were 
D.  Clifford  Burross,  MD,  Wichita  Falls, 
and  Robert  H.  Barr,  MD,  Houston.  Dr 
Barr  is  president  of  the  Harris  County 
Medical  Society  and  TMA's  repre- 
sentative on  TDHR’s  Vendor  Drug  For- 
mulary Subcommittee. 

Dr  Barr  advised  the  TDHS  board, 
“This  (alternate  procedure)  would  help 
the  department  attain  its  goal,  and  at 
the  same  time,  maintain  a friendly 
rather  than  adversarial  relationship  with 
the  physicians  and  pharmacists  of 
Texas.” 

The  rejected  policy,  part  of  a Texas 
Maximum  Allowable  Cost  program, 
would  have  restricted  physicians'  au- 
thority to  “override,”  or  prohibit,  the  use 
of  generic  drugs.  The  policy  would  have 
required  physicians  desiring  a brand 
name  product  to  hand  write  on  the  back 
of  a prescription  form  a statement  that 
the  brand  name  product  must  be  dis- 
pensed, and  why.  The  doctor  also 
would  have  been  required  to  sign  his 
name  and  the  date.  The  requirement 
would  have  applied  to  more  than  2,000 
drugs. 


TDHS  adopts  procedures 
for  reimbursing  midwives 

Under  the  threat  of  losing  federal  funds, 
the  Texas  Department  of  Human  Ser- 
vices (formerly  the  Texas  Department 
of  Human  Resources)  has  adopted  pro- 
cedures for  reimbursing  nurse  mid- 
wives for  their  services  to  Medicaid 
patients. 

Texas  Medical  Association  President 
D.  Clifford  Burross,  MD,  Wichita  Falls, 
and  TMA  General  Counsel  Donald  P. 
Wilcox,  Austin,  presented  the  associa- 
tion’s views  on  the  rules  during  a hear- 
ing in  July.  They  conveyed  the  associa- 
tion’s support  of  requirements  that — as 
conditions  of  payment — midwives  must 
(1 ) deliver  infants  in  a hospital  setting 
and  (2)  have  written  agreements  that 
consultation  and  referral  are  available 
from  a licensed  physician. 

Dr  Burross  and  Mr  Wilcox  also  noted 
TMA’s  concern  that  the  rules  encour- 
age the  independent  practice  of  cer- 
tified nurse  midwives.  It  is  illegal  for  a 
nurse  to  draw  blood  for  required  testing 
and  treatment  for  expectant  mothers 
and  their  infants  without  a physician's 
direction,  they  explained. 

Bobby  L.  Shull,  MD,  Temple,  presi- 
dent-elect of  the  Texas  Association  of 
Obstetricians  and  Gynecologists,  and 
James  R.  Winn,  MD,  Uvalde,  president 
of  the  Texas  Academy  of  Family  Physi- 
cians, also  testified  during  the  hearings. 
Testimony  from  the  Texas  Nurses 
Association  stated  concern  about  the 
restrictive  nature  of  the  rules  requiring 
deliveries  in  a licensed  institution  and 
written  agreements  with  physicians. 

JUA  will  offer  coverage 
to  nursing  professionals 

The  Texas  State  Board  of  Insurance 
has  directed  the  Joint  Underwriting 
Association  to  offer  professional  liability 
insurance  coverage  to  nursing  profes- 
sionals who  cannot  find  coverage 
elsewhere. 

The  Texas  Nurses  Association  re- 
quested the  coverage  in  July,  after  the 
Mutual  Fire,  Marine,  and  Inland  Insur- 
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You  know  it's  not  your  every- 
day patient  problem.  Alco- 
holism is  far  different  from 
most  other  diseases.  Patients 
try  to  hide  it  from  you.  They 
resist  treatment.  They  deny 
they  have  the  disease  at  all. 

Such  a complex  physical 
and  emotional  problem  usually 
requires  extensive  evaluation. 
And  intervention  counseling 
is  frequently  needed. 


If  you  are  a specialist  in 
addiction  treatment,  you're 


programs  have  given  us  one 
me’ 


equipped  to  deal  with  these 
hlei 


problems.  If  not,  consider 
Brookwood  Recovery  Center 
as  your  specialist  ana  partner 
in  the  treatment  of  alcohol- 
ism and  drug  abuse . We're  a 
specialized  facility  staffed  to 
serve  both  your  patient  and 
patient's  family.  Our  nation- 
ally recognized  treatment 


of  the  best  recovery  rates  in 
the  country.  And  once  recov- 
ered, your  patients  and  their 
families  return  to  being  the 
kind  of  patients  that  let  you 
help  them  once  again. 

For  further  information  on 
how  a Brookwood  Recovery 
Center  can  help  you  effectively 
treat  this  problem,  call  our 
treatment  center  in  Dallas  . 


(21 

W< 


214/988-0106,  metro),  Ft. 
*Torth  (817/654-4153,  metro), 


Houston  (713/439-12021, 

4 


San  Antonio  (512/494-4477), 
~ - - 


Port  Arthur  (409/983-2064) 
or  Westgate  in  Denton 
w (214/434-3549,  metro) 
^ V anytime,  day  or  night. 


Brookwood 
Recovery  Centers 
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ance  Company  announced  its  decision 
to  stop  offering  professional  liability 
coverage  for  certified  nurse  midwives. 
The  company’s  move  leaves  only  one 
company  writing  such  business — and 
only  for  certified  nurse  midwives  in  New 
Jersey,  the  company’s  home  state.  The 
JUA,  officially  titled  the  Texas  Medical 
Liability  Insurance  Underwriting  Associ- 
ation, also  will  offer  protection  to  regis- 
tered nurses  and  certified  registered 
nurse  anesthetists. 

During  the  insurance  board  hearing 
July  1 7, 1 985,  a representative  from  the 
American  College  of  Nurse  Midwives 
told  the  State  Board  of  Insurance  that 
less  than  6%  of  certified  nurse  mid- 
wives have  ever  been  sued  as  opposed 
to  60%  of  obstetricians,  and  that  there 
were  only  six  claims  over  $30,000 
against  nurse  midwives  in  the  period  of 
1 979  to  1 983.  None  of  the  high  dollar 
claims  were  from  Texas,  the  represen- 
tative said. 

At  press  time,  the  JUA  had  received 
fewer  than  ten  applications  for  cover- 
age from  nurses.  The  annual  premium 
for  $25,000  per  occurrence  and 
$75,000  per  year  protection  for  nurse 
midwives  is  $1 ,620  outside  the  Houston 
area,  and  $2,430  in  Houston.  The  same 
coverages  for  a nurse  midwife  who  of- 
fers family  planning  services,  but  does 
not  deliver  babies,  cost  $225  per  year 
outside  Houston,  and  $338  in  Houston. 
Nurse  anesthetists  pay  $4,725  outside 
Houston,  and  $6,750  in  Houston.  Reg- 
istered nurses  pay  $1 50  per  year  for  the 
coverage  outside  Houston  and  $225  in 
the  Houston  area. 

Texas  medical  schools  support 
MCAT  despite  criticism 

Two  medical  schools  have  dropped 
their  admission  requirements  for  the 
Medical  College  Admissions  Test  in  the 
wake  of  criticism  from  the  Association 
of  American  Medical  Colleges,  but 
Texas  medical  schools  say  they  will 
continue  to  rely  on  the  test  in  selecting 
students. 

Johns  Hopkins  University  School  of 


Medicine  and  the  University  of  Ro- 
chester (NY)  School  of  Medicine  and 
Dentistry  no  longer  require  their  appli- 
cants to  take  the  test.  Previous  to  their 
decisions,  the  AAMC  published  a re- 
port that  encouraged  less  emphasis  on 
MCAT  scores  and  more  attention  to  a 
broad  baccalaureate  education  when 
selecting  medical  school  students. 

Some  observers  say  that  in  preparing 
for  the  test,  prospective  applicants 
study  science  to  the  exclusion  of  other 
subjects. 

Representatives  of  the  seven  Texas 
medical  schools,  surveyed  by  Texas 
Medicine , unanimously  endorse  the 
consideration  of  MCAT  scores,  along 
with  nonscientific  achievements  and  in- 
terests, in  the  admissions  process. 

Albert  E.  Gunn,  MD,  associate  dean 
for  admissions,  The  University  of  Texas 
Health  Science  Center  at  Houston 
Medical  School,  acknowledges  that 
medical  students  may  be  deficient  in 
nonscientific  areas. 

“We  agree  that  premedical  students 
are  too  narrowly  based,  but  don't  think 
this  is  necessarily  due  to  the  MCAT  ex- 
amination,” he  said.  “The  solution  to 
this  problem  is  for  medical  schools  to 
insist  that  students  be  well  educated 
before  they  accept  them.  There  is  no 
reason  why  students  cannot  major  in 
classics  and  still  get  a good  MCAT 
score.” 

William  E.  Ward,  PhD,  associate 
dean  for  student  affairs,  Texas  A&M 
University  College  of  Medicine,  agrees 
that  the  MCAT  does  not  credit  a broad 
general  education,  but,  he  added,  "Our 
admissions  committee  can  evaluate 
candidates  based  on  the  academic 
record,  the  academic  measure,  and 
extracurricular  activities.  The  MCAT  is  a 
supplemental  source  of  information  in 
the  admissions  process,  and  MCAT 
scores  are  balanced  by  other  factors." 
Kern  Wildenthal,  MD,  PhD,  of  the  UT 
Health  Science  Center  at  Dallas  South- 
western Medical  School,  and  Ruth  M. 
Lawrence,  MD,  assistant  dean  for  ad- 
missions, Texas  Tech  University  Health 


Sciences  Center  School  of  Medicine, 
agree  that  MCAT  scores  should  be  used 
in  conjunction  with  other  considerations. 

Daniel  L.  Trevino,  PhD,  assistant 
dean  for  student  affairs  and  admis- 
sions, UT  Medical  Branch  at  Galveston, 
pinpoints  two  weaknesses  in  the  test. 

“The  MCAT  has  no  predictive  value 
with  respect  to  a student’s  performance 
in  clinical  work,  and  after  all,  we  are  in 
the  business  of  training  physicians,  not 
test-takers,”  he  said.  Second,  "Minor- 
ities as  a group  tend  not  to  score  as 
high  on  the  MCAT,  so  it  must  not  be 
used  as  a way  of  excluding  minorities 
from  having  equal  access  to  receiving  a 
medical  education.” 

Carlos  Pestana,  MD,  chair  of  the  ad- 
missions committee  at  The  University 
of  Texas  Health  Science  Center  at  San 
Antonio  observed,  “Johns  Hopkins  is 
the  second  medical  school  of  the  1 28  in 
the  country  to  drop  the  MCAT  require- 
ment for  admission.  I would  hardly  call  it 
a trend.” 

CAPITAL  COMMENTS 

Dr  Burross  appoints 
Task  Force  on  PPOs 

Texas  Medical  Association  President 
D.  Clifford  Burross,  MD,  has  appointed 
a special  task  force  on  the  preferred 
provider  organization  medical  delivery 
and  financing  scheme.  TMA  Vice- 
President  Max  C.  Butler,  MD,  Houston, 
will  chair  the  task  force. 

The  task  force  was  created  in  re- 
sponse to  proposed  legislation  relating 
to  authorization  of  preferred  provider 
health  insurance  plans  during  the  regu- 
lar session  of  the  1 985  Texas  Legis- 
lature. Texas  lawmakers  did  not  pass 
the  legislation,  but  will  conduct  an  in- 
terim study  to  prepare  legislation  for 
1987.  Thus,  TMA’s  Executive  Board 
and  House  of  Delegates  will  look  to  the 
special  TMA  Task  Force  on  PPOs  for  a 
recommended  policy  on  this  issue. 

All  interested  specialties  and  physi- 
cians from  every  geographical  locale  in 
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the  state  are  urged  to  participate.  Activ- 
ities of  the  Task  Force  on  PPOs  will  be 
reported  in  the  publication  TMA  Action. 
TMA  members  are  encouraged  to  fol- 
low the  developments  of  the  task  force 
and  to  offer  suggestions  through  in- 
dividual county  medical  societies  or 
directly  to  the  task  force  by  writing: 
MaxC.  Butler,  MD,  Vice-President, 
Texas  Medical  Association,  1905 
N Lamar  Blvd,  Suite  207,  Austin,  TX 
78705. 

Members  also  may  communicate 
through  local  physician  representatives 
on  the  task  force.  They  include:  Charles 
D.  Bessire,  MD,  Harris  County  Medical 
Society  (CMS);  Angel  R.  Jimenez- 
Cerna,  MD,  Bexar  CMS;  Mark  J. 
Wegleitner,  MD,  El  Paso  CMS;  Lee  Roy 
Radford,  MD,  Dallas  CMS;  Roger  K. 
Jones,  MD,  Harrison  CMS  (Northeast); 
Jerry  W.  Sayre,  MD,  Coryell  CMS  (Cen- 
tral); Preston  W.  Nash,  MD,  Colorado 
Basin  CMS  (West);  and  Gerald  B. 
Phillips,  MD,  Atascosa  CMS  (South). 

The  following  members  represent 
hospitals:  Bruce  K.  Jacobson,  MD,  Fort 
Worth,  public  hospital;  John  R.  Petti- 
grove,  MD,  Corpus  Christi,  private,  non- 
profit hospital;  and  John  P.  Whitecar, 
MD,  San  Antonio,  for-profit  hospital. 

Finally,  the  task  force  includes  three 
members  from  the  organizational  struc- 
ture of  TMA:  Maurice  Herring,  MD, 
Dallas,  member,  Council  on  Legislation; 
John  H.  Selby,  MD,  Lubbock,  member, 
Council  on  Socioeconomics;  and  W. 
Sam  Thompson,  MD,  Austin,  Inter- 
specialty Society  Committee. 

Governor  names  MDs 
to  Board  of  Medical  Examiners 

Governor  Mark  White  has  appointed 
three  doctors  of  medicine  to  the  State 
Board  of  Medical  Examiners.  Texas 
Medical  Association's  Committee  on 
State  Appointments  recommended  the 
physicians. 

Carlos  D.  Godinez,  MD,  McAllen,  has 
been  reappointed  for  a six-year  term. 

Dr  Godinez  served  as  board  chairman 
during  the  past  year.  Joining  him  are 


new  appointees  John  C.  Bagwell,  MD, 
Dallas,  and  Charles  B.  Dryden,  MD, 
Wichita  Falls. 

James  K.  Peden,  MD,  Dallas,  con- 
tinues as  a board  member  until  his  re- 
placement is  appointed  for  the  coming 
term. 

President  signs 

Orphan  Drug  Amendments  of  1985 

President  Ronald  Reagan  has  signed 
into  law  S 1 147,  the  Orphan  Drug 
Amendments  of  1 985.  The  new  law  en- 
courages pharmaceutical  firms  to  de- 
velop new  drugs  and  test  established 
drugs  for  treatment  of  diseases  afflict- 
ing fewer  than  200,000  people.  Phar- 
maceutical companies  had  been 
reluctant  to  develop  and  market  these 
drugs  because  of  the  high  cost  and 
relatively  small  number  of  potential 
users. 

The  measure  extends  federal  funding 
for  contracts  and  grants  in  the  areas  of 
research  and  development  for  three 
years.  Funding  will  be  held  at  the  exist- 
ing level  of  $4  million  per  year.  It  also 
makes  grants  available  for  preclinical 
testing  of  orphan  drugs,  something  that 
had  not  been  possible  before.  Addi- 
tionally, the  law  calls  for  the  establish- 
ment of  a National  Commission  on 
Orphan  Diseases  to  assess  needs,  op- 
portunities, and  priorities  for  research 
in  the  cause,  prevention,  and  treatment 
of  rare  ailments. 

The  original  Orphan  Drug  Act  was 
enacted  in  1983.  That  law,  as  well  as 
the  1 985  version,  was  sponsored  by 
Sen  Orrin  Hatch  (R-Utah),  chairman 
of  the  Labor  and  Human  Resources 
Committee. 


NEWSMAKERS 

C.  FRANK  WEBBER,  MD,  vice  presi- 
dent for  health  affairs  at  The  University 
of  Texas  Health  Science  Center,  has 
been  appointed  dean  of  The  University 
of  Texas  Medical  School  at  Houston.  Dr 
Webber  is  past  president  of  the  Harris 


County  Medical  Society  and  past  vice 
president  of  the  Texas  Medical  Associ- 
ation. During  1975-1984  he  served  as 
chairman  of  the  department  of  family 
practice  and  community  medicine  at 
the  UT  Medical  School.  In  his  new  posi- 
tion, Dr  Webber  succeeds  ERNST 
KNOBIL,  MD,  who  was  dean  for  three 
years  until  he  resigned  in  April  1984. 

KENNETH  L.  BARKER.  PhD,  professor 
and  chairman  of  the  department  of  bio- 
chemistry and  professor  of  the  depart- 
ment of  obstetrics  and  gyneclogy  of  the 
Texas  Tech  University  School  of  Medi- 
cine, has  been  appointed  to  serve  a 
two-year  term  as  chairman  of  the  Re- 
productive Biology  Study  Section  of  the 
National  Institutes  of  Health. 

ROBERT  E.  RAKEL,  MD,  Houston,  has 
been  named  to  the  Richard  M.  Kleberg 
Sr  Chair  of  Family  Medicine  at  Baylor 
College  of  Medicine.  Dr  Rakel  joined 
the  Baylor  faculty  in  July  as  chairman  of 
the  department  of  family  medicine  and 
associate  dean  for  academic  and 
clinical  affairs.  Previously  he  was  pro- 
fessor and  head  of  the  department  of 
family  practice  at  the  University  of  Iowa 
College  of  Medicine. 


Robert  E.  Rakel,  MD 
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THE  UNIVERSITY 
_ _.  OF  TEXAS  _ _ 

HEALTH 

CENTER 


AT  TYLER 


Clinical  Services  and  Consultations 


• Cardiovascular  Diagnosis  and  Surgery 

• Home  Health  Care  Services 

• Infectious  Disease 

Atypical  Mycobacteria,  Pneumonia 
& Related  Diseases,  Tuberculosis 

• Oncology 

• Outpatient  Care 

• Pediatric  Respiratory  Disorders 
Allergy,  Asthma,  Cystic  Fibrosis 
Pneumonia,  Tuberculosis 


• Pulmonary  (Adult) 

Emphysema  & Chronic  Bronchitis 
Occupational  Lung  Diseases 
Pulmonary  Physiology 
Pulmonary  Infiltrative  Disease 
Sleep-Related  Breathing  Disorders 
Pulmonary  Rehabilitation 
Undiagnosed  Pulmonary  Masses 

• Radiology  • Smoking  Cessation 

• Thoracic  Surgery 


A Referral  Center  for  Cardiopulmonary  Diseases 

Located  on  Highway  271  at  SH  15 5,  5 miles  north  of  Tyler,  Mailing  address: 
P.O.  Box  2003,  Tyler,  TX  75710.  For  information  and  referral  call:  1-800-442-8842 


THE  ADVANCED  HAIR  REPLACEMENT  SYMPOSIUM 

SPONSORED  BY 

AMERICAN  ACADEMY 

OF  FACIAL  PLASTIC  AND  RECONSTRUCTIVE  SURGERY 

FEBRUARY  6-8,  1986 
in 

HOT  SPRINGS,  ARKANSAS 

This  course  is  designed  to  teach  the  principles  and  operative  techniques  i.e..  punch  autograft 
refinements,  scalp  reductions,  hair-bearing  flaps  by  utilizing  an  outstanding  multidiscipline 
faculty  selected  from  dermatologists,  otolaryngologists  and  plastic  surgeons.  Formal  presenta- 
tions and  open  discussions  art  featured. 

COURSE  DIRECTORS:  D.  BEDFORD  STOLJGH.  III.  M.D  and  RICHARD  WEBSTER.  M D . 
P S.  For  more  information  contact:  The  Stough  Dermatology  & Cutaneous  Surgery  Clinic. 
PA,  Doctors  Park.  Hot  Springs.  AR  71901.  501/624.0673, 

FACULTY 

T H Alt.  M.D.  O,  T Norwood.  M.D  R C Webster.  M D, 

E.  C.  Gay.  Jr.,  M.D  D,  Orentrcich,  M.D.  M R Wright.  PhD 

L.  A Lewis.  M.D  D B Stough.  Ill,  M.D.  W.  K Wright.  M D. 

G 0.  Monheit,  M.D  W.  P.  Unger.  M.D. 

Emphasis  will  be  placed  on  a live  surgical  work  shop  for  participants  with 

minimal  experience 

* 


16 


TEXAS  MEDICINE 


Introducing 


The  standout. 


© 1985  Ayerst  Laboratories 


. Once-daily  _ _ 

InderideL A 


The  world's  leading  beta  blocker 
and  diuretic-for  once-daily 
convenience  without  compromise 


When  selecting  other  once-daily  agents,  physicians  may  have  to  compromise 
either  their  choice  of  beta  blocker  or  diuretic.  With  INDERIDE®  LA,  physicians 
have  the  agents  most  widely  prescribed  worldwide— INDERAL®  and  hydro- 
chlorothiazide-with  the  convenience  of  once-daily  dosage. 

24-hour  blood  pressure  control  with  the 
broad  benefits  of  INDERAL  (propranolol  HCI) 

The  controlled-release  delivery  system  of  INDERIDE  LA  provides  24-hour  beta 
blockade  and  the  broad  cardiovascular  benefits  of  INDERAL  with  a single  daily 
dose.  Compliance  is  enhanced  because  once-daily  administration  fits  easily  into 
patient^  daily  routines. 

Plus  standard-release  hydrochlorothiazide/ 
the  thiazide  of  choice  for  comfortable 
morning  diuresis 


Hydrochlorothiazide  is  the  world’s  most  widely  prescribed  antihypertensive 
diuretic.  When  taken  in  the  morning,  INDERIDE  LA  provides  comfortable 
morning  diuresis.  Each  dosage  strength  of  INDERIDE  LA  contains: 

—one  of  the  three  most  widely  prescribed  dosage  strengths  of  INDERAL®  LA- 
80  mg,  12  0 mg,  or  160  mg  and 

—an  established,  effective  daily  dose  of  standard-release  hydrochlorothiazide- 
50  mg  „ " 


Once-daily 

inderidela 


Convenience  without  compromise 
One  capsule-Once  daily 


*The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories 


80/50 


120/50 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION,  SEE  PACKAGE  CIRCULAR  ) 

INDERIDE 5 LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (INDERAL*  LA)  and 


HYDROCHLOROTHIAZIDE  (Long  Acting  Capsules) 

No  455 — Each  INDERIDE®  LA  80/50  Capsule  contains 

Propranolol  hydrochloride  (INDERAL®  LA)  80  mg 

Hydrochlorothiazide  50  mg 

No  457 — Each  INDERIDE®  LA  120/50  Capsule  contains 

Propranolol  hydrochloride  (INDERAL®LA)  120  mg 

Hydrochlorothiazide  50  mg 

No  459— Each  INDERIDE®  LA  160/50  Capsule  contains 

Propranolol  hydrochloride  (INDERAL®  LA)  160  mg 

Hydrochlorothiazide  50  mg 


INDERIDE  LA  is  indicated  in  the  management  of  hypertension 

This  fixed-combination  drug  is  not  indicated  for  initial  therapy  of  hypertension.  If 
the  fixed  combination  represents  the  dose  titrated  to  the  individual  patient's  needs, 
therapy  with  the  fixed  combination  may  be  more  convenient  than  with  the  separate 
components. 

CONTRAINDICATIONS 

Propranolol  hydrochloride  (INDERAL®): 

Propranolol  is  contraindicated  in  1)  cardiogenic  shock.  2)  sinus  bradycardia  and  greater  than 
first  degree  block,  3)  bronchial  asthma,  4)  congestive  heart  failure  (see  WARNINGS)  unless  the 
failure  is  secondary  to  a tachyarrhythmia  treatable  with  propranolol 

Hydrochlorothiazide: 

Hydrochlorothiazide  is  contraindicated  in  patients  with  anuria  or  hypersensitivity  to  this  or  other 
sulfonamide-derived  drugs 

WARNINGS 

Propranolol  hydrochloride  (INDERAL®): 

CARDIAC  FAILURE  Sympathetic  stimulation  may  be  a vital  component  supporting  circulatory 
function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta  blockade  may 
precipitate  more  severe  failure  Although  beta  blockers  should  be  avoided  in  overt  congestive 
heart  failure,  if  necessary,  they  can  be  used  with  close  follow-up  in  patients  with  a history  of 
failure  who  are  well  compensated  and  are  receiving  digitalis  and  diuretics  Beta-adrenergic 
blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart  muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can,  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  propranolol  should  be  discontinued  (gradually,  if  possible) 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of  angina 
and.  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of  propranolol 
therapy  Therefore,  when  discontinuance  of  propranolol  is  planned,  the  dosage  should  be 
gradually  reduced  and  the  patient  carefully  monitored  In  addition  when  propranolol  is 
prescribed  for  angina  pectoris  the  patients  should  be  cautioned  against  interruption  or 
cessation  of  therapy  without  the  physicians  advice  If  propranolol  therapy  is  interrupted 
and  exacerbation  of  angina  occurs,  it  usually  is  advisable  to  reinstitute  propranolol  therapy 
and  take  other  measures  appropriate  for  the  management  of  unstable  angina  oactorigg 
Since  coronary  artery  disease  may  be  unrecognized,  it  may  be  prudent  to  followpEffltora 
advice  in  patients  considered  at  risk  of  having  occult  atherosclerotic  hea^Jise^rewTroaH 
given  propranolol  for  other  indications 


THYROTOXICOSIS  Beta  blockade  may  mask  danin  clirlcai  signs  of  hyperthyroidism 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  fljpwed  by  anpxiferbsmon  of  symptoms 
of  hyperthyroidism,  including  thyroid  storm  Propranol|§|bes  nJlpst^TThvroid  function  tests 
IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was^repfaced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  of  5 mg 
propranolol 

MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy 
prior  to  ma|or  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability  of 
the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia 
and  surgical  procedures 

Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema)  PATIENTS  WITH 
BRONCHOSPASTIC  DISEASES  SHOULD.  IN  GENERAL.  NOT  RECEIVE  BETA  BLOCKERS 
INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodilation  produced  by 
endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  appear- 
ance of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of  acute 
hypoglycemia  in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be  more  difficult  to 
adjust  the  dosage  of  insulin  Hypoglycemic  attacks  may  be  accompanied  by  a precipitous 
elevation  of  blood  pressure 
Hydrochlorothiazide: 

Thiazides  should  be  used  with  caution  in  severe  renal  disease  In  patients  with  renal  disease 
thiazides  may  precipitate  azotemia  In  patients  with  impaired  renal  function,  cumulative  effects 
of  the  drug  may  develop 

Thiazides  should  also  be  used  with  caution  in  patients  with  impaired  hepatic  function  or 
progressive  liver  disease,  since  minor  alterations  of  fluid  and  electrolyte  balance  may  precipi- 
tate hepatic  coma 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive  drugs  Potentiation 
occurs  with  ganglionic  or  peripheral  adrenergic-blocking  drugs 

Sensitivity  reactions  may  occur  in  patients  with  a history  of  allergy  or  bronchial  asthma 
The  possibility  of  exacerbation  or  activation  of  systemic  lupus  erythematosus  has  been 
reported 

PRECAUTIONS 

Propranolol  hydrochloride  (INDERAL"): 

GENERAL  Propranolol  should  be  used  with  caution  in  patients  with  impaired  hepatic  or  renal 
function  Propranolol  is  not  indicated  for  the  treatment  of  hypertensive  emergencies 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients 
should  be  told  that  propranolol  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may 
lead  to  a return  of  increased  intraocular  pressure 

CLINICAL  LABORATORY  TESTS  Elevated  blood  urea  levels  in  patients  with  severe  heart 
disease,  elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 

DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs,  such  as  reser- 
pine.  should  be  closely  observed  if  propranolol  is  administered  The  added  catecholamine- 
blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity, 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic 
hypotension 


CARCINOGENESIS.  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY  Long-term  studies  in 
animals  have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18- 
month  studies  in  both  rats  and  mice  employing  doses  up  to  150  mg/kg/day,  there  was  no 
evidence  of  significant  drug-induced  toxicity  There  were  no  drug-related  tumorigemc  effects 
at  any  of  the  dosage  levels  Reproductive  studies  in  animals  did  not  show  any  impairment  of 
fertility  that  was  attributable  to  the  drug 

PREGNANCY  Pregnancy  Category  C Propranolol  has  been  shown  to  be  embryotoxic  in 
animal  studies  at  doses  about  10  times  greater  than  the  maximal  recommended  human  dose 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  Propranolol  should  be 
used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
NURSING  MOTHERS  Propranolol  is  excreted  in  human  milk  Caution  should  be  exercised 
when  propranolol  is  administered  to  a nursing  mother 

PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 
Hydrochlorothiazide: 

GENERAL  Periodic  determination  of  serum  electrolytes  to  detect  possible  electrolyte  im- 
balance should  be  performed  at  appropriate  intervals 

All  patients  receiving  thiazide  therapy  should  be  observed  for  clinical  signs  of  fluid  or 
electrolyte  imbalance  namely  Hyponatremia  hypochloremic  alkalosis,  and  hypokalemia 
Serum  and  urine  electrolyte  determinations  are  particularly  important  when  the  patient  is 
vomiting  excessively  or  receiving  parenteral  fluids  Medication  such  as  digitalis  may  also 
influence  serum  electrolytes  Warning  signs  irrespective  of  cause  are  Dryness  of  mouth,  thirst, 
weakness,  lethargy,  drowsiness,  restlessness,  muscle  pains  or  cramps,  muscular  fatigue, 
hypotension,  oliguria,  tachycardia,  and  gastrointestinal  disturbances  such  as  nausea  and 
vomiting 

Hypokalemia  may  develop,  especially  with  brisk  diuresis,  when  severe  cirrhosis  is  present, 
or  during  concomitant  use  of  corticosteroids  or  ACTH 

Interference  with  adequate  oral  electrolyte  intake  will  also  contribute  to  hypokalemia 
Hypokalemia  can  sensitize  or  exaggerate  the  response  of  the  heart  to  the  toxic  effect  of 
digitalis  (eg  increased  ventricular  irritability)  Hypokalemia  may  be  avoided  or  treated  by  use 
of  potassium  supplements,  such  as  foods  with  a high  potassium  content 

Any  chloride  deficit  is  generally  mild  and  usually  does  not  require  specific  treatment, 
except  under  extraordinary  circumstances  (as  in  liver  or  renal  disease)  Dilutional  hypo- 
natremia may  occur  in  edematous  patients  in  hot  weather,  appropriate  therapy  is  water 
restriction  rather  than  administration  of  salt,  except  in  rare  instances  when  the  hyponatremia  is 
life-threatening  In  actual  salt  depletion  appropriate  replacement  is  the  therapy  of  choice  • 
Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain  patients  receiving 
thiazide  therapy 

Insulin  requirements  in  diabetic  patients  may  be  increased,  decreased,  or  unchanged 
Diabetes  mellitus  which  has  (ieej^tent  may|fecome  manifest  during  thiazide  administration 
It  progressive  renal  impairment  becomel*  vident.  consider  withholding  or  discontinuing 
diuretic  therapy  T:;:  $ 

Thiazides  may  decreases?' um  PBj  levels  without  signs  of  thyroid  disturbance 
Calcium.taxcretioojs  u<  ■ 'reased  by  thiazides  Pathologic  changes  in  the  parathyroid  gland 
with  hyperaalcemia  and  hypophoMBatemiaafiave  been  observed  in  a few  patients  on  pro- 
longed thiazide  meragy^The  comm®  complications  of  hyperparathyroidism,  such  as  renal 
hthiasis.  bone  resorption,  and  peotite  ulceration  have  not  been  seen  Thiazides  should  be 
discorjtinped- before  carrying  outiests  foflparathyroid  function 

DRUG  INTERACTIONS-  Thiazide  drugs  may  increase  the  responsiveness  to  tubocurarine 
The  antihirperti^iiye  effects  of  thiazides  may  be  enhanced  in  the  postsympathectomy 
patient  Thiazide*rmay  decrease  arterial  responsiveness  to  norepinephrine  This  diminution  is 
'not  sufficient  to  preclude  effectiveness  of  the  pressor  agent  for  therapeutic  use 

PREGNANCY  Pregnancy  Category  C Thiazides  cross  the  placental  barrier  and  appear  in 
PPord  blood  The  use  of  thiazides  in  pregnancy  requires  that  the  anticipated  benefit  be  weighed 
against  possible  hazards  to  the  fetus  These  hazards  include  fetal  or  neonatal  jaundice, 
thrombocytopenia  and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult 
NURSING  MOTHERS  Thiazides  appear  in  human  milk  If  use  of  the  drug  is  deemed 
essential,  the  patient  should  stop  nursing 

PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS 

Propranolol  hydrochloride  (INDERAL®): 

Most  adverse  effects  have  been  mild  and  transient  and  have  rarely  required  the  withdrawal  of 
therapy 

Cardiovascular  Bradycardia,  congestive  heart  failure,  intensification  of  AV  block,  hypo- 
tension. paresthesia  of  hands:  thrombocytopenic  purpura,  arterial  insufficiency,  usually  of  the 
Raynaud  type 

Central  Nervous  System  Lightheadedness,  mental  depression  manifested  by  insomnia, 
lassitude  weakness,  fatigue,  reversible  mental  depression  progressing  to  catatonia,  visual 
disturbances,  hallucinations,  an  acute  reversible  syndrome  characterized  by  disorientation  for 
time  and  place  short-term  memory  loss,  emotional  lability,  slightly  clouded  sensorium.  and 
decreased  performance  on  neuropsychometrics 

Gastrointestinal  Nausea,  vomiting  epigastric  distress,  abdominal  cramping  diarrhea, 
constipation,  mesenteric  arterial  thrombosis,  ischemic  colitis 

Allergic  Pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching 
and  sore  throat;  laryngospasm  and  respiratory  distress 
Respiratory  Bronchospasm 

Hematologic  Agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic 
purpura 

Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous  Alopecia.  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impo- 
tence. and  Peyronie’s  disease  have  been  reported  rarely  Oculomucocutaneous  reactions 
involving  the  skin,  serous  membranes,  and  conjunctivae  reported  for  a beta  blocker  (practolol) 
have  not  been  associated  with  propranolol 

Hydrochlorothiazide: 

Gastrointestinal  Anorexia,  gastric  irritation,  nausea,  vomiting,  cramping  diarrhea,  constipa- 
tion, |aundice  (intrahepatic  cholestatic  |aundice),  pancreatitis,  sialadenitis 

Central  Nervous  System  Dizziness,  vertigo,  paresthesias,  headache,  xanthopsia 
Hematologic  Leukopenia,  agranulocytosis,  thrombocytopenia,  aplastic  anemia 
Cardiovascular  Orthostatic  hypotension  (may  be  aggravated  by  alcohol,  barbiturates,  or 
narcotics) 

Hypersensitivity  Purpura,  photosensitivity;  rash;  urticaria,  necrotizing  angiitis  (vasculitis, 
cutaneous  vasculitis);  fever;  respiratory  distress,  including  pneumonitis,  anaphylactic 
reactions 

Other  Hyperglycemia,  glycosuria,  hyperuricemia,  muscle  spasm,  weakness,  restless- 
ness. transient  blurred  vision 

Whenever  adverse  reactions  are  moderate  or  severe,  thiazide  dosage  should  be  reduced 
or  therapy  withdrawn 
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See  next  page  for  brief  summary  of  prescribing  information 


Brief  Summary  of  Prescribing  Information 

NORLESTRIN®  (norethindrone  acetate  and  ethinyl  estradiol  tablets,  USP) 

See  section  under  Special  Notes  on  Administration  and  HOW  SUPPLIED. 

Before  prescribing,  please  see  full  prescribing  information  A Brief  Summary  follows. 

DESCRIPTION 

Norlestrin  Products  are  progestogen-estrogen  combinations 

INDICATIONS  AND  USAGE 

Norlestrin  Products  are  indicated  for  the  prevention  of  pregnancy  in  women  who  elect  to  use 
oral  contraceptives  as  a method  of  contraception. 

In  clinical  trials  with  Norlestrin  1/50  involving  25,983  therapy  cycles,  there  was  a preg- 
nancy rate  of  0 05  per  100  woman-years;  in  clinical  trials  with  Norlestrin  2.5/50  involving 
96,388  cycles,  there  was  a pregnancy  rate  of  0.22  per  100  woman-years. 

Dose-Related  Risk  of  Thromboembolism  from  Oral  Contraceptives:  Studies  have 
shown  a positive  association  between  the  dose  of  estrogens  in  oral  contraceptives  and  the 
risk  of  thromboembolism.  It  is  prudent  and  in  keeping  with  good  principles  of  therapeutics  to 
minimize  exposure  to  estrogen  The  oral  contraceptive  prescribed  for  any  given  patient 
should  be  that  product  which  contains  the  least  amount  of  estrogen  that  is  compatible  with 
an  acceptable  pregnancy  rate  and  patient  acceptance 
CONTRAINDICATIONS 

1,  Thrombophlebitis  or  thromboembolic  disorders 

2 A past  history  of  deep-vein  thrombophlebitis  or  thromboembolic  disorders 

3.  Cerebral  vascular  or  coronary  artery  disease 

4.  Known  or  suspected  carcinoma  of  the  breast 

5.  Known  or  suspected  estrogen-dependent  neoplasia 

6.  Undiagnosed  abnormal  genital  bleeding 

7.  Known  or  suspected  pregnancy  (See  WARNING  No.  5) 

8  Benign  or  malignant  liver  tumor  which  developed  during  the  use  of  oral  contraceptives 
or  other  estrogen-containing  products. 

WARNINGS  


Cigarette  smoking  increases  the  risk  of  serious  cardiovascular  side  effects  from 
oral  contraceptive  use.  The  risk  increases  with  age  and  with  heavy  smoking  (15  or 
more  cigarettes  per  day)  and  is  quite  marked  in  women  over  35  years  of  age. 

Women  who  use  oral  contraceptives  should  be  strongly  advised  not  to  smoke. 

The  use  of  oral  contraceptives  is  associated  with  increased  risk  of  several  serious 
conditions  including  thromboembolism,  stroke,  myocardial  infarction,  hepatic  ade- 
noma, gallbladder  disease,  and  hypertension.  Practitioners  prescribing  oral  contracep- 
tives  should  be  familiar  with  the  following  information  relating  to  these  risks. 


1.  Thromboembolic  Disorders  and  Other  Vascular  Problems  An  increased  risk  of  throm- 
boembolic and  thrombotic  disease  associated  with  the  use  of  oral  contraceptives  is  well- 
established.  Studies  have  demonstrated  an  Increased  risk  of  fatal  and  nonfatal  venous 
thromboembolism  and  stroke,  both  hemorrhagic  and  thrombotic. 

Cerebrovascular  Disorders:  In  a collaborative  study  in  women  with  and  without  predispos- 
ing causes,  it  was  estimated  that  the  risk  of  hemorrhagic  stroke  was  2.0  times  greater  in 
users  than  nonusers,  and  the  risk  of  thrombotic  stroke  was  4 0 to  9 5 times  greater 
Myocardial  Infarction:  An  increased  risk  of  myocardial  infarction  associated  with  oral 
contraceptives  has  been  reported  confirming  a previously  suspected  association.  These 
studies  found  that  the  greater  the  number  of  underlying  risk  factors  (cigarette  smoking, 
hypertension,  hypercholesterolemia,  obesity,  diabetes,  history  of  preeclamptic  toxemia)  for 
coronary  artery  disease,  the  higher  the  risk  of  developing  myocardial  injection,  regardless 
of  whether  the  patient  was  an  oral  contraceptive  user  or  not.  Oral  contraceptives,  howevet, 
were  found  to  be  a clear  additional  risk  factor 
It  has  been  estimated  that  users  who  do  not  smoke  (smoking  is  considered  a major  pre- 
disposing condition  to  myocardial  infarction)  are  about  twice  as  likely  to  have  a fatal  myo- 
cardial infarction  as  nonusers  who  do  not  smoke  Oral  contraceptive  users  who  are  smokers 
have  about  a fivefold  increased  risk  of  fatal  infarction  compared  to  users  who  do  not  smoke, 
but  about  a tenfold  to  twelvefold  increased  risk  compared  to  nonusers  who  do  not  smoke. 
The  amount  of  smoking  is  also  an  important  factor. 

Risk  of  Dose:  In  an  analysis  of  data,  British  investigators  concluded  that  the  risk  of  throm- 
boembolism, including  coronary  thrombosis,  is  directly  related  to  the  dose  ot  estrogen  used 
in  oral  contraceptives,  however  the  quantity  of  estrogen  may  not  be  the  sole  factor  involved 
Persistence  of  Risk:  Twdstudieshave  suggested  that  an  increased  ristcmay  persist  for  as 
long  as  6 years  after  discontinuation  of  oral  contraceptive  fee  for  cerebrovascular  disease 
and  9 years  for  myocardial  infarction.  In  addition,  a prosper.:  ves'udy  suggested  the  per- 
sistence of  risk  for  subarac  hnoid  hemorrhage 

Estimate  of  Excess  Mortality  from  Circulatory  Diseases:  The  risk  of  diseases  of  the  cir- 
culatory system  Is  concentrated  in  older  women,  in  those  with  a long  duration  of  use,  and  in 
cigarette  smokers. 

A study  of  available  data  from  a variety  of  sources  concluded  that  the  mortality  associated 
with  all  methods  of  birth  control  ® low  and  below  that  associated  with  childbirth,  with  the 
exception  of  oraf  contraceptives  in  women  over  40  who  smoke 
The  risk  of  thromboembolic  and  thrombotic  diseases  associated  with  oral  contraceptives 
increases  with  age  after  approximately  age  30  and,  for  myocardial  infarction,  is  further 
increased  by  hypertension,  hypercholesterolemia,  obesity,  diabetes,  or  history  of  pre- 
teclamptic  toxemia,  and  especially  by  cigarette  smoking 

The  physician  and  the  patient  should  be  alert  to  the  earliest  manifestations  of  thromboem- 
bolic and  thrombotic  disorders.  Should  any  occur  or  be  suspected,  the  drug  should  be  dis- 
continued immediately 

A fourfold  to  sixfold  increased  risk  of  postsurgery  thromboembolic  complications  has 
been  reported  in  users.  If  feasible,  oral  contraceptives  should  be  discontinued  at  least  four 
weeks  before  surgery  of  a type  associated  with  an  increased  risk  of  thromboembolism  or 
prolonged  Immobilization. 

2 Ocular  Lesions  Neuro-ocular  lesions,  such  as  optic  neuritis  or  retinal  thrombosis,  have 
been  associated  with  the  use  of  oral  contraceptives.  Discontinue  the  oral  contraceptive  if 
there  is  unexplained  sudden  or  gradual,  partial,  or  complete  loss  of  vision;  onset  of  propto- 
sis or  diplopia;  papilledema;  or  retinal  vascular  lesions 
3.  Carcinoma  Long-term  continuous  administration  of  estrogen  in  certain  animal  species 
increases  the  frequency  of  carcinoma  of  the  breast,  cervix,  vagina,  and  liver 
In  humans,  an  increased  risk  of  endometrial  carcinoma  associated  with  the  prolonged 
use  of  exogenous  estrogen  in  postmenopausal  women  has  been  reported  However,  there 
is  no  evidence  suggesting  increased  risk  of  endometrial  cancer  in  users  of  conventional 
combination  or  progestogen-only  oral  contraceptives. 

Studies  found  no  evidence  of  increase  in  breast  cancer  in  women  taking  oral  contracep- 
tives, however,  an  excess  risk  in  users  with  documented  benign  breast  disease  was 
reported. 

There  is  no  confirmed  evidence  of  an  increased  risk  of  cancer  associated  with  oral  contra- 
ceptives Close  clinical  surveillance  of  users  is,  nevertheless,  essential.  In  cases  of  undiag- 
nosed persistent  or  recurrent  abnormal  vaginal  bleeding,  appropriate  diagnostic  measures 
should  be  taken  to  rule  out  malignancy  Women  with  a strong  family  history  of  breast  cancer, 
or  who  have  breast  nodules,  fibrocystic  disease,  or  abnormal  mammograms,  should  be 
monitored  with  particular  care 

4  Hepatic  Tumors.  Benign  hepatic  adenomas  have  been  found  to  be  associated  with  oral 
contraceptives.  Because  hepatic  adenomas  may  rupture  and  may  cause  death  through 
intra-abdominal  hemorrhage,  they  should  be  considered  in  women  presenting  abdominal 
pain  and  tenderness,  abdominal  mass,  or  shock 
A few  cases  of  hepatocellular  carcinoma  have  been  reported  in  women  taking  oral  contra- 
ceptives. The  relationship  of  these  drugs  to  this  type  of  malignancy  is  not  known  at  this  time 
5.  Usage  in  or  Immediately  Preceding  Pregnancy , Birth  Delects  in  Offspring,  and  Malig- 
nancy in  Female  Offspring  During  early  pregnancy,  female  sex  hormones  may  seriously 
damage  the  offspring 

An  increased  risk  of  congenital  anomalies,  including  heart  defects  and  limb  defects,  has 
been  reported  with  the  use  of  oral  contraceptives  in  pregnancy 
There  is  some  evidence  that  triploidy  and  possible  other  types  of  polyploidy  are  increased 
among  abortuses  from  women  who  become  pregnant  soon  after  ceasing  oral 
contraceptives 

Pregnancy  should  be  ruled  out  before  continuing  an  oral  contraceptive  in  any  patient  who 
has  missed  two  consecutive  menstrual  periods  If  the  patient  has  not  adhered  to  the  sched- 


ule, the  possibility  of  pregnancy  should  be  considered  at  the  time  of  the  first  missed  period, 
and  oral  contraceptives  should  be  withheld  until  pregnancy  has  been  ruled  out  If  preg- 
nancy is  confirmed,  the  patient  should  be  apprised  of  the  potential  risks  to  the  fetus  and  the 
advisability  of  continuation  of  the  pregnancy  should  be  discussed 

Women  who  discontinue  oral  contraceptives  with  the  intent  of  becoming  pregnant  should 
use  an  alternate  form  of  contraception  for  a period  of  time  before  attempting  to  conceive 

Administration  of  progestogen-only  or  progestogen-estrogen  combinations  to  induce 
withdrawal  bleeding  should  not  be  used  as  a test  of  pregnancy 

6 Gallbladder  Disease  Studies  report  an  increased  risk  of  surgically  confirmed  gallblad- 
der disease  in  users  of  oral  contraceptives 

7 Carbohydrate  and  Lipid  Metabolic  Effects  Because  decreased  glucose  tolerance  has 
been  observed  in  a significant  percentage  of  patients,  prediabetic  and  diabetic  patients 
should  be  carefully  observed  while  receiving  oral  contraceptives 

An  increase  in  triglycerides  and  total  phospholipids  has  been  observed. 

8.  Elevated  Blood  Pressure.  An  increase  in  blood  pressure  has  been  reported  in  patients 
receiving  oral  contraceptives.  The  prevalence  in  users  increases  with  longer  exposure.  Age 
is  also  strongly  correlated  with  development  of  hypertension.  Women  who  previously  have 
had  hypertension  during  pregnancy  may  be  more  likely  to  develop  elevation  of  blood 
pressure 

9 Headache  Onset  or  exacerbation  of  migraine  or  development  of  headache  of  a new 
pattern  which  is  recurrent,  persistent,  or  severe,  requires  discontinuation  of  oral 
contraceptives. 

10  Bleeding  Irregularities.  Breakthrough  bleeding,  spotting,  and  amenorrhea  are  fre- 
quent reasons  for  patients  discontinuing  oral  contraceptives.  In  breakthrough  bleeding, 
nonfunctional  causes  should  be  borne  in  mind.  In  undiagnosed  abnormal  bleeding  from  the 
vagina,  adequate  diagnostic  measures  are  indicated  to  rule  out  pregnancy  or  malignancy. 

Women  with  a past  history  of  oligomenorrhea  or  secondary  amenorrhea,  or  young  women 
without  regular  cycles  should  be  advised  that  they  may  have  a tendency  to  remain  anovula- 
tory or  to  become  amenorrheic  after  discontinuation  of  oral  contraceptives. 

11  Ectopic  Pregnancy  Ectopic  as  well  as  intrauterine  pregnancy  may  occur  in  contracep- 
tive failures 

12  Breast-Feeding.  Oral  contraceptives  may  interfere  with  lactation  Furthermore,  a small 
fraction  of  the  hormonal  agents  in  oral  contraceptives  has  been  identified  in  the  milk  of  moth- 
ers receiving  these  drugs 

PRECAUTIONS 

1 A complete  medical  and  family  history  should  be  taken  prior  lo  the  initiation  of  oral  con- 
traceptives The  pretreatment  and  periodic  physical  examinatffjfis  should  include  special 
reference  to  blood  pressure,  breasts,  abdomen,  and  pelvic  organs,  including  Papanicolaou 
smear  and  relevant  laboratory  tests.  As  a general  rule,  oraf  contraceptives  should  not  be 
prescribed  for  longer  than  one  year  without  another  examination. 

2 Preexisting  uterine  leiomyomata  may  increase  in  size 

3 Patients  with  a history  of  psychic  depression  should  be  carefully  observed  and  the  drug 
discontinued  if  depression  recurs  to  a serious  degree. 

4,  Oral  contraceptives  may  cause  fluid  retention  and  should  be  prescribed  with  caution, 
and  only  with  careful  monitoring,  in  patients  with  conditions  which  might  be  aggravated 

5 Patients  with  a past  history  of  jaundice  during  pregnancy  have  an  increased  risk  of 
recurrence  of  jaundice  If  jaundice  develops,  the  medication  should  be  discontinued 

6 Steroid  hormones  may  be  poorly  metabolized,  arid  should  be  administered  with  caution 
in  patients  with  impaired  iiverluriqtion 

7 Users  may  have  disturbances  in  normal  tryjbtophqn  metatioiism,  whiclqiftay  result  in  a 
, relative  pyridoxine  deficiency.  ‘ 

8 Serum  fdlate  levels  may  be  depressed 

9.  The  pathologist  should  be  advised  of  oral  contraceptive  therapy  when  relevant  speci- 
mens are  submitted  \ \ 

10  Certain  endocrine  and  liver  function  tests  and  bfood  components  may  be  affected 

(a)  Increased  sulfobromophthalein  retention  (b)  Increased  prothrombin  and  factors  VII, 

VI 1 1 , IX,  and  X,  decreased  antithrombin  3;  increased  norepinephrine-induced  platelet  aggre- 
gability.  (c)  Increased  thyroid-binding  globulin  (TBG)  leading  to  increased  circulating  total 
thyroid  hormone  (d)  Decreased  pregnanediol  excretion,  (e)  Reduced  response  to  metyra- 
pone  test 

Drug  Interactions:  Reduced  efficacy  and  increased  incidence  of  breakthrough  bleeding 
have  been  associated  with  concomitant  use  of  rifampin  A similar  association  has  been  sug- 
gested with  barbiturates,  phenylbutazone,  phenytoin  sodium,  tetracycline,  and  ampicillin 

ADVERSE  REACTIONS 

An  increased  risk  of  the  following  serious  adverse  reactions  has  been  associated  with  oral 
contraceptives:  thrombophlebitis,  pulmonary  embolism;  coronary  thrombosis;  cerebral 
thrombosis;  cerebral  hemorrhage;  hypertension;  gallbladder  disease;  benign  hepatomas; 
congenital  anomalies 

There  is  evidence  ot  an  association  between  the  following  conditions  and  the  use  of  oral 
contraceptives,  although  additional  confirmatory  studies  are  needed:  mesenteric  thrombo- 
sis, neuro-ocular  lesions,  eg,  retinal  thrombosis  and  optic  neuritis 

The  following  adverse  reactions  have  been  reported  in  patients  receiving  oral  contracep- 
tives and  are  believed  to  be  drug  related:  nausea  and/or  vomiting,  usually  the  most  com- 
mon adverse  reactions,  occur  in  approximately  10%  or  lefts  of  patients  during  the  first  cycle. 
Other  reactions,  as  a general  rule,  are  seen  much  less  frequently  or  only  occasionally: 
gastrointestinal  symptoms;  breakthrough  bleeding;  spotting;  change  in  menstrual  flow; 
dysmenorrhea;  amenorrhea  during  and  after  treatment;  temporary  infertility  after  discon- 
tinuance of  treatment;  edema;  chloasma  or  melasma;  breast  changes;  change  in  weight; 
change  in  cervical  erosion  and  cervical  secretion;  possible  diminution  in  lactation  when 
given  immediately  postpartum;  cholestatic  jaundice;  migraine;  increase  in  size  of  uterine 
leiomyomata;  rash  (allergic);  mental  depression,  reduced  tolerance  to  carbohydrates; 
vaginal  candidiasis;  change  in  corneal  curvature;  intolerance  lo  contact  lenses. 

The  following  adverse  reactions  have  been  reported  and  the  association  has  been  neither 
confirmed  nor  refuted:  premenstrual-like  syndrome,  cataracts;  changes  in  libido;  chorea; 
changes  in  appetite;  cystitis-like  syndrome;  headache;  nervousness;  dizziness;  hirsutism; 
loss  of  scalp  hair,  erythema  multiforme;  erythema  nodosum;  hemorrhagic  eruption;  vaginitis; 
porphyria 

Special  Notes  on  Administration 

Menstruation  usually  begins  two  or  three  days,  but  may  begin  as  late  as  the  fourth  or  fifth 
day,  after  discontinuing  medication 

After  several  months  on  treatment,  bleeding  may  be  reduced  to  a point  of  virtual  absence; 
reduced  flow  may  be  a result  of  medication  and  not  indicative  of  pregnancy 

HOW  SUPPLIED 

Norlestrin  [2T]  1/50  is  available  in  compacts  each  containing  21  tablets  Each  tablet  contains 
1 mg  of  norethindrone  acetate  and  50  meg  of  ethinyl  estradiol  Available  in  packages  of  five 
compacts  and  packages  of  five  refills 

Norlestrin  [21]  2 5/50  is  available  in  compacts  each  containing  21  tablets  Each  tablet 
contains  2 5 mg  of  norethindrone  acetate  and  50  meg  of  ethinyl  estradiol  Available  in  pack- 
ages of  five  compacts  and  packages  of  five  refills. 

Norlestrin  [Hi]  1/50  is  available  in  compacts  each  containing  21  yellow  tablets  and  7 
brown  tablets  Each  yellow  tablet  contains  1 mg  of  norethindrone  acetate  and  50  meg  of 
ethinyl  estradiol  Each  brown  tablet  contains  75  mg  of  ferrous  fumarate,  USP  Available  in 
packages  of  five  compacts  and  packages  of  five  refills. 

Norlestrin  [Fl]  2.5/50  is  available  in  compacts  each  containing  21  pink  tablets  and  7 
brown  tablets  Each  pink  tablet  contains  2.5  mg  of  norethindrone  acetate  and  50  meg  of 
ethinyl  estradiol  Each  brown  tablet  contains  75  mg  of  ferrous  fumarate,  USP  Available  in 
packages  of  five  compacts  and  packages  of  five  refills. 

Norlestrin  [28]  1/50  is  available  in  compacts  each  containing  21  yellow  tablets  and  7 while 
inert  tablets  Each  yellow  tablet  contains  1 mg  of  norethindrone  acetate  and  50  meg  of 
ethinyl  estradiol  Available  in  packages  of  five  compacts  and  packages  of  five  refills 
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CANCER  UPDATE 


Multiple  myeloma:  current  management 

Raymond  Alexanian,  MD;  Bart  Barlogie,  MD 

Multiple  myeloma  accounts  for  the  deaths  of  about  450  Tex- 
ans each  year.  Chemotherapy  for  the  malignancy  has  be- 
come more  effective  and  complications  have  become  better 
controlled.  The  median  survival  time  has  increased  from 
about  20  months  with  the  use  of  melphalan  in  1 960  to  about 
30  months  with  recent  drug  combinations.  This  report  sum- 
marizes the  current  approach  to  this  disorder  at  The  Univer- 
sity of  Texas  M.D.  Anderson  Hospital  and  Tumor  Institute  at 
Houston. 

Tumor  mass  staging 

About  10%  of  patients  with  myeloma  have  either  a solitary 
plasmacytoma  of  bone,  for  which  radiotherapy  alone  is  cura- 
tive in  about  one  fourth  of  patients,  or  asymptomatic  early 
disease  for  which  no  treatment  is  recommended  until  the  dis- 
ease progresses.  The  extent  of  disease  in  patients  with  mul- 
tiple myeloma  can  be  usefully  staged  as  low,  intermediate,  or 
high,  according  to  specific  clinical  features.  For  example,  all 
patients  with  hypercalcemia  or  severe  anemia  are  consid- 
ered to  have  high  tumor  mass,  and  most  patients  with  renal 
failure  fall  into  this  category.  Patients  with  low  tumor  mass 
have  mild  anemia,  or  none,  and  low  serum  myeloma  protein 
values  while  the  remaining  patients  have  an  intermediate  tu- 
mor load  (1 ).  In  recent  years,  the  importance  of  serum  beta2 
microglobulin  level  (B2M)  as  an  additional  index  of  disease 
extent  has  been  confirmed  so  that  most  patients  with  high 
tumor  mass  show  a B2M  higher  than  7 mg/L  (normal  range 
1.5-3. 5 mg/L). 

Approach  to  treatment 

Before  chemotherapy  is  begun,  optimal  control  of  reversible 
medical  complications,  such  as  overt  infection,  is  desirable. 
Treatment  should  not  be  delayed  for  hypercalcemia,  since 
the  therapeutic  regimen  should  always  include  a glucocor- 
ticoid. For  patients  with  painful  vertebral  fractures,  at  least 
one  course  of  chemotherapy  is  useful,  unless  radiation 
therapy  is  required  for  spinal  cord  compression. 

The  effectiveness  of  chemotherapy  should  be  monitored 
with  serial  measurements  of  serum  myeloma  protein  level, 
Bence  Jones  protein  excretion,  and  changes  in  serum  B2M. 
For  patients  undergoing  initial  treatment  at  our  institution,  re- 
sponse is  defined  as  a 75%  reduction  in  serum  myeloma  pro- 
tein, disappearance  of  Bence  Jones  protein,  and  reduction  of 
B2M  to  less  than  4.0  mg/L.  Since  recent  treatments  usually 
have  induced  a rapid  tumor  reduction,  resistance  to  chemo- 
therapy usually  can  be  confirmed  within  two  months. 


Raymond  Alexanian,  MD;  Bart  Barlogie,  MD,  The  University  of  Texas  M.D. 
Anderson  Hospital  and  Tumor  Institute,  Texas  Medical  Center,  Houston,  TX 
77030.  Telephone:  713-792-2850. 
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Combination  chemotherapy 

About  1 5 years  ago,  we  established  that  four-day  courses  of 
melphalan  and  prednisone  reduced  tumor  mass  by  75%  in 
about  45%  of  patients.  Since  then,  progress  in  controlling  the 
disease  has  been  limited.  Combinations  such  as  melphalan, 
cyclophosphamide,  and  prednisone,  or  the  same  drugs  plus 
bischloroethylnitrosourea  did  not  improve  on  the  results  of 
melphalan  and  prednisone. 

When  Adriamycin  became  available,  it  was  evaluated  in 
combination  with  other  agents.  An  approximate  1 0%— 1 5% 
higher  response  rate  was  obtained  when  vincristine, 
Adriamycin,  and  prednisone  were  combined  with  either  an 
alkylating  agent  or  a nitrosourea,  yet  the  median  survival 
time  was  not  prolonged. 

Our  current  program  of  treatment  for  previously  untreated 
patients  combines  vincristine  and  Adriamycin,  administered 
by  continuous  infusion,  with  cyclophosphamide  and  dex- 
amethasone  given  orally.  Preliminary  results  are  encourag- 
ing and  show  a higher  frequency  and  speed  of  myeloma 
cytoreduction.  In  future  trials,  we  envision  the  addition  of 
high-dose  melphalan  as  a consolidation  treatment  for  se- 
lected responding  patients  who  are  at  high  risk  for  relapse, 
and  an  interferon  and  dexamethasone  combination  as  initial 
treatment  for  patients  with  less  advanced  disease. 

Remission  maintenance 

Our  previous  studies  showed  no  advantage  for  indefinite 
chemotherapy  in  responding  patients.  The  explanation  was 
found  in  the  very  high  frequency  of  recontrol  or  stabilization 
of  disease  among  patients  who  relapsed  during  periods  of  no 
treatment,  in  the  absence  of  a curative  treatment,  we  favor 
follow-up  without  treatment  for  most  responding  patients 
after  at  least  one  year  of  initial  chemotherapy.  This  approach 
is  not  advisable  for  unresponsive  patients  or  patients  for 
whom  regular  follow-up  is  not  possible.  Also,  responding  pa- 
tients who  present  with  a high  tumor  mass,  or  for  whom  a 
marked  degree  of  control  is  not  achieved,  are  at  high  risk  for 
early  relapse. 

Prognosis 

Until  recently,  no  clinical  features  consistently  predicted  a re- 
sponse to  chemotherapy.  Now,  repeated  analyses  have 
shown  a slightly  higher  frequency  of  response  among  pa- 
tients with  low  tumor  mass.  Of  more  importance  is  that  flow 
cytometric  measurements  have  indicated  that  the  20%  of  pa- 
tients with  very  low  plasma  cell  RNA  content  (less  than  four 
times  that  of  normal  lymphocytes),  with  a less  than  normal 
DNA  content  (hypodiploidy),  or  with  multiple  cell  clones  are 
more  resistant  to  chemotherapy  (2). 

The  most  important  pretreatment  features  associated  with 
prolonged  survival  are  the  presence  of  low  tumor  mass  or  a 
low  level  of  serum  B2M  (Fig  1 ) (3).  In  fact,  the  B2M  level  ex- 
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ceeds  the  importance  of  either  tumor  mass  or  renal  failure  as 
a predictive  feature.  Following  the  onset  of  chemotherapy, 
the  occurrence  of  response  outweighs  all  pretreatment  fea- 
tures in  prognostic  impact.  For  this  reason,  projections  of 
prognosis  in  individual  patients  should  be  deferred  until  sev- 
eral months  after  the  start  of  chemotherapy. 

Despite  the  median  survival  of  fewer  than  three  years  with 
current  treatment  programs,  about  7%  of  patients  will  live 
longer  than  ten  years.  Analyses  of  previous  studies  shows 
that  such  patients  usually  have  presented  without  advanced 
disease  and  have  responded  well  to  chemotherapy  (4). 

Resistant  multiple  myeloma 

All  responding  patients  eventually  will  relapse  unless  they  die 
of  another  cause  first.  Other  causes  could  include  acute  leu- 
kemia, attributed  in  most  cases  to  prior  treatment  with  an 
alkylating  agent,  or  amyloidosis  resulting  from  tissue  damage 
from  amyloidogenic  immunoglobulin  fragments. 

In  the  past,  chemotherapy  has  not  been  very  effective  for 
patients  with  melphalan-resistant  myeloma.  Following  a 
series  of  trials,  we  designed  a vincristine-Adriamycin- 
dexamethasone  regimen  (VAD)  (5).  Dexamethasone  was 
substituted  for  prednisone  in  a dose  that  provided  a fourfold 
increase  in  the  glucocorticoid  effect.  Vincristine  and  Adriamy- 
cin  were  given  by  continuous  infusion  over  four  days  to  pro- 
vide slowly  cycling  cells  with  prolonged  drug  exposure.  About 


60%  of  relapsing  patients  and  about  30%  of  previously  unre- 
sponsive patients  achieved  a 75%  reduction  in  tumor  mass. 
Intermittent,  high-dose  dexamethasone  alone  was  also  effec- 
tive in  many  patients  and  was  especially  useful  in  those 
undergoing  radiation  therapy  or  those  with  severe  thrombo- 
cytopenia. With  either  program,  responsive  patients  enjoyed 
good  quality  survival  for  a median  duration  of  about  one  year. 

New  directions 

Several  new  approaches  to  the  therapy  of  myeloma  patients 
are  under  study.  Higher  doses  of  a glucocorticoid  agent 
should  be  included  in  the  program  for  all  previously  untreated 
patients.  High-dose  melphalan  therapy  for  responding  pa- 
tients at  high  risk  of  relapse  appears  to  be  rational.  We  are 
also  evaluating  a high  dose  of  melphalan  with  or  without 
bone  marrow  rescue  in  selected  patients  resistant  to  VAD. 
Even  though  our  patients  showed  poor  prognostic  factors, 
about  50%  have  achieved  a marked  reduction  of  tumor 
mass,  a result  that  justifies  further  trials. 

With  leukocyte  interferon,  about  30%  of  previously  un- 
treated patients  experienced  a tumor  mass  reduction  of  at 
least  50%  for  a median  duration  of  about  one  year.  Unfortu- 
nately, only  about  1 5%  of  patients  whose  disease  was  re- 
sistant to  chemotherapy  achieved  a similar  response.  These 
trials  support  a role  for  leukocyte  interferon  in  combination 
with  other  agents,  especially  dexamethasone,  and  we  envi- 

1.  Correlation  of  beta2  microglobulin  level  or 
tumor  mass  stage  with  survival  in  previously  un- 
treated patients  with  multiple  myeloma. 
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sion  further  trials  in  previously  untreated  patients  and  in  re- 
sponding patients  who  have  a stable  tumor  mass. 

Research  during  the  past  20  years  has  clarified  the  hetero- 
geneity of  disease  features  and  the  variable  clinical  course  of 
patients  with  multiple  myeloma.  The  physician  must  consider 
whether  chemotherapy  may  be  withheld  safely  (as  in  local- 
ized or  indolent  myeloma),  the  best  possible  initial  therapy 
for  advancing  disease,  the  identification  of  patients  who 
would  benefit  from  bone  marrow  storage  during  remission 
with  later  use  during  relapse,  the  criteria  for  no  treatment 
follow-up,  and  the  best  sequence  of  drug  combinations  for 
disease  that  is  resistant  to  standard  drugs.  Rigorous  atten- 
tion to  the  changes  in  tumor  mass  as  shown  by  serial  elec- 


trophoretic studies,  the  rational  projection  of  outcome  at  each 
phase  of  treatment,  and  an  awareness  of  promising  new 
therapies  are  essential  for  optimal  care. 
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Clinical  forum: 
lumbar  disc  disease 

In  most  cases  the  diagnosis  of  lumbar  disc  disease  can 
be  made  on  clinical  grounds  alone.  The  three  essential 
components  are  the  history,  mechanical  findings,  and 
signs  of  radiculopathy.  Up  to  85%  of  patients  with  lum- 
bar disc  disease  get  significant  pain  relief  by  conser- 
vative management.  Some  patients  may  require  surgical 
intervention.  In  selected  cases  chymopapain  therapy 
may  be  used.  This  report,  adapted  from  a multidisciplin- 
ary clinical  forum  at  The  University  of  Texas  Medical 
School  at  Houston,  discusses  diagnosis,  etiology,  his- 
tory, and  management  of  lumbar  disc  disease,  particu- 
larly rupture  of  the  anulus  fibrosus  with  herniation  of  the 
nucleus  pulposus. 


Case  presentation 

A previously  healthy  26-year-old  woman  was  admitted  to 
Hermann  Hospital  on  Jan  1 3, 1 983,  with  a three-week  history 
of  low  back  and  right  leg  pain.  She  was  well  until  Dec  22, 
1982,  when  she  had  the  sudden  onset  of  low  back  pain  which 
radiated  into  both  buttocks  and  down  the  posterior  aspect  of 
her  right  leg  to  the  heel.  This  pain  started  shortly  after  she 
lifted  a heavy  package.  There  were  no  other  neurologic 
symptoms  and  for  two  weeks  she  treated  herself  with  local 
heat  and  bed  rest  with  some  improvement.  Unable  to  return 
to  work,  she  saw  a physician  who  prescribed  stricter  bed  rest, 
dexamethasone,  diazepam,  and  cimetidine.  Again,  there 
was  little  resolution  of  the  pain.  She  was  uncomfortable  in 
any  position,  but  preferred  to  stay  in  bed  on  her  back.  On 
examination,  she  was  in  moderate  distress.  She  was  very 
restless  and  changed  positions  in  bed  frequently.  There  was 
marked  spasm  of  the  paraspinous  muscles,  particularly  on 
the  right  side.  Tenderness  to  percussion  was  found  in  the 
lower  lumbar  region,  just  to  the  right  of  midline.  She  had  a 
positive  straight  leg  raising  test  on  the  right  at  35°  and  on  the 
left  at  65°.  There  was  no  definite  weakness  in  any  muscle 
group,  but  the  patient  was  unable  to  walk  because  of  her 
discomfort.  There  was  a diminished  right  Achilles  tendon  re- 
flex and  decreased  pain  to  pin  prick  in  the  distribution  of  the 
SI  dermatome  in  a ribbon-like  fashion  down  the  back  of  the 
right  leg. 

Most  physicians  would  conclude  that  this  woman  had  a 


herniated  disc  at  L5-S1  on  the  right,  and  they  would  be  cor- 
rect. In  most  cases,  the  diagnosis  of  lumbar  disc  disease  can 
be  made  on  clinical  grounds  alone  (1 ).  The  three  essential 
components  are  the  history,  mechanical  findings,  and  signs 
of  radiculopathy. 

Usually  there  is  a history  of  injury,  frequently  from  lifting  a 
heavy  object.  Patients  usually  have  the  sudden  onset  of  lo- 
calized and  lateralized  low  back  pain  radiating  down  one  leg, 
all  exacerbated  by  cough  or  sneeze.  Many  patients  with  acute 
pain  have  difficulty  changing  positions,  but  they  change  posi- 
tions frequently  because  of  characteristic  restlessness.  Most 
prefer  the  supine  or  standing  position  over  sitting. 

Most  of  the  mechanical  findings  are  due  to  spasm  in  the 
lower  lumbar  region.  Spasm  is  usually  obvious  on  inspection, 
particularly  when  the  patient  stands  or  walks.  There  is 
straightening  of  the  low  back  and  frequently  scoliosis.  If  the 
herniated  material  compresses  the  root  laterally,  there  is  a list 
away  from  the  side  of  the  herniated  disc.  With  medial  com- 
pression, people  list  toward  the  side  of  the  herniation.  The 
spasm  can  be  palpated  and  is  frequently  more  marked  on  the 
side  of  the  herniation.  Percussion  tenderness  at  the  level  of 
the  compressed  root  on  the  side  of  the  herniation  is  common. 
Finally,  the  straight  leg  raising  test  of  Lasegue  (2,3)  is  invari- 
ably positive.  To  do  this  test  the  examiner  should  begin  with 
the  patient  in  the  supine  position.  Most  physicians  hold  the 
leg  by  the  heel  and  then  raise  the  leg  slowly.  I like  to  palpate 
the  paraspinous  muscles,  which  frequently  become  taut  be- 
fore the  leg  stops.  The  test  is  considered  positive  if  the  leg 
cannot  be  passively  raised  to  at  least  75°,  and  the  maneuver 
produces  pain,  often  radicular  and  frequently  identical  to  the 
patient’s  spontaneous  pain.  Caution  should  be  used,  since 
some  poorly  conditioned  people  may  have  tight  hamstring 
muscles  limiting  hip  flexion.  Typical  patients  with  herniated 
discs  have  positive  tests  at  only  30°-40°. 

Finally,  there  are  signs  of  a radiculopathy,  demonstrated  by 
performing  a neurologic  examination.  A screening  examina- 
tion includes  testing  the  gluteus  maximus  (L5-S1 ),  iliopsoas 
(LI -2),  quadriceps  (L3-4),  hamstrings  (L5-S1),  tibialis  ante- 
rior (L4-5),  extensor  hallicus  longus  (L5),  and  gastrocsoleus 
(Si  -2)  muscles.  Probably  the  best  way  of  testing  the  tibialis 
anterior  and  gastrocsoleus  groups  is  to  have  patients  walk  on 
their  heels  and  then  their  toes.  The  extensor  hallicus  longus 
can  be  isolated  by  having  the  patient  stand  and  extend  only 
the  big  toe.  The  only  important  tendon  reflexes  are  the  quad- 
riceps (L3-4)  and  the  ankle  jerk  (SI -2).  Many  physicians  be- 
little the  sensory  examination,  but  there  are  areas  on  the  feet 
and  legs  where  almost  pure  L-5  or  S-1  dermatomes  are  rep- 
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resented.  These  two  dermatomes  are  the  most  important  in 
diagnosing  lumbar  disc  disease. 

When  there  is  disc  herniation  at  L5-1 , the  S-1  root  is  en- 
trapped and  there  is  pain  and  hypesthesia  radiating  down  the 
back  of  the  leg  and  into  the  heel.  Usually,  there  is  a reduced 
or  absent  ankle  jerk  and  there  may  be  weakness  of  the  gas- 
trocsoleus  muscle  group.  Almost  all  patients  have  a positive 
straight  leg  raising  test.  At  L4-5,  when  the  L-5  root  is  en- 
trapped, the  hypesthesia  and  pain  is  more  anterior  and  may 
radiate  into  the  dorsum  of  the  foot.  There  is  weakness  of  the 
extensor  hallicus  longus  and  occasionally  the  tibialis  anterior. 
There  is  almost  invariably  a positive  straight  leg  raising  test 
but  usually  no  reflex  changes.  At  L3-4,  a much  less  common 
location,  patients  have  weakness  in  the  quadriceps  muscle, 
the  pain  and  hypesthesia  are  a little  more  anterior,  and  there 
is  diminution  in  the  knee  jerk. 

History 

The  lumbar  disc  was  first  described  by  Vesalium  in  1 555  (1 ). 
One  hundred  years  later,  Dominico  Contugno  first  defined 
sciatica.  Until  the  mid-1 930s,  it  was  believed  that  sciatica, 
the  main  symptom  of  lumbar  disc  herniation,  was  due  to  irri- 
tation of  the  nerve  near  the  sciatic  notch.  In  1 864,  Charles 
Lasegue,  in  a celebrated  paper  in  Paris,  described  the  car- 
riage and  posture  of  patients  with  sciatica  (2).  According  to 
Wartenberg  (3),  Lasegue  never  mentioned  the  straight  leg 
raising  test  which  bears  his  name.  His  pupil,  Forst,  in  a thesis 
written  in  1881 , first  described  the  straight  leg  raising  test  in 
the  literature,  crediting  Lasegue  with  the  discovery  (4).  The 
sensory  changes  in  patients  with  sciatica  were  first  described 
by  Dejerine  in  1914  (1). 

From  1 91 0 through  the  1 920s,  there  were  a number  of  iso- 
lated reports  of  “ventral  epidural  chondromas."  Most  of  the 
“chondromas"  were  located  in  the  cervical  and  thoracic  re- 
gions and  were  compressing  the  spinal  cord,  necessitating 
surgery.  These  masses  were  initially  thought  to  be  true  neo- 
plasms. One  of  the  major  contributions  to  lumbar  disc  dis- 
ease came  in  1921  when  Sicard  and  Forestier  introduced 
Ipiodol  (iodinized  poppyseed  oil)  as  an  intraspinal  contrast 
medium  (5).  Lipiodol  was  abandoned  several  years  later  be- 
cause it  caused  adhesive  arachnoiditis. 

In  1928,  Charles  Elsberg,  a neurosurgeon  in  New  York 
City,  demonstrated  that  “epidural  chondromas"  and  the  nu- 
cleus pulposus  were  identical  histologically  (6).  About  that 
same  time,  Shmorl  and  Andre  demonstrated  that  the  nucleus 
pulposus  could  herniate  through  the  anulus  into  the  epidural 
space  (1 ).  It  remained  for  Jason  Mixter  (neurosurgeon)  and 


Joseph  Barr  (orthopedic  surgeon),  both  of  the  Massachu- 
setts General  Hospital,  to  delineate  the  common  cause  of 
sciatica  that  we  know  today  (7).  They  presented  1 9 operated 
cases  (four  cervical,  four  thoracic,  1 1 lumbar)  of  herniation  of 
the  nucleus  pulposus  and  became  recognized  as  leaders  in 
the  field. 

Over  the  next  several  years,  a number  of  neurosurgeons 
and  orthopedic  surgeons  clarified  the  syndrome.  The  lower 
extremity  dermatomes  were  redefined  in  1943  by  Keegan,  a 
neurosurgeon  working  at  the  University  of  Nebraska  (8).  Until 
that  time,  our  understanding  of  dermatomes  was  based  on 
the  limited  experiments  of  Head  and  Foerster.  The  Keegan 
dermatomes,  still  in  use  today,  were  based  on  Keegan's  ex- 
perience with  operating  on  150  patients. 

Strain,  Steinhausen,  and  associates,  working  at  the  Uni- 
versity of  Rochester  and  Eastman  Kodak,  developed  Pan- 
topaque,  the  first  safe  intraspinal  contrast  medium,  in  1943 
(9).  Twenty-four  years  later,  Lyman  Smith  and  Joseph  Brown 
introduced  chymopapain  therapy,  not  widely  accepted  in  the 
early  years  (10,1 1).  In  1972,  Houndsfield  pioneered  com- 
puted tomography  (CT)  which  was  to  revolutionize  the  diag- 
nosis of  lumbar  disc  disease.  Finally,  metrizamide,  the  first 
safe  water-soluble  intraspinal  contrast  medium,  was  devel- 
oped by  Praestholm  in  Sweden  in  1977  (12). 

Radiology 

Dr  Yeakley — The  radiologic  workup  of  patients  with  sus- 
pected intervertebral  disc  disease  may  include  plain  films, 
computed  tomography  (CT)  of  the  spine  without  contrast, 
metrizamide  lumbar  myelography  followed  by  CT,  discogra- 
phy followed  by  CT,  CT  of  a localized  area  of  the  spine  with 
and  without  intravenous  contrast,  and  magnetic  resonance 
imaging  (13-15).  Polytomography,  lumbar  venography,  and 
gas  myelography  are  now  seldom  used. 

At  the  evaluation,  plain  films  identify  narrow  disc  spaces, 
other  degenerative  changes,  discitis,  and  metastatic  tumor. 
Following  this,  a CT  scan  without  contrast  may  provide  a di- 
agnosis without  the  necessity  of  more  invasive  tests.  If  a con- 
clusive diagnosis  cannot  be  made  or  if  one  is  dealing  with 
postoperative  patients,  we  recommend  metrizamide  lumbar 
myelography  followed  by  CT  scan.  In  differentiating  a bulging 
anulus  from  herniation  of  the  central  type,  discography  fol- 
lowed by  CT  may  be  very  helpful.  Discography  is  done  by 
injecting  contrast  directly  into  the  nucleus  pulposus.  If  con- 
trast enters  the  herniated  portion  of  the  nucleus,  one  may 
assume  that  chymopapain  will  enter  the  same  area.  Unfortu- 
nately, discography  may  be  quite  painful  to  the  patient,  and 
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may  be  technically  difficult,  particularly  at  L5-1 . It  is  one  of 
the  few  tests  designed  to  hurt  the  patient,  since  reproduction 
of  pain  with  distention  of  the  disc  is  important  diagnostically. 
In  postoperative  patients,  in  whom  differentiating  scar  tissue 
from  recurrent  disc  herniation  is  important,  CT  with  very  thin 
cuts  (1 .5  mm)  may  be  performed  at  the  level  of  interest  both 
before  and  after  high  dose  (80  gm  iodine)  intravenous  con- 
trast administration.  Scar  tissue  enhances  more  than  disc 
fragments,  which  enhance  only  slightly,  allowing  some 
differentiation. 

A degenerated  disc  may  cause  bulging  of  the  anulus  which 
is  usually  symmetrical.  Herniation  of  the  nucleus  pulposus 
may  occur  centrally,  posterolaterally,  or  even  laterally  into  the 
neural  foramen.  Central  disc  herniation  may  be  difficult  to  dif- 
ferentiate from  bulging  anulus  without  using  CT  and  dis- 
cography. Posterolateral  herniation  is  the  most  common  and 
may  be  seen  as  well  on  myelography  as  in  CT.  Lateral  disc 
herniation  may  be  missed  on  myelography,  but  is  usually 
seen  with  careful  CT.  In  describing  disc  herniation,  the  terms 
prolapse,  extrusion,  and  sequestration  are  used.  A prolapse 
is  herniation  through  most  of  the  anulus  with  the  nuclear  ma- 
terial restrained  only  by  the  somewhat  more  resistant  outer 
fibers  of  the  anulus.  An  extrusion  is  extension  through  the 

1.  Axial  CT  section  at  the  L5-SI  disc  level  showing  that  although  the  disc 
herniation  (curved  arrow)  is  largely  central  in  location  compressing  the  thecal 
sac  (open  arrow),  the  right  nerve  root  (straight  arrow)  appears  flattened  with 
partial  obliteration  of  the  surrounding  epidural  fat. 


outer  fibers  of  the  anulus,  and  may  lie  under  or  penetrate  the 
posterior  longitudinal  ligament.  A sequestration  is  a detached 
fragment  which  may  remain  stationary  or  may  become  en- 
tirely separated.  It  is  important  to  identify  detached  disc  frag- 
ments since  they  will  not  respond  to  chymopapain  therapy. 

The  presence  of  calcification  may  help  in  defining  disc  her- 
niation or  fragments  on  CT.  A bulging  anulus  usually  does  not 
calcify.  Occasionally,  a so-called  “vacuum  sign”  may  be  iden- 
tified on  CT  with  extension  of  gas  into  the  herniation. 

CT  is  also  valuable  when  the  anterior  epidural  fat  space  is 
wide,  a condition  which  renders  myelography  an  insensitive 
indicator  of  disc  pathology.  CT  will  differentiate  between  the 
density  of  the  disc  and  surrounding  fat,  and  a metrizamide 
CT  may  identify  lack  of  filling  of  the  nerve  root  sheath  on  the 
abnormal  side.  An  obvious  bulging  anulus  should  protrude 
symmetrically  all  the  way  around  the  vertebral  body  and 
should  not  be  confined  to  a focal  area  as  seen  in  herniation. 
Some  surgeons  are  now  using  fat  grafts  at  the  site  of  discec- 
tomy which  reduces  scar  tissue  and  may  allow  differentiation 
of  recurrent  disc  herniation  from  scar  tissue  in  postoperative 
follow-up  scans. 

Magnetic  resonance  imaging  shows  decreased  density  at 
the  interspace  of  a degenerated  disc  as  compared  to  normal 
disc  spaces,  and  recently  it  has  been  used  to  demonstrate 
herniated  lumbar  disc.  However,  the  potential  for  evaluation 
of  lumbar  disc  disease  by  this  method  has  not  yet  been  fully 
explored. 

The  plain  films  on  our  patient  showed  a narrow  L5-S1  disc 
space  suggesting  disc  degeneration.  Disc  herniation  is  ob- 
vious in  the  noncontrast  CT  of  this  area  (Fig  1 ).  This  hernia- 
tion is  mostly  central,  but  bulges  slightly  to  the  right, 
correlating  with  the  clinical  findings. 

Anatomy  and  pathophysiology  of  the  lumbar  disc 

Dr  Kopaniky — The  syndrome  of  lumbar  nerve  root  compres- 
sion may  be  caused  by  a variety  of  pathologic  processes  in- 
cluding disc  protusion/extrusion,  compressive  spondylotic 
disease,  and  ligamentous  hypertrophy  (Fig  2).  Of  these,  disc 
herniation  is  the  most  common  (16). 

Approximately  95%  of  lumbar  disc  herniations  occur  at  the 
L4-L5  and  L5-S1  levels,  coinciding  with  the  location  of  most 
lower  spinal  intervertebral  mobility.  Approximately  80%  of 
lumbar  flexion  and  extension  occurs  at  the  L4-5  and  L5-S1 
intervertebral  levels,  while  only  20%  occurs  between  T 1 -2 
and  L3  (17,18). 

The  spine  consists  of  structural  units,  the  vertebral  bodies, 
sitting  one  above  the  other  on  a tripod  of  support,  with  the 
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intervertebral  disc  unit  anteriorly  and  the  two  facet  joints  pos- 
teriorly. The  vertebrae  are  united  by  their  respective  interver- 
tebral discs  and  the  anterior  and  posterior  sets  of  ligaments 
(Fig  3).  Biomechanically,  the  intervertebral  disc  bears  most  of 
the  vertical  loading  stress  on  the  spine.  The  posteriorly 
placed  facet  joints  bear  the  majority  of  stress  imposed  by 
flexion  and  extension. 

The  disc  structure  is  composed  of  the  centrally  located  nu- 
cleus pulposus,  with  surrounding  bundles  of  collagen  fibers 
called  the  anulus  fibrosus.  The  nucleus  pulposus  is  com- 
posed of  a semigelatinous,  amorphous,  extracellular  muco- 
protein.  During  the  aging  process,  there  is  a significant 
reduction  in  the  water  polysaccharide  content  with  a conse- 
quent decrease  in  the  elastic  properties  of  the  disc.  The 
water  content  is  seen  to  progressively  diminish  from  approx- 
imately 88%  at  birth  to  about  66%  at  age  70  (19).  Thus,  with 
age,  the  nucleus  pulposus  becomes  desiccated  and  increas- 
ingly fibrotic.  Physiologically,  this  may  account  for  the  peak 
incidence  of  disc  herniation  occurring  in  the  30-50  year  age 
group,  since  disc  herniation  requires  a soft,  jelly-like  nucleus. 
Degeneration  of  disc  material  with  age  is  probably  related  to 
loss  of  the  blood  vessels  which  supply  the  metabolic  require- 
ments of  the  central  portions  of  the  disc  (20). 

Surrounding  the  jelly-like  nucleus  pulposus  of  the  disc  is 
the  anulus  fibrosus,  a series  of  concentric  lamellae  of  col- 
lagenous tissue.  These  fibrous  rings  are  anchored  to  the 
bony  ridges  at  the  perimeter  of  adjacent  vertebral  bodies,  the 
cartilaginous  endplates  of  the  vertebral  bodies,  and  the  ante- 
rior and  posterior  longitudinal  ligaments.  Disc  herniation  oc- 
curs in  areas  of  mechanical  disruption  of  the  anulus  fibrosus. 

2.  Differential  diagnosis  of  low  back  pain  and  sciatica. 

I.  Congenital  disorders 

A.  Facet  asymmetry 

B.  Transitional  vertebra 

1 . Sacralization  of  a lumbar  vertebra 

2.  Lumbarization  of  a sacral  vertebra 

II.  Tumors 

A.  Benign 

1.  Tumors  involving  nerve  roots  or  meninges  (neurinoma  or 
meningioma) 

2.  Tumors  involving  vertebrae  (osteoidosteoma,  Paget's  disease) 

B.  Malignant 

1.  Primary  bone  tumors  (multiple  myeloma) 

2.  Primary  neural  tumors  (astrocytoma) 

3.  Metastatic  tumors 
III  Trauma 

A Lumbar  strain 

B Compression  fracture 

C.  Subluxed  facet  joint 

D Spondylolysis/spondylolisthesis 


Under  the  stress  of  vertical  or  bending  loads  upon  the  spine, 
a turgid  nucleus  pulposus  will  apply  persistent  mechanical 
pressure  to  the  anulus,  which  may  ultimately  lead  to  her- 
niation of  the  nucleus  pulposus  at  weakened  areas  of  the 
anulus.  Disc  herniation  may  be  slow  and  progressive,  with 
consequent  slow  progression  of  neurologic  symptoms  and 
signs,  or  it  may  be  acute,  with  a sudden  thrust  of  disc  mate- 
rial into  the  spinal  canal,  causing  rapid  and  profound  deficits. 

Disc  herniation  can  occur  at  any  point  along  the  perimeter 
of  the  anulus.  However,  in  order  to  produce  a nerve  root  syn- 
drome, the  disc  must  protrude  into  the  spinal  canal  or  a nerve 
root  foramen.  Laterally  situated  disc  protrusions  generally 
produce  a clinical  picture  of  radiculopathy  involving  a single 
nerve  root.  Those  protruding  centrally  may  compromise  mul- 
tiple roots,  and  bilateral  symptoms  may  be  produced.  Discs 
may  also  protrude  into  the  cartilaginous  endplates  of  the  ver- 
tebral bodies  above  and  below  the  disc  (Schmorl’s  nodes). 

The  mechanisms  for  pain  production  associated  with  lum- 
bar disc  herniation  are  varied.  At  each  vertebral  segment,  the 
associated  paraspinous  muscles  and  spinal  column  struc- 
tures are  innervated  by  a branch  of  the  posterior  ramus  of  the 
segmental  nerve,  the  recurrent  nerve  of  Luschka.  Its  sensory 
branches  originate  in  the  corresponding  dura,  posterior  longi- 
tudinal ligament,  the  anulus  of  the  associated  disc,  the  facet 
joint  capsule,  and  the  erector  spinae  muscles.  Bio- 
mechanically, disc  degeneration  is  associated  with  decrease 
in  the  disc  height,  and  this  process  may  place  an  increasingly 
large  proportion  of  spinal  stress  on  the  facet  joints  posteri- 
orly. This  may  result  in  pain  originating  from  the  facet  joints 
innervated  by  the  recurrent  nerve  of  Luschka.  Simultane- 


IV.  Toxicity  (heavy  metal  poisoning) 

V.  Metabolic  disorders  (osteoporosis) 

VI.  Inflammatory  diseases  (rheumatoid  arthritis,  Marie-Strumpell 
disease) 

VII.  Degenerative  diseases  (herniated  disc,  spondylosis,  osteoarthritis) 

VIII.  Infections 

A Disc  space  infection 
B.  Osteomyelitis 

IX.  Circulatory  disorders  (abdominal  aortic  aneurysm,  vascular 
insufficiency) 

X.  Mechanical  causes 

A.  Intrinsic  (poor  muscle  tone,  myofascial  pain,  unstable  vertebrae) 
B Extrinsic  pelvic  tumors  or  infections,  hip  diseases,  prostate  dis- 
ease, sacroiliac  joint  infections  and  sprains,  untreated  lumbar 
scoliosis) 

IX.  Psychoneurotic  problems  (malingering,  the  "green  poultice" 
syndrome) 
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ously,  stimulation  of  pain  fibers  associated  with  the  degen- 
erating anulus  of  the  disc  may  be  involved  in  the  pain  syn- 
drome. Reflex  spasm  of  the  associated  erector  spinae 
muscles  may  add  to  the  overall  picture  of  pain.  Multiple  pro- 
cedures of  anesthetic  nerve  blocks  and  radiofrequency  de- 
structive nerve  lesions  have  been  reported  to  mechanical 
processes  in  the  spinal  structure,  rather  than  to  nerve  root 
compression. 

Pain  associated  with  root  compression  may  be  sensed  in 
the  distal  dermatomal  distribution  of  that  nerve  and  is  called 
radicular  pain.  This  is  the  classic  pain  syndrome  attributed  to 
root  compression  by  disc  herniation.  However,  investigations 
have  shown  that  compression  of  a normal  root  produces 
paresthesias,  not  pain,  in  the  appropriate  dermatome  (21). 
On  the  other  hand,  minimal  mechanical  stimulation  of  an  in- 
flamed nerve  root  produces  a painful  response  in  the  root 
distribution.  This  suggests  that  an  inflammatory  response  is 
necessary  for  radicular  pain  to  develop.  Further,  it  has  been 
demonstrated  that  disc  compression  will  induce  a local  in- 
flammatory response  in  the  nerve  root,  producing  hypersen- 
sitivity of  the  root  to  mechanical  stimulation.  From  the 
anatomy  and  physiology  of  radicular  syndromes,  the  basis 
for  nonsurgical  or  conservative  management  of  patients  with 
radicular  pain  syndromes  has  been  formulated. 


CONSERVATIVE  MANAGEMENT  OF  LUMBAR  DISC 
DISEASE 

The  conservative  management  of  lumbar  disc  disease  in- 
cludes a reduction  in  mechanical  stimulation  through  en- 
forced bedrest,  the  use  of  nonsteroidal  anti-inflammatory 
agents  to  reduce  the  local  inflammation  and  swelling  of  the 
nerve  root,  and  muscle  relaxants  and  analgesics  to  reduce 
pain  (Fig  4). 

Up  to  85%  of  patients  with  lumbar  disc  disease  get  signifi- 
cant pain  relief  by  conservative  management.  A proportion  of 
those  patients  initially  having  good  response  may  later  re- 
quire surgical  intervention,  but  the  overwhelmingly  positive 
response  indicates  that  conservative  care  is  effective  and  the 
initial  treatment  of  choice  for  most  patients.  Patient  selection 
for  nonsurgical  management  must  be  done  carefully.  An  ac- 
curate history  of  the  problem  must  be  obtained,  noting  the 
time-course  of  symptoms,  rate  of  progression,  and  degree  of 
disability.  Etiologies  of  both  focal  low  back  pain  and  radicular 
pain  are  many,  and  before  beginning  conservative  manage- 
ment, the  physician  must  exclude  from  the  differential  diag- 
nosis all  disease  processes  that  might  require  surgical 
consideration  (Fig  2).  Many  of  these  diagnoses  can  be  ex- 
cluded by  the  history  and  clinical  examination.  The  re- 
mainder require  only  plain  radiographs  of  the  lumbosacral 


3.  The  structural  units  of  the  spine  resemble  a tri- 
pod system  of  support  between  the  intervertebral 
disc  anteriorly  and  the  facet  joints  posteriorly 
(Drawing  by  Juan  Cabrera,  MD). 
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4.  Conservative  treatment  of  low  back  pain  and  sciatica. 


Strict  bedrest-2  weeks  minimum 
Analgesics 

Nonsteroidal  anti-inflammatory  agents 
Muscle  relaxation 
Medication 
Heat 
Traction 

Exercise  program 
Patient  education 
Emotional  support 
Reinforcement 


spine.  A suggested  management  plan  is  given  in  Fig  4.  Of  all 
the  treatment  modalities,  strict  bed  rest  of  at  least  two  weeks 
duration  is  of  primary  importance  and  is  intended  to  relieve 
mechanical  stress  and  irritation  on  the  afflicted  nerve  root(s). 
Optimum  patient  compliance  requires  patient  education, 
emotional  support,  and  continued  reinforcement  of  the  objec- 
tives. Exercise  programs  are  to  be  instituted  only  after  the 
inflammatory  process  has  been  controlled.  These  exercises 
should  be  begun  in  a slowly  progressive  and  controlled  fash- 
ion. Exercise  programs,  such  as  the  Williams  exercises  (22), 
have  been  designed  to  tone  the  major  postural  muscles  and 
may  be  done  in  the  home. 

SURGICAL  TREATMENT  OF  LUMBAR  DISC  DISEASE 
The  indication  for  emergency  surgery  in  the  treatment  of  lum- 
bar disc  disease  is  limited  to  large  central  disc  herniations 
with  compression  of  multiple  nerve  roots  of  the  cauda  equina. 
This  condition  is  rare  and  may  include  radicular  sensory  and 
motor  dysfunction,  bladder  dysfunction,  and  perianal  pain 
and  numbness.  The  occurrence  of  radicular  pain  alone,  or 
even  in  association  with  radicular  motor  and  sensory  dys- 
function, is  not  necessarily  an  indication  for  immediate  sur- 
gical intervention.  That  decision  must  rest  upon  the  severity 
of  the  symptoms,  the  rapidity  of  progression,  and  the  re- 
sponse to  conservative  management. 

For  the  majority  of  patients,  indications  for  elective  surgical 
treatment  of  lumbar  disc  herniation  include  the  failure  to  im- 
prove, or  actual  neurological  deterioration,  during  conser- 
vative treatment  and  the  occurrence  of  repeated  attacks  of 
symptoms  resulting  in  unacceptable  disability.  When  select- 
ing candidates  for  surgery,  it  is  wise  to  recall  that  removal  of  a 
disc  can  usually  be  expected  to  relieve  only  radicular  symp- 
toms. Focal  low  back  pain  may  not  respond  to  surgery. 
Clearly,  the  objectives  of  surgery  must  be  explained  to  the 
patient.  In  general,  signs  and  symptoms  of  a radicular  syn- 
drome with  unequivocal  myelographic  abnormalities  involv- 
ing the  appropriate  nerve  root  are  prerequisites  for  surgery. 
Absence  of  either  of  these  should  make  the  physician 
reconsider. 

Surgery  of  the  disc  may  be  done  by  various  techniques 
(23-25).  These  include  classic  laminotomy  with  disc  re- 
moval, micro-discectomy,  and  the  injection  of  chymopapain. 
The  complications  of  disc  surgery  are  numerous  and  include 
nerve  injury,  infection,  spinal  structure  instability,  dural  fibro- 
sis, and  arachnoiditis.  Surgical  techniques  have  improved,  so 
that  the  overall  risk  for  surgical  disc  procedures  is  low.  How- 
ever, the  continued  existence  of  these  risks  and  the  large 


numbers  of  “failed-back”  operations  continues  to  provide  an 
impetus  for  further  refinement  in  surgical  therapy. 

Chymopapain  therapy 

Dr  Smith — As  was  mentioned  previously,  there  are  two  ways 
to  remove  a herniated  disc.  The  material  can  be  taken  out 
mechanically  or  it  can  be  reduced  in  size,  or  debulked,  by  the 
use  of  a proteolytic  enzyme  derived  from  the  papaya  plant 
(25-27).  This  enzyme,  chymopapain,  hydrolyzes  the 
chondromucoprotein  of  the  nucleus  pulposus,  reducing  the 
mass  of  material  within  the  disc  space.  Chymopapain  does 
not  destroy  the  chondrocytes,  nor  does  it  have  any  effect  on 
collagen.  This  treatment  of  bulging  and  herniated  discs  will 
only  be  effective  if  the  patient's  symptoms  are  related  to  soft 
disc  material  pressing  upon  nerve  roots  in  the  lumbar  region. 
It  is  not  for  use  in  the  cervical  or  thoracic  areas,  nor  is  it  of 
any  benefit  to  patients  who  have  calcified  disc  material  or 
extruded  fragments. 

Dr  Kopaniky  has  already  mentioned  the  other  causes  of 
nerve  root  irritation  such  as  facet  joint  hypertrophy,  spinal 
stenosis,  tumors,  etc.  Patients  may  also  have  radicular 
symptoms  from  pathology  not  associated  with  root  compres- 
sion (eg,  facet  joint  irritation).  It  is  important,  therefore,  to  sort 
out  the  etiology  for  back  pain. 

The  history  of  the  development  and  approval  of  chymopa- 
pain as  a treatment  modality  is  quite  interesting.  Chymopa- 
pain, first  isolated  in  1 941  by  Jansen  and  Balls,  is  one  of  four 
enzymes  extracted  from  the  latex  of  the  papaya  plant.  In 
1956,  Thomas  noted  in  the  Journal  of  Experimental  Medi- 
cine that  chymopapain  injected  intravenously  into  rabbits 
caused  a rapid,  but  temporary,  loss  of  turgor  in  the  rabbit's 
ears.  In  1963,  Lyman  Smith,  an  orthopedic  surgeon  who 
was  aware  of  Thomas’s  work,  began  experimenting  with 
chymopapain.  He  found  that  when  the  drug  was  injected  into 
the  disc  space  of  rabbits,  the  bulk  of  the  intervertebral  disc 
was  diminished.  His  first  published  report  of  the  use  of 
chymopapain  in  humans  was  in  1964.  The  FDA  began  study- 
ing the  drug  for  use  in  humans  in  the  late  1960s  and  early 
1970s,  but  because  of  inconclusive  reports,  investigation 
was  discontinued  in  1975.  In  the  meantime,  the  drug  had 
been  approved  for  use  in  Canada  and  other  countries.  In 
Smith’s  first  published  series  of  75  patients,  76%  had  good 
results  (26).  This  is  about  equivalent  to  the  results  most  later 
investigators  have  gotten,  and  is  equivalent  to  the  results  ob- 
tained with  laminectomy.  Patients  who  had  had  no  previous 
spinal  surgery  had  much  better  results  with  chymopapain, 
just  as  they  do  with  laminectomy.  Because  of  persistent  re- 
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ports  of  good  results  in  properly  chosen  patients,  interest  in 
the  drug  continued  in  the  United  States.  In  1979,  the  drug 
was  approved  for  use  in  Texas  where  FDA  restrictions  could 
not  be  imposed  because  interstate  commerce  was  not  in- 
volved. Several  carefully  selected  centers  were  chosen  to  be- 
gin use  of  the  drug  on  highly  selected  patients,  and  the 
results  were  gratifying.  Access  to  the  use  of  the  drug  was 
slowly  and  carefully  expanded  in  an  attempt  to  prevent  mis- 
use. The  FDA  began  reinvestigating  the  drug  and  finally  a 
well-constructed  double-blind  study  was  carried  out.  There 
was  a 75%  favorable  response  using  chymopapain  as  op- 
posed to  a 45%  favorable  response  using  placebo.  In  De- 
cember of  1 982,  the  drug  was  finally  released  for  use 
nationwide  and  a massive  education  program  was  jointly 
sponsored  by  the  American  Academy  of  Orthopedic  Sur- 
geons and  the  American  Association  of  Neurological  Sur- 
geons to  instruct  surgeons  in  the  use  of  the  enzyme. 

The  effectiveness  of  chymopapain  is  related  to  how  well 
the  patients  are  selected.  McCulloch  has  outlined  criteria  for 
selection  (28).  He  feels  that  patients  should  show  evidence 
of  a herniated  disc  at  one  level,  have  three  months  of  conser- 
vative treatment,  and  have  no  secondary  gain  or  previous 
surgery  to  cloud  the  issue.  McCulloch  feels  that  the  patient 
should  have  at  least  three  of  the  following  criteria  for  diag- 
nosis of  a herniated  intervertebral  disc: 

1 . Leg  pain  should  be  the  dominant  symptom  when  com- 
pared with  back  pain,  affect  one  leg  only,  and  follow  a typical 
sciatic  nerve  distribution; 

2.  Paresthesias  are  localized  in  a dermatomal  distribution; 

3.  Straight  leg  raising  is  reduced  by  50%  normal,  and/or 
pain  crosses  over  to  the  symptomatic  leg  when  the  un- 
affected leg  is  elevated,  and/or  pain  radiates  proximally  or 
distally  with  digital  pressure  on  the  tibial  nerve  in  the  popliteal 
fossa; 

4.  Two  of  four  neurological  signs  are  present  (wasting, 
weakness,  diminished  sensation,  or  reduced  reflex  activity); 

5.  A contrast  study  is  positive  and  corresponds  to  the 
clinical  level. 

The  enzyme  is  injected  into  the  intervertebral  disc  through 
a posterolateral  approach  using  general  or  local  anesthesia, 


‘This  clinical  forum  was  held  at  The  University  of  Texas  Medical  School  at 
Houston  on  Dec  7,  1 983.  Since  the  paper  was  submitted,  the  Food  and  Drug 
Administration  has  modified  its  recommendations  for  the  administration  of 
chymopapain  (FDA  Drug  Bulletin,  Vol  14,  No  2,  August  1984).  These  recom- 
mendations were  made  because  of  the  continued  infrequent  reports  of  pa- 
tients who  developed  acute  transverse  myelopathy  and  intracerebral  hem- 
orrhage. The  recommendations  included  the  avoidance  of  discography  within 
three  days  of  the  chymopapain  injection,  verification  of  needle  location  before 
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depending  upon  the  surgeon’s  choice.  The  patient  is  in  the 
lateral  or  prone  position,  and  after  the  placement  of  the 
needle  has  been  verified  by  fluoroscopy,  a discogram  may  be 
done  to  corroborate  the  diagnosis.  If  the  needle  placement 
is  satisfactory,  and  the  discogram  is  positive,  then  the  en- 
zyme is  introduced  slowly  into  the  disc  space  after  a small 
test  dose.* 

The  patient  is  carefully  observed  for  signs  of  an  allergic 
reaction.  A sudden  drop  in  blood  pressure  with  extravasation 
of  intravascular  fluid  into  the  interstitial  spaces  has  been  re- 
ported in  a small  number  of  patients.  This  requires  prompt 
treatment  with  fluid  replacement,  epinephrine,  and  in  some 
cases,  steroids  and  diphenhydramine  (Benadryl).  To  lessen 
the  chance  of  an  anaphylactoid  reaction,  some  patients  are 
tested  before  the  injection  for  the  presence  of  antibodies 
against  chymopapain.  Patients  are  premedicated  with  di- 
phenhydramine and  cimetidine  to  reduce  any  histaminic  re- 
sponse, and  some  are  pre-loaded  with  intravenous  fluids. 
Because  antibodies  may  develop  once  the  enzyme  has  been 
used,  a second  injection  at  a later  date  is  contraindicated. 
However,  two  or  more  disc  levels  can  be  injected  at  one  time. 
Women  have  a higher  frequency  of  anaphylactoid  reaction, 
possibly  because  they  are  more  frequently  exposed  to  cos- 
metics, detergents,  and  soaps  which  contain  chymopapain. 

Following  the  injection,  the  enzyme  is  rapidly  neutralized 
by  circulating  alphamacroglobulins  and  the  hydrolyzed  disc 
material  is  excreted  over  several  days  through  the  urine. 
Within  a few  days  of  the  injection,  narrowing  of  the  disc 
space  is  seen.  In  long-term  follow-up,  however,  reconstitution 
of  the  space  height  has  been  noted.  It  is  possible  that  there  is 
only  a temporary  debulking  of  the  intervertebral  disc,  enough 
to  get  the  patient  over  the  acute  episode.  Other  problems, 
such  as  transverse  myelitis,  delayed  allergic  reaction,  inter- 
vertebral disc  space  infection,  etc,  have  been  reported,  but 
the  complication  rate  with  the  use  of  chymopapain  is  much 
less  than  that  of  laminectomy.  The  cost,  of  course,  is  consid- 
erably less,  and  many  centers  are  now  performing  this  proce- 
dure as  an  outpatient  procedure. 

In  summary,  the  use  of  chymopapain  is  an  exciting  and 
new  method  for  the  treatment  of  herniated  intervertebral 


injecting  chymopapain,  avoidance  of  multiple  level  injections,  avoidance  of 
general  anesthesia,  and  adequate  physician  training.  All  of  these  points  were 
discussed  at  the  “live"  presentation  of  the  clinical  forum  and  are  included  in 
this  article.  It  is  of  note  that  Dr  Smith  cautioned  against  the  wholesale  use  of 
chymopapain  and  was  afraid  that  we  might  see  an  increase  in  the  number  of 
complications.  The  exact  role  for  chymopapain  in  the  invasive  management  of 
lumbar  HNP  has  not  been  delineated. — GVH 
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disc.  It  is  not  a panacea,  nor  is  it  necessarily  the  surgical 
treatment  of  first  choice.  As  with  other  surgical  procedures, 
the  key  to  success  is  the  proper  selection  of  patients. 

Dr  Van  Horn:  I have  two  questions:  What  eventually  hap- 
pens to  the  injected  disc  space?  Also,  tell  us  how  our  patient 
did  after  her  chymopapain  injection. 

Dr  Smith:  Soon  after  a successful  intradiscal  chymopapain 
injection,  the  disc  narrows,  analogous  to  what  happens  to  a 
disc  space  after  a pyogenic  infection.  Much  later,  perhaps 
years,  the  disc  is  partially  reconstituted  and  the  re-expansion 
of  the  disc  space  can  be  seen  on  x-ray.  I don't  believe  any- 
body understands  the  exact  sequence  of  events  in  disc 
reconstitution. 

The  patient  we  presented  today  did  fine.  She  had  marked 
relief  of  her  radiculopathy  within  minutes  of  the  injection.  Her 
back  pain  persisted  for  several  weeks  but  has  now  disap- 
peared. I have  observed  her  since  and  she  has  remained 
asymptomatic. 

A physician:  I understand  that  transverse  myelitis  is  a rare 
complication  of  chymopapain  therapy. 

Dr  Smith:  Transverse  myelitis  has  been  reported  but, 
again,  the  mechanism  is  unclear.  People  have  worried  about 
the  introduction  of  chymopapain  into  the  intrathecal  space, 
which  can  happen.  It  is  possible  for  herniated  disc  material  to 
rupture  through  the  dura,  especially  if  the  dura  is  adherent  to 
the  posterior  longitudinal  ligament.  The  intradiscal  space 
may  then  have  direct  access  to  the  subarachnoid  space. 
However,  in  animal  experiments,  massive  doses  of  chymo- 
papain had  little  or  no  effect  on  nerve  tissue  but  can  cause 
bleeding.  Hemorrhage  occurring  in  the  subarachnoid  space 
can  be  resolved  in  experimental  animals  by  venting  the  dural 
sac  with  lumbar  puncture. 

Dr  Van  Horn:  Let  me  thank  the  discussants  for  their  pre- 
sentations and  the  audience  for  their  attentiveness. 
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The  gastro-clip 
gastroplasty:  an 
alternative  surgical 
procedure  for  the 
treatment  of  morbid 
obesity 

This  article  reports  weight  losses  in  40  patients  under- 
going gastro-clip  gastroplasty,  an  alternative  to  surgical 
treatment  of  intractable  morbid  obesity  in  selected  pa- 
tients. Postoperative  follow-up  in  our  patients  showed 
substantial  weight  losses  (average  68  pounds)  com- 
parable to  losses  in  patients  who  have  undergone  more 
invasive  procedures  to  create  a small  gastric  pouch  and 
a permanent  unchangeable  gastric  stoma.  The  ease  of 
clip  insertion  and  the  saving  of  hospital  expenses  will 
make  this  procedure  a more  acceptable  form  of  opera- 
tive management. 


The  gastric  bypass  has  been  an  acceptable  surgical  treat- 
ment for  morbid  obesity  for  several  years.  Individuals  who 
were  not  able  to  attain  lasting  results  through  conservative 
weight  management  have  undergone  various  procedures  in 
an  attempt  to  permanently  lose  weight.  Surgeons  are  now 
focusing  their  attention  on  the  reduction  of  the  stomach's  ca- 
pacity as  a means  of  attaining  a gradual  and  more  lasting 
weight  loss  rather  than  performing  intestinal  bypass  opera- 
tions. Several  procedures  have  been  developed  to  reduce 
the  size  of  the  stomach.  The  observation  of  inadvertent 
weight  loss  from  standard  gastric  resection  for  benign  or  ma- 
lignant diseases  supported  the  concept  of  stomach  partition- 
ing with  a Roux-en-Y  gastroenterostomy  which  is  being  done 
in  many  centers  today  (1 ).  Some  practitioners  utilize  a stap- 
ling procedure  that  creates  a stoma  in  the  staple  line  by  re- 
moving two  or  three  staples  and  enforcing  the  stoma  with 
sutures  (2).  It  was  later  reported  that  the  use  of  staples  was 
disruptive  and  that  the  stoma  dilated  after  this  procedure  (3). 
Others  insert  a plastic  mesh  bag  around  the  entire  stomach 
to  maintain  infolding  and  thereby  decrease  the  capacity  of 
the  stomach  (4). 
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A vertical  banded  gastroplasty  procedure  that  consists  of  a 
vertical  pouch  oriented  along  the  lesser  curvature  of  the 
stomach  has  been  developed.  A 4.5  cm  Marlex  mesh  collar  is 
sewn  to  itself  after  being  passed  through  the  hole  in  the 
stomach  (5).  This  operation  has  become  popular  because  of 
its  effectiveness.  The  biliopancreatic  jejunoileal  bypass,  an 
extensive  procedure,  involves  the  resectioning  of  approx- 
imately 60%  to  70%  of  the  stomach  and  bypasses  the  biliary 
as  well  as  pancreatic  secretions  and  thereby  contributes  to 
weight  loss  (6).  Its  main  advantage  lies  in  triglyceride  reduc- 
tion in  lipidemic  patients.  The  main  objective  of  the  proce- 
dures referenced  in  the  above  paragraph  is  to  reduce  the 
capacity  of  the  stomach  by  constructing  a small  pouch 
(40-50  cc  in  size)  and  an  adequate  stoma  (1 .25  cm  in  diam- 
eter) which  will  remain  constant  for  a prolonged  period. 

Methods 

This  article  describes  an  alternative  procedure  involving  a 
polypropylene  clamp  that  does  not  require  opening  of  the 
stomach.  The  clamp  is  1 1 .5  cm  in  length  and  consists  of  two 
blades  that  hinge  at  one  end  as  displayed  in  Fig  1 . The 
clamp,  when  closed,  creates  a permanent  stoma  1 .25  cm  in 
size.  It  is  inserted  in  the  upper  part  of  the  lesser  curvature  of 
the  stomach,  approximately  3 cm  from  the  esophagogastric 
junction  as  noted  in  Fig  2.  The  two  obstructing  mounts  com- 
press the  stomach  walls,  thereby  preventing  larger  segments 
of  food  from  passing  through  the  new  stoma  while  well- 
chewed  particles  enter  through  the  stomach  opening.  Fur- 
thermore, four  opaque  markers  are  spaced  on  both  blades 
of  the  clamp  for  x-ray  visualization.  No  dissection  of  the 
esophagus  or  of  the  lesser  and  greater  curvature  of  the 
stomach  is  necessary  nor  are  other  vessels  deliberately  li- 
gated. After  the  clamp  is  secured,  the  abdomen  is  closed  in 
layers  without  the  use  of  subcutaneous  stitches. 

To  date,  40  patients  have  had  the  gastro-clip  inserted  with- 
out operative  mortality.  The  clip  was  removed  in  five  patients. 
Two  of  these  patients  had  gastric  pouch  leaks  with  one  re- 
sulting in  a ruptured  pouch  from  overeating.  A third  patient 
who  previously  had  a stapling  procedure  before  her  clamp 
was  inserted  was  included  in  the  study  but  later  had  the 
clamp  removed  when  it  caused  a rupture  due  to  the  stomach 
wall  being  avascularized  as  a sequence  of  the  stapling  pro- 
cedure. Another  patient  had  to  have  the  gastro-clamp  re- 
moved rather  than  to  have  her  remain  dependent  upon  drug 
therapy.  Finally,  the  fifth  patient  required  removal  of  the 
clamp  due  to  a technical  error  in  its  application.  The  remain- 
ing 35  patients  are  all  doing  well  and  continue  to  lose  weight. 
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The  clamp  gastroplasty  was  first  utilized  in  January  1983.  Of 
the  40  patients,  only  21  have  reached  a one-year  postoper- 
ative period.  Since  only  three  of  the  individuals  were  males, 
they  were  not  included  in  the  study  in  order  to  eliminate  any 
differences  which  might  be  due  to  sex.  Thus,  the  final  study 
group  consists  of  19  female  patients. 

The  percent  of  excess  weight  loss  was  used  to  evaluate 
the  effectiveness  of  the  clip  gastroplasty  as  an  alternative 
procedure  for  the  treatment  of  morbid  obesity.  In  addition  to 
one-week  preoperative  and  12-month  postoperative  weights, 
the  ideal  weight  for  each  study  patient  was  recorded  as  de- 
termined by  the  ideal  weight  chart  for  women  of  medium 
frame  according  to  the  Metropolitan  Life  Insurance  stan- 
dards. Percent  of  excess  body  weight  was  calculated  for 
each  person  for  both  one  week  before  and  12  months  after 
surgery.  The  excess  weight  was  computed  by  subtracting  the 
ideal  weight  from  the  pre-and  postoperative  weights.  The 
percent  excess  weight  is  then  calculated  by  multiplying  the 
excess  weight  by  1 00  and  dividing  the  result  by  the  ideal 
weight.  The  percent  postoperative  excess  weight  allowed  the 
researchers  to  compare  their  results  to  patients  having  had 
other  procedures  for  treatment  of  morbid  obesity. 

Results 

The  weight  loss  was  calculated  at  one  week  before  and  12 
months  after  surgery  for  each  patient.  The  average  weight 
lost  was  68  pounds.  The  pre-  and  postoperative  weights  for 
each  person  are  displayed  in  Fig  3,  which  also  includes  the 
individual's  ideal  weight  and  the  amount  of  weight  lost.  The 
average  preoperative  weight  of  252.7  pounds  and  the  aver- 
age postoperative  weight  of  1 84.6  was  found  to  be  significant 
using  the  t-test  for  matched  pairs  (7).  A resulting  t-value  of 
9.78  was  statistically  significant  with  pc.OOl . Thus,  statistical 
evidence  supports  the  conclusion  that  the  insertion  of  the 
gastro-clip  results  in  long-term  loss  of  weight,  and  the  calcu- 
lated percent  of  excess  weight  after  surgery  favorably  com- 
pares to  individuals  having  had  other  procedures  for  the 
treatment  of  morbid  obesity. 

Conclusions 

The  clip  gastroplasty  appears  to  be  a relatively  safe  and 
effective  procedure  for  treatment  for  morbidly  obese  patients. 
Persons  who  have  had  complications  from  a jejunoileal  by- 
pass or  a stapling  procedure  should  not  be  considered  for 
this  operation.  While  actual  cost  data  are  not  available,  we 
believe  that  a reduction  of  hospital  charges  and  patients 
costs  have  resulted  because  the  required  operating  room 


7.  The  gastro-clip. 


2.  Placement  of  the  gastro-clip 


3.  Weight  comparison  for  19  female  patients  receiving  gastro-clip. 
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time  is  less  than  that  required  for  other  available  procedures 
for  the  treatment  of  the  morbidly  obese  patient.  Furthermore, 
it  appears  that  patients  incur  less  nonproductive  time  as  they 
are  ambulatory  shortly  after  surgery.  Thus,  the  clip  gas- 
troplasty procedure  has  led  to  significant  weight  loss  in  mor- 
bidly obese  patients  and  at  the  same  time  has  proved  to  be  a 
safe  method  of  treatment.  Furthermore,  upon  comparing  ex- 
penses for  similar  procedures,  we  believe  that  the  clip  gas- 
troplasty is  a cost-effective  treatment.  The  procedure  has 
been  approved  by  the  FDA  for  further  research  and  a patent 
for  the  gastro-clip  has  been  approved. 
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equation  equals  the  total  number  of  staff  members  in 
your  professional  practice  or  corporation.  Subtract 
from  that  number  all  but  one  staff  member  — yourself. 

What  do  you  get?  Freedom.  Freedom  from  the 
expense  and  bother  of  personnel-related 
administrative  chores. 

Freedom  to  design  a benefits  and  retirement 
package  which  best  fits  your  oum  needs,  without 
the  financial  and  administrative  burden  of  supplying 
like  coverage  for  every  member  of  your  staff. 

Freedom  to  offer  your  staff  “large  corporation” 
benefits,  even  if  your  professional  practice  or  company 
is  modest  in  size. 

The  equation  can  work  for  you,  through  the  services 
of  Staff  Leasing,  Inc.  The  concept  is  simple.  Our 
company  hires  your  employees  and  leases  them  back 
to  you.  Your  office  routine  remains  unchanged,  except 
that  Staff  Leasing,  Inc.  handles  all  facets  of  personnel 
administration.  We  assume  responsibility  for  payroll 
and  related  accounting,  make  all  employer  contributions 
to  taxes  and  insurance  on  behalf  of  employees,  and 
manage  the  withholding  and  deposit  of  all  employee 
payroll  deductions. 

Because  a large  number  of  men  and  women  are 
employed  by  Staff  Leasing,  Inc.,  our  company  can 
provide  a package  of  employee  benefits  second  to 
none.  Your  staff  will  enjoy  group  medical  insurance, 
including  maternity  benefits;  group  dental  insurance; 
group  life  insurance;  a sound  retirement  plan; 
professional  liability  insurance;  worker’s  compensation 
insurance;  and  more. 

Staff  leasing  is  also  a recognized  and  approved 
solution  to  the  affiliated  service  group 
problem  presented  by  Internal  Revenue  Code 
Section  4l4(m). 

Staff  Leasing,  Inc.  is  not  an  employment  agency. 

We  simply  make  it  easier  for  you  to  operate  your 
professional  practice  or  corporation  with  existing 
staff.  Or  we  staff  your  office  with  new  employees, 
subject  to  your  approval. 

Freedom.  It’s  writing  one  check  a month  and  letting 
Staff  Leasing,  Inc.  do  the  rest. 

Let  us  work  out  a staff  leasing  plan  for  you.  It 
adds  up  to  a better  way  of  doing  business. 


Texas  office: 

Staff  Leasing,  Inc. 
7557  Rambler  Road, 
Suite  6 10 

Dallas,  Texas  75231 
(214)  696-0808 


Oklahoma  office: 

Staff  Leasing,  Inc. 

P.O.  Box  12373 

Oklahoma  City,  Oklahoma  73157 
(405)  943-3310 
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Bulimia  and 
monoamine  oxidase 
inhibitors:  a predictor 
study 

Bulimia,  the  syndrome  of  repeated  binge  eating  and  pur- 
ging, appears  to  be  related  to  depressive  illness.  Pa- 
tients’ symptoms  resemble  the  type  of  affective  disease 
(“atypical”  depression)  that  responds  better  to  mono- 
amine oxidase  inhibitor  (MAOI)  antidepressants  than  to 
tricyclics.  We  treated  eight  bulimic  patients  in  an  open 
clinical  trial  with  the  MAOI  phenelzine.  There  was  a dra- 
matic reduction  in  binge  eating  and  in  depressive  symp- 
tomatology which  coincided  with  a reduction  in  platelet 
monoamine  oxidase  activity.  All  adhered  to  the  special 
MAOI  diet.  No  serious  side  effects  occurred.  The  amount 
of  improvement  (reduction  in  frequency  of  binging)  cor- 
related positively  with  pretreatment  severity  of  depres- 
sion, and  with  medication  dose  per  kilogram  of  body 
weight.  Improvement  was  inversely  related  to  baseline 
platelet  monoamine  oxidase  activity.  This  report  sug- 
gests MAOIs  have  a promising  role  to  play  in  the  treat- 
ment of  bulimia  and  that  certain  factors  may  predict 
response  to  MAOIs. 


Bulimia  is  characterized  by  recurrent  episodes  of  compulsive 
eating  of  large  quantities  of  high  caloric,  readily  ingested 
foods.  Food  is  consumed  in  a discrete  time  period  and  in  a 
highly  secretive  manner.  The  episodes  are  often  followed  by 
self-induced  vomiting,  fasting,  or  laxative  abuse,  and  by  de- 
pressed mood  and  self-deprecating  thoughts.  The  eating 
pattern  is  viewed  as  abnormal  and  out  of  the  individual’s 
control  (1). 

Bulimia  constitutes  a major  public  health  problem  (2,3). 
Recent  estimates  suggest  that  7,400,000  American  women 
have  a lifetime  history  of  bulimia,  while  2,000,000  of  these 
have  clinically  severe  cases  (3). 

A link  between  eating  disorders  and  affective  illness  has 
been  suggested  by  a number  of  investigators  (4-6).  Walsh 
and  his  colleagues  (7)  noted  compelling  similarities  between 
the  depressive  symptomatology  reported  by  bulimics  and 


“atypical”  depression,  which  is  characterized  by  lethargy, 
hypersomnolence,  hyperphagia,  reactivity  of  mood,  and  re- 
jection sensitivity.  Since  MAO  inhibitors  (MAOIs)  appear  to 
be  more  effective  than  tricyclics  in  the  treatment  of  “atypical” 
depression  (8),  Walsh  conducted  a preliminary  study  (7,9)  to 
investigate  the  efficacy  of  the  MAO  inhibitor  phenelzine  in  the 
treatment  of  bulimia.  In  1 0 of  1 2 patients  the  bulimia  im- 
proved markedly  on  MAOI. 

In  view  of  the  growing  magnitude  of  the  problem  of  bulimia, 
and  the  encouraging  reports  that  antidepressant  medications 
may  be  helpful  in  treatment,  we  instituted  an  Eating  Disor- 
ders Clinic  at  The  University  of  Texas  Health  Science  Center 
at  Dallas.  Our  goal  was  to  provide  systematic  evaluation  and 
treatment  of  this  disorder,  using  standard  objective  clinical 
assessment  measures,  and  using  the  antidepressant  medi- 
cation phenelzine  for  patients  with  bulimia  and  depressive 
symptomatology.  The  patient  population  referred  to  this  spe- 
cialty clinic  is  biased  toward  having  more  severe  symp- 
tomatology in  terms  of  both  chronicity  (duration  of  at  least  6 
months)  and  frequency  (at  least  3 to  4 binges  per  week)  than 
the  spectrum  of  patients  with  bulimia  encountered  in  the 
usual  practice.  We  believe  our  patients  to  be  a representative 
sample  of  severe  bulimic  patients. 

Data  collected  in  the  course  of  this  clinical  work  allow  us  to 
begin  to  address  important  questions  relating  to  the  treat- 
ment of  bulimia.  This  preliminary  report  focuses  on  the  issue 
of  whether  patients  with  bulimia  who  are  especially  likely  to 
respond  to  monoamine  oxidase  inhibitors  can  be  identified 
using  certain  standard  clinical  and  laboratory  measures  as 
“predictor  factors." 

One  reason  it  is  important  to  identify  which  bulimic  patients 
are  most  likely  to  benefit  from  the  MAOIs  is  that  these  are 
medicines  with  important  risks.  These  medications  require 
adherence  to  a special  diet,  which  restricts  certain  foods  high 
in  tyramine  and  sympathomimetic  medications  (see  Physi- 
cians' Desk  Reference).  Failure  to  comply  with  these  guide- 
lines can  result  in  the  potentially  fatal  complication  of 
hypertensive  crisis  (10).  However,  it  appears  that  other  foods 
lower  in  tyramine  which  were  previously  thought  to  be  dan- 
gerous can  be  eaten  in  moderation  (11).  Utilization  of  this 
less  restrictive  diet  may  result  in  better  compliance  (11,12). 

We  conducted  an  open  clinical  trial  with  the  objective  of 
examining  the  predictive  value  of  two  variables  in  the  treat- 
ment of  bulimic  patients  with  phenelzine.  First,  since  a link 
between  eating  disorders  and  affective  illness  has  been  sug- 
gested, we  decided  to  examine  the  severity  of  depressive 
symptomatology  and  its  role  in  the  prediction  of  treatment 
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response.  Depressive  symptomatology  was  measured  both 
before  and  after  treatment,  and  the  relationship  between  de- 
pressive symptomatology  and  changes  in  eating  behavior 
were  examined.  Second,  since  recent  investigation  has  sug- 
gested that  platelet  MAO  activity  is  useful  in  classifying  de- 
pressive disorders  (13),  we  were  interested  in  evaluating 
what  role  baseline  platelet  MAO  activity  might  play  in  classi- 
fying patients  with  bulimia  and  in  predicting  which  patients 
might  be  most  responsive  to  phenelzine.  Platelet  MAO  ac- 
tivity was  measured  before  and  after  treatment  and  relation- 
ships between  reduction  in  MAO  activity  and  treatment 
outcome  were  examined. 

Method 

The  patients  were  eight  Caucasian  females  seen  in  our  Eat- 
ing Disorders  Clinic  who  met  DSM  III  criteria  for  bulimia.  A 
summary  of  these  criteria  is  shown  in  Fig  1 . In  addition,  these 
patients  had  bulimia  for  at  least  six  months  and  were  cur- 
rently binging  at  least  three  times  a week  (as  determined  by 
interview).  Several  were  in  addition  depressed,  with  features 
of  atypical  depression.  Patients  ranged  in  age  from  1 7 to  37 

1.  Diagnostic  criteria  for  bulimia." 

Recurrent  binge  eating 
Three  of  the  following: 

Consumption  of  high  calorie,  easily  ingested  food 
Inconspicuous  eating 

Eating  episodes  terminated  by  abdominal  pain,  sleep,  social  interruption, 
or  self-induced  vomiting 

Attempts  to  lose  weight  by  severely  restrictive  diets,  self-induced  vomiting, 
or  cathartics  and/or  diuretics 

Weight  fluctuation  greater  than  10  lb  due  to  alternating  binges  and  fasts 
Awareness  that  the  eating  pattern  is  abnormal 
Depressed  mood  following  eating  binges 

The  bulimic  episodes  are  not  due  to  anorexia  nervosa  or  any  known  physical 
disorder 

‘From  DSM-III  (Diagnostic  and  Statistical  Manual  of  Mental  Disorders,  ed  3 
American  Psychiatric  Association,  1980) 


2.  Overall  effects  of  treating  bulimic  patients  with  the  MAO  inhibitor 
phenelzine. 

Pre-Treatment 

Post-Treatment 

Level  of 

Measure 

Mean  (SD) 

Mean  (SD) 

Significance* 

Binge/Week 

144  (8.9) 

3.1  (1.4) 

p<  005 

EAT-40 

53.6  (10.7) 

34.9  (12.6) 

pc. 005 

EAT-II 

141  (30) 

40  (3.8) 

pc. 005 

BDI 

22.7  (12  8) 

5.2  (5.7) 

p<.01 

Platelet  MAO* 

20.4  (7.5) 

8.3  (7.5) 

pc. 005 

'One-tailed  Wilcoxon  matched  pairs  signed  rank  test  for  N = 8 
/Platelet  MAO  activity  is  expressed  as  nanomoles  of  the  substrate  tyramine 
deaminated  per  hour  per  milligram  of  platelet  protein. 
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years  (mean  = 24.9).  The  average  number  of  eating  binges 
per  week  was  14.1,  ranging  from  4 to  29  binges  per  week. 
Duration  of  the  eating  problem  for  these  patients  ranged  from 
8 months  to  20  years  with  a mean  duration  of  6.8  years. 

Each  patient  completed  a variety  of  clinical  measures  as 
part  of  the  comprehensive  evaluation  process  both  before 
and  during  treatment  with  the  MAO  inhibitor  phenelzine. 
These  included:  number  of  binges  per  week  (binge/week),  a 
measure  of  the  frequency  of  this  abnormal  eating  behavior; 
Eating  Attitudes  Test  (EAT-40),  40  item  version,  a measure  of 
the  severity  of  abnormal  eating  attitudes  and  behaviors  (14); 
Eating  Attitudes  Test-Factor  II  (EAT-II),  a subfactor  of  the 
EAT-40  which  specifically  measures  bulimia  and  food  preoc- 
cupation (14);  and  Beck  Depression  Inventory  (BDI),  a mea- 
sure of  depressive  symptomatology  (15).  Each  patient 
received  an  initial  dose  of  1 5 mg  per  day  of  phenelzine 
(Nardil),  which  was  increased  in  a stepwise  fashion  to  60  mg 
per  day  over  the  course  of  a four-week  period.  Platelet  MAO 
activity  was  measured  both  before  and  during  treatment  with 
the  MAO  inhibitor  to  assess  pretreatment  levels  of  this  en- 
zyme and  to  monitor  treatment  (16). 

Prior  to  treatment,  patients  were  informed  of  the  necessity 
of  adhering  to  a special  MAOI  diet.  Only  patients  judged 
likely  to  comply  on  the  basis  of  information  obtained  in  the 
interview  were  treated.  Patients  selected  for  treatment  with 
MAOIs  were  those  who  appeared  motivated  to  get  help  for 
their  problem,  completed  the  evaluation  which  was  con- 
ducted for  several  weeks,  expressed  interest  in  trying  medi- 
cation, and  shared  appropriate  concern  for  the  potential  risks 
involved.  In  contrast,  patients  who  expressed  concern  over 
their  ability  to  comply  with  the  diet,  chronically  binged  on  re- 
stricted foods,  or  were  believed  to  be  acutely  suicidal  or 
highly  impulsive  were  excluded.  About  20%  of  the  original 
pool  of  subjects  were  excluded  from  the  MAOI  treatment 
group.  None  of  the  selected  patients  were  pregnant  or 
planned  to  become  pregnant.  None  had  a coexisting  serious 
medical  illness.  All  patients  were  treated  for  six  weeks,  seen 
weekly  during  treatment,  and  assessed  in  terms  of  clinical 
status  and  medication  side  effects. 

Means  and  standard  deviations  were  calculated  for  each 
clinical  and  laboratory  measure,  and  Wilcoxon  matched- 
pairs  sign  rank  tests  were  conducted  to  determine  the  treat- 
ment efficacy  of  phenelzine.  Spearman  rank  order  correlation 
coefficients  were  calculated  to  determine  relationships 
among  the  clinical  and  laboratory  variables. 
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Results 

Results  of  our  study  are  summarized  in  Fig  2.  The  first  col- 
umn of  data  shows  the  pretreatment  means  and  standard 
deviations  for  each  of  the  clinical  measures  (ie,  eating  symp- 
tomatology, depression  symptomatology,  and  baseline 
platelet  MAO).  The  second  column  shows  the  post-treatment 
means  and  standard  deviations  for  each  of  the  same  mea- 
sures following  treatment  with  phenelzine.  The  third  column 
shows  the  level  of  significance  for  differences  between  each 
pretreatment  and  post-treatment  measure  using  one-tailed 
Wilcoxon  matched-pairs  sign  rank  test  for  eight  pairs.  Follow- 
ing treatment  with  phenelzine  for  six  weeks,  binge  frequency 
decreased  from  the  pretreatment  mean  of  14.4  (range  4 to 
29)  binges  per  week  to  a post-treatment  mean  of  3.1  (range  0 
to  4)  binges  per  week.  One  patient  described  the  effect  as 
miraculous  when  her  binge  frequency  dropped  from  21  to  0 
per  week  on  60  mg  of  phenelzine.  In  addition,  there  were 
significant  differences  between  the  pretreatment  and  post- 
treatment means  for  the  other  clinical  and  laboratory  mea- 
sures collected  in  this  study,  indicating  a significant  reduction 
in  pathological  eating  attitudes  and  behaviors,  depressive 
symptomatology,  and  platelet  MAO  activity. 

Percent  decrease  in  binges  per  week  constitutes  a stan- 
dard treatment  outcome  measure.  In  the  second  phase  of  the 
analysis,  depression  and  platelet  MAO  activity  were  exam- 
ined in  relation  to  outcome  to  determine  whether  either  of 
these  had  predictive  value.  Severity  of  pretreatment  de- 
pressive symptomatology  correlated  positively  with  outcome 
(R=.71 , p<.05).  Conversely,  baseline  platelet  MAO  activity 
related  inversely  to  outcome  (R=  - .65,  p<.05).  Subjects’ 
dose  of  phenelzine,  expressed  as  dose  per  kilogram  of 
weight,  also  correlated  positively  with  outcome  (R  = .81 , 
p<. 05)  as  well  as  with  percent  of  platelet  MAO  inhibition 
(R  = .81 , pc. 05). 

All  patients  adhered  to  the  MAOI  diet.  There  were  no  se- 
rious side  effects.  The  most  common  side  effect  was  postural 
hypotension,  experienced  as  some  light-headedness  with 
sudden  changes  of  posture. 

Discussion 

This  preliminary  study  suggests  that  the  MAO  inhibitor  phe- 
nelzine may  be  effective  in  the  treatment  of  bulimia.  The 
treatment  effects  are  striking  when  the  relatively  brief  time 
frame  needed  to  attain  these  effects  is  taken  into  account. 
For  example,  one  patient  ceased  binge  eating  and  experi- 
enced significant  relief  from  food  preoccupation  after  eight 
weeks  of  treatment  with  phenelzine.  In  contrast,  she  had  ex- 


perienced minimal  improvement  in  her  bulimia  during  eight 
years  of  psychotherapy  alone. 

Severity  of  depression  may  predict  which  bulimic  patients 
are  likely  to  benefit  most  from  MAOI  treatment.  This  study 
also  suggests  that  phenelzine  should  be  prescribed  on  a 
milligram  per  kilogram  of  body  weight  basis,  starting  in  a low 
dosage  range,  but  eventually  reaching  .8-1.0  mg/kg  of 
weight,  provided  that  side  effects  are  not  a problem. 

As  previously  noted,  we  were  interested  in  evaluating  the 
role  of  baseline  platelet  MAO  activity  both  in  classifying  pa- 
tients with  bulimia  and  in  predicting  which  patients  might  be 
most  responsive  to  phenelzine.  The  finding  that  treatment 
outcome  (percent  decrease  in  binge  frequency)  correlated 
inversely  with  baseline  platelet  MAO  activity  suggests  that 
there  may  be  a subgroup  of  bulimic  patients  with  low  platelet 
MAO  levels  who  respond  better  to  MAO  inhibitors  than  do 
patients  with  high  platelet  MAO.  Possibly  such  patients  also 
have  “atypical”  or  anxiety-associated  depression.  Silberman 
and  Post  (17)  found  that  low  levels  of  platelet  MAO  correlated 
with  a high  degree  of  “atypicality”  in  a group  of  depressed 
patients.  Others,  however,  have  found  higher  platelet  MAO 
activity  to  be  associated  with  MAOI-responsive,  atypical  de- 
pressive symptomatology  (16,18).  Further  studies  are  re- 
quired to  clarify  the  role  of  platelet  MAO  activity  in  classifying 
bulimic  patients  and  predicting  responsiveness  to  MAOI 
treatment. 

This  study  has  a number  of  limitations  which  suggest  that 
results  be  interpreted  with  caution.  First,  the  small  sample 
size  precludes  definitive  treatment  recommendations.  Sec- 
ond, the  study  relies  on  self-report  measures  of  deviant  be- 
havior which  could  be  subject  to  reporting  bias.  Third,  there 
was  no  placebo  control  group  to  rule  out  a placebo  effect 
from  taking  a medication.  Finally,  all  patients  received  medi- 
cation in  conjunction  with  brief  supportive  psychotherapy 
which  might  make  it  difficult  to  assess  the  effect  of  medica- 
tion alone. 

With  regard  to  the  above  list  of  problems,  it  should  be 
noted  that  Walsh  and  his  colleagues  have  recently  com- 
pleted a larger  placebo-controlled  study  of  phenelzine  in  the 
treatment  of  bulimia  which  demonstrated  more  conclusively 
the  effectiveness  of  this  medication  for  this  population  (19). 

In  contrast,  a primary  purpose  of  our  study  was  to  obtain  pre- 
liminary data  on  what  factors  might  predict  a favorable  re- 
sponse to  phenelzine  in  bulimia.  Regarding  the  method  of 
assessment  of  symptoms,  all  studies  of  bulimia  must  rely  on 
self-report  measures  given  the  secretive  nature  of  this  syn- 
drome. Although  we  do  not  know  how  much  psychotherapy 
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may  have  contributed  to  these  patients'  improvement,  the  re- 
ports of  a number  of  our  patients  who  had  received  extensive 
psychotherapy  lead  us  to  believe  that  it  was  not  sufficient  by 
itself  to  effect  significant  changes  in  their  bulimia. 

Our  impression  is  that  medication  treatment  of  bulimia, 
when  it  is  used,  should  be  only  one  part  of  a larger  treatment 
plan  that  includes  some  type  of  professional  psycho- 
therapeutic work.  This  combination  should  help  reduce  the 
risks  that  are  inherent  in  prescribing  an  MAO  inhibitor  to  a 
patient  whose  difficulties  are  precisely  in  the  area  of  exercis- 
ing appropriate  control  over  food  intake.  Our  patients  have 
not  had  any  serious  hypertensive  crisis  reactions  to  date. 
Other  investigators  with  a larger  experience  have  reported 
that  patients  sometimes  unknowingly  take  medications  (for 
example  “cold  medicines")  that  are  contraindicated  while 
taking  an  MAO  inhibitor.  They  may  then  experience  hyper- 
tensive reactions. 

Our  preliminary  impression  is  that  for  certain  patients  with 
severe  bulimia,  the  potential  risks  of  MAO  inhibitors  related 
to  not  maintaining  the  special  MAOI  diet  are  outweighed  by 
the  possibility  of  obtaining  significant  improvement  with  this 
medication.  Many  of  these  patients  have  been  burdened  with 
their  eating  problem  for  years,  and  have  experienced  little  or 
no  benefit  from  a treatment  orientation  that  was  exclusively 
psychological  or  behavioral.  Provided  that  appropriate  pre- 
cautions are  exercised,  MAO  inhibitors  appear  to  have  an 
important  role  to  play  in  the  treatment  of  bulimia.  Measures 
of  depression  and  platelet  MAO  activity  may  prove  useful  in 
identifying  patients  who  will  respond  best  and  in  adjusting 
treatment  dosage. 
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such  as  “smart”  medical  office  buildings,  free-stand- 
ing surgical  units,  urgent  care  centers,  nursing 
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care  industry,  RPC  offers  the  expertise  and  capa- 
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Gamble,  Vice  President  for  Health  Care 
Consulting,  or  Ron  Luke,  President.  In  Austin, 
call  472-7765.  Elsewhere  in  Texas  call  toll  free 
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Screening  for 
neurologic  disease  in 
impotent  patients 

Forty-seven  consecutive  males  (mean  age  58,  range 
19-74)  underwent  neurologic  screening  as  part  of  a 
comprehensive  diagnostic  program  for  impotence  to  de- 
termine the  incidence  of  underlying  neurologic  disease 
and  the  value  of  diagnostic  testing  of  the  somatic  and 
autonomic  nervous  systems.  Thirteen  patients  (28%) 
were  found  to  have  neurologic  disease.  Nine  had  dia- 
betic neuropathy,  two  spinal  stenosis,  and  two  myelopa- 
thy. In  1 1 of  13  (85%)  the  diagnosis  was  previously 
unsuspected.  The  neurologic  exam  was  abnormal  in  all 
patients  with  neurologic  disease.  Histamine  skin  test  re- 
sults were  abnormal  in  the  six  patients  who  were  tested 
and  who  had  neuropathy,  but  results  were  normal  in  pa- 
tients with  spinal  stenosis.  Bulbocavernosus  reflex  la- 
tency was  normal  in  two  of  three  neuropathy  patients 
(66%)  tested,  but  it  was  delayed  in  spinal  stenosis. 

Neurologic  examination  of  impotent  men  is  abnormal 
in  28%  and  therefore  should  be  part  of  the  routine  eval- 
uation of  those  who  don’t  have  a clear-cut  psychogenic 
cause.  Histamine  skin  testing  helps  confirm  peripheral 
neuropathy  since  autonomic  dysfunction  may  occur 
while  sensorimotor  findings  are  mild.  A prolonged 
bulbocavernosus  reflex  may  be  helpful  in  detecting 
spinal  stenosis. 


The  purpose  of  this  study  was  to  determine  if  routine  referral 
to  a neurologist  and  screening  for  neurologic  disease  is 
useful  in  unselected  patients  complaining  of  impotence. 

Recent  reports  document  that  organic  disease  is  respon- 
sible for  impotence  in  roughly  50%  of  patients  (1 ),  but  the 
relative  contribution  of  neurologic  disorders  has  not  been 
firmly  established.  In  addition,  there  is  no  consensus  on  the 
proper  way  to  evaluate  the  impotent  male  for  neurologic  dis- 
ease. A secondary  purpose  of  this  study  was  to  evaluate 
screening  tests  for  dysfunction  of  the  sacral  nerve  roots  and 
autonomic  nervous  system,  specifically  the  bulbocavernosus 
reflex  latency  and  histamine  skin  test.  These  tests  were 
chosen  because  sacral  radiculopathy  and  autonomic  neu- 
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ropathy  both  can  cause  impotence  and  often  cannot  be  de- 
tected with  certainty  on  the  neurologic  examination  alone. 
Reliable  screening  tests  which  are  simple  to  perform  in  the 
office  or  EMG  laboratory  might  therefore  be  useful.  There  are 
no  published  reports  of  the  use  of  either  of  these  tests  for  the 
evaluation  of  impotence  (2). 

Patients  and  methods 

We  performed  a prospective  analysis  of  47  consecutive  men 
(mean  age  58,  range  1 9-74  years)  complaining  of  impo- 
tence who  were  referred  to  a urologist  specializing  in  re- 
productive disorders.  The  patients  were  evaluated  over  a 24- 
month  period.  For  the  purposes  of  this  study,  impotence  was 
defined  as  the  “persistent  inability  of  the  patient  to  obtain  or 
maintain  an  erection  suitable  for  vaginal  penetration  and  the 
subsequent  act  of  coitus  (3).“  All  but  two  patients  complained 
of  impotence  according  to  this  definition,  and  noted  symp- 
toms lasting  from  four  months  to  30  years.  Two  patients  with 
myelopathy  complained  of  complete  inability  to  ejaculate  but 
were  able  to  have  erections  infrequently.  Nocturnal  tumes- 
cence monitoring  (NTM)  was  performed  in  seven  patients  in 
whom  the  distinction  between  organic  and  psychogenic  im- 
potence was  unclear  on  the  basis  of  history  and  physical 
exam.  The  test  was  abnormal  in  all  seven.  All  47  patients 
were  referred  for  neurologic  screening  regardless  of  the  re- 
sults of  NTM. 

All  patients  underwent  detailed  history  and  neurologic  ex- 
amination by  the  same  neurologist.  A histamine  skin  test  was 
applied  to  most  patients,  but  only  the  last  21  consecutive  pa- 
tients were  included  for  analysis  of  this  test  since  our  tech- 
nique was  not  sufficiently  standardized  in  the  first  patients 
studied.  Ultimately,  0.1  mL  of  a 1 /1 000  solution  of  histamine 
phosphate  (0.1  mg)  was  injected  intradermally  in  the  distri- 
bution of  the  L4-L5  dermatome.  The  site  of  injection  was  ex- 
amined after  10  min.  A positive  (abnormal)  test  was  indicated 
by  the  absence  of  a red  flare  surrounding  the  injection  site 
(4,5)  (Fig  1). 

Bulbocavernosus  reflex  latency  was  measured  in  six  pa- 
tients suspected  of  having  neuropathy  or  radiculopathy  on 
the  basis  of  history  or  neurologic  examination  but  in  whom 
the  diagnosis  was  still  in  doubt.  Stimuli  of  0.05  to  0.50  millisec- 
onds duration  were  used  using  ring  electrodes  on  the  penis 
and  recording  by  concentric  needle  electrode  in  the  right  and 
left  bulbocavernosus  muscle.  Bulbocavernosus  reflex  was 
considered  abnormal  when  latency  was  greater  than  42  milli- 
seconds (6,7). 

The  remainder  of  the  diagnostic  evaluation  in  these  pa- 
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tients  included  serum  testosterone  and  prolactin  levels, 
penile  blood  flow  studies  (8-12),  cystometry,  and  neuro- 
psychological testing.  EMG  and  myelography  were  per- 
formed in  1 1 and  2 patients  respectively. 

Results 

Thirteen  patients  (28%)  were  found  to  have  a neurologic  dis- 
ease which  might  be  responsible  for  their  impotence.  Other 
causes  in  descending  order  of  frequency  were  psychiatric,  20 
patients  (43%);  medication  or  alcohol,  four  patients  (9%); 
urologic  or  genital  trauma,  four  patients  (9%);  vascular  insuf- 
ficiency, three  patients  (6%);  and  undetermined,  two  patients 
(4%).  One  patient  (2%)  had  testosterone  insufficiency  (Fig  2). 

In  18  patients  below  40  years  of  age,  the  proportion  of  neu- 
rologic diagnoses  equaled  that  found  in  older  patients.  None 
of  the  younger  patients  had  vascular  disease  but  a slightly 
greater  number  had  urologic  (17%)  or  medication-related 
(11%)  causes  of  impotence. 

NEUROLOGIC  DIAGNOSES 

Of  the  1 3 patients  with  a neurologic  diagnosis,  nine  had  evi- 
dence of  neuropathy  based  on  neurologic  examination  (distal 
weakness,  muscle  wasting,  hyporeflexia,  and  sensory  loss). 
All  cases  of  neuropathy  were  due  to  diabetes.  One  of  the 
nine  patients  had  previously  undiagnosed  diabetes,  while  the 
other  eight  were  known  diabetics.  In  all  nine  patients,  the 
neuropathies  were  previously  asymptomatic  and,  therefore, 
unsuspected  before  the  impotence  evaluation. 

Two  of  the  1 3 neurologic  patients  had  lumbosacral  spinal 
stenosis  with  compression  of  multiple  nerve  roots.  In  one 


of  these  cases,  the  diagnosis  of  spinal  stenosis  was  un- 
suspected until  the  impotence  evaluation  was  performed. 
Findings  on  neurologic  examination  in  this  case  were  con- 
fined to  one  dermatome,  but  the  diagnosis  was  confirmed  by 
electrical  studies  and  myelography  (Fig  3).  The  other  patient 
had  previously  recognized  post-traumatic  spinal  stenosis 
with  evidence  of  multiple  root  involvement  on  neurologic 
examination. 

Two  patients  had  a myelopathy.  Neither  patient  met  our 
strict  definition  of  impotence  since  they  were  able  to  have 
occasional  satisfactory  erections,  but  both  had  total  ejacu- 
latory failure.  In  both  cases,  the  myelopathy  was  post- 
traumatic  and  evidenced  by  decreased  sensation  below 
T6  and  by  mild  spastic  paraparesis.  In  one  patient,  spinal 
cord  involvement  was  unsuspected  before  the  impotence 
evaluation. 

HISTAMINE  SKIN  TEST 

Results  of  the  histamine  skin  test  were  tabulated  in  the  last 
21  patients  examined.  Six  patients  had  evidence  of  periph- 
eral neuropathy  on  examination,  and  the  histamine  test  was 
abnormal  in  all  six  (Fig  4).  Of  the  1 3 patients  with  normal 
neurologic  examination  results,  the  histamine  skin  test  was 
abnormal  in  only  two.  The  test  was  normal  in  the  two  patients 
with  spinal  stenosis  involving  nerve  roots  below  L4,  ie,  the 
lowest  level  of  sympathetics  in  the  spinal  canal. 

BULBOCAVERNOSUS  REFLEX 

Bulbocavernosus  reflex  latency  was  measured  in  three  pa- 
tients with  diabetic  neuropathy  and  one  with  lumbosacral 


1 . Histamine  skin  test:  1 0 minutes  after  intradermai  injection  of  .1  cc  1/1 000 
histamine  phosphate.  (A)  Normal  control ; notice  the  pale  wheal  surrounded 


by  red  flare  (outlined );  (B)  Patient  with  diabetic  neuropathy 
and  impotence:  notice  absence  of  wheal  and  Hare. 
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Screening  spinal  stenosis.  All  four  had  evidence  on  neurologic  examina- 

tion and/or  myelogram  of  somatic  nervous  system  dysfunc- 
tion in  upper  sacral  dermatomes,  but  the  bulbocavernosus 
latency  was  only  slightly  prolonged  in  one  patient  with  neu- 
ropathy and  in  the  patient  with  spinal  stenosis  (Fig  5).  The 
bulbocavernosus  latency  was  normal  in  two  patients  with 
neuropathy  and  two  with  normal  neurologic  examination 
findings. 


2.  Diagnoses  in  47  impotent  patients. 


Diagnosis 

Number 

% 

Peripheral  neuropathy 

9 

19 

Neurologic 

Spinal  stenosis 

2 

4 

Myelopathy 

2 

4 

Psychiatric 

20 

43 

Medication/Toxic 

4 

9 

Non-Neurologic 

Urologic/Trauma 

Vascular 

4 

3 

9 

6 

Hormonal 

1 

2 

Undetermined 

2 

4 

Total 

47 

100 

3.  Lumbar  myelogram  (lateral  and  AP  views)  in  patient  with  impotence  and 
findings  of  L5-S1  radiculopathy  on  physical  exam.  The  histamine  skin  test 
was  normal,  but  the  bulbocavernosus  reflex  latency  was  prolonged.  Notice 
the  anterior  compression  of  nerve  roots  by  bulging  discs  at  the  three  lowest 
lumbar  levels,  and  both  anterior  and  posterior  compression  at  L5-S1. 
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Discussion 

Neurologic  disease  was  found  more  frequently  in  this  study 
than  previously  reported.  Slag  et  al  found  that  neurologic  dis- 
ease accounted  for  only  7%  of  impotence  occurring  in  men 
screened  in  a general  medical  outpatient  clinic  (13,14).  In  our 
series,  a greater  amount  of  neurologic  disease  was  detected 
in  part  because  all  patients  underwent  a careful  examination 
by  a neurologist.  In  1 1 (85%)  of  our  1 3 patients  with  neu- 
rologic disease,  the  physical  findings  were  subtle  and  the  di- 
agnosis was  therefore  unsuspected  before  the  neurologist’s 
evaluation.  However,  a detailed  neurologic  examination  indi- 
cated the  correct  diagnosis  in  all  cases. 

Nocturnal  tumescence  monitoring  may  help  determine  if 
impotence  is  of  organic  origin  by  recording  the  number  of 
erections  and  maximum  change  in  penile  circumference  dur- 
ing sleep  (15,16).  While  this  test  was  performed  in  only  15% 
of  our  patients,  all  47  patients  had  neurologic  screening  since 
our  purpose  was  to  assess  the  value  of  neurologic  screening 
in  a population  of  patients  complaining  of  impotence  prior  to 
any  determination  of  organic  versus  psychogenic  cause.  If 
our  screening  were  carried  out  only  in  those  with  abnormal 
NTM,  an  even  higher  incidence  of  neurologic  disease  would 
be  expected. 

Neurologic  disease  effecting  the  somatic  or  autonomic 
component  of  the  peripheral  nerve,  sacral  nerve  roots,  or 
spinal  cord  may  cause  impotence  (17).  A detailed  neuro- 
anatomic  review  is  beyond  the  scope  of  this  report,  but  cer- 
tain points  deserve  emphasis  in  understanding  the  impact  of 
neurologic  disease  and  the  value  of  our  screening  tests.  The 
pudendal  nerves  (S2-S4)  provide  the  somatic  innervation  to 
the  male  sexual  organs.  These  nerves  carry  motor  fibers  to 
the  bulbocavernosus  and  external  urethral  sphincter,  and  the 
dorsal  nerve  of  the  penis  transmits  sensation  from  the 
urethra  and  skin  (1 7).  This  reflex  arc  is  tested  by  measure- 
ment of  the  bulbocavernosus  latency  and  may  be  affected  by 
sacral  root  lesions  (spinal  stenosis). 

Both  the  parasympathetic  (S2-S4)  and  sympathetic  (T12- 
L4)  nervous  systems  are  important  for  normal  male  sexual 
function  (17-21 ).  Parasympathetic  fibers  make  up  the  pelvic 
nerves,  and  their  destruction  by  sacral  root  lesions  or  pelvic 
surgery  may  result  in  impotence  (1 7,20).  Lumbar  sympa- 
thetic fibers  innervate  the  seminal  vesicles  and  penile  vas- 
culature, and  sympathectomy  produces  a variable  effect  on 
sexual  function  depending  on  the  level  of  the  lesion.  White- 
law  (21 ) reported  impotence  in  30%  of  males  following  bilat- 
eral lumbar  sympathectomy.  This  incidence  was  even  higher 
if  LI  was  involved  (21 ).  Other  branches  of  the  lumbar  sympa- 
thetics  accompany  the  peripheral  nerves  to  the  leg  and  inner- 
vate the  vessels  of  the  skin.  Therefore,  the  integrity  of  the 
sympathetic  supply  to  the  genitalia  might  be  indirectly  evalu- 
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ated  by  the  histamine  skin  test  which  assesses  sympathetic 
innervation  of  the  cutaneous  vasculature  in  the  leg. 

Peripheral  neuropathy  was  the  most  common  neurologic 
diagnosis  in  our  series  and  was  caused  by  diabetes  in  all 
cases.  The  association  of  diabetes,  neuropathy,  and  impo- 
tence is  well  known.  Kolodny  et  al  found  impotence  in  49%  of 
diabetic  men  (22).  In  another  series,  neuropathy  was  found 
in  88%  of  impotent  diabetic  males  compared  to  12%  of  those 
not  impotent  (23).  Although  autonomic  dysfunction  is  an 
early  development  in  diabetic  neuropathy,  the  first  symptoms 
are  usually  caused  by  sensorimotor  nerve  abnormalities 
(24,25).  In  our  series,  all  patients  with  diabetic  neuropathy 
had  autonomic  dysfunction  as  indicated  by  an  abnormal  his- 
tamine skin  test.  They  also  had  evidence  of  sensorimotor 
neuropathy  on  physical  examination,  but  the  physical  find- 
ings were  often  subtle,  consisting  of  mild  distal  muscle  wast- 
ing or  sensory  loss.  Impotence,  therefore,  was  the  first 
symptom  of  the  underlying  neuropathy,  and  the  histamine 
skin  test  provided  useful  confirmatory  information  in  these 
patients. 

In  our  two  patients  with  spinal  stenosis,  the  neurologic  and 
EMG  examination  demonstrated  abnormalities  confined  to 
SI  and  S2  in  one  and  L5  in  the  other.  In  both  cases,  the 
physical  signs  and  EMG  findings  were  less  striking  than  the 
myelographic  evidence  of  compression  of  multiple  lumbar 
and  sacral  roots.  We  expect  that  the  impotence  was  pro- 
duced by  compression  of  the  lower  sacral  nerve  roots  since 
both  somatic  and  parasympathetic  fibers  arise  at  S2-S4.  Ab- 
normalities in  these  lower  sacral  dermatomes  may  be  difficult 
to  detect  on  neurologic  examination,  accounting  for  the  dis- 
crepancy between  the  few  physical  findings  and  the  severity 
of  the  symptoms  and  the  radiographic  abnormalities.  In  the 
one  case  in  which  it  was  carried  out,  the  bulbocavernosus 
reflex  was  useful  in  confirming  pathology  in  the  lower  sacral 
roots. 

Bulbocavernosus  reflex  measurements  were  insensitive 
for  diabetic  neuropathy  since  they  were  normal  in  two  of 
three  patients  tested.  Siroky  described  the  normal  range  of 
bulbocavernosus  reflex  latency  (6)  and  cited  one  report 
where  the  test  was  abnormal  in  85%  of  impotent  diabetics. 
Ertekin  found  abnormal  bulbocavernosus  reflex  latency  in 
patients  with  alcoholic  neuropathy,  but  determined  that  the 
test  “tended  to  remain  within  the  normal  range”  in  diabetic 
neuropathy  (26).  Our  results  in  patients  with  diabetic  neu- 
ropathy support  the  findings  of  Ertekin. 


4.  Results  of  histamine  skin  test. 


Number  of 

Number  of  Patients  with 

Diagnosis 

Patients 

Positive  Results 

Neuropathy 

6 

6 (100%) 

Spinal  stenosis 

2 

0 (0%) 

Other  (non-neurologic) 

13 

2'  (15%) 

'One  patient  with  unsuspected  radiculopathy. 

5.  Results  of  bulbocavernosus  reflex. 

Number  of  Latency 

Number  of  Patients  with 

Diagnosis 

Patients  (msec) 

Abnormal  Results 

Neuropathy 

3 38,32,43 

1 (33%) 

Spinal  stenosis 

1 45 

1 (100%) 

Other  (non-neurologic) 

2 33,27 

0 (0%) 
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The  great  nurse 
emancipation  case 

The  courts  traditionally  have  held  that  a nurse’s  profes- 
sional relationship  with  a patient  is  derivative  of  either  a 
patient-physician  or  patient-hospital  relationship.  Fur- 
thermore, damages  resulting  from  a nurse’s  negligence 
traditionally  have  been  imputed  to  the  physician  or  hos- 
pital considered  responsible  for  the  patient.  In  recent 
years,  however,  court  cases  have  defined  an  indepen- 
dent nurse-patient  relationship  that  stands  to  change 
the  nurse-physician  relationship  and  to  enhance  the 
nurse’s  professional  status. 


The  recent  Texas  case,  Lunsford  v Board  of  Nurse  Exam- 
iners (1 ) has  received  much  press  coverage  and  is  being  dis- 
cussed in  both  national  nursing  and  legal  journals.  This  case 
and  other  major  decisions  defining  the  role  of  the  nurse  are  of 
great  importance  to  physicians  also. 

With  the  following  words  the  Texas  Court  of  Appeals  has 
made  basic  changes  in  the  function  and  position  of  the  Texas 
nurse:  “We  hold  that  (the  nurse’s)  duty  (to  the  patient)  is 
not  derivative.  (The  nurse's)  duty  stems  from  the  privilege 
granted  ...  by  the  state  (2).”  The  full  impact  of  this  case  will 
not  be  known  for  some  time  until  other  courts,  the  legislature, 
and  administrative  boards,  such  as  the  Board  of  Nurse  Ex- 
aminers, have  reacted  to  this  landmark  holding. 

The  Court  of  Appeals  separated  the  nurse  from  “any  con- 
tractual agreement  with  her  employer  to  act  in  a certain  and 
prescribed  manner”  (3)  and  substituted  the  standards  of  pro- 
fessional nursing. 

Texas  courts  have  been  questioning  the  status  of  the 
nurse  for  at  least  1 4 years.  Historical  precedents  in  Texas 
and  in  other  states  are  important  in  understanding  the  evolu- 
tion of  Lunsford  v Board  of  Nurse  Examiners  and  in  appre- 
ciating what  this  case  means  to  the  future  of  professional 
nursing  in  Texas  and  across  the  country. 

The  nurse-patient  relationship 

The  concept  of  a legally  recognized  nurse-patient  relation- 
ship is  central  to  any  discussion  of  the  individual  professional 
responsibility  of  the  nurse.  Traditionally,  the  law  requires  all  of 
us  as  individuals  to  conform  to  a certain  standard  of  conduct 
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for  the  protection  of  others  against  unreasonable  risks.  The 
term  "negligence”  frequently  is  applied  to  the  failure  to  con- 
form to  the  standard  which  the  law  requires.  However,  there 
is  no  liability  for  conduct  if  there  is  no  duty  to  act  in  a particu- 
lar way.  One  of  the  earliest  appearances  of  what  we  know  as 
“duty”  was  in  the  liability  of  those  who  professed  to  be  com- 
petent in  certain  “public”  callings.  A carrier,  an  innkeeper,  a 
blacksmith,  or  a surgeon  was  regarded  as  holding  out  to  the 
public  as  one  in  whom  confidence  might  be  reposed  and 
hence  assuming  an  obligation  to  give  proper  service.  Most 
early  cases  were  concerned  almost  exclusively  with  positive 
acts  done  wrongly  or  misfeasance.  There  has  been  slow  de- 
velopment of  the  idea  that  certain  relations  between  parties 
might  impose  an  obligation  to  take  affirmative  action,  so  that 
there  might  be  liability  for  omission  to  act,  or  nonfeasance  (4). 

In  discussing  whether  the  nurse  has  an  affirmative  duty  to 
the  patient,  the  court  has  stated  that  ”...  the  obligation  to 
act  remains  to  this  day  very  largely  a matter  of  some  specific 
relationship”  (5).  On  the  same  basis,  a person  must  apply  a 
degree  of  care  that  is  reasonable  in  light  of  the  ability  and 
information  that  he  or  she  possesses.  A professional  may  be 
negligent  where  an  ordinary  person  would  not.  Most  of  the 
decided  cases  in  this  area  have  dealt  with  physicians  and 
surgeons,  but  the  same  concepts  are  undoubtedly  true  for 
dentists,  pharmacists,  attorneys,  architects,  engineers,  ac- 
countants, and  nurses. 

"Professional  nursing”  is  defined  by  statute  in  Texas  as  the 
performance  for  compensation  of  any  nursing  act  on  persons 
who  are  ill  (6).  By  statute,  the  Texas  Board  of  Nurse  Exam- 
iners is  charged  with  the  responsibility  of  regulating  the  prac- 
tice of  professional  nursing  within  the  state  (7).  As  part  of  this 
function,  they  may  define  standards  of  nursing  practice  which 
equate  with  the  “standards  of  care”  expected  within  the 
professional  community.  One  of  the  standards  of  nursing 
practice  is  that  the  registered  nurse  will  be  responsible  and 
accountable  for  his  or  her  actions  (8).  This  of  course  restates 
the  general  concept  that  each  of  us  is  responsible  for  our 
own  actions. 

The  nurse,  however,  has  been  somewhat  unique  in  medi- 
cal jurisprudence;  traditionally  courts  have  found  that  the 
nurse  s duty  was  derivative  of  either  the  doctor-patient  or  the 
hospital-patient  relationship  and  not  an  independent  relation- 
ship in  which  duty  may  be  implied.  In  part,  the  nurse  has 
been  held  in  this  subservient  role  because  of  the  concept  of 
vicarious  liability.  Vicarious  liability  is  a legal  theory  by  which 
a nurse’s  negligence  may  be  imputed  to  either  a physician  or 
a hospital  by  which  she  is  employed.  Many  reasons  have 
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been  offered  for  vicarious  liability,  but  what  has  emerged  as 
the  modern  justification  is  a rule  of  policy  that  there  should  be 
a deliberate  allocation  of  risk  for  losses  that  occur  within  the 
conduct  of  a business.  Otherwise  stated,  in  hard  fact,  the 
reason  for  the  physician's  or  hospital’s  liability  is  that  dam- 
ages should  be  taken  from  the  "deepest  pocket"  (9).  It  is  this 
concept  of  vicarious  liability  which  has  protected  the  nurse  as 
an  individual  from  large  money  judgments  but  has  also  denied 
the  nurse  professional  status  within  the  health  care  team. 

In  1 972,  the  Texas  Court  of  Civil  Appeals  decided  Childs  v 
Greenville  Hospital  Authority  (10).  The  fact  setting  was  this: 
Mrs  Childs  presented  herself  to  the  hospital  emergency  room 
in  the  early  morning  hours.  The  nursing  supervisor  inter- 
viewed the  patient  in  the  hospital  emergency  room  as  was 
the  routine  procedure  at  that  hospital.  The  nurse  determined 
that  the  patient  was  pregnant  and  that  she  was  having  con- 
tractions associated  with  childbirth.  The  nurse  telephoned 
the  doctor  assigned  to  admit  patients.  These  facts  were  un- 
contested. What  next  happened  is  uncertain.  The  doctor  by 
affidavit  said,  “I  told  the  nurse  ...  to  have  the  girl  (the  pa- 
tient) call  the  doctor  in  Garland  and  see  what  he  wanted  her 
to  do."  The  nurse  on  the  other  hand  reported  to  the  patient 
that  the  doctor  said  "for  her  to  go  and  see  her  own  doctor.” 

Having  undertaken  to  relay  the  doctor’s  statement,  did  the 
nurse  breach  a duty  she  owed  the  patient  if  the  statement 
was  not  conveyed  in  its  correct  form?  The  court  found  a 
doctor-patient  relationship  did  not  exist  between  the  emer- 
gency room  physician  and  the  patient.  Therefore  the  nurse's 
duty  was  not  derivative  of  the  doctor-patient  relationship.  In 
discussing  whether  the  nurse  had  a duty  to  the  patient,  the 
court  said:  “It  is  more  difficult,  bearing  in  mind  that  there  is  no 
doctor-patient  relationship,  to  find  a reasonable  basis  for  duty 
on  the  part  of  the  nurse”  (11).  This  recognizes  the  traditional 
concept  that  the  nurse’s  duty  was  derivative,  that  is,  it  arose 
as  part  of  her  responsibility  to  the  physician  or  to  the  hospital 
and  not  directly  to  the  patient. 

The  court  then  reasoned  that  if  "the  (nurse)  had  breached 
a duty  owing  (the  patient),  the  breached  duty  must  neces- 
sarily be  a product  of  the  relationship  of  the  two  parties"  (12). 
Duty  is  a question  of  law,  not  statutory  law  written  in  books, 
but  common  law.  Quoting,  not  from  previous  cases,  but  from 
a scholarly  test  the  court  said:  "...  (No)  better  statement 
can  be  made,  than  that  courts  will  find  a duty  where  in  gen- 
eral, reasonable  men  would  recognize  it  and  agree  it  exists" 

(1 3).  The  court  found  the  nurse  to  have  an  individual  duty  to 
the  patient  by  reason  of  employment  and  position.  Although 
the  derivative  argument  is  seen  by  reason  of  employment,  the 


court  dwelled  on  the  relationship  itself:  “Reasonable  men 
would  recognize  and  agree  . . . that  (the  nurse's)  relation  to 
the  patient  was  attended  with  responsibility,  and  that  a per- 
son in  the  position  of  the  nurse  had  a duty”  (14). 

The  duty  to  convey  a message  accurately  does  not  involve 
nursing  skills  but  is  sufficiently  related  to  be  part  of  a profes- 
sional responsibility  generally. 

Armstrong  v Morgan  (15),  a 1977  case,  involves  a similar 
question  of  duty.  The  action  was  brought  when  a company 
employee  was  terminated  as  a result  of  an  inaccurate  report 
given  by  a company-hired  physician.  Because  this  was  a 
company-sponsored  examination,  the  physician’s  duty  was 
to  the  company  which  had  authorized  the  examination  and 
not  to  the  company  employee.  Otherwise  stated,  no  doctor- 
patient  relationship  existed  and  therefore  the  physician  had 
no  duty  to  properly  diagnose  or  treat  the  company  employee. 
However,  the  court  said  the  physician  did  have  a duty  not  to 
injure  the  patient  physically  or  otherwise. 

From  this  negative  statement  of  duty  it  is  an  easy  step  to 
Stone  v Sisters  of  Charity  where  the  Washington  Court  of 
Appeals  found  a more  affirmative  duty:  "In  the  performance 
of  her  professional  duties,  a nurse  must  exercise  reason- 
able care  to  see  that  no  unnecessary  harm  came  to  her  pa- 
tient” (16). 

Although  these  cases  and  many  similar  ones  speak  of 
the  nurse’s  individual  duty,  it  is  important  to  note  they  have 
all  arisen  in  vicarious  liability  situations.  If  the  nurse  has 
breached  a duty,  the  injured  party  may  seek  to  expand  lia- 
bility to  others.  Recall  that  it  is  vicarious  liability  that  has  di- 
minished the  nurse’s  professional  status. 

The  next  two  cases  for  discussion  are  much  different. 
These  cases  arose  out  of  disciplinary  proceedings  by  the 
Texas  Board  of  Nurse  Examiners.  Board  proceedings  are 
subject  to  court  review. 

The  1 980  case  of  Murphy  v Rowland  (17)  was  brought  by 
the  Texas  Board  of  Nurse  Examiners.  In  Murphy,  the  Board  of 
Nurse  Examiners  suspended  a nurse’s  license  for  statutory 
“unprofessional  and  dishonorable  conduct"  because  she 
failed  to  contact  a physician  who  was  on  emergency  room 
call  when  requested  to  do  so  by  the  complainant’s  family.  The 
complaint  further  alleged  that  the  nurse  had  failed  to  evalu- 
ate the  status  of  the  patient  and  institute  appropriate  nursing 
intervention,  contrary  to  the  standards  of  nursing  practice  es- 
tablished and  published  by  the  board. 

The  patient  in  the  case  was  eight  months  pregnant  and 
had  awakened  in  great  pain.  The  family,  assuming  that  she 
had  begun  labor,  took  her  to  a midwife.  The  midwife  con- 
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eluded  that  the  patient  was  not  in  labor  and  that  her  pain 
represented  a more  serious  problem.  The  patient  was  taken 
to  the  local  hospital  and  examined  by  two  hospital  nurses. 
These  nurses  held  a telephone  conference  with  a physician, 
and  it  was  suggested  that  the  patient  be  taken  to  a second 
hospital.  Upon  arrival  at  the  second  hospital  the  patient's  cir- 
cumstances were  explained  to  the  nurse  who  checked  the 
patient  and  told  the  family  to  take  the  patient  to  still  a third 
hospital.  The  nurse  did  not  call  the  emergency  room  physi- 
cian “because  she  knew  what  he  would  tell  her  to  do,’’  and,  in 
fact,  the  emergency  room  physician  later  testified  as  to  the 
limitations  in  conducting  emergency  surgery  on  an  expectant 
mother  at  that  particular  hospital.  The  nurse  offered  to  call  a 
police  escort  to  take  the  family  to  the  third  hospital.  However, 
the  family  refused  and  took  the  patient  home  where  she  died 
of  a ruptured  uterus.  The  court  upheld  the  board's  suspen- 
sion of  the  nurse’s  license  based  upon  the  violation  of  both 
statutory  and  regulatory  standards. 

This  action  is  conceptually  different  than  those  previously 
reviewed.  The  earlier  cases  arose  as  a result  of  claimed  neg- 
ligence. In  those  cases,  the  negligence  of  the  nurse  was 
alleged  and  if  proven  could  have  been  imputed  to  the  em- 
ployer. The  Murphy  case  is  different  in  that  it  was  an  action 
brought  by  the  State  Board  of  Nurse  Examiners  to  suspend  a 
nurse’s  license  and  not  as  part  of  a civil  tort  or  contract  ac- 
tion. The  allegations  were,  in  essence,  that  the  nurse  had 
departed  from  the  professional  board’s  standards  in  such  a 
way  as  to  endanger  the  public.  The  law  has  evolved  from  the 
position  where  a court  made  special  note  of  the  difficulty  in 
finding  a nurse-patient  relationship  (where  a doctor-patient 
relationship  did  not  also  exist)  to  the  point  where  the  relation- 
ship is  assumed  to  exist  in  a professional  contact.  Here  the 
Board  of  Nurse  Examiners  on  its  own  initiative  was  allowed 
to  interpret  and  enforce  a standard  of  care  for  the  nursing 
profession. 

Murphy  is  important  because  of  the  court  recognition  of 
the  right  of  the  board  to  establish  and  regulate  professional 
nursing.  It  is  this  state  regulation  that  takes  standards  of 
nursing  care  out  of  the  local  hospital  and  on  to  a statewide 
standard.  The  practice  of  nursing  is  a highly  regulated  profes- 
sion and,  therefore,  the  applicable  standard  of  care  is  that  of 
the  reasonable  professional  within  the  jurisdiction  of  the 
board.  It  is  the  Texas  Court  of  Appeals  definition  of  profes- 
sionalism in  the  Lunsford  case  which  makes  it  so  unique. 


Lunsford  v Board  of  Nurse  Examiners 

Donald  Wayne  Floyd  presented  to  Willacy  County  Hospital 
where  nurse  Lunsford  was  employed.  Floyd’s  companion, 
Frances  Furrell,  left  him  in  a waiting  area  and  sought  assis- 
tance from  a physician.  She  explained  to  the  physician  that 
Floyd  was  having  chest  and  left  arm  pain.  The  physician  told 
the  woman  to  seek  the  assistance  of  Nurse  Lunsford.  He  in- 
structed the  nurse  to  send  the  patient  to  another  hospital 
which  was  24  miles  away.  Hospital  policy  was  to  send  all  pa-  ! 
tients  to  the  area  referral  hospital  unless  they  had  a physician 
on  the  local  hospital  staff  or  unless  it  was  a “life  or  death” 
situation. 

Nurse  Lunsford  saw  the  patient,  obtained  some  history, 
and  referred  the  patient  as  ordered  to  the  distant  hospital.  He 
died  en  route. 

Initially,  the  Lunsford  case  may  be  read  as  putting  an  al- 
most overwhelming  burden  on  the  nurse.  It  subjects  the 
nurse  to  close  scrutiny  by  the  Board  of  Nurse  Examiners  and 
the  court  and  takes  from  the  nurse  the  protection  of  physi- 
cian’s orders  and  hospital  policy.  But  in  a larger  sense  it  pro- 
vides the  emancipation  of  the  truly  professional  nurse. 

The  question  of  “legal  duty”  was  part  of  Lunsford’s  appeal 
and  was  decided  as  a matter  of  law  by  the  court;  the  case 
provides  logical  extension  of  the  concept  developed  in 
Murphy.  The  court  held  without  equivocation  that  the  nurse’s 
duty  is  not  derivative  from  a third  party  relationship.  The 
nurse’s  duty  to  the  patient  stems  from  the  privilege  granted 
by  the  state  of  Texas  in  licensing  and  is  therefore  subject  to 
the  standards  established  by  the  Board  of  Nurse  Examiners. 
The  board  standards  cannot  be  relieved  by  hospital  policy  or 
physician’s  order  since  the  nurse’s  obligation  is  to  the  public 
of  the  state  and  far  overrides  any  contractual  agreement  with 
the  employer  to  act  in  a certain  or  prescribed  manner.  What 
the  physician  or  hospital  may  require  of  its  nurses  has  little,  if 
anything,  to  do  with  the  obligation  that  specialized  training 
and  experience  may  impose  on  professional  nurses. 

The  Board  of  Nurse  Examiners  is  exerting  strong  influence 
over  professional  nurses  in  Texas.  Teams  of  special  inves- 
tigators are  being  used  to  process  complaints  for  board 
action.  Nurses  are  increasingly  aware  they  are  being  moni- 
tored. As  a result,  professional  nurses  are  much  more  closely 
assessing  not  only  their  relationships  with  the  patients  under 
their  care,  but  also  their  relationships  with  attending  physi- 
cians and  hospitals.  This  reassessment  of  the  physician- 
nurse  relationship  is  causing  much  consternation.  Many 
time-honored  practices  are  being  challenged:  nurses  are  re-  i 
fusing  verbal  orders  to  administer  narcotics  and  toxic  chemo- 
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therapy;  they  are  refusing  to  take  orders  from  intermediaries 
such  as  physicians’  office  nurses  and  are  requiring  written 
“do  not  resuscitate”  orders. 

Since  nurses  have  an  independent  relationship  with  pa- 
tients, they  have  legal  duties  to  the  patient  which  may  include 
revealing  inappropriate  or  substandard  physician  or  hospital 
care  to  the  patient;  and,  possibly,  intervention  with  the  physi- 
cian, either  directly  or  through  a “chain  of  command.” 

Such  broad  changes  in  the  legal  philosophy  of  nursing  are 
certain  to  cause  changes  in  the  physician-nurse  relationship. 
The  physician  remains  the  primary  care-giver,  but  the  nurse 
has  a much  enhanced  role.  This  enhanced  role  comes  with 
increasing  liability  for  care  which  the  nurse  personally  ren- 
ders or  care  ordered  by  the  physician  and  performed  by  the 
nurse.  Direct  intervention  into  medical  diagnostic  and  care 
decisions  may  be  required  of  the  nurse. 

Physicians  and  nurses  must  each  become  more  aware  of 
their  responsibilities  and  liabilities  under  the  law  so  that  ap- 
propriate teamwork  concepts  may  be  developed. 
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CLINICAL  ABSTRACTS 


Clinical  abstracts  are  selected  from  current  reviews  in  1 00 
internationally  recognized  journals  received  by  the  TMA  Me- 
morial Library  each  month. 


Iris  melanoma.  Nevus  or  malignancy?  Robert  C.  Kersten, 
MD;  David  T.  Tse,  MD;  and  Richard  Anderson,  MD.  Survey  of 
Ophthalmology,  Inc,  Survey  of  Ophthalmology,  vol  29,  May- 
June  1985,  pp  423-433. 

Although  iris  melanomas  have  an  excellent  prognosis  when 
diagnosed  and  treated  early,  they  should  not  be  considered 
benign  lesions.  The  authors  report  the  orbital  recurrence  of  a 
melanoma  in  a patient  whose  eye  had  been  enucleated  30 
years  earlier  because  of  an  iris  melanoma.  The  clinical,  epi- 
demiological, and  pathological  characteristics  of  iris  mela- 
nomas are  summarized  and  compared  to  those  of  other 
uveal  melanomas.  The  similarities  suggest  that  iris  mela- 
nomas are  not  by  nature  more  benign  than  other  uveal 
melanomas  and  that  their  better  prognosis  is  due  to  the  ear- 
lier detection  allowed  by  their  more  obvious  location. 


Primary  mediastinal  germinomas  in  females:  a case  re- 
port and  review  of  the  literature.  William  J.  Moriconi,  MD; 
Sarah  Taylor,  MD;  Manop  Huntrakoon,  MD,  et  al.  Alan  R. 

Liss,  Inc,  Journal  of  Surgical  Oncology,  vol  29,  1 985,  pp 
176-180. 

Primary  mediastinal  germinomas  in  females  are  rare.  Long- 
term survival  ranges  from  50%  to  81%,  depending  on  the 
initial  extent  of  disease.  Initial  spread  occurs  intrathoracically 
and  to  regional  nodes  with  late  hematogenous  dissemina- 
tion. The  roles  of  surgery,  radiation  therapy,  and  chemother- 
apy are  discussed. 


other  organs  examined  in  both  CM  and  NCM.  Cerebral  ves- 
sels from  CM  patients  were  more  tightly  packed  with  RBCs 
than  those  from  NCM  patients,  but  there  was  no  significant 
difference  in  the  amount  or  degree  of  endothelial  damage  or 
numbers  of  vessels  with  endothelial  pseudopodia.  Fibrillar 
(fibrin)  deposits  were  present  in  a small  proportion  of  ves- 
sels, but  no  thrombosis  was  present.  There  was  neither 
acute  nor  chronic  inflammation,  and  leukocytes  were  absent 
within  or  outside  cerebral  vessels.  There  was  no  immune 
complex  deposition  in  cerebral  vessels.  Parasites  in  cerebral 
vessels  were  mainly  trophozoites  or  schizonts.  Occasional 
RBC  remnants  following  parasite  release  were  seen.  Some 
parasites  were  degenerate,  resembling  crisis  forms.  PRBCs 
adhered  to  endothelium  via  surface  knobs.  It  is  concluded 
that  there  is  no  evidence  for  an  inflammatory  or  immune 
pathogenesis  for  human  cerebral  malaria  and  that  the  clinical 
effects  probably  relate  to  anoxia  and  the  metabolic  activities 
of  the  parasites. 


Motor  vehicle  accidents  related  to  psychiatric  impair- 
ment. Russell  Noyes,  Jr,  MD.  Cliggott  Publishing  Company, 
Psychosomatics,  vol  26,  no  7,  July  1985,  pp  569-580. 

To  aid  in  preventing  motor  vehicle  accidents,  physicians 
should  be  aware  of  psychiatric  factors  related  to  impaired 
driving  ability.  Individuals  with  alcoholism  and  personality  dis- 
orders account  for  much  of  the  increased  risk  of  accidents 
among  the  mentally  ill.  Alcoholics  are  involved  in  one  third  of 
accidents  involving  fatalities.  Contrary  to  speculation,  less 
than  5%  of  such  accidents  represent  suicides.  Individuals 
with  antisocial  traits  and  personality  also  appear  to  have  an 
important  role  in  motor  vehicle  accidents.  These  accidents 
are  often  preceded  by  stressful  life  events,  especially  disrup- 
tion of  important  relationships.  Alcohol  and  other  substances 
also  contribute  to  accident  risk. 


Human  cerebral  malaria.  A quantitative  ultrastructural 
analysis  of  parasitized  erythrocyte  sequestration.  G.G. 
Macpherson,  MA,  BM,  BCh,  DPhil;  M.J.  Warrell,  MB,  BS, 
MRCP,  MRCPath;  N.J.  White,  MD,  BSc,  MRCP,  et  al.  Ameri- 
can Association  of  Pathologists,  American  Journal  of  Pathol- 
ogy, vol  119,  1985,  pp  385-401. 

For  investigation  of  the  pathogenesis  of  cerebral  malaria,  im- 
mediate postmortem  samples  from  brain  and  other  tissues  of 
patients  dying  with  Plasmodium  falciparum  malaria,  with 
(CM)  or  without  (NCM)  cerebral  malaria,  were  processed  for 
electron  microscopy.  Counts  of  parasitized  erythrocytes 
(PRBCs)  in  cerebral  and  other  vessels  showed  that  the  pro- 
portion of  PRBCs  was  higher  in  CM  than  in  NCM,  and  also 
that  the  proportion  of  PRBCs  was  higher  in  the  brain  than  in 
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Low  incidence  of  side  effects 

CARDIZEM®  (diltiazem  HC1) 
produces  an  incidence  of  adverse 
reactions  not  greater  than  that 
reported  with  placebo  therapy, 
thus  contributing  to  the  patient’s 
sense  of  well-being. 

*Cardizem  is  indicated  in  the  treatment  of  angina  pectoris  due  to 
coronary  artery  spasm  and  in  the  management  of  chronic  stable 
angina  (classic  effort-associated  angina)  in  patients  who  cannot 
tolerate  therapy  with  beta-blockers  and/or  nitrates  or  who  remain 
symptomatic  despite  adequate  doses  of  these  agents. 
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of  diltiazem  hydrochloride  for  the  treatment  of  stable  angina 
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2.  Pool  PE,  Seagren  SC,  Bonanno  JA,  et  al:  The  treatment  of  exercise- 
inducible  chronic  stable  angina  with  diltiazem:  Effect  on  treadmill 
exercise.  Chest  78  (July  suppl):234-238,  1980. 


Reduces  angina  attack  frequency 

42%  to  46%  decrease  reported  in 
multicenter  study.1 

Increases  exercise  tolerance* 

In  Bruce  exercise  test,2  control 
patients  averaged  8.0  minutes  to 
onset  of  pain;  Cardizem  patients 
averaged  9.8  minutes  (P<.005). 

CARDIZEM 

(diltiazem  HC1) 

THE  BALANCED 
CALCIUM  CHANNEL  BLOCKER 


Please  see  full  prescribing  information  on  following  page. 
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PROFESSIONAL  USE  INFORMATION 

cardizem 

(dilhazem  HCI) 

30  mg  and  60  mg  tablets 

DESCRIPTION 

CARDIZEM*  (diltiazem  hydrochloride)  is  a calcium  ion  influx 
inhibitor  (slow  channel  blocker  or  calcium  antagonist).  Chemically, 
diltiazem  hydrochloride  is  1,5-Benzothiazepin-4(5H)one,3-(acetyloxy) 
-5-[2-(dimethylamino)ethyl]-2,3-dihydro-2-(4-methoxyphenyl)-, 
monohydrochloride, (+)  -cis-.  The  chemical  structure  is: 


Diltiazem  hydrochloride  is  a white  to  ott-white  crystalline  powder 
with  a bitter  taste.  It  is  soluble  in  water,  methanol,  and  chloroform. 
It  has  a molecular  weight  of  450.98.  Each  tablet  of  CARDIZEM 
contains  either  30  mg  or  60  mg  diltiazem  hydrochloride  for  oral 
administration, 

CLINICAL  PHARMACOLOGY 

The  therapeutic  benefits  achieved  with  CARDIZEM  are  believed 
to  be  related  to  its  ability  to  inhibit  the  influx  of  calcium  ions 
during  membrane  depolarization  of  cardiac  and  vascular  smooth 
muscle. 

Mechanisms  of  Action.  Although  precise  mechanisms  of  its 
antianginal  actions  are  still  being  delineated,  CARDIZEM  is  believed 
to  act  in  the  following  ways: 

1.  Angina  Due  to  Coronary  Artery  Spasm:  CARDIZEM  has  been 
shown  to  be  a potent  dilator  of  coronary  arteries  both  epicardial 
and  subendocardial.  Spontaneous  and  ergonovlne-induced  cor- 
onary artery  spasm  are  inhibited  by  CARDIZEM. 

2.  Exertional  Angina:  CARDIZEM  has  been  shown  to  produce 
increases  in  exercise  tolerance,  probably  due  to  its  ability  to 
reduce  myocardial  oxygen  demand.  This  is  accomplished  via 
reductions  in  heart  rate  and  systemic  blood  pressure  at  submaximal 
and  maximal  exercise  work  loads. 

In  animal  models,  diltiazem  interferes  with  the  slow  inward 
(depolarizing)  current  in  excitable  tissue.  It  causes  excitation-contraction 
uncoupling  in  various  myocardial  tissues  without  changes  in  the 
configuration  of  the  action  potential.  Diltiazem  produces  relaxation 
of  coronary  vascular  smooth  muscle  and  dilation  of  both  large  and 
small  coronary  arteries  at  drug  levels  which  cause  little  or  no 
negative  inotropic  effect.  The  resultant  increases  in  coronary  blood 
flow  (epicardial  and  subendocardial)  occur  in  ischemic  and  nonischemic 
models  and  are  accompanied  by  dose-dependent  decreases  in  sys- 
temic blood  pressure  and  decreases  in  peripheral  resistance. 

Hemodynamic  and  Electrophysiologic  Effects.  Like  other 
calcium  antagonists,  diltiazem  decreases  sinoatrial  and  atrioventricu- 
lar conduction  in  isolated  tissues  and  has  a negative  inotropic  effect 
in  isolated  preparations.  In  the  intact  animal,  prolongation  of  the  AH 
interval  can  be  seen  at  higher  doses. 

In  man,  diltiazem  prevents  spontaneous  and  ergonovine-provoked 
coronary  artery  spasm.  It  causes  a decrease  In  peripheral  vascular 
resistance  and  a modest  fall  in  blood  pressure  and,  in  exercise 
tolerance  studies  in  patients  with  ischemic  heart  disease,  reduces 
the  heart  rate-blood  pressure  product  for  any  given  work  load. 
Studies  to  date,  primarily  in  patients  with  good  ventricular  function, 
have  not  revealed  evidence  of  a negative  inotropic  effect:  cardiac 
output,  ejection  fraction,  and  left  ventricular  end  diastolic  pressure 
have  not  been  affected.  There  are  as  yet  few  data  on  the  interaction 
of  diltiazem  and  beta-blockers.  Resting  heart  rate  is  usually  unchanged 
or  slightly  reduced  by  diltiazem. 

Intravenous  diltiazem  in  doses  of  20  mg  prolongs  AH  conduction 
time  and  AV  node  functional  and  effective  refractory  periods  approxi- 
mately 20%.  In  a study  involving  single  oral  doses  of  300  mg  of 
CARDIZEM  in  six  normal  volunteers,  the  average  maximum  PR 
prolongation  was  14%  with  no  instances  of  greater  than  first-degree 
AV  block.  Diltiazem-associated  prolongation  of  the  AH  interval  is  not 
more  pronounced  in  patients  with  first-degree  heart  block.  In  patients 
with  sick  sinus  syndrome,  diltiazem  significantly  prolongs  sinus 
cycle  length  (up  to  50%  in  some  cases). 

Chronic  oral  administration  of  CARDIZEM  in  doses  of  up  to  240 
mg/day  has  resulted  in  small  increases  in  PR  interval,  but  has  not 
usually  produced  abnormal  prolongation.  There  were,  however,  three 
instances  of  second-degree  AV  block  and  one  instance  of  third- 
degree  AV  block  in  a group  of  959  chronically  treated  patients. 

Pharmacokinetics  and  Metabolism.  Diltiazem  is  absorbed 
from  the  tablet  formulation  to  about  80%  of  a reference  capsule  and 
is  subject  to  an  extensive  first-pass  effect,  giving  an  absolute 
bioavailability  (compared  to  intravenous  dosing)  of  about  40%.  CARDIZEM 
undergoes  extensive  hepatic  metabolism  in  which  2%  to  4%  of  the 
unchanged  drug  appears  in  the  urine.  In  vitro  binding  studies  show 
CARDIZEM  is  70%  to  80%  bound  to  plasma  proteins.  Competitive 
ligand  binding  studies  have  also  shown  CARDIZEM  binding  is  not 
altered  by  therapeutic  concentrations  of  digoxin,  hydrochlorothiazide, 
phenylbutazone,  propranolol,  salicylic  acid,  or  warfarin.  Single  oral 
doses  of  30  to  120  mg  of  CARDIZEM  result  in  detectable  plasma 
levels  within  30  to  60  minutes  and  peak  plasma  levels  two  to  three 
hours  after  drug  administration.  The  plasma  elimination  half-life 
following  single  or  multiple  drug  administration  is  approximately  3.5 
hours.  Desacetyl  diltiazem  is  also  present  in  the  plasma  at  levels  of 
10%  to  20%  of  the  parent  drug  and  is  25%  to  50%  as  potent  a 
coronary  vasodilator  as  diltiazem  Therapeutic  blood  levels  of 
CARDIZEM  appear  to  be  in  the  range  of  50  to  200  ng/ml.  There  is  a 
departure  from  dose-linearity  when  single  doses  above  60  mg  are 
given:  a 1 20-mg  dose  gave  blood  levels  three  times  that  of  the  60-mg 
dose.  There  is  no  information  about  the  effect  of  renal  or  hepatic 
impairment  on  excretion  or  metabolism  of  diltiazem. 

INDICATIONS  AND  USAGE 

1 Angina  Pectoris  Due  to  Coronary  Artery  Spasm.  CARDIZEM 


is  indicated  in  the  treatment  of  angina  pectoris  due  to  coronary 
artery  spasm.  CARDIZEM  has  been  shown  effective  in  the 
treatment  of  spontaneous  coronary  artery  spasm  presenting  as 
Prinzmetal’s  variant  angina  (resting  angina  with  ST-segment 
elevation  occurring  during  attacks). 

2 Chronic  Stable  Angina  (Classic  Effort-Associated  Angina). 
CARDIZEM  is  indicated  in  the  management  of  chronic  stable 
angina  CARDIZEM  has  been  effective  in  controlled  trials  in 
reducing  angina  frequency  and  increasing  exercise  tolerance 

There  are  no  controlled  studies  of  the  effectiveness  of  the  concomi- 
tant use  of  diltiazem  and  beta-blockers  or  of  the  safety  of  this 
combination  in  patients  with  impaired  ventricular  function  or  conduc- 
tion abnormalities. 

CONTRAINDICATIONS 

CARDIZEM  is  contraindicated  in  (1)  patients  with  sick  sinus 
syndrome  except  in  the  presence  of  a functioning  ventricular  pacemaker, 
(2)  patients  with  second-  or  third-degree  AV  block  except  in  the 
presence  of  a functioning  ventricular  pacemaker,  and  (3)  patients 
with  hypotension  (less  than  90  mm  Hg  systolic). 

WARNINGS 

1.  Cardiac  Conduction.  CARDIZEM  prolongs  AV  node  refrac- 
tory periods  without  significantly  prolonging  sinus  node  recov- 
ery time,  except  in  patients  with  sick  sinus  syndrome  This 
effect  may  rarely  result  in  abnormally  slow  heart  rates  (particularly 
in  patients  with  sick  sinus  syndrome)  or  second-  or  third-degree 
AV  block  (six  of  1243  patients  for  0.48%)  Concomitant  use  of 
diltiazem  with  beta-blockers  or  digitalis  may  result  in  additive 
effects  on  cardiac  conduction  A patient  with  Prinzmetal’s 
angina  developed  periods  of  asystole  (2  to  5 seconds)  after  a 
single  dose  of  60  mg  of  diltiazem 

2.  Congestive  Heart  Failure.  Although  diltiazem  has  a negative 
inotropic  effect  in  isolated  animal  tissue  preparations,  hemodynamic 
studies  in  humans  with  normal  ventricular  function  have  not 
shown  a reduction  in  cardiac  index  nor  consistent  negative 
effects  on  contractility  (dp/dt).  Experience  with  the  use  of 
CARDIZEM  alone  or  in  combination  with  beta-blockers  in  patients 
with  impaired  ventricular  function  is  very  limited.  Caution  should 
be  exercised  when  using  the  drug  in  such  patients. 

3.  Hypotension.  Decreases  in  blood  pressure  associated  with 
CARDIZEM  therapy  may  occasionally  result  in  symptomatic 
hypotension. 

4 Acute  Hepatic  Injury.  In  rare  instances,  patients  receiving 
CARDIZEM  have  exhibited  reversible  acute  hepatic  injury  as 
evidenced  by  moderate  to  extreme  elevations  of  liver  enzymes. 
(See  PRECAUTIONS  and  ADVERSE  REACTIONS.) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is  extensively  metab- 
olized by  the  liver  and  excreted  by  the  kidneys  and  in  bile.  As  with  any 
new  drug  given  over  prolonged  periods,  laboratory  parameters  should 
be  monitored  at  regular  intervals.  The  drug  should  be  used  with 
caution  in  patients  with  impaired  renal  or  hepatic  function  In  sub- 
acute and  chronic  dog  and  rat  studies  designed  to  produce  toxicity, 
high  doses  of  diltiazem  were  associated  with  hepatic  damage.  In 
special  subacute  hepatic  studies,  oral  doses  of  125  mg/kg  and 
higher  in  rats  were  associated  with  histological  changes  in  the  liver 
which  were  reversible  when  the  drug  was  discontinued  In  dogs, 
doses  of  20  mg/kg  were  also  associated  with  hepatic  changes; 
however,  these  changes  were  reversible  with  continued  dosing 

Drug  Interaction.  Pharmacologic  studies  indicate  that  there 
may  be  additive  effects  in  prolonging  AV  conduction  when  using 
beta-blockers  or  digitalis  concomitantly  with  CARDIZEM.  (See 
WARNINGS) 

Controlled  and  uncontrolled  domestic  studies  suggest  that  con- 
comitant use  of  CARDIZEM  and  beta-blockers  or  digitalis  is  usually 
well  tolerated  Available  data  are  not  sufficient,  however,  to  predict 
the  effects  of  concomitant  treatment,  particularly  in  patients  with  left 
ventricular  dysfunction  or  cardiac  conduction  abnormalities  In  healthy 
volunteers,  diltiazem  has  been  shown  to  increase  serum  digoxin 
levels  up  to  20%. 

Carcinogenesis,  Mutagenesis,  Impairment  ot  Fertility.  A 

24-month  study  in  rats  and  a 21 -month  study  in  mice  showed  no 
evidence  of  carcinogenicity.  There  was  also  no  mutagenic  response 
in  in  vitro  bacterial  tests  No  intrinsic  effect  on  fertility  was  observed 
in  rats. 

Pregnancy.  Category  C Reproduction  studies  have  been  con- 
ducted in  mice,  rats,  and  rabbits.  Administration  of  doses  ranging 
from  five  to  ten  times  greater  (on  a mg/kg  basis)  than  the  daily 
recommended  therapeutic  dose  has  resulted  in  embryo  and  fetal 
lethality.  These  doses,  in  some  studies,  have  been  reported  to  cause 
skeletal  abnormalities.  In  the  perinatal/postnatal  studies,  there  was 
some  reduction  in  early  individual  pup  weights  and  survival  rates. 
There  was  an  increased  incidence  of  stillbirths  at  doses  of  20  times 
the  human  dose  or  greater. 

There  are  no  well-controlled  studies  in  pregnant  women;  therefore, 
use  CARDIZEM  in  pregnant  women  only  it  the  potential  benefit 
justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers.  It  is  not  known  whether  this  drug  is  excreted 
in  human  milk  Because  many  drugs  are  excreted  in  human  milk, 
exercise  caution  when  CARDIZEM  is  administered  to  a nursing 
woman  if  the  drug's  benefits  are  thought  to  outweigh  its  potential 
risks  in  this  situation. 

Pediatric  Use.  Safety  and  effectiveness  in  children  have  not 
been  established. 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies  carried  out  to 
date,  but  it  should  be  recognized  that  patients  with  impaired  ventricu- 
lar function  and  cardiac  conduction  abnormalities  have  usually  been 
excluded 

In  domestic  placebo-controlled  trials,  the  incidence  of  adverse 
reactions  reported  during  CARDIZEM  therapy  was  not  greater  than 
that  reported  during  placebo  therapy. 

The  following  represent  occurrences  observed  in  clinical  studies 
which  can  be  at  least  reasonably  associated  with  the  pharmacology 
of  calcium  influx  inhibition.  In  many  cases,  the  relationship  to 
CARDIZEM  has  not  been  established.  The  most  common  occurrences, 
as  well  as  their  frequency  of  presentation,  are:  edema  (2  4%), 


headache  (2.1%),  nausea  (1.9%),  dizziness  (1.5%),  rash  (1.3%), 
asthenia  (1.2%),  AV  block  (1.1%).  In  addition,  the  following  events 
were  reported  infrequently  (less  than  1%)  with  the  order  of  presenta- 
tion corresponding  to  the  relative  frequency  of  occurrence. 


Cardiovascular: 


Nervous  System 
Gastrointestinal 


Dermatologic 

Other 


Flushing,  arrhythmia,  hypotension,  bradycar- 
dia, palpitations,  congestive  heart  failure, 
syncope. 

Paresthesia,  nervousness,  somnolence, 
tremor,  insomnia,  hallucinations,  and  amnesia. 
Constipation,  dyspepsia,  diarrhea,  vomiting, 
mild  elevations  of  alkaline  phosphatase,  SGOT, 
SGPT,  and  LDH. 

Pruritus,  petechiae,  urticaria,  photosensitivity. 
Polyuria,  nocturia. 


The  following  additional  experiences  have  been  noted: 

A patient  with  Prinzmetal’s  angina  experiencing  episodes  of 
vasospastic  angina  developed  periods  of  transient  asymptomatic 
asystole  approximately  five  hours  after  receiving  a single  60-mg 
dose  of  CARDIZEM. 

The  following  postmarketing  events  have  been  reported  infre- 
quently in  patients  receiving  CARDIZEM:  erythema  multiforme;  leu- 
kopenia; and  extreme  elevations  of  alkaline  phosphatase,  SGOT, 
SGPT,  LDH,  and  CPK  However,  a definitive  cause  and  effect  between 
these  events  and  CARDIZEM  therapy  is  yet  to  be  established. 


OVERDOSAGE  OR  EXAGGERATED  RESPONSE 


Overdosage  experience  with  oral  diltiazem  has  been  limited. 
Single  oral  doses  of  300  mg  of  CARDIZEM  have  been  well  tolerated 
by  healthy  volunteers.  In  the  event  of  overdosage  or  exaggerated 
response,  appropriate  supportive  measures  should  be  employed  in 
addition  to  gastric  lavage  The  following  measures  may  be  considered: 


Bradycardia 

High-Degree  AV 
Block 

Cardiac  Failure 
Hypotension 


Administer  atropine  (0.60  to  1.0  mg).  If  there 
is  no  response  to  vagal  blockade,  administer 
isoproterenol  cautiously. 

Treat  as  for  bradycardia  above.  Fixed  high- 
degree  AV  block  should  be  treated  with  car- 
diac pacing. 

Administer  inotropic  agents  (isoproterenol, 
dopamine,  or  dobutamine)  and  diuretics. 
Vasopressors  (eg,  dopamine  or  levarterenoi 
bitartrate). 


Actual  treatment  and  dosage  should  depend  on  the  severity  of  the 
clinical  situation  and  the  judgment  and  experience  of  the  treating 
physician. 

The  oral/LD50’s  in  mice  and  rats  range  from  415  to  740  mg/kg 
and  from  560  to  810  mg/kg,  respectively.  The  intravenous  LDM’s  in 
these  species  were  60  and  38  mg/kg,  respectively.  The  oral  LD50  in 
dogs  is  considered  to  be  in  excess  of  50  mg/kg,  while  lethality  was 
seen  in  monkeys  at  360  mg/kg.  The  toxic  dose  in  man  is  not  known, 
but  blood  levels  in  excess  of  800  ng/ml  have  not  been  associated 
with  toxicity. 


DOSAGE  AND  ADMINISTRATION 

Exertional  Angina  Pectoris  Due  to  Atherosclerotic  Coro- 
nary Artery  Disease  or  Angina  Pectoris  at  Rest  Due  to  Coro- 
nary Artery  Spasm.  Dosage  must  be  adjusted  to  each  patient's 
needs  Starting  with  30  mg  lout  times  daily,  before  meals  and  at 
bedtime,  dosage  should  be  increased  gradually  (given  in  divided 
doses  three  or  four  times  daily)  at  one-  to  two-day  intervals  until 
optimum  response  is  obtained.  Although  individual  patients  may 
respond  to  any  dosage  level,  the  average  optimum  dosage  range 
appears  to  be  1 80  to  240  mg/day.  There  are  no  available  data  concern- 
ing dosage  requirements  in  patients  with  impaired  renal  or  hepatic 
(unction.  If  the  drug  must  be  used  in  such  patients,  titration  should  be 
carried  out  with  particular  caution 

Concomitant  Use  With  Other  Antianginal  Agents: 

1 Sublingual  NTG  may  be  taken  as  required  to  abort  acute 
anginal  attacks  during  CARDIZEM  therapy. 

2.  Prophylactic  Nitrate  Therapy -CARDIZEM  may  be  safely 
coadministered  with  short-  and  long-acting  nitrates,  but  there 
have  been  no  controlled  studies  to  evaluate  the  antianginal 
effectiveness  of  this  combination. 

3.  Beta-blockers.  (See  WARNINGS  and  PRECAUTIONS.) 


HOW  SUPPLIED 

Cardizem  30-mg  tablets  are  supplied  in  bottles  of  100  (NDC 
0088-1771-47)  and  in  Unit  Dose  Identification  Paks  of  100  (NDC 
0088-1771-49).  Each  green  tablet  is  engraved  with  MARION  on  one 
side  and  1771  engraved  on  the  other.  CARDIZEM  60-mg  scored 
tablets  are  supplied  in  bottles  of  100  (NDC  0088-1772-47)  and  in  Unit 
Dose  Identification  Paks  of  100  (NDC  0088-1772-49).  Each  yellow 
tablet  is  engraved  with  MARION  on  one  side  and  1772  on  the  other. 
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The  addition  of  a diuretic 
enhances  the  efficacy 
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COMPLIANCE 

CONVENIENCE 


When  hypertension  control  is  complicated  by  the  need  for 
a beta-blocker  plus  a thiazide,  CORZIDE®  simplifies  patient 
compliance  with  reliable  once-a-day  dosing  in  a single  tablet. 
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CORZIDE 

(nadolol-bendroflumethiazide  tablets) 


CORZIDE®  40/5 
CORZIDE'  80/5 

Nadolol-Bendroflumethiazide  Tablets 

DESCRIPTION:  CORZIDE  (Nadolol-Bendroflumethiazide  Tablets)  for  oral  administration 
combines  two  antihypertensive  agents:  CORGARD®  (nadolol),  a nonselective  beta-adrener- 
gic blocking  agent,  and  NATURETIN®  (bendroflumethiazide),  a thiazide  diuretic-antihyper- 
tensive. Formulations:  40  mg  and  80  mg  nadolol  per  tablet  combined  with  5 mg  bendroflu- 
methiazide. 

CONTRAINDICATIONS:  Nadolol  — Bronchial  asthma,  sinus  bradycardia  and  greater  than 
first  degree  conduction  block,  cardiogenic  shock,  and  overt  cardiac  failure  (see  WARNINGS). 
Bendroflumethiazide  — Anuria,  and  in  those  with  previous  hypersensitivity  to  bendroflu- 
methiazide or  other  sulfonamide-derived  drugs. 

WARNINGS:  Nadolol  — Cardiac  Failure  — Sympathetic  stimulation  may  be  a vital  com 
ponent  supporting  circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibi- 
tion by  beta-blockade  may  precipitate  more  severe  failure.  Although  beta-blockers  should  be 
avoided  in  overt  congestive  heart  failure,  if  necessary,  they  can  be  used  with  caution  in 
patients  with  a history  of  failure  who  are  well  compensated,  usually  with  digitalis  and  diuretics 
Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart 
muscle  IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta- 
blockers  can,  in  some  cases,  lead  to  cardiac  failure.  Therefore,  at  the  first  sign  or  symptom  of 
heart  failure,  digitalize  and/or  give  diuretics,  and  closely  observe  response,  or  discontinue 
nadolol  (gradually,  if  possible) 


Exacerbation  of  Ischemic  Heart  Disease  Following  Abrupt  Withdrawal  — 

Hypersensitivity  to  catecholamines  has  been  observed  in  patients  withdrawn  from 
beta-blocker  therapy:  exacerbation  of  angina  and,  in  some  cases,  myocardial  infarc- 
tion have  occurred  after  abrupt  discontinuation  of  such  therapy.  When  discontinuing 
chronic  use  of  nadolol,  particularly  in  patients  with  ischemic  heart  disease,  gradually 
reduce  dosage  over  a 1-  to  2-week  period  and  carefully  monitor  the  patient. 
Reinstitute  nadolol  promptly  (at  least  temporarily)  and  take  other  measures  appro- 
priate for  management  of  unstable  angina  if  angina  markedly  worsens  or  acute 
coronary  insufficiency  develops.  Warn  patients  not  to  interrupt  or  discontinue 
therapy  without  physician  s advice.  Because  coronary  artery  disease  is  common 
and  may  be  unrecognized,  it  may  be  prudent  not  to  discontinue  nadolol  therapy 
abruptly  even  in  patients  treated  only  for  hypertension. 


Nonallergic  Bronchospasm  (e.g.,  chronic  bronchitis,  emphysema)  — PATIENTS  WITH 
BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA-BLOCKERS. 
Administer  nadolol  with  caution  since  it  may  block  bronchodiiation  produced  by  endogenous 
or  exogenous  catecholamine  stimulation  of  beta2  receptors  Major  Surgery  — Because  beta 
blockade  impairs  the  ability  of  the  heart  to  respond  to  reflex  stimuli  and  may  increase  the  risks 
of  general  anesthesia  and  surgical  procedures,  resulting  in  protracted  hypotension  or  low 
cardiac  output,  it  has  generally  been  suggested  that  such  therapy  should  be  withdrawn 
several  days  prior  to  surgery  Recognition  of  the  Increased  sensitivity  to  catecholamines  of 
patients  recently  withdrawn  from  beta-blocker  therapy,  however,  has  made  this  recommenda 
tion  controversial.  If  possible,  withdraw  beta-blockers  well  before  surgery  takes  place.  In 
emergency  surgery,  inform  the  anesthesiologist  that  the  patient  is  on  beta-blocker  therapy. 
Use  of  beta-receptor  agonists  such  as  isoproterenol,  dopamine,  dobutamine,  or  levarterenol 
can  reverse  the  effects  of  nadolol.  Difficulty  in  restarting  and  maintaining  the  heart  beat  has 
also  been  reported  with  beta-adrenergic  receptor  blocking  agents  Diabetes  and  Hypogly- 
cemia — Beta-adrenergic  blockade  may  prevent  the  appearance  of  premonitory  signs  and 
symptoms  (e  g.,  tachycardia  and  blood  pressure  changes)  of  acute  hypoglycemia.  This  is 
especially  important  with  labile  diabetics.  Beta-blockade  also  reduces  release  of  insulin  in  re- 
sponse to  hyperglycemia;  therefore,  it  may  be  necessary  to  adjust  dose  of  antidiabetic  drugs 
Thyrotoxicosis  — Beta-adrenergic  blockade  may  mask  certain  clinical  signs  (e  g.,  tachy- 
cardia) of  hyperthyroidism.  To  avoid  abrupt  withdrawal  of  beta-adrenergic  blockade  which 
might  precipitate  a thyroid  storm,  carefully  manage  patients  suspected  of  developing 
thyrotoxicosis. 

Bendroflumethiazide  — Use  with  caution  in  severe  renal  disease.  In  patients  with  renal 
disease,  azotemia  may  be  precipitated  With  impaired  renal  function,  effects  of  the  drug  may 
be  cumulative  Use  with  caution  in  impaired  hepatic  function  or  progressive  liver  disease, 
since  minor  alterations  of  fluid  and  electrolyte  balance  may  precipitate  hepatic  coma.  Sensi- 
tivity reactions  may  occur  in  patients  with  a history  of  allergy  or  bronchial  asthma.  Possibility 
of  exacerbation  or  activation  of  systemic  lupus  erythematosus  has  been  reported 
PRECAUTIONS:  General  — Nadolol  — Use  with  caution  in  patients  with  impaired  hepatic 
or  renal  function  (see  DOSAGE  AND  ADMINISTRATION). 

Bendroflumethiazide  — At  appropriate  intervals,  perform  serum  electrolytes  determination 
to  detect  possible  electrolyte  imbalance  warning  signs  of  which  are  dryness  of  mouth,  thirst, 
weakness,  lethargy,  drowsiness,  restlessness,  muscle  pains  or  cramps,  muscular  fatigue, 
hypotension,  oliguria,  tachycardia,  and  G.l.  disturbances  such  as  nausea  and  vomiting. 
Observe  patients  tor  clinical  signs  of  fluid  or  electrolyte  imbalance;  namely,  hyponatremia, 
hypochloremic  alkalosis,  hypokalemia.  Serum  and  urine  electrolyte  determinations  are  partic- 
ularly important  when  the  patient  is  vomiting  excessively  or  receiving  parenteral  fluids.  Drugs 
such  as  digitalis  may  influence  serum  electrolytes.  Hypokalemia  may  develop,  especially  with 
brisk  diuresis,  in  presence  of  severe  cirrhosis.  Interference  with  adequate  oral  electrolyte 
intake  will  also  contribute  to  hypokalemia.  Response  of  the  heart  to  toxic  effects  of  digitalis 
can  be  exaggerated  with  hypokalemia.  Use  potassium  supplements  such  as  high  potassium 
foods  to  avoid  or  treat  hypokalemia.  Any  chloride  deficit  is  generally  mild  and  usually  does  not 
require  specific  therapy  except  under  extraordinary  circumstances  (as  in  liver  or  renal 
disease).  Dllutional  hyponatremia  may  occur  in  edematous  patients  in  hot  weather;  appro- 
priate therapy  is  water  restriction  rather  than  salt  administration  except  in  rare  instances 
when  the  hyponatremia  is  life  threatening.  In  actual  salt  depletion,  appropriate  replacement  is 
the  therapy  of  choice. 

Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain  thiazide-treated 
patients.  Latent  diabetes  mellitus  may  become  manifest  during  thiazide  therapy.  Antihyper- 
tensive effects  of  bendroflumethiazide  may  be  enhanced  in  the  postsympathectomy  patient. 

Careful  reappraisal  of  therapy  and  consideration  given  to  withholding  or  stopping  diuretic 
therapy  is  necessary  if  rising  nonprotein  nitrogen  or  BUN  (indicative  of  progressive  renal  im- 
pairment) occurs.  Thiazides  may  decrease  serum  PBI  levels  without  signs  of  thyroid  distur- 
bance Thiazides  decrease  calcium  excretion.  Pathologic  changes  in  parathyroid  gland  with 
hypercalcemia  and  hypophosphatemia  have  been  occasionally  observed  with  prolonged 
therapy.  Common  complications  of  hyperparathyroidism  have  not  been  seen. 


Information  for  Patients  — Warn  patients,  especially  those  with  evidence  of  coronary  an 
insufficiency,  against  interruption  or  discontinuation  of  nadolol  without  physician's  adv 
Although  cardiac  failure  rarely  occurs  in  properly  selected  patients,  advise  patients  b< 
treated  with  beta-adrenergic  blocking  agents  to  consult  physician  at  the  first  sign  or  symp 
of  impending  failure  Advise  patients  of  proper  course  if  dose  inadvertently  missed. 
Laboratory  Tests  — Regularly  monitor  serum  and  urine  electrolyte  levels  (see  WARNIN 
Bendroflumethiazide.  and  PRECAUTIONS,  General.  Bendroflumethiazide). 

Drug  Interactions  — Nadolol  — When  administered  concurrently  the  following  drugs  r 
interact  with  beta-adrenergic  blocking  agents:  Anesthetics,  general  — exaggeratioi 
anesthetic -induced  hypotension  (see  WARNINGS,  Nadolol.  Ma/or  Surgery).  Antldlabn 
drugs  (oral  agents  and  insulin)  — hypoglycemia  or  hyperglycemia;  adjust  antidiabetic  c | 
dosage  accordingly  (see  WARNINGS,  Nadolol.  Diabetes  and  Hypoglycemia).  Catec  i 
amine-depleting  drugs  (e.g.,  reserpine)  — additive  effect,  monitor  closely  for  evidenc  I 
hypotension  and/or  excessive  bradycardia. 

Bendrof lumethiazide  — When  administered  concurrently  the  following  drugs  may  inte 
with  thiazide  diuretics  Alcohol,  barbiturates,  or  narcotics  — may  potentiate  orthost 
hypotension  Antidiabetic  drugs  (oral  agents  and  insulin)  — thiazide-induced  hypei  - 
cemia  may  require  adjustment  of  antidiabetic  drug  dosage.  Other  antihyperteni 
drugs  — additive  or  potentiated  effect  Corticosteroids,  ACTH  — intensified  electrolyte 
pletion,  particularly  hypokalemia  Ganglionic  or  peripheral  adrenergic  blocking  drugi 
potentiated  effect  Preanesthetic  ana  anesthetic  agents  — effects  may  be  potentia 
adjust  dosage  accordingly  Pressor  amines  (e.g.,  norepinephrine)  — possible  decre 
response  but  not  sufficient  to  preclude  their  use  Skeletal  muscle  relaxants,  nondepr 
izing  (e.g.,  tubocurarine)  — possible  increased  response 

Drug/Laboratory  Test  Interactions  — Discontinue  thiazides  before  tests  for  parathy 
function  (see  PRECAUTIONS,  General,  Bendroflumethiazide). 

Carcinogenesis,  Mutagenesis,  Impairment  o(  Fertility  — Nadolol  — In  1 to  2 years 

toxicologic  studies  in  mice,  rats,  and  dogs,  nadolol  did  not  produce  significant  toxic  effect 
2-year  oral  carcinogenic  studies  in  rats  and  mice,  nadolol  did  not  produce  neoplastic,  prei 
plastic,  or  nonneoplastic  pathologic  lesions  Bendroflumethiazide  — Long-term  studie 
animals  have  not  been  performed. 

Pregnancy  — Teratogenic  Effects  — Nadolol  — Category  C In  animal  reproduc 
studies  with  nadolol,  evidence  of  embryo-  and  fetotoxicity  was  found  in  rabbits,  but  not  in 
or  hamsters,  at  doses  5 to  10  times  greater  (on  a mg/kg  basis)  than  the  maximum  indie, 
human  dose,  no  teratogenic  potential  was  seen  in  any  of  these  species  There  are  nowell-i 
trolled  studies  in  pregnant  women;  therefore,  use  nadolol  in  pregnant  women  only  if  potei 
benefit  justifies  potential  risk  to  the  fetus  Bendroflumethiazide — Category  C An 
reproduction  studies  have  not  been  conducted.  This  drug's  effect  on  the  fetus  when  adm 
tered  to  a pregnant  woman  or  its  effect  on  reproductive  capacity  is  not  known.  Bendri 
methiazide  should  be  given  to  a pregnant  woman  only  if  clearly  needed  Nonteratogi 
Effects  — Since  thiazides  cross  the  placental  barrier  and  appear  In  cord  blood,  weigh  ar 
pated  benefit  of  the  drug  in  pregnant  women  against  possible  hazards  to  the  fetus;  tf 
hazards  include  fetal  or  neonatal  jaundice,  thrombocytopenia,  and  possibly  other  react 
which  have  occurred  in  adults. 

Nursing  Mothers  — Both  nadolol  and  bendroflumethiazide  are  excreted  in  human  r 
Because  of  the  potential  for  serious  adverse  reactions  in  nursing  infants  either  discont 
nursing  or  discontinue  therapy,  taking  into  account  the  importance  of  CORZIDE  (Nad 
Bendroflumethiazide  Tablets)  to  the  mother 

Pediatric  Use  — Safety  and  effectiveness  in  children  have  not  been  established. 
ADVERSE  REACTIONS:  Nadolol  — Most  adverse  effects  have  been  mild  and  transient 
have  rarely  required  nadolol  withdrawal  Cardiovascular  — Bradycardia  with  heart  rate 
less  than  60  beats  per  minute  occurs  commonly,  and  heart  rates  below  40  beats  per  mil 
and/or  symptomatic  bradycardia  were  seen  in  about  2 of  100  patients.  Symptom: 
peripheral  vascular  insufficiency,  usually  of  the  Raynaud  type,  have  occurred  in  app 
mately  2 of  100  patients.  Cardiac  failure,  hypotension,  and  rhythm/conduction  disturbar 
have  each  occurred  in  about  1 of  100  patients.  Single  instances  of  first  degree  and  I 
degree  heart  block  have  been  reported,  intensification  of  AV  block  is  a known  effect  of  t 
blockers  (see  also  CONTRAINDICATIONS.  WARNINGS,  and  PRECAUTIONS)  Central  I 
vous  System  — Dizziness  or  fatigue  reported  in  approximately  2 of  100  patients;  pa 
thesias,  sedation,  and  change  in  behavior  reported  in  approximately  6 of  1000  patie 
Respiratory  — Bronchospasm  reported  in  approximately  1 of  1000  patients  i 
CONTRAINDICATIONS  and  WARNINGS)  Gastrointestinal  — Nausea,  diarrhea,  abdorT 
discomfort,  constipation,  vomiting,  indigestion,  anorexia,  bloating,  and  flatulence  e 
reported  in  1 to  5 of  1000  patients  Miscellaneous  — Each  of  the  following  reported  in  1 
of  1000  patients  rash;  pruritus;  headache,  dry  mouth,  eyes,  or  skin,  impotence  or  decrea 
libido;  facial  swelling;  weight  gain;  slurred  speech;  cough;  nasal  stuffiness;  sweating;  tinm 
blurred  vision.  Although  relationship  to  drug  usage  is  not  clear,  sleep  disturbances  have  t 
reported.  The  oculomucocutaneous  syndrome  associated  with  practolol  has  not  t 
reported  with  nadolol  The  following  adverse  reactions  may  also  occur  Central  Nerv 
System  — reversible  mental  depression  progressing  to  catatonia,  visual  disturban 
hallucinations;  an  acute  reversible  syndrome  characterized  by  disorientation  for  time 
place,  short-term  memory  loss;  emotional  lability  with  slightly  clouded  sensorium,  decree 
performance  on  neuropsychometrics.  Gastrointestinal  — mesenteric  arterial  thrombi 
ischemic  colitis  Hematologic  — agranulocytosis;  thrombocytopenic  or  nonthromboc 
penic  purpura  Allergic  — fever  combined  with  aching  and  sore  throat,  laryngosps 
respiratory  distress  Miscellaneous  — reversible  alopecia,  Peyronie's  dise: 
erythematous  rash,  arterial  insufficiency. 

Bendroflumethiazide  — Gastrointestinal  System  — anorexia,  gastric  irritation,  nau; 
vomiting,  cramping,  diarrhea,  constipation,  jaundice  (intrahepatic  cholestatic  jaundice),  | 
creatitis  Central  Nervous  System  — dizziness,  vertigo,  paresthesia,  headache,  xantl 
sia  Hematologic  — leukopenia,  agranulocytosis,  thrombocytopenia,  aplastic  anei 
Dermatologic-Hypersensitivity  — purpura,  photosensitivity,  rash,  urticaria,  necroti 
angiitis  (vasculitis,  cutaneous  vasculitis)  Cardiovascular  — orthostatic  hypotension  i 
occur.  Other  — hyperglycemia,  glycosuria,  occasional  metabolic  acidosis  in  diabe: 
hyperuricemia,  allergic  glomerulonephritis,  muscle  spasm,  weakness,  restlessness.  Wl 
ever  adverse  reactions  are  moderate  or  severe,  thiazide  desage  sheuld  be  reduced  or  ther 
withdrawn 

OVERDOSAGE:  Nadolol  may  cause  excessive  bradycardia,  cardiac  failure,  hypotensioi 
bronchospasm  if  overdosed.  Overdosage  of  thiazides  may  cause  lethargy,  which  may 
gress  to  coma  within  a few  hours,  with  minimal  depression  of  respiration  and  cardiovasc 
function  arid  without  evidence  of  serum  electrolyte  changes  or  dehydration.  Gastrointes' 
irritation  and  hypermotility  may  occur.  Transitory  increase  in  BUN  and  serum  electrcj 
changes  may  occur,  especially  in  patients  with  renal  impairment. 

Treatment  — Nadolol  can  be  removed  from  the  general  circulation  by  hemodialysis.  In  de 
mining  duration  of  corrective  therapy,  take  note  of  the  long  duration  of  the  effect  of  nadolc 
addition  to  gastric  lavage,  employ  the  following  measures,  as  appropriate.  Exi 
sive  Bradycardia  — Administer  atropine  (0.25  to  1.0  mg).  If  there  is  no  response  to  v; 
blockade,  administer  isoproterenol  cautiously.  Cardiac  Failure  — Administer  a digi 
glycoside  and  diuretic.  It  has  been  reported  that  glucagon  may  also  be  useful  in  this  situal 
Hypotension  — Administer  vasopressers,  e.g..  epinephrine  er  levarterenol.  (There  is 
dence  that  epinephrine  may  be  the  drug  of  choice.)  Bronchospasm  — Administer  a bt 
stimulating  agent  and/or  a theophylline  derivative  Stupor  or  Coma  — Supportive  therap 
warranted  Gastrointestinal  Effects  — Symptomatic  treatment  as  needed.  BUN  an 
Serum  Electrolyte  Abnormalities  — Institute  supportive  measures  as  required  to  main 
hydration,  electrolyte  balance,  respiration,  and  cardiovascular  and  renal  function. 
DOSAGE  AND  ADMINISTRATION:  DOSAGE  MUST  BE  INDIVIDUALIZED  Patients 
renal  failure  require  adjustment  in  dosing  interval;  see  package  insert  for  dosage  in  tf 
patients. 

Consult  package  insert  before  prescribing  CORZIDE  (Nadolol-Bendroflumethla: 
Tablets). 

HOW  SUPPLIED:  Available  as  scored  tablets  containing  40  mg  nadolol  combined  with  5 mg 
droflumethiazide  and  80  mg  nadolol  combined  with  5 mg  bendroflumethiazide  in  bottles  of 


THINGS  THEY 
NEVER  TAUGHT  IN 
MEDICAL  SCHOOL 


In  today's  world  of  medicine  you  have  to  be  more 
than  a good  clinician  to  succeed  in  your  individual  or 
group  practice.  Your  diagnostic  and  treatment  skills  are 
as  important  as  ever . . . maybe  even  more  so. 

But,  the  fact  remains  that  in  addition  to  practicing 
medicine,  you're  managing  an  increasingly  complex 
operation.  And  in  spite  of  all  the  years  of  rigorous  study, 
your  training  back  in  med  school  and  during  your  resi- 
dency probably  didn't  fully  prepare  you  for  the  execu- 
tive decision  maker  that  you  are  . . . or  must  become. 

But  now  you're  out  there  on  your  own.  You  know 
the  demands  of  private  practice  . . . planning,  staffing, 
record  keeping,  financial  management  and  the  whole 
range  of  procedures  associated  with  third-party  payment 
systems.  And  as  your  practice  grows,  your  managerial 
responsibilities  grow,  too. 

That's  why  the  Texas  Medical  Association  and  the 
Conomikes  Associates  are  co-sponsoring  the  Medical 
Management  Conference  and  Exposition. 

It's  a one-of-a-kind  event  that  is  dedicated  to  meet- 
ing the  business  education  needs  of  today's  physicians, 
group  and  clinic  administrators  and  medical  office 
managers. 

The  conference  program  will  present  timely  and 
relevant  topics  that  you  can  readily  apply  to  your  own 
practice.  Topics  like  . . . Business  Equipment  Needs . . . 
Patient  Scheduling  Systems  . . . Computers  in  Medical 
Practice  . . . Management  Software  for  the  Medical  Pro- 
fession . . . Risk  Reduction/Malpractice  . . . and  many 
more. 


And  the  exposition  will  give  you  an  opportunity  to 
see  the  latest  equipment,  systems  and  services  that  can 
save  you  time  and  money.  If  you're  looking  to  streamline 
your  office  procedures,  become  more  efficient,  more 
productive  . . . and,  yes,  more  profitable,  then  Medical 
Management  is  for  you. 

Plan  now  to  attend.  For  more  information,  simply 
return  the  coupon.  We'll  send  you  complete  details. 
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( ) Yes,  I'm  interested  in  attending.  Please  send  me  the  complete  seminar 

brochure. 

( ) I may  be  interested  in  exhibiting.  Please  send  me  complete  information. 

Name 

Title 

Affiliation  

Address —— — 


City — State Zip 

Phone  ( ) — 

Please  send  to:  TEXAS  MEDICAL  ASSOCIATION 
Practice  Management  Department 
1801  North  Lamar  Blvd. 

Austin,  Texas  78701 
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DRGs:  Failure  or  financial  wizardry? 


As  the  Medicare  program  passes  its  20th  anniversary  this 
year,  it  is  in  the  throes  of  a fiscal  revolution.  The  program’s 
cost  has  grown  from  $1  billion  a year  in  1965  to  $71  billion  a 
year,  including  a hospital  budget  of  $48  billion.  The  govern- 
ment leadership  has  demanded  a cost  rollback,  and  the  re- 
sulting plan  is  at  the  center  of  a national  controversy. 

The  frugality  plan  includes  a prospective  payment  system 
(PPS)  that  bases  the  amount  of  reimbursement  to  hospitals 
on  467  diagnostic  related  groups  (DRGs),  rather  than  actual 
costs.  The  program  began  on  a limited  basis  in  October 
1983  and  is  in  the  process  of  a three-year  phase-in.  As  of 
February  1985,  83%  of  Medicare  inpatient  hospital  pay- 
ments were  under  the  PPS. 

Although  the  program  appears  to  be  a financial  success, 
some  observers  argue  that  in  human  terms,  the  PPS  is  a 
failure.  They  contend  that  access  to  care  and  quality  of  care 
are  at  stake  because  the  system  has  shortened  hospital 
stays  and  put  small  hospitals  in  a financial  bind.  Especially 
at  risk  are  the  elderly  in  rural  areas  Seeking  refuge  from 
hectic  cities,  they  may  find  themselves  suffering  from  lack  of 
health  care.  The  administrator  of  a rural  Texas  hospital  ac- 
cuses the  system  of  pushing  Medicare  patients  to  “the 
verge  of  being  denied  relief  of  actual  pain  and  suffering.  ” 

On  the  second  anniversary  of  the  birth  of  the  prospective 
payment  system,  Texas  Medicine  examines  its  effects  on  the 
state’s  elderly,  rural  population. 


Bureaucrats  have  debated  the  merits  of  prospective  pay- 
ment since  at  least  1972,  the  date  of  the  Social  Security  Act 
amendments  that  instructed  the  Department  of  Health,  Edu- 
cation, and  Welfare  to  study  alternative  payment  systems.  In 
1976,  the  Institute  of  Medicine  endorsed  a PPS  in  its  policy 
statement  on  controlling  the  supply  of  hospital  beds.  Now 
that  the  system  is  operating,  its  success  in  financial  terms 
appears  undeniable.  Although  spending  on  health  care  in- 
creased 9.1%  during  1 984,  it  is  the  first  time  in  20  years  that 
medical  inflation  has  dropped  below  double-digit  levels.  The 
Reagan  Administration  credits  the  slowing  of  health  care  cost 
inflation  to  the  cost  containment  restrictions  imposed  on 
Medicare  and  Medicaid. 

The  prospective  payment  system  (PPS),  which  relies  on 
diagnostic  related  groups  (DRGs)  to  determine  the  amount 
that  will  be  paid  for  a Medicare  patient's  stay  in  a hospital, 
has  been  a financial  boon  for  many  hospitals.  The  American 
Hospital  Association  reports  that  profits  for  the  hospital  in- 
dustry as  a whole  rose  to  $2.8  billion  in  the  first  quarter  of 
1 985 — a 22%  increase  over  the  first  quarter  of  1 984. 

The  irony  is  that  lost  in  the  statistics  are  the  nation's 
smaller  hospitals.  These  hospitals,  most  often  located  in 
small  communities,  are  surviving,  but  not  booming.  Despite 


overall  success  for  the  industry,  1 8%  of  hospitals  are  losing 
money. 

A study  described  in  the  New  England  Journal  of  Medicine 
accuses  DRGs  of  overpaying  teaching  hospitals  and  under- 
paying community,  nonteaching  hospitals.  The  researchers 
criticize  DRGs'  failure  to  reflect  differences  in  severity  among 
patients  within  the  same  classification.  And,  the  American 
Medical  Association's  DRG  Monitoring  Project  supports  the 
assertion  that  small  or  rural  hospitals  are  underpaid. 

Carl  Shaner,  PhD,  vice-president  for  research  at  the  Texas 
Hospital  Association,  further  explained  the  problem  with  the 
bullish  statistics.  “It  is  basically  true  that,  overall,  hospitals 
have  done  fairly  well  under  the  DRG  system.  One  of  the 
problems  is  the  capriciousness  of  statistics.  What  I mean  is, 
if  I were  running  a large  urban  hospital,  and  I had  500  gall- 
bladder cases  a year  and  20  of  them  had  a longer  than  usual 
stay,  and  it  would  cost  me  $7,000  to  $8,000, 1 could  absorb 
that.  In  a small  hospital,  where  you  do  maybe  1 0 gallbladder 
operations  a year,  if  one  of  them  turns  out  to  be  atypical,  you 
don’t  have  the  same  base  to  absorb  the  cost.” 

A look  at  Goodall-Wicher  Hospital  in  Clifton,  Tex,  translates 
the  situation  to  human  terms.  This  nonprofit,  72-bed  facility  is 
the  only  hospital  in  Clifton,  a city  of  just  over  3,000  residents. 
It  is  located  north  of  Waco  in  Bosque  County,  where  almost 
one  fourth  of  the  residents  are  65  years  of  age  and  older. 

Hospital  administrator  Jim  Smith  reflected  on  the  effect 
that  DRGs  have  had  on  the  hospital  that  he  has  worked  in  for 
almost  20  years. 

“Really,  as  far  as  the  prospective  payment  system  itself, 
DRGs  have  paid  us  fairly  well,”  he  said.  “I  can’t  talk  for  all  the 
other  rural  hospitals,  but  it’s  probably  fair,  except  in  unusual 
cases  where  outliers  and  extraordinary  length  of  stay  are 
involved." 

However,  the  number  of  admissions  at  Goodall-Wicher 
Hospital  has  dropped  by  15%,  possibly  in  anticipation  of 
problems  with  the  peer  review  system.  The  average  occu- 
pancy rate  of  the  hospital  has  dropped  from  68%  to  45%.  The 
average  length  of  stay  for  Medicare  patients  has  dropped 
from  7.9  days  to  6.1  days. 

Peer  review  organizations  come  hand  in  hand  with  the 
DRG  program  in  the  battle  to  contain  costs,  evaluating  the 
medical  necessity  of  hospitalization  for  Medicare  patients.  In 
Texas,  the  PRO  agent  is  Texas  Medical  Foundation.  The 
Health  Care  Financing  Administration  awarded  TMF  an 
$1 8.5  million,  two-year  contract  effective  Oct  1 , 1 984.  The 
foundation’s  contract  proposal  stated  that  Medicare  hospital 
admissions  would  be  reduced  by  more  than  1 00,000  by  Oct 
1,  1986. 

Mr  Smith  noted,  “We’ve  always  prided  ourselves — or  our 
physicians  have — in  being  pretty  conservative  in  our  admit- 
ting practices.  But,  at  the  same  time,  we  have  had  a drop  in 
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admissions  and  a lot  more  services  are  ottered  on  an  outpa- 
tient basis.  Clifton  is  a fairly  small  town,  and  we  get  a lot  ot 
people  from  the  county  and  out  of  the  county.  Some  of  them 
have  to  drive  40  or  50  miles  to  get  here.  And,  if  you're  75  or 
80  years  old,  it’s  very  difficult  to  have  some  procedures  done 
on  an  outpatient  basis,  but  that's  the  way  it’s  being  done.” 

As  hospitals,  both  rural  and  urban,  have  come  to  grips  with 
DRGs  and  PROs,  they  have  looked  for  alternative  methods 
of  economic  survival.  One  approach  is  to  keep  staff  lean  and 
efficient.  THA's  Dr  Shaner  pointed  out  that  this  trend  began 
before  the  implementation  of  DRGs  and  PROs,  even  though 
those  programs  might  have  been  called  the  culprits. 

He  explained:  “A  couple  of  years  ago,  even  before  the 
DRG  system  came  into  effect,  there  was  already  a decline  in 
the  hospital  population.  First  of  all  because  the  economy  was 
not  good,  and  a lot  of  people  lost  their  health  insurance. 
Companies  had  started  to  alter  their  benefit  packages  and 
have  higher  deductibles.  A lot  of  hospitals  realized  that  they 
were  experiencing  a downturn  in  occupancy  that  would  be  a 
long-term  trend — it  wouldn’t  turn  around  next  week.  And, 
they  also  realized  that  they  had  more  personnel  than  they 
needed.  But,  many  people  were  reluctant  to  start  reduction 
through  attrition — programs  that  essentially  are  bad  PR.  So, 
when  the  DRG  system  came  in,  many  people  pointed  the 
finger  at  it.” 

Between  1982  and  1983,  the  most  recent  data  available 
and  predating  the  implementation  of  DRGs,  hospital  full  time 
equivalent  personnel  totals  for  Texas  had  dropped  from 
237,448  to  224,532,  a 5.5%  decrease.  Ironically,  cuts  in  staff 
can  bring  small  hospitals  to  the  edge  of  losing  Medicare  ac- 
creditation, which  has  minimum  staff  requirements. 

Goodall-Wicher  Hospital’s  revenues  decreased  by  $1  mil- 
lion over  the  past  year,  and  the  hospital,  like  many  others  is 
considering  alternative  revenue  sources  and  services  for  pa- 
tients who  must  be  dismissed  before  they  can  care  for  them- 
selves at  home. 

“Last  November  we  were  approved,  and  we  opened  our 
home  health  agency,"  Mr  Smith  said.  "Prior  to  that,  we 
opened  our  ambulatory  services  facility  to  take  care  of  the 
things  that  we  could  see  were  coming.  And,  that  helped  quite 
a bit.  It’s  been  a joint  venture  in  that  the  doctors  utilize  the 
hospital’s  facilities  for  their  outpatient  services." 

Other  alternate  sources  of  income  include  “swing  beds,”  or 
hospital  beds  that  can  be  used  for  various  levels  of  care  at 
varying  costs.  Hospitals  also  are  establishing  home  health 
agencies,  exercise  and  outpatient  clinics,  and  even  catering 
services  from  their  cafeterias. 

Economics  aside,  there  is  concern  that  DRGs  jeopardize 
the  quality  of  health  care  as  patients  leave  hospitals  earlier 
and  sicker.  A recent  survey  by  the  federal  government’s  Gen- 
eral Accounting  Office  lends  credence  to  the  concern.  The 


Medicare  facts  and  figures 

A review  of  Medicare  yields  a superabundance  of  statistics.  Follow- 
ing are  some  facts  of  interest: 

—As  of  July  1,  1983,  the  Health  Care  Financing  Administration 
reported  that  1,407,015  Texans  were  on  the  Medicare  rolls.  Of  that 
number,  455,238,  or  32%,  lived  outside  Metropolitan  Statistical 
Areas  and  Primary  Metropolitan  Statistical  Areas,  as  defined  by  the 
US  Office  of  Management  and  Budget. 

—According  to  the  Texas  Almanac,  the  state's  older  population  is 
less  urbanized  than  the  population  as  whole.  In  urban  areas,  9%  of 
the  population  is  aged  65  and  older;  in  rural  areas,  12.2%  of  the 
population  is  65  and  older.  The  highest  concentration  of  older  Tex- 
ans is  in  rural  communities  of  1 ,000  to  2,500  people,  with  1 6 5%  of 
those  persons  age  65  and  over. 

— The  Texas  Department  on  Aging  reports  that  there  are  more 
than  2 million  older  Texans,  making  the  state  rank  fifth  in  total 
population  60  years  of  age  or  older.  Based  on  the  department's 
figures  from  the  1 980  census,  1 ,902,71 0 Texans  were  over  60 
years  of  age  when  the  1980  census  was  taken.  During  the  past  four 
decades,  while  the  total  population  of  Texas  was  doubling,  the 
state's  older  population  tripled.  By  the  year  2000,  Texas  will  have 
3.5  million  residents  60  or  older,  an  increase  of  83%  over  the  1980 
figures.  By  2009,  about  14%  of  the  nation's  population  is  expected 
to  be  over  65  years  old,  with  the  state's  proportion  at  11%. 

— Hospitals  and  Related  Institutions  in  Texas  1983-84,  a pub- 
lication of  the  Texas  Hospital  Association,  lists  approximately  540 
hospitals  classified  as  "Type  1"  (hospitals,  both  general  and  spe- 
cial, that  care  primarily  for  acute  diseases  and  conditions  where 
patients  stay  for  a comparatively  short  time)  and  “Type  2“  (institu- 
tions that  provide  care  of  patients  requiring  prolonged  residence,  as 
well  as  hospital  departments  of  institutions  organized  not  primarily 
for  the  care  of  the  sick,  including  Veterans  Administration,  military 
and  college/university  students'  health  care  facilities).  These  institu- 
tions are  divided  almost  equally  as  to  rural  versus  metropolitan 
location.  Approximately  300  of  them,  or  56%,  are  located  in  Metro- 
politan Statistical  Areas  and  Primary  Metropolitan  Statistical  Areas, 
with  the  remaining  240,  or  44%,  in  areas  outside  metropolitan 
areas. 

—Of  those  hospitals  outside  the  metropolitan  areas,  approx- 
imately 100,  or  42%,  are  accredited  by  the  Joint  Commission  on 
Accreditation  of  Hospitals.  Approximately  250,  or  83%,  of  the  met- 
ropolitan hospitals  (types  1 and  2)  are  accredited. 

—With  the  implementation  of  DRGs,  Texas  hospitals  have  seen 
a drop  in  the  amount  of  time  patients  spend  in  the  institutions,  and 
a drop  in  revenues  from  that  source  Blue  Cross  and  Blue  Shield  of 
Texas,  the  state  s Medicare  carrier,  reports  that  the  average  length 
of  stay  for  Medicare  patients  in  Texas  has  dropped  by  slightly  more 
than  one  day.  In  December  1983,  the  length  of  stay  was  9.5  days, 
and  in  July  1984,  the  figure  dipped  to  8.4  days. 
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study  of  six  communities,  including  Corpus  Christi,  Tex,  con- 
cluded that  nursing  homes  and  home  health  agencies  may 
deny  care  to  “heavy  care"  and  Medicaid-eligible  patients, 
and  that  many  are  not  properly  equipped  to  take  care  of  the 
sicker  patients  they  are  seeing  today. 

The  GAO  also  found  that  many  beneficiaries  are  “upset 
and  confused"  about  their  Medicare  coverage  because  they 
have  been  told  improperly  that  they  must  leave  the  hospital 
because  their  Medicare  coverage  has  been  exhausted. 

In  a survey  by  the  US  House  of  Representatives  Aging 
Committee's  Task  Force  on  the  Rural  Elderly,  some  77%  of 
respondents  said  patients  are  being  discharged  "sicker  or 
much  sicker"  than  before  DRGs.  Over  half  said  skilled  nurs- 
ing care  is  not  adequate  to  meet  the  needs  of  discharged 
patients  in  rural  areas  and  one  third  said  this  care  was  inade- 
quate in  urban  areas. 

Richard  Palton,  administrator  of  Stephens  Memorial  Hos- 
pital, accuses  the  system  of  pushing  Medicare  patients  to 
“the  verge  of  being  denied  relief  from  actual  pain  and  suffer- 
ing." Stephens  Memorial  is  a 54-bed  hospital  in  Breckenridge, 
Tex.  Breckenridge,  the  county  seat  of  Stephens  County,  had 
a population  of  almost  7,000  when  thel  980  census  was 
taken.  About  1 7%  of  the  county’s  residents  are  over  age  65. 

Mr  Palton  described  the  medical  community’s  dilemma. 
“It’s  got  to  the  point  where  we  no  longer  seem  to  be  able  to 
take  care  of  people  like  this.  And,  I think  the  physicians  feel 
that  way.  Probably,  those  of  us  in  administration  traditionally 
have  been  thought  of  as  being  less  sympathetic  toward  the 
individual  and  more  sympathetic  toward  the  dollar  sign.  But,  I 
think  that  the  administrators  are  saying,  We’re  in  with  the 
physicians  on  this  particular  issue.’  I think  people  are  being 
denied  justifiable  care." 

The  administrators  and  physicians  at  Goodall-Wicher  Hos- 
pital are  struggling  with  the  same  dilemma.  Mr  Smith  said, 
“We  have  been  really  reluctant  to  let  some  of  our  patients  go, 
but  they  had  to  be  placed  in  skilled  nursing  care  facilities  as 
opposed  to  a hospital.  And,  I think  we've  had  some  problems 
with  patients  being  dismissed  who  never  would  have  been 
dismissed  under  the  old  system.  That’s  definitely  a factor  as 
far  as  the  quality  of  care  is  concerned.  I hope  that  our  new 
skilled  nursing  care  unit  is  going  to  take  care  of  that  problem.” 

Mr  Smith  predicts  that  the  admission  level  at  Clifton's 
Goodall-Wicher  Hospital  may  have  leveled  off.  He  specu- 
lated, “I  don’t  think  admissions  will  continue  to  decline.  My 
personal  feeling  right  now  is  that  DRGs  and  PROs  were  such 
a shock  this  year  to  physicians  and  hospitals  alike,  that  in 
some  cases,  they  over-reacted.  We're  fortunate  in  that  we've 
got  a good  medical  staff  of  1 1 full-time  doctors.” 

In  Breckenridge,  Mr  Palton  does  not  foresee  the  closing  of 
Stephens  Memorial,  which  also  is  the  community’s  only  hos- 
pital, but,  he  adds,  “There’s  no  question  that  a number  of 
hospitals  will  go  under.” 
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Ten  Texas  hospitals  closed  during  1 984- 1 985.  One  of 
those  hospitals  was  Callahan  Memorial  in  Baird.  Raul  N. 
Calvo,  Jr,  MD,  a family  physician,  is  the  only  doctor  in  the 
town,  a community  of  a little  more  than  1,000  persons,  which 
Dr  Calvo  describes  as  a retirement  center. 

“DRGs  killed  Callahan  Memorial  Hospital,”  he  says.  “I 
would  say  that  90%  to  95%  of  our  occupancy  was  Medicare 
patients.” 

Fortunately,  the  town  is  only  20  miles  from  Abilene  and 
medical  centers  there  have  absorbed  the  patient-load  and 
granted  privileges  to  Dr  Calvo.  He  admits  that  doctors  in 
Houston  or  Dallas  probably  drive  farther  to  get  to  their  satel- 
lite offices,  but  it  is  an  inconvenience  that  has  called  for  the 
doctor  and  his  patients  to  adapt. 

“We  have  learned  to  pool  community  efforts.  We  have 
people  who  help  transport  patients  to  the  hospital,  and  we 
rely  more  on  our  EMTs.  As  DRGs  have  limited  the  use  of 
hospitals,  we  have  learned  to  use  more  of  our  home  health 
nurses  to  monitor  and  visit  patients.  I drop  in  or  make  tele- 
phone calls  to  check  on  my  discharged  patients,”  he  said. 

Considering  the  future  of  small  hospitals  as  they  work 
under  the  PPS  and  DRGs,  Mr  Smith  concluded,  "It’s  a diffi- 
cult subject,  and  we  do  have  some  advantages  that  other 
small  hospitals  don’t  have — mainly  a rather  large  and  unified 
medical  staff.  And,  believe  me,  that’s  what  keeps  us  going.” 

Donna  B.  Jones 

News  Editor,  Texas  Medicine 
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The  Texas  Medical  Liability 
Trust  is  an  organization  offer- 
ing  professional  liability  insur- 
ance responsive  to  the  needs 
of  Texas  physicians. 

Our  philosophy  is  to  pro- 
vide an  enduring  source  of  lia- 
bility insurance,  impact  on  the 
overall  malpractice  insurance 
market  by  our  presence,  pro- 
vide loss  prevention  and  risk 
management  education  to 
minimize  malpractice  prob- 
lems and  to  effectively  handle 
claims  with  personal  attention 
to  our  policyholders.  This  phi- 
losophy results  in  the  highest 
quality  liability  insurance  for 
Texas  physicians. 

Today,  the  health  care  in- 
dustry is  in  an  era  of  change. 
Cost  containment  incentives, 
DRG  systems,  competitive  en- 


vironment, and  rising  costs  of 
health  care;  plus  new  laws  and 
liberal  legal  trends  are,  more 
than  ever  before,  affecting  the 
Texas  physician.  The  Texas 
Medical  Liability  Trust  is 
acutely  aware  of  these  trends. 
Our  priority  to  anticipate  the 
future  and  understand  the 
staggering  problems  of  profes- 
sional liability  are  a vital  part 
of  the  quality  service  offered. 
And  it  is  because  of  this 
awareness  and  our  understand- 
ing of  the  industry  that  TMLT 
has  emerged  as  a dynamic 
leader  in  the  field  of  profes- 
sional liability  insurance. 

The  Texas  Medical  Liability 
Trust  . . . quality  insurance 
services  to  match  quality 
medical  practices. 
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Information  for  authors 

Texas  Medicine  has  two  purposes:  As  a continuing  education  vehi- 
cle for  physicians,  it  publishes  clinically  useful  scientific  articles  and 
other  technical  information.  As  the  official  publication  of  the  Texas 
Medical  Association,  it  informs  members — through  editorials,  news 
pages,  and  regular  departments — about  medical  events,  legislative 
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Scientific  articles 

Manuscripts  should  be  typed  double-spaced  with  ample  margins. 
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author  should  keep  a copy. 
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The  text  of  observational  and  experimental  articles  is  usually — but 
not  necessarily — divided  into  sections  with  the  headings:  Introduc- 
tion, Methods,  Results,  and  Discussion.  Subheadings  may  be 
needed  to  clarify  content.  Other  types  of  articles  may  need  different 
formats. 

For  more  extensive  information  about  preparing  medical  articles 
for  publication,  the  editors  suggest  the  following  sources: 
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Illustrations 

Illustrations  should  be  black  and  white  drawings  or  positive  photo- 
graphs, with  neat,  uniform,  fairly  large  lettering.  A label  pasted  to  the 
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Health  Carecard:  The  Profitable 
Decision  For  Your  Practice 


The  problem 

Today’s  increased  operating  expenses,  government  restrictions 
and  insurance  company  hassles  can  crimp  your  practice  profits, 
and  bury  your  office  in  paperwork. 

The  solution 

Health  Carecard  can  improve  your  profits  through  □ Improved 
insurance  payments  and  faster  insurance  collection  □ Better  cash 
management  and  reduced  paperwork  □ Faster  patient  collection 
□ Reduced  misbilled,  lost  and  uncollectable  charges. 

It  all  adds  up  to  a more  efficient  practice,  which  means  a much 
more  profitable  business.  And  best  of  all,  we  do  the  work. 

Free  cost/benefit  analysis 

Call  for  a cost  benefit  analysis  and  video  presentation  of  the 
complete  Health  Carecard  service.  It  could  be  the  most 
profitable  decision  you’ll  ever  make.  For  information  call 
1-800-252-8296.  In  Austin,  call  458-1260. 


HEALTH 
CARECARD  SM 

An  American  Express  Company 


3706  West  Avenue,  Austin,  Texas  78705 
512  458-1260 


A Sign  of  the  Times? 


In  1983,  22  physician-owned  professional 
liability  insurance  companies  were  forced  to 
raise  their  premiums  an  average  of  17  percent. 
At  that  rate,  high-risk  insurance  coverage  that 
cost  $63,000  in  1983  could  top  $300,000  in  just 
ten  years. 

These  costs  are  leading  to  an  affordability 
crisis  which  affects  everyone.  Physicians  are 
concerned  about  rising  premiums,  exorbitant 
awards  and  continued  insurance  availability. 
Patients  pay  the  price  in  increased  costs  and 
limited  access  to  care. 

Liability  problems  exact  a high  toll  on  physi- 
cians—in  time  and  money,  and  even  on  their 
health.  Some  have  been  forced  into  early  retire- 
ment; others  have  modified  their  practices  to 
avoid  high-risk  procedures. 

There  is  help.  The  American  Medical  Asso- 
ciation's Special  Task  Force  on  Professional 
Liability  and  Insurance  has  developed  an  ambi- 
tious plan  of  action  to  respond  to  the  crisis. This 
includes  reviewing  tort  reform,  working  with 
the  nation's  policymakers  to  address  the  issue, 


promoting  state  coalitions  to  deal  with  the 
problem,  distributing  patient  information 
materials  and  instructing  physicians  on  how  to 
avoid  lawsuits. 

If  you  want  something  done  about  the  pro- 
fessional liability  problem,  become  part  of  the 
solution:  join  the  AMA. 

For  more  information  about  membership,  call  toll-free 
800/621-8335  (in  Illinois,  call  collect  312/645-4783),  or  return  this 
coupon  to: 


The  American  Medical 
Association 

Division  of  Membership 
535  North  Dearborn,  Chicago,  Illinois  60610 

□ Please  send  me  AMA  membership  information. 

I am  a member  of  my  county  medical  society. 

Name 
Street 

City  State  Zip 

County 
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Introductory  Bate 
*55  per  Day 


The  first  class  accommodations  of  the  Clarion  Hotel  offer  the  medical 
business  traveler  special  serv  ices  at  very7  affordable  rates.  Located 
on  world  famous  Canal  Street  with  easy  access  from  the  airport  and 
I- 10;  near  the  historic  French  Quarter,  Superdome,  and  the  St.  Charles 
trolley  line,  we’re  the  closest  of  the  Central  Business  District  hotels 
to  the  Downtown  Medical  Complex. 

We  offer  759  richly  decorated  guest  rooms  and  25  meeting  and 
conference  rooms  to  accommodate  groups  of  10  to  2,000. 

Special  commercial  rates  and  valet  parking  make  business  at  the 

Clarion  a true  pleasure. 

Savor  the  pleasures  of  Clarion, 

WE’D  LOVE  TO  HAVE  YOU! 

riARION  HOTEL 

NEW  ORLEANS 

1500  Canal  Street  New  Orleans,  LA  70112  504-522-4500 

or  make  the  Clarion  Call 
toll  free:  1-800-824-3359 
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MEDICINE  AND  THE  LAW 


NEW  DUE  PROCESS  PROTECTIONS  FOR  TEXAS 
PHYSICIANS 

When  Texas  legislators  added  podiatrists  to  the  list  of  legiti- 
mate applicants  for  hospital  medical  staff  membership  and 
privileges,  they  also  extended  due  process  to  all  applicants. 
Although  due  process  was  upheld  in  public  hospitals,  Texas 
judges  repeatedly  have  refused  to  extend  it  to  private  hospi- 
tals. Physicians  and  other  applicants  for  staff  membership 
were  at  the  mercy  of  the  individual  boards. 

The  69th  Texas  Legislature  enacted  SB  655,  amending 
the  Texas  Hospital  Licensing  Law  to  include  podiatrists 
within  the  definition  of  medical  staff  and  to  provide  that 
medical  staff  membership  may  not  be  denied  to  a podiatrist 
solely  because  he  or  she  holds  a license  to  practice  podiatry 
rather  than  one  to  practice  medicine  (1).  The  statute  also 
requires  that,  “The  process  for  considering  applications  for 
medical  staff  membership  and  privileges  shall  afford  each 
applicant  procedural  due  process”  (1,  sec  2).  It  also  permits 
reasonable  rules,  regulations,  and  requirements  regarding 
membership  and  privileges  (1,  sec  3).  These  guarantees  of 
due  process  are  not  limited  to  podiatrists  applying  for  medi- 
cal staff  membership  or  privileges,  but  apply  to  all  appli- 
cants for  medical  staff  membership  and  privileges. 
Physicians  applying  initially  for  membership  or  privileges  or 
applying  for  renewal  of  membership  or  privileges  in  private 
hospitals  now  will  enjoy  the  same  procedural  and  substan- 
tive due  process  guarantees  as  physicians  affiliated  with 
public  hospitals. 

The  following  article  discusses  the  nature  of  due  process, 
those  to  whom  it  applies,  and  its  significance  to  physicians 
in  the  credentialing  process. 


What  is  due  process? 

Both  the  federal  and  state  constitutions  guarantee  due  pro- 
cess of  law.  The  Fourteenth  Amendment  of  the  Constitution 
of  the  United  States  provides  that  no  state  may  deprive  any 
person  of  life,  liberty,  or  property  without  due  process  of  law 

(2) .  In  Article  1 , Section  19,  the  Constitution  of  Texas  pro- 
vides, “No  citizen  of  this  State  shall  be  deprived  of  life,  liberty, 
property,  privileges  or  immunities,  or  in  any  manner  dis- 
franchised, except  by  the  due  course  of  the  law  of  the  land.” 
Texas  courts  have  held  that  Article  I,  Section  1 9,  places  the 
same  restrictions  upon  the  state  legislature  as  does  the  Four- 
teenth Amendment  to  the  Constitution  of  the  United  States 

(3) .  Due  process,  as  required  by  both  the  federal  and  state 
constitutions,  is  “a  law  which  hears  before  it  condemns, 
which  proceeds  upon  inquiry  and  renders  judgment  only 
afterwards”  (4). 

Due  process  of  law  includes  not  only  procedural  protec- 
tion, but  also  substantive  protection.  The  doctrine  imposes  a 
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direct  constitutional  restraint  upon  the  substance  of  legisla- 
tion and  requires  that  a legislative  curtailment  of  personal  or 
property  rights  must  be  justified  by  a resultant  benefit  to  the 
public  welfare.  However,  substantive  due  process  does  not 
restrain  a state's  legitimate  exercise  of  its  police  powers  (5). 
Such  enactments  affecting  the  public  health,  comfort,  safety, 
and  welfare  must  not  be  arbitrary,  unreasonable,  or  patently 
beyond  the  necessities  of  the  situation.  Police  power  legisla- 
tion must  have  a real  and  substantial  relation  to  the  statute’s 
objectives  (6).  In  substantive  due  process  cases,  the  courts 
balance  an  asserted  improvement  in  the  public  welfare  re- 
sulting from  the  legislation  against  the  severity  of  its  effect  on 
personal  and  property  rights.  For  example,  a state  may  exer- 
cise its  police  power  constitutionally  to  destroy  property  if  the 
social  necessity  or  interest  involved  is  containment  of  a com- 
municable disease  (7). 

To  whom  does  it  apply? 

The  federal  and  state  guarantees  of  due  process  apply  to  all 
branches  of  state  government— legislative,  executive,  and 
judicial — and  bind  all  state  officials.  Therefore,  public  hospi- 
tals must  conform  with  the  provisions  of  the  Fourteenth 
Amendment.  In  Sosa  v Board  of  Managers  of  Val  Verde  Me- 
morial Hospital,  Robert  Sosa,  MD,  claimed  that  the  hospital 
board  had  violated  the  due  process  and  equal  protection 
clauses  of  the  Fourteenth  Amendment  by  denying  him  ad- 
mission to  the  hospital  medical  staff.  The  court  held  that 
because  the  hospital  was  (1 ) established  by  statute,  and 
(2)  constructed,  maintained,  and  operated  with  county  funds 
supplemented  by  federal  aid  under  the  Hill-Burton  Act,  the 
hospital  was  a public  body  and  as  such  was  required  to  give 
all  applicants  due  process  (8). 

Generally,  due  process  does  not  apply  to  purely  private  ac- 
tions, but  Texas  courts  have  developed  the  principle  that 
every  tribunal  that  has  the  power  and  authority  to  adjudicate 
matters  involving  legal  consequences  is  bound  by  traditional 
notions  of  due  process  (9).  However,  in  four  instances,  Texas 
courts  have  held  that  neither  procedural  nor  substantive  due 
process  guarantees  apply  to  disputes  concerning  staff  mem- 
bership and  privileges  in  private  hospitals. 

In  Weary  v Baylor  University  Hospital,  W.B.  Weary,  MD, 
argued  that  the  hospital  had  deprived  him  of  due  process  by 
failing  to  renew  his  staff  privileges  (10).  Weary  was  given  a 
hearing  before  the  medical  staff  to  voice  his  opinions  con- 
cerning renewal  of  his  privileges,  but  was  not  permitted  to 
present  witnesses  or  to  cross-examine  witnesses  adverse  to 
his  position.  The  court  concluded  that  the  hospital’s  govern- 
ing board  had  the  ultimate,  unrestricted  authority  to  deter- 
mine who  shall  practice  in  the  hospital,  and  that  Dr  Weary 
had  no  basis  for  a lawsuit. 

In  Charter  Medical  Corp  v Miller , the  court  relied  on  Weary 
as  authority.  The  court  stated  that  the  plaintiffs,  doctors  of 
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podiatry,  were  not  entitled  to  procedural  or  substantive  due 
process  when  the  hospital’s  board  of  directors  adopted  re- 
vised bylaws  that  restricted  podiatrists'  hospital  privileges 
(1 1 ).  The  plaintiffs  alleged  that  the  implementation  of  these 
bylaw  provisions  precipitated  a conspiracy  on  the  part  of  the 
hospital  and  its  owners  to  interfere  with  their  practice  of 
podiatry  and  their  doctor-patient  contractual  relationships. 

The  court  noted  that  “the  authorities  are  clear  that  plaintiffs 
have  no  common  law  rights  to  procedural  or  substantive  due 
process,”  and  stated:  “In  this  case,  as  in  Weary,  final  govern- 
ing authority  was  vested  in  the  hospital’s  board  of  directors. 
Moreover,  insofar  as  a physician’s  personal  privilege  to  use  a 
private  hospital  facility  is  concerned,  procedural  due  process 
is  not  required.” 

Based  on  the  authority  of  Weary  and  Charter  Medical,  the 
court  in  Hodges  v Arlington  Neuro-Psychiatric  Center,  Inc 
held  that  two  psychiatrists  had  no  cause  of  action  against  the 
hospital  after  their  staff  privileges  had  been  terminated  be- 
cause of  their  refusal  to  order  hospital-sponsored  group 
therapy  treatments  for  their  patients  (12).  The  plaintiffs  ar- 
gued that  the  hospital  could  not  summarily  suspend  a doc- 
tor’s staff  privileges  without  providing  due  process  protection 
and  demonstrating  good  cause.  However,  because  of  the 
holdings  in  Weary  and  Charter  Medical,  the  hospital  suc- 
cessfully argued  that  as  a private  institution,  it  had  the  uni- 
lateral right  to  terminate  a doctor's  staff  privileges. 

Citing  all  three  of  the  above  cases,  the  court  in  Tigua  Gen- 
eral Hospital,  Inc  v Feuerberg  summarized  their  holdings  to 
state,  “The  doctor  in  this  State  has  no  cause  of  action  against 
a private  hospital  for  the  termination  of  staff  privileges  even 
where  the  action  of  the  hospital  was  arbitrary  and  capricious 
or  where  common  law  rights  to  procedural  or  substantive  due 
process  were  violated.”  The  court  then  reversed  the  judg- 
ment of  the  trial  court  that  had  granted  a temporary  injunction 
prohibiting  the  Board  of  Governors  of  Tigua  General  Hospi- 
tal, a private  hospital,  from  refusing  to  renew  or  in  any  way 
interfering  with  Dr  Feuerberg’s  medical  staff  privileges,  be- 
cause the  doctor  could  not  establish  that  he  would  have  a 
probable  right  of  recovery  against  the  hospital  (13). 

These  four  decisions  illustrate  that  private  hospitals  in 
Texas  were  not  obligated  by  law  or  even  by  the  bylaws 
adopted  by  the  medical  staff  and  approved  by  the  governing 
body  to  comply  with  due  process  requirements.  This  position 
periodically  was  asserted,  even  in  the  face  of  an  accredita- 
tion standard  from  the  Joint  Commission  on  Accreditation  of 
Hospitals  (JCAH)  requiring  “the  establishment  of  fair  hearing 
appellate  review  mechanisms"  and  a federal  Medicare  reg- 
ulation stating  that  as  a condition  for  participation  a hospital’s 
bylaws  must  allow  for  appeal  of  decisions  regarding  medical 
staff  membership  and  privileges  (14). 

However,  since  the  69th  Texas  Legislature  adopted  SB 
655,  which  amended  the  Texas  Hospital  Licensing  Law,  all 


licensed  hospitals  are  required  to  provide  procedural  due 
process  to  applicants  for  medical  staff  membership  and 
clinical  privileges  (16).  Effective  immediately  upon  passage 
of  the  bill,  “The  process  for  considering  applications  for  medi- 
cal staff  membership  and  privileges  shall  afford  each  appli- 
cant procedural  due  process. 

“ Additionally,  SB  655  states  that  the  governing  board  is 
not  prevented  from  . . . adopting  reasonable  rules,  regula- 
tions, and  requirements  relating  to  qualifications  for  medical 
staff  appointments  or  any  categories  thereof,  termination  of 
appointments,  the  delineation  of  clinical  privileges,  or  the  cur- 
tailment of  clinical  privileges  of  those  who  are  appointed  to 
the  medical  staff  so  long  as  those  rules,  regulations,  and  re- 
quirements are  determined  on  a reasonable  basis  (1 , sec  3). 

This  section  of  SB  655  effectively  guarantees  substantive 
due  process  by  permitting  “only  reasonable  rules"  in  consid- 
ering applicants  for  the  medical  staffs  of  private  hospitals,  as 
well  as  those  practitioners  who  already  are  members.  In  the 
past,  physicians  affiliated  with  private  hospitals  could  not  le- 
gally require  private  hospitals  in  Texas  to  apply  only  reason- 
able rules  to  the  appointment  process. 

What  should  an  applicant  expect? 

At  a minimum,  an  applicant  for  staff  membership  or  clinical 
privileges  now  should  expect  to  receive  (1 ) a hearing,  (2)  ade- 
quate advance  notice  of  the  substance  of  the  hearing  to  allow 
for  preparation  of  his  or  her  case,  and  (3)  access  to  an  impar- 
tial decision  maker  (16).  The  ultimate  test  for  questions  in- 
volving due  process  in  credentialing  and  clinical  privileges 
cases  is  whether  the  proceedings  include  the  essential  ele- 
ments of  fair  play. 

The  Judicial  Council  of  the  American  Medical  Association 
has  stated  that: 

The  basic  principles  of  a fair  and  objective  hearing 
should  always  be  accorded  to  the  physician  whose  profes- 
sional conduct  is  being  reviewed.  The  fundamental  as- 
pects of  a fair  hearing  are: 

— a listing  of  specific  charges, 

— adequate  notice  of  the  right  to  a hearing, 

— the  opportunity  to  be  present  and  to  rebut  the  evi- 
dence, and 

— the  opportunity  to  present  a defense. 

These  principles  apply  when  the  hearing  body  is  a medi- 
cal society  tribunal  or  a hospital  committee  composed  of 
physicians  (16). 

Additionally,  the  AMA  has  developed  the  following  model 
guidelines  for  due  process,  which  could  be  used  by  hospital 
medical  staffs  to  permit  a physician  to  have  a fair  and  impar- 
tial hearing: 

1 . The  physician  should  be  provided  with  a statement,  or  a 
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specific  listing,  or  the  charges  made  against  him. 

2.  The  physician  is  entitled  to  adequate  notice  of  the  right 
to  a hearing  and  a reasonable  opportunity  to  prepare  for  the 
hearing. 

3.  It  is  the  duty  and  responsibility  of  the  hearing  body  to 
conduct  a fair,  objective,  and  independent  hearing  pursuant 
to  established  rules. 

4.  The  rules  of  procedure  should  clearly  define  the  extent 
to  which  attorneys  may  participate  in  the  hearing. 

5.  The  physician  against  whom  the  charges  are  made 
should  have  the  opportunity  to  be  present  at  the  hearing  and 
hear  all  of  the  evidence  against  him. 

6.  The  physician  is  entitled  to  the  opportunity  to  present  a 
defense  to  the  charges  against  him. 

7.  The  hearing  body  should  render  a decision  based  on 
the  evidence  produced  at  the  hearing. 

8.  In  any  hearing,  the  interest  of  patients  and  the  public 
must  be  protected  (18). 

These  model  guidelines  are  appropriate  for  use  by  Texas 
medical  staffs  in  light  of  Laje  v R.  E.  Thomason  General  Hospi- 
tal, wherein  the  court  in  its  decision  regarding  the  termination 
of  staff  privileges  for  a psychiatrist  stated  that  judicial  inter- 
vention must  be  limited  to  a review  of  those  factors  that  are 
within  the  court’s  expertise  (19).  For  that  reason,  the  court 
stated,  cases  only  require  that  the  procedures  employed  by 
the  hospital  are  fair,  that  the  standards  set  by  the  hospital  are 
reasonable,  and  that  they  have  been  applied  without  ar- 
bitrariness and  capriciousness.  The  court  noted  that  proce- 
dural requisites  of  due  process  had  been  met  during  the 
hearing  on  Dr  Laje’s  staff  privileges  by  giving  notice  of  the 
charges  to  Dr  Laje,  allowing  him  an  opportunity  to  present 
his  own  evidence,  and  giving  him  an  opportunity  to  cross- 
examine  the  hospital’s  witnesses. 

Conclusion 

With  the  enactment  of  SB  655,  all  private  hospitals’  bylaws 
should  specify  due  process  procedures.  If  such  procedures 
already  are  specified,  the  hospitals  should  follow  them.  Guid- 
ance in  drafting  such  bylaws  can  be  obtained  by  consulting 
Bylaws—  A Guide  for  Hospital  Medical  Staffs,  a monograph 
published  by  the  Department  of  Hospital  Standards  and  Pro- 
cedures, Division  of  Professional  Relations,  American  Medi- 
cal Association,  535  N Dearborn  Street,  Chicago,  IL  60610. 
This  publication  is  available  upon  request  for  $18,  which  in- 
cludes shipping  and  handling,  and  describes  the  procedures 
that  must  be  specified  in  medical  staff  bylaws  to  ensure  that 
due  process  is  provided  in  the  credentialing  process. 

Helene  A.  Alt,  JD 

TMA  Assistant  General  Counsel 
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ore  prescribing,  see  complete  prescribing  inlormation  in  SK&F  CO. 
rature  or  POP  The  following  is  a briet  summary  

WARNING 

This  drug  is  not  indicated  tor  initial  therapy  ol  edema  or  hypertension. 
Edema  or  hypertension  requires  therapy  titrated  to  the  individual  If  this 
combination  represents  the  dosage  so  determined,  its  use  may  be 
more  convenient  in  patient  management  Treatment  of  hypertension 
and  edema  is  not  static,  but  must  be  reevaluated  as  conditions  in 
each  patient  warrant 


Vindications:  Concomitant  use  with  other  potassium-sparing  agents 
:h  as  spironolactone  or  amiloride.  Further  use  in  anuria,  progressive 
al  or  hepatic  dysfunction,  hyperkalemia.  Pre-existing  elevated  serum 
assium.  Hypersensitivity  to  either  component  or  other  sulfonamide- 
ived  drugs 

imings:  Do  not  use  potassium  supplements,  dietary  or  otherwise,  unless 
lokalemia  develops  or  dietary  Intake  of  potassium  is  markedly  impaired 
supplementary  potassium  is  needed,  potassium  tablets  should  not  be 
3d.  Hyperkalemia  can  occur,  and  has  been  associated  with  cardiac  irregu- 
ities.  It  is  more  likely  in  the  severely  ill,  with  urine  volume  less  than 
3 liter/day  the  elderly  and  diabetics  with  suspected  or  confirmed  renal 
ufficiency.  Periodically,  serum  K+  levels  should  be  determined.  If  hyper- 
lemia  develops,  substitute  a thiazide  alone,  restrict  K+  intake  Asso- 
rted widened  QRS  complex  or  arrhythmia  requires  prompt  additional 
rrapy.  Thiazides  cross  the  placental  barrier  and  appear  in  cord  blood, 
e in  pregnancy  requires  weighing  anticipated  benefits  against  possible 
zards.  including  fetal  or  neonatal  jaundice,  thrombocytopenia,  other 
verse  reactions  seen  in  adults.  Thiazides  appear  and  triamterene  may 
pear  in  breast  milk.  If  their  use  is  essential,  the  patient  should  stop 
rsing  Adequate  information  on  use  in  children  is  not  available  Sensitivity 
actions  may  occur  in  patients  with  or  without  a history  of  allergy  or 
inchial  asthma  Possible  exacerbation  or  activation  of  systemic  lupus 
rthematosus  has  been  reported  with  thiazide  diuretics, 
ecautions:  The  bioavailability  of  the  hydrochlorothiazide  component  of 
yazide’  is  about  50%  of  the  bioavailability  of  the  single  entity  Theoreti- 
lly,  a patient  transferred  from  the  single  entities  of  Dyremum  (triamterene. 
(&F  CO.)  and  hydrochlorothiazide  may  show  an  increase  in  blood  pressure 
fluid  retention.  Similarly,  it  is  also  possible  that  the  lesser  hydro- 
lorothiazide  bioavailability  could  lead  to  increased  serum  potassium  levels, 
iwever,  extensive  clinical  experience  with  Dyazide'  suggests  that  these 
inditions  have  not  been  commonly  observed  in  clinical  practice.  Do 
iriodic  serum  electrolyte  determinations  (particularly  Important  in  patients 
miting  excessively  or  receiving  parenteral  fluids,  and  during  concurrent 
,e  with  amphotericin  B or  corticosteroids  or  corticotropin  [ACTH]). 
iriodic  BUN  and  serum  creatinine  determinations  should  be  made, 
ipecially  in  the  elderly,  diabetics  or  those  with  suspected  or  confirmed 
nal  insufficiency.  Cumulative  effects  of  the  drug  may  develop  in  patients 
ith  impaired  renal  function.  Thiazides  should  be  used  with  caution  in 
itients  with  impaired  hepatic  function.  They  can  precipitate  coma  in 
itients  with  severe  liver  disease.  Observe  regularly  for  possible  blood 
rscrasias.  liver  damage,  other  idiosyncratic  reactions.  Blood  dyscrasias 
ive  been  reported  in  patients  receiving  triamterene,  and  leukopenia, 
irombocytopenia,  agranulocytosis,  and  aplastic  and  hemolytic  anemia 
live  been  reported  with  thiazides.  Thiazides  may  cause  manifestation  of 
tent  diabetes  mellitus.  The  effects  of  oral  anticoagulants  may  be 
screased  when  used  concurrently  with  hydrochlorothiazide:  dosage  adjust- 
ents  may  be  necessary.  Clinically  insignificant  reductions  in  arterial 
isponsiveness  to  norepinephrine  have  been  reported.  Thiazides  have  also 
Ben  shown  to  increase  the  paralyzing  effect  of  nondepolarizing  muscle 
ilaxants  such  as  tubocurarine.  Triamterene  is  a weak  folic  acid  antagonist 

0 periodic  blood  studies  In  cirrhotics  with  splenomegaly.  Antihypertensive 
fleets  may  be  enhanced  in  post-sympathectomy  patients.  Use  cautiously 

1 surgical  patients.  Triamterene  has  been  found  in  renal  stones  in  asso- 
iation  with  the  other  usual  calculus  components.  Therefore,  'Dyazide' 
hould  be  used  with  caution  in  patients  with  histories  of  stone  formation 
few  occurrences  of  acute  renal  failure  have  been  reported  in  patients  on 
)yazide’  when  treated  with  indomethacin.  Therefore,  caution  is  advised  in 
dministering  nonsteroidal  anti-inflammatory  agents  with  'Dyazide  The 
allowing  may  occur:  transient  elevated  BUN  or  creatinine  or  both,  hyper- 
lycemia  and  glycosuria  (diabetic  insulin  requirements  may  be  altered), 
yperuricemia  and  gout,  digitalis  intoxication  (in  hypokalemia),  decreasing 
Ikali  resen/e  with  possible  metabolic  acidosis.  Dyazide'  interferes  with 
uorescent  measurement  of  quinidine.  Hypokalemia  is  uncommon  with 
Dyazide'.  but  should  it  develop,  corrective  measures  should  be  taken  such 
is  potassium  supplementation  or  increased  dietary  intake  of  potassium- 
ich  foods.  Corrective  measures  should  be  instituted  cautiously  and  serum 
rotassium  levels  determined.  Discontinue  corrective  measures  and 
Dyazide'  should  laboratory  values  reveal  elevated  serum  potassium 
Dhloride  deficit  may  occur  as  well  as  dilutional  hyponatremia.  Concurrent 
ise  with  chlorpropamide  may  increase  the  risk  of  severe  hyponatremia. 
Derum  PBI  levels  may  decrease  without  signs  of  thyroid  disturbance.  Cal- 
:ium  excretion  is  decreased  by  thiazides.  Dyazide'  should  be  withdrawn 
before  conducting  tests  for  parathyroid  function. 

1‘hiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive 
drugs. 

(Diuretics  reduce  renal  clearance  of  lithium  and  increase  the  risk  of  lithium 
Itoxicity. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  headache,  dry 
iiouth;  anaphylaxis,  rash,  urticaria,  photosensitivity,  purpura,  other  dermat- 
)logical  conditions;  nausea  and  vomiting,  diarrhea,  constipation,  other 
gastrointestinal  disturbances;  postural  hypotension  (may  be  aggravated  by 
alcohol,  barbiturates,  or  narcotics).  Necrotizing  vasculitis,  paresthesias, 
icterus,  pancreatitis,  xanthopsia  and  respiratory  distress  including  pneu- 
monitis and  pulmonary  edema,  transient  blurred  vision,  sialadenitis,  and 
vertigo  have  occurred  with  thiazides  alone.  Triamterene  has  been  found  in 
renal  stones  in  association  with  other  usual  calculus  components.  Rare 
incidents  of  acute  interstitial  nephritis  have  been  reported.  Impotence  has 
been  reported  in  a few  patients  on  'Dyazide',  although  a causal  relationship 
has  not  been  established. 

Supplied:  ‘Dyazide’  is  supplied  as  a red  and  white  capsule,  in  bottles  of 
1000  capsules;  Single  Unit  Packages  (unit-dose)  of  100  (intended  for 
institutional  use  only);  in  Patient-Pak™  unit-of-use  bottles  of  100. 
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Serum  K+  and  BUN  should  be  checked  periodically  (see  Warnings  and  Precautions). 
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Conserve  K+ 
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On  nitrates, 

but  angina  still 
strikes... 


After  a nitrate, 
add  ISOPTIN 

(verapamil  HCl/Knoll) 


To  protect  your  patients,  as  well  as  their  quality  of  life, 
add  Isoptin  instead  of  a beta  blocker. 


First,  Isoptin  not  only  reduces  myocardial  oxygen  demand 
by  reducing  peripheral  resistance,  but  also  increases  coro- 
nary perfusion  by  preventing  coronary  vasospasm  and 
dilating  coronary  arteries  — both  normal  and  stenotic. 
These  are  antianginal  actions  that  no  beta  blocker 
can  provide. 

Second,  Isoptin  spares  patients  the 
beta-blocker  side  effects  that  may 
compromise  the  quality  of  life. 

With  Isoptin,  fatigue,  bradycardia  and  mental 
depression  are  rare.  Unlike  beta  blockers, 

Isoptin  can  safely  be  given  to  patients  with 
asthma,  COPD,  diabetes  or  peripheral 
vascular  disease.  Serious  adverse 
reactions  with  Isoptin  are  rare 
at  recommended  doses;  the 
single  most  common  side 
effect  is  constipation  (6.3%). 

Cardiovascular  contra- 
indications to  the  use  of 
Isoptin  are  similar  to  those 
of  beta  blockers:  severe 
left  ventricular  dysfunction, 
hypotension  (systolic  pres- 
sure <90  mm  Hg)  or  cardio- 
genic shock,  sick  sinus  syndrome 
(if  no  artificial  pacemaker  is  present) 
and  second-  or  third-degree  AV  block. 

So,  the  next  time  a nitrate  is  not  enough,  add 
Isoptin ...  for  more  comprehensive  antianginal 
protection  without  side  effects  which  may 
cramp  an  active  life  style. 


ISOPTIN.  Added 
antianginal  protection 
without  beta-blocker 
side  effects. 


Please  see  brief  summary  on  following  page 


isopun 

(verapamil  HCI/Knoll) 

80  mg  and  120  mg  scored, film-coated  tablets 


Contraindications:  Severe  left  ventricular  dysfunction  (see  Warnings),  hypo- 
tension (systolic  pressure  < 90  mm  Hg)  or  cardiogenic  shock,  sick  sinus  syn- 
drome (except  in  patients  with  a functioning  artificial  ventricular  pacemaker), 
2nd-  or  3rd-degree  A V block.  Warnings:  ISOPTIN  should  be  avoided  in  patients 
with  severe  left  ventricular  dysfunction  (e  g.,  ejection  fraction  < 30%  or 
moderate  to  severe  symptoms  of  cardiac  failure)  and  in  patients  with  any 
degree  of  ventricular  dysfunction  if  they  are  receiving  a beta  blocker.  (See 
Precautions.)  Patients  with  milder  ventricular  dysfunction  should,  if  possible,  be 
controlled  with  optimum  doses  of  digitalis  and/or  diuretics  before  ISOPTIN  is 
used.  (Note  interactions  with  digoxin  under  Precautions .)  ISOPTIN  may  occa- 
sionally produce  hypotension  (usually  asymptomatic,  orthostatic,  mild  and  con- 
trolled by  decrease  in  ISOPTIN  dose).  Elevations  of  transaminases  with  and 
without  concomitant  elevations  in  alkaline  phosphatase  and  bilirubin  have  been 
reported.  Such  elevations  may  disappear  even  with  continued  treatment;  how- 
ever, four  cases  of  hepatocellular  injury  by  verapamil  have  been  proven  by  re- 
challenge. Periodic  monitoring  of  liver  function  is  prudent  during  verapamil 
therapy.  Patients  with  atrial  flutter  or  fibrillation  and  an  accessory  AV  pathway 
(e.g.  W-P-W  or  L-G-L  syndromes)  may  develop  increased  antegrade  conduction 
across  the  aberrant  pathway  bypassing  the  AV  node,  producing  a very  rapid 
ventricular  response  after  receiving  ISOPTIN  (or  digitalis).  Treatment  is  usually 
D.C. -cardioversion,  which  has  been  used  safely  and  effectively  after  ISOPTIN. 
Because  of  verapamil's  effect  on  AV  conduction  and  the  SA  node,  1°  AV  block 
and  transient  bradycardia  may  occur.  High  grade  block,  however,  has  been 
infrequently  observed.  Marked  1°  or  progressive  2°  or  3°  AV  block  requires  a 
dosage  reduction  or,  rarely,  discontinuation  and  institution  of  appropriate 
therapy  depending  upon  the  clinical  situation.  Patients  with  hypertrophic  car- 
diomyopathy (IHSS)  received  verapamil  in  doses  up  to  720  mg/day.  It  must  be 
appreciated  that  this  group  of  patients  had  a serious  disease  with  a high  mor- 
tality rate  and  that  most  were  refractory  or  intolerant  to  propranolol.  A variety 
of  serious  adverse  effects  were  seen  in  this  group  of  patients  including  sinus 
bradycardia,  2°  AV  block,  sinus  arrest,  pulmonary  edema  and/or  severe  hypo- 
tension. Most  adverse  effects  responded  well  to  dose  reduction  and  only  rarely 
was  verapamil  discontinued.  Precautions:  ISOPTIN  should  be  given  cautiously 
to  patients  with  impaired  hepatic  function  (in  severe  dysfunction  use  about 
30%  of  the  normal  dose)  or  impaired  renal  function,  and  patients  should  be 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  exces- 
sive pharmacologic  effects.  Studies  in  a small  number  of  patients  suggest  that 
concomitant  use  of  ISOPTIN  and  beta  blockers  may  be  beneficial  in  patients 
with  chronic  stable  angina.  Combined  therapy  can  also  have  adverse  effects  on 
cardiac  function.  Therefore,  until  further  studies  are  completed,  ISOPTIN  should 
be  used  alone,  if  possible.  If  combined  therapy  is  used,  close  surveillance  of  vital 
signs  and  clinical  status  should  be  carried  out.  Combined  therapy  with  ISOPTIN 
and  propranolol  should  usually  be  avoided  in  patients  with  AV  conduction 
abnormalities  and/or  depressed  left  ventricular  function.  Chronic  ISOPTIN  treat- 
ment increases  serum  digoxin  levels  by  50%  to  70%  during  the  first  week  of 
therapy,  which  can  result  in  digitalis  toxicity.  The  digoxin  dose  should  be  re- 
duced when  ISOPTIN  is  given,  and  the  patients  should  be  carefully  monitored  to 
avoid  over-  or  under-digitalization.  ISOPTIN  may  have  an  additive  effect  on 
lowering  blood  pressure  in  patients  receiving  oral  antihypertensive  agents. 
Disopyramide  should  not  be  given  within  48  hours  before  or  24  hours  after 
ISOPTIN  administration.  Until  further  data  are  obtained,  combined  ISOPTIN  and 
quimdine  therapy  in  patients  with  hypertrophic  cardiomyopathy  should  prob- 
ably be  avoided,  since  significant  hypotension  may  result.  Clinical  experience 
with  the  concomitant  use  of  ISOPTIN  and  short-  and  long-acting  nitrates  sug- 
gest beneficial  interaction  without  undesirable  drug  interactions.  Adequate  ani- 
mal carcinogenicity  studies  have  not  been  performed.  One  study  in  rats  did  not 
suggest  a tumorigenic  potential,  and  verapamil  was  not  mutagenic  in  the  Ames 
test.  Pregnancy  Category  C:  There  are  no  adequate  and  well-controlled  studies 
in  pregnant  women.  This  drug  should  be  used  during  pregnancy,  labor  and 
delivery  only  if  clearly  needed.  It  is  not  known  whether  verapamil  is  excreted  in 
breast  milk;  therefore,  nursing  should  be  discontinued  during  ISOPTIN  use. 
Adverse  Reactions:  Hypotension  (2.9%),  peripheral  edema  (1 .7%),  AV  block: 
3rd  degree  (0.8%),  bradycardia:  HR  < 50/min  (1.1%),  CHF  or  pulmonary 
edema  (0.9%),  dizziness  (3.6%),  headache  (1.8%),  fatigue  (1.1%),  constipa- 
tion (6.3%),  nausea  (1.6%),  elevations  of  liver  enzymes  have  been  reported. 
(See  Warnings.)  The  following  reactions,  reported  in  less  than  0.5%,  occurred 
under  circumstances  where  a causal  relationship  is  not  certain:  ecchymosis, 
bruising,  gynecomastia,  psychotic  symptoms,  confusion,  paresthesia,  insomnia, 
somnolence,  equilibrium  disorder,  blurred  vision,  syncope,  muscle  cramp,  shaki- 
ness, claudication,  hair  loss,  macules,  spotty  menstruation.  How  Supplied: 
ISOPTIN  (verapamil  HCI)  is  supplied  in  round,  scored,  film-coated  tablets  con- 
taining either  80  mg  or  120  mg  of  verapamil  hydrochloride  and  embossed  with 
"ISOPTIN  80"  or  "ISOPTIN  120"  on  one  side  and  with  "KNOLL"  on  the  reverse 
side.  Revised  August,  1984.  2385 
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EMPLOYEES 
APPRECIATE 
THE  PAYROLL 
SAVINGS  PLAN. 

JUST  ASK  THE 
PEOPLE  AT 
GEORGIA-PACIFIC . 

“For  me,  buying 
Savings  Bonds  is  an 
efficient  way  to  save 
for  a rainy  day.” 

— Laura  Schafer 


“Savings  Bonds  allow 
me  to  put  some 
money  away  before  I 
get  a chance  to  spend 
it.” 

— Rick  Crews 


“Besides  being  a good 
investment  in  my 
country,  Bonds  help 
me  save  for  my  two 
daughters.” 

— Craig  Heimbigner 


U.S.  Savings  Bonds  now 
offer  higher,  variable  interest 
rates  and  a guaranteed  return. 
Your  employees  will  appreciate 
that.  They’ll  also  appreciate  your 
giving  them  the  easiest,  surest 
way  to  save. 

For  more  information, 
write  to:  Steven  R.  Mead, 
Executive  Director,  U.S.  Savings 
Bonds  Division,  Department  of 
the  Treasury,  Washington,  DC 
20226. 
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Paying  BetterThan  Ever ' 

A public  service  of  this  publication. 
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The  Upjohn  Company 
Kalamazoo,  Michigan  49001  USA 
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Consider  the 
causative  organisms... 


250-mg  Pulvules  t.i.d. 

offers  effectiveness  against 
the  major  causes  of  bacterial  bronchitis 

H.  influenzae , H.  influenzae,  S.  pneumoniae,  S.  pyogenes 

(ampicillin-susceptible)  (ampicillin-resistant) 


Brief  Summary  Consult  the  package  literature  lor  prescribing 
information 

Indications  and  Usage  Ceclor"  (cefaclor,  Lilly)  is  indicated  in  the 
treatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Lower  respiratory  infections,  including  pneumonia  caused  by 
Streptococcus  pneumoniae  iDiplococcus  pneumoniae I.  Haemoph 
ilus  influenzae  and  S pyogenes  (group  A beta  hemolytic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be 
performed  to  determine  susceptibility  of  the  causative  organism 
to  Ceclor 

Contraindication  Ceclor  is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings  IN  PENICILLIN-SENSITIVE  PATIENTS,  CEPHALO- 
SPORIN ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY 
THERE  IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL 
CROSS-ALLERGENICITY  OF  THE  PENICILLINS  AND  THE 
CEPHALOSPORINS,  AND  THERE  ARE  INSTANCES  IN  WHICH 
PATIENTS  HAVE  HAD  REACTIONS,  INCLUDING  ANAPHYLAXIS, 
TO  BOTH  DRUG  CLASSES 

Antibiotics,  including  Ceclor,  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy, 
particularly  to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  (including  macrolides.  semisynthetic 
penicillins,  and  cephalosporins);  therefore,  it  is  important  to 
consider  its  diagnosis  in  patients  who  develop  diarrhea  in 
association  with  the  use  of  antibiotics  Such  colitis  may  range  in 
severity  from  mild  to  life-threatening 
Treatment  with  broad-spectrum  antibiotics  alters  the  normal 
flora  of  the  colon  and  may  permit  overgrowth  of  Clostridia  Studies 
indicate  that  a toxin  produced  by  Clostridium  difficile  is  one 
primary  cause  of  antibiotic-associated  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to 
drug  discontinuance  alone  In  moderate  to  severe  cases,  manage- 


ment should  include  sigmoidoscopy,  appropriate  bacteriologic 
studies,  and  fluid,  electrolyte,  and  protein  supplementation 
When  the  colitis  does  not  improve  after  the  drug  has  been 
discontinued  or  when  it  is  severe,  oral  vancomycin  is  the  drug 
of  choice  for  antibiotic-associated  pseudomembranous  colitis 
produced  by  C difficile  Other  causes  of  colitis  should  be 
ruled  out 

Precautions  General  Precautions  - If  an  allergic  reaction  to 
Ceclor"  (cefaclor,  Lilly)  occurs,  the  drug  should  be  discontinued, 
and,  it  necessary,  the  patient  should  be  treated  with  appropriate 
agents,  e g . pressor  amines,  antihistamines,  or  corticosteroids 
Prolonged  use  of  Ceclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  If  superinfection  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs'  tests  have  been  reported  during  treat- 
ment with  the  cephalosporin  antibiotics  In  hematologic  studies 
or  in  transfusion  cross-matching  procedures  when  antiglobulin 
tests  are  performed  on  the  minor  side  or  in  Coombs  testing  of 
newborns  whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition,  it  should  be  recognized  that  a positive 
Coombs'  test  may  be  due  to  the  drug 
Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  safe  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Ceclor,  a false-positive  reaction 
for  glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict's  and  Fehlmg's  solutions  and  also  with  Clmitest’ 
tablets  but  not  with  Tes-Tape’  (Glucose  Enzymatic  Test  Strip, 
USP,  Lilly) 

Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis 

Usage  in  Pregnancy  - Pregnancy  Category  B - Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  12 
times  the  human  dose  and  in  ferrets  given  three  times  the  maximum 


human  dose  and  have  revealed  no  evidence  of  impaired  fertility 
or  harm  to  the  fetus  due  to  Ceclor*  (cefaclor,  Lilly)  There  are, 
however,  no  adequate  and  well-controlled  studies  in  pregnant 
women  Because  animal  reproduction  studies  are  not  always 
predictive  of  human  response,  this  drug  should  be  used  during 
pregnancy  only  if  clearly  needed 
Nursing  Mothers  - Small  amounts  of  Ceclor  have  been  detected 
in  mother  s milk  following  administration  of  single  500-mg  doses 
Average  levels  were  0 18.  0 20,  0 21 , and  0 16  mcg/ml  at  two, 
three,  four,  and  five  hours  respectively  Trace  amounts  were 
detected  at  one  hour.  The  effect  on  nursing  infants  is  not  known 
Caution  should  be  exercised  when  Ceclor  is- administered  to  a 
nursing  woman 

Usage  in  Children  - Safety  and  effectiveness  of  this  product  for 
use  in  infants  less  than  one  month  of  age  have  not  been  established 
Adverse  Reactions:  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 
Gastrointestinal  symptoms  occur  in  about  2 5 percent  of 
patients  and  include  diarrhea  (1  in  70) 

Symptoms  of  pseudomembranous  colitis  may  appear  either 
during  or  after  antibiotic  treatment  Nausea  and  vomiting  have 
been  reported  rarely 

Hypersensitivity  reactions  have  been  reported  in  about  1 5 
ercent  of  patients  and  include  morbiliform  eruptions  (1  in  100) 
ruritus.  urticaria,  and  positive  Coombs'  tests  each  occur  in  less 
than  1 in  200  patients  Cases  of  serum-sickness-like  reactions 
(erythema  multiforme  or  the  above  skin  manifestations  accompanied 
by  arthritis/arthratgia  and.  frequently,  fever)  have  been  reported 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor  Such  reactions  have  been  reported  more  frequently 
in  children  than  in  adults  Signs  and  symptoms  usually  occur  a few 
days  after  initiation  of  therapy  and  subside  within  a few  days 
after  cessation  of  therapy  No  serious  sequelae  have  been  reported 
Antihistamines  and  corticosteroids  appear  to  enhance  resolution 
of  the  syndrome 

Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 


occurred  in  patients  with  a history  of  penicillin  allergy 

Other  effects  considered  related  to  therapy  included 
eosmophilia  (1  in  50  patients)  and  genital  pruritus  or  vaginitis 
(less  than  1 in  100  patients) 

Causal  Relationship  Uncertain  - Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported  Although  they 
were  of  uncertain  etiology,  they  are  listed  below  to  serve  as 
alerting  information  for  the  physician 

Hepatic  - Slight  elevations  in  SGOT,  SGPT,  or  alkaline 
phosphatase  values  (1  in  40) 

Hematopoietic  - Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  (1  in  40) 

Renal  - Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200) 

[061782RI 


Note  Ceclor*  (cefaclor,  Lilly)  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporins  and  should  be  given 
cautiously  to  penicillin-allergic  patients 
Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever  See  prescribing  information 
©1984,  ELI  LILLY  AND  COMPANY 


Additional  information  available  to 
the  profession  on  request  from 
Eli  Lilly  and  Company. 

Indianapolis  Indiana  46285 
Eli  Lilly  Industries.  Inc 
Carolina,  Puerto  Rico  00630 


DEATHS 


2.  T.  Ashworth 

Charles  T.  Ashworth,  MD,  a Dallas  pathologist,  died  May  25, 
1985. 

Dr  Ashworth,  69,  was  a past  president  of  the  Texas  So- 
ciety of  Pathologists,  Inc,  and  a recipient  of  the  society's 
1963  Caldwell  Award. 

Born  in  Kaufman,  Tex,  he  attended  North  Texas  State 
Jniversity.  In  1938  he  received  his  medical  degree  from 
3aylor  College  of  Medicine  in  Dallas.  His  internship  was  at 
3altimore  (Md)  City  Hospital,  followed  by  a pathology  resi- 
jency  at  Baylor  Medical  Center,  Dallas.  Dr  Ashworth  prac- 
iced  in  Dallas  until  1948  when  he  moved  his  practice  to 
-ort  Worth.  He  returned  to  Dallas  in  1957. 

Surviving  family  members  include  his  wife,  Dorothy 
Ashworth;  and  sons,  Dr  Robert  David  Ashworth,  J.  Michael 
Ashworth,  Dr  Stanley  Warren  Ashworth,  and  C.  Taylor 
Ashworth,  all  of  Dallas;  and  1 1 grandchildren. 

I. S.  Clarkson,  Jr 

Ira  S.  Clarkson,  Jr,  MD,  a lifelong  resident  of  Houston,  died 
June  5, 1 985.  Dr  Clarkson,  66,  was  a family  physician. 

He  was  born  in  Houston  and  attended  The  University  of 
Texas  at  Austin.  In  1 943  he  received  his  medical  degree  from 
The  University  of  Texas  Medical  Branch  at  Galveston.  He  re- 
turned to  Houston  for  an  internship  at  Hermann  Hospital  and 
a residency  at  St  Joseph  Hospital. 

Survivors  include  Dr  Clarkson’s  wife,  Sara  Clarkson,  Hous- 
ton; sons,  Ira  S.  Clarkson  III,  Houston,  and  Thomas  R. 
Clarkson,  Austin;  and  sister,  Virginia  Buster,  Houston. 

N.N. Izzat 

Nawfal  N.  Izzat,  MD,  44,  died  April  30, 1 985.  Dr  Izzat  had 
practiced  medicine  in  Humble  for  six  years. 

A native  of  Iraq,  he  was  a graduate  of  the  University  of 
Baghdad.  He  received  a master  of  arts  degree  from  The 
University  of  Texas  in  1 966  and  a PhD  degree  from  The  Uni- 
versity of  Texas  Medical  Branch  in  1 969.  In  1 976  he  was 
graduated  from  Baylor  College  of  Medicine.  He  held  a resi- 
dency in  family  practice  at  Baylor  Affiliated  Hospitals  before 
moving  his  practice  to  Humble. 

Survivors  include  his  wife,  Ann  Izzat,  and  sons,  Ken  Izzat 
and  Anthony  Izzat,  all  of  Kingwood;  brothers,  Namir  Izzat, 
Baton  Rouge,  La;  Sam  Izzat,  Saginaw,  Mich;  Izzat  Izzat  and 
Ahmed  Izzat,  both  of  Houston,  and  Nabel  Izzat,  Iraq;  sisters, 
Kawla  Izzat,  MD,  Leyla  Izzat,  MD,  Nawel  Izzat,  MD,  all  of 
Iraq;  and  Nahla  Izzat  and  Nagwa  Izzat,  both  of  Houston. 

J. H.  Johnson 

Joel  Hartman  Johnson,  MD,  64,  died  June  16, 1985.  Dr 
Johnson  practiced  in  Brenham,  Tex,  for  27  years.  Since  his 
retirement  in  1 984,  Dr  Johnson  had  lived  in  Johnson  City. 

He  was  born  in  Round  Rock,  Tex,  and  was  graduated  from 


The  University  of  Texas  at  Austin.  During  World  War  II  he 
served  in  a US  Army  medical  detachment  to  the  Air  Force.  In 
1948  Dr  Johnson  received  his  medical  degree  from  The  Uni- 
versity of  Texas  Medical  Branch  at  Galveston.  Following  a 
residency  at  King's  Daughters  Hospital  in  Temple,  he  prac- 
ticed in  Mason,  Tex,  before  joining  the  Brenham  Clinic. 

Dr  Johnson  served  as  chairman  of  the  Texas  Medical 
Association  Committee  on  Rural  Health  and  as  a member  of 
the  TMA  Council  on  Public  Health.  He  was  appointed  to  the 
Texas  Board  of  Rural  Medical  Education  in  1980. 

Surviving  family  members  include  his  wife,  Mary  Ann 
Whitlow  Johnson,  Round  Rock  (formerly  of  Bell  County); 
daughters,  Janet  Bartholomew,  San  Antonio,  and  Jean 
Paschal,  Oklahoma  City;  sons,  Joel  Whitlow  Johnson  and 
Daniel  Johnson,  both  of  Round  Rock,  and  John  K.  Johnson, 
San  Marcos;  and  six  grandchildren. 

W.F.Ossenfort 

William  Frederick  Ossenfort,  MD,  53,  died  June  10,  1985. 

Dr  Ossenfort  had  practiced  in  Houston  since  1 961 . 

He  was  born  in  New  Orleans  and  attended  Rice  University, 
receiving  a bachelor  of  arts  degree  in  1 951 . In  1 955  he  was 
graduated  from  Baylor  College  of  Medicine  in  Houston  and 
then  completed  a rotating  internship  at  Jefferson  Davis  Hos- 
pital, Houston.  After  a residency  in  internal  medicine  at  Park- 
land Memorial  Hospital  in  Dallas,  Dr  Ossenfort  returned  to 
Houston  to  begin  a practice  of  internal  medicine.  He  was 
chief  of  staff  and  chief  of  medical  services  at  the  former  Me- 
morial Hospital  Southwest  and  a member  of  the  clinical  fac- 
ulty at  Baylor  College  of  Medicine. 

Surviving  Dr  Ossenfort  are  his  son,  Ted  Ossenfort;  daugh- 
ters, Liza  Ossenfort,  Ellen  Ossenfort,  and  Anna  Ossenfort; 
and  mother,  Violet  Ossenfort,  all  of  Houston. 

L.N.  Simmons 

□Hard  Nolan  Simmons,  MD,  a Wichita  Falls  family  physician, 
died  June  24,  1 985.  He  was  72. 

A native  of  Goliad,  Tex,  Dr  Simmons  attended  The  Univer- 
sity of  Texas  at  Austin.  In  1 939  he  was  graduated  from  Baylor 
College  of  Medicine  and  then  completed  an  internship  at 
Baylor  Medical  Center.  During  1941-1945,  Dr  Simmons 
served  in  the  US  Army. 

Surviving  family  members  include  his  wife,  Helen  B. 
Simmons,  Wichita  Falls;  and  son,  Robert  Simmons,  Aus- 
tin, Tex. 

R.V.  St  John 

Ralph  Vaughn  St  John,  MD,  an  honorary  member  of  Texas 
Medical  Association,  died  May  1 0,  1 985.  Dr  St  John  prac- 
ticed urology  in  Corpus  Christi. 

Born  in  Centerville,  Tex,  Dr  St  John  attended  Rice  Univer- 
sity in  Houston.  In  1928  he  received  his  medical  degree  from 
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Baylor  College  of  Medicine  in  Dallas.  He  interned  at  Memo- 
rial Hospital  in  Houston,  and  received  his  urological  training 
at  Roosevelt  Hospital  and  the  Squires  Clinic  of  Columbia 
Presbyterian  Hospital  in  New  York.  Dr  St  John  maintained  a 
private  practice  in  Grand  Rapids,  Mich,  before  moving  to  Cor- 
pus Christi  in  1934. 

He  was  a member  and  past  president  of  the  Nueces 
County  Medical  Society.  Recently  Dr  St  John  was  honored  by 
Spohn  Hospital  in  Corpus  Christi  for  40  years  of  continuous 
service  on  the  medical  staff. 

He  is  survived  by  his  son,  Ralph  St  John,  Jackson,  Miss. 

T.J.  Vanzant 

Thomas  Jefferson  Vanzant,  MD,  77,  a Houston  ophthalmolo- 
gist, died  June  7, 1985. 

A native  of  Paris,  Tex,  Dr  Vanzant  was  a 1 933  graduate  of 
The  University  of  Texas  Medical  Branch  at  Galveston.  After  a 
postgraduate  fellowship  at  Tulane  University  School  of  Medi- 
cine in  New  Orleans,  he  returned  to  Houston  in  1934. 

During  1 943-1 946,  Dr  Vanzant  served  in  the  US  Army. 
Surviving  family  members  include  his  wife,  Jane  Amerman 
Vanzant,  Houston;  sons,  Thomas  Jefferson  Vanzant,  Jr; 
Robert  Courtenay  Vanzant,  MD;  and  Earl  Amerman  Vanzant, 
all  of  Houston;  brother,  Cmdr  Joseph  Courtenay  Vanzant 
(Ret),  Arlington,  Va;  and  five  grandchildren. 

B.H.  Walling 

B.  Heyward  Walling,  Jr,  MD,  63,  died  May  9, 1 985.  Dr  Walling 
was  a retired  Kingsville  obstetrician-gynecologist. 

He  was  born  in  Union,  SC,  and  received  a bachelor  of  sci- 
ence degree  from  the  College  of  Charleston  (SC).  In  1945 
Dr  Walling  was  graduated  from  South  Carolina  State  Medical 
College.  His  internship  and  residency  were  at  Columbia  (SC) 
Hospital.  Dr  Walling  practiced  in  Washington  and  in  Ten- 
nessee before  moving  to  Kingsville  in  1952. 

He  is  survived  by  his  wife,  Sarah  E.  Walling,  Kingsville; 
sons,  Bert  Heyward  Walling  III,  Weslaco,  Tex,  and  Randolph 
Richard  Walling,  Kingsville;  mother,  Sarah  Ethel  Weber 
Walling,  Union,  SC;  and  one  granddaughter. 
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Marriott  now  offers 
personalized  luxury  in  the 
Texas  Medical  Center. 


Our  new  full-service  luxury  hotel 
is  located  minutes  from  downtown 
Houston,  Hobby  Airport,  Astrodome, 
and  only  steps  from  healthcare  facili- 
ties and  Rice  University. 

This  hotel  is  designed  to  meet 
the  expectations  of  every  guest  and 
conference  group,  with... 398  guest 
rooms,  suites,  concierge  floors,  spe- 
cialty restaurants  and  lounges,  indoor 
pool  and  adjoining  fitness  center,  and 
9000  sq.  ft.  of  conference  space. 

See  how  accommodating  a Medical 
Center  hotel  can  be.  For  reservations 
and  information  call  your  travel  agent 
or  call  us  toll  free  (800)  228-9290. 


HOUSTON 


.Marriott 


MEDICAL  CENTER 

6580  Fannin  Street,  Houston,  Texas  77030  (713)  796-0080 


TEXAS  MEDICINE 


IN  MEMORIAM 

RECENTLY  DECEASED  MEMBERS  OF  THE  TEXAS  MEDICAL  ASSOCIATION 


C.  T.  ASHWORTH 
Dallas,  1915-1985 

I. S.  CLARKSON,  JR. 
Houston,  1918-1985 

N.  N.  IZZAT 
Humble,  1940-1985 

J.  H.  JOHNSON 
Brenham,  1920-1985 

W.  F.  OSSENFORT 
Houston,  1931-1985 


L.  N.  SIMMONS 
Wichita  Falls,  1913-1985 

R.  V.  ST  JOHN 
Corpus  Christi,  1897-1985 

T.  J.  VANZANT 
Houston,  1908-1985 

B.  H.  WALLING 
Kingsville,  1921-1985 


The  Memorial  Library  of  the  Texas  Medical 
Association  stands  as  a permanent  memorial 
to  physicians  who  have  served  their  patients, 
their  profession,  and  the  people  of  Texas. 

The  Friends  of  the  TMA  Memorial  Library 
is  an  organization  dedicated  to  enhancing  the 
Library  collection  through  support  by  individ- 
uals. Funds  for  this  organization  are  raised 
through  membership  recruitment  and  memo- 


rial donations  and  are  added  to  the  Texas  Me- 
morial Medical  Library  Fund. 

Contributions  to  the  Texas  Memorial  Medi- 
cal Library  Fund  provide  a valuable  support 
function  to  the  Memorial  Library  which  offers 
a full  range  of  medical  reference  and  audio- 
visual services  to  TMA  members  through- 
out the  state. 


THE  FRIENDS  OF  THE  TMA  MEMORIAL  LIBRARY  FUND 
1801  N.  Lamar  Blvd.,  Austin,  Texas  78701 


ANNUAL  MEMBERSHIP  ENROLLMENT  HONOR  AND  MEMORIAL  GIFTS 

I wish  to  become  enrolled  as  a Friend. 

□ Student  $ 5.00  □ Patron  $ 100.00 

□ Sustaining  $15.00  □ Life  $1,000.00 

□ Subscribing  $25.00 

NAME PLEASE  NOTIFY 

ADDRESS 

CITY/STATE/ZIP 


□ In  memory  of  □ In  honor  of 

NAME 

OCCASION 
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39%  OF  ALL 

HIGH  SCHOOL  SENIORS  ARE 
PROBLEM  DRINKERS. 


Your  local  United  Way  supports  a range 
of  alcoholism  prevention  and  treatment 
agencies  that  work  together  to  solve 
teen-age  alcoholism  and  many  other 
social  problems. 

With  your  help  we’re  also  trying  to 
do  something  about 
domestic  violence, 
offer  support  services 


for  single  household  families,  provide 
rehabilitation  for  victims  of  crippling 
diseases.  And  more. 

But  we  can’t  do  it  without  you. 

Your  one  gift  helps  more  people  in  your 
community  than  any  other  way  of  giving. 

So  give  generously. 
Because  together  we 
can  do  anything. 


THEWAYTOSTOPIT 
IS  TO  BECOME  UNITED: 


THE  ADVERTISING  COUNCIL 
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Unibed  Vfcy 

Thanks  to  you  it  works  for  all  of  us. 


©1985  UNITED  WAY 


TEXAS  MEDICINE 


1836-1986 


TMA 

Texas  Medical 
Association 

119th 

Annual  Session 
Dallas 

May  7-11,  1986 
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DIAGNOSTIC  CLINIC  OF  HOUSTON 

6448  FANNIN 
HOUSTON,  TEXAS  77030 
(713)  797-9191 

TEXAS  MEDICAL  CENTER 


INTERNAL 

MEDICINE 

ALLERGY 

Arthur  T.  Pedersen,  MD 

CARDIOVASCULAR  DISEASE 

Hugh  F.  Arnold,  MD 
Michael  B.  Raine,  MD 
Michael  A.  Modelski,  MD 
Sigmund  W.  Friedland,  MD 
Boguslaw  Godlewski,  MD 

DERMATOLOGY 

Samuel  F.  Bean,  MD 

ENDOCRINOLOGY  & 
METABOLIC  DISEASES 

Thomas  G.  Vandivier,  MD 
Raymond  Gregory,  MD 
R.  Frederick  Gregory,  MD 
Thomas  J.  Hanson,  MD 
Richard  D.  Jablonski,  MD 
Brian  R.  Tulloch,  MD 

GASTROENTEROLOGY 

W.  Tom  Arnold,  MD 
Belton  G.  Griffin,  MD 
Frederick  R.  Lummis,  MD 
Dean  C.  Solcher,  MD 
Michael  Gagliardi,  MD 
Margaret  E.  Bridges,  MD 
Robert  S.  McFadden,  MD 
Daniel  E.  Whitman,  MD 


U 


HEMATOLOGY 

Edmund  N.  Gouldin,  MD 
George  T.  Conklin,  MD 

INFECTIOUS  DISEASES 

Lewie  L.  Travis,  MD 
George  Burnazian,  MD 
Benjamin  L.  Portnoy,  MD 

INTERNAL  MEDICINE 

Jeffrey  Zatorski,  MD 
Paul  T.  Forth,  MD 
Ronald  R.  Galfione,  MD 
Steve  Rosenbaum,  MD 
Eugene  M.  Hoyt,  MD 

NEPHROLOGY 

K.  Ronald  Bingman,  MD 
R.  Robert  Durrett,  MD 
Garry  L.  Hagstrom,  MD 

NEUROLOGY 

Donald  J.  Russell,  MD 
George  Isaacs,  MD 
Ernesto  Infante,  MD 
Robert  W.  Fayle,  MD 
Simon  J.  Farrow,  MD 

NUCLEAR  MEDICINE 

Donald  A.  Podoloff,  MD 

ONCOLOGY 

Lester  L.  Hoaglin,  MD 
J.  Peter  Sullivan,  MD 
Harry  R.  Price,  MD 
Edward  Middleman,  MD 
Martin  Hrgovcic,  MD 
Elizabeth  W.  Rogg,  MD 


PATHOLOGY 

Paul  B.  Radelat,  MD 
Ashok  M.  Balsaver,  MD 

PULMONARY  DISEASE 

William  M.  Donohue,  MD 
Joel  E.  Reed,  MD 
Gene  R.  Lindley,  MD 
Martin  L.  Kaplan,  MD 
Nelson  A.  Fernandez,  MD 

RADIOLOGY 

William  L.  Hinds,  MD 
C.  P.  Eldridge,  MD 
David  D.  Lawrence,  MD 
Charles  A.  Spain,  MD 
Joe  B.  Wilson,  MD 
Howard  J.  Pollock,  MD 
Jeffrey  A.  Klein,  MD 
Richard  J.  Frachtman,  MD 

RHEUMATOLOGY 

John  E.  Norris,  MD 
Carolyn  A.  Smith,  MD 
John  J.  Zieminski,  MD 

ADMINISTRATION 

Robert  B.  Hall, 
Administrator 

Joan  R.  McClung, 
Associate  Administrator 
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PAID  ADVERTISE  MEN! 


The  Texas  Medical  Association 
endorsed  I.C.  System’s  collection 
program  on  February  7,  1983 


Already,  over  2,200  member  practices  are 
enrolled  and  have  recovered  some 
$5.6  million  in  overdue  receivables. 


I.C.  System  is  endorsed  as  a responsible  alternative  for  members  who  need  help 
keeping  their  receivables  under  control.  All  collection  practices  are  legal,  ethical 
and  professional.  The  objective  is  to  collect  without  harming  the  doctor  patient 
relationship.  That’s  important. 

In  these  economic  times  you  need  a collection  program  you  can  turn  to  in 
confidence.  Consider  I.C.  System.  Return  this  form.  The  system  is  endorsed  by 
the  Association.  The  System  Works! 


Tell  me  more  about  this  program  endorsed  by  the 
Texas  Medical  Association. 

Practice  

Address  

City  State Zip 

Phone  

Send  to  I.C.  System,  Inc. 

6301  Heron  Drive 
Austin,  Texas  78759 
512/250-9720 
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MEDICINE  IN  LITERATURE 


Medicine  in  Literature  is  a randomly  selected  sample  of 
medical  texts  recently  purchased  by  the  TMA  Memorial  Li- 
brary. In  1985  the  library  will  add  more  than  600  book  titles 
to  its  56,000-volume  collection  of  books  and  bound  journals, 
and  regularly  increases  its  holdings  of  motion  pictures, 
audiocassettes,  videocassettes,  and  slide  presentations.  In 
addition,  the  library  subscribes  to  1,045  medical  and  health- 
related  journals.  For  additional  information,  call  the  Memo- 
rial Ubrary  at  (512)477-6704. 


In  the  TMA  Library 

Athey  PA,  Hadlock  FP:  Ultrasound  in  Obstetrics  and  Gyne- 
cology, ed  2.  St  Louis,  The  C.V.  Mosby  Company,  1985. 

Beck  AT,  Emery  G:  Anxiety  Disorders  and  Phobias.  A Cog- 
nitive Perspective.  New  York,  Basic  Books,  Inc,  1985. 

Booth  CC,  Neale  G (eds):  Disorders  of  the  Small  Intestine. 
Boston,  Blackwell  Scientific  Publications,  1985. 

Dent  TL,  Strodel  WE,  Turcotte  JG,  et  al  (eds):  Surgical 
Endoscopy.  Chicago,  Year  Book  Medical  Publishers,  Inc, 
1985. 

Fletcher  R,  Voke  J:  Defective  Colour  Vision.  Fundamentals, 
Diagnosis,  and  Management.  Boston,  Adam  Hilger  Ltd,  1 985. 

Fowler  NO:  The  Pericardium  in  Health  and  Disease.  Mount 
Kisco,  NY,  Futura  Publishing  Company,  1 985. 

Gamstorp  I:  Paediatric  Neurology,  ed  2.  Boston,  Butter- 
worths,  1985. 

Habit  TP:  Clinical  Dermatology.  A Color  Guide  to  Diagnosis 
and  Therapy.  St  Louis,  The  C.V.  Mosby  Company,  1 985. 

Heilman  KM,  Valenstein  E (eds):  Clinical  Neuropsychology, 
ed  2.  New  York,  Oxford  University  Press,  1985. 

Hykes  DL,  Hedrick  WR,  Starchman  DE:  Ultrasound  Physics 
and  Instrumentation.  New  York,  Churchill  Livingstone,  1985. 

Kassner  EG  (ed):  Iatrogenic  Disorders  of  the  Fetus,  Infant, 
and  Child,  vol  1 . New  York,  Springer- Verlag,  1985. 

Kraus  R (ed):  The  Practice  of  Echocardiography.  New  York, 
John  Wiley  & Sons,  1985. 

Malt  RA:  Surgical  Techniques  Illustrated.  A Comparative 
Atlas.  Philadelphia,  W.B.  Saunders  Company,  1985. 


Mattingly  RF,  Thompson  JD:  Te  Linde’s  Operative  Gynecol- 
ogy, ed  6.  Philadelphia,  J.B.  Lippincott  Company,  1985. 

Medical  Oncology.  Basic  Principles  and  Clinical  Manage- 
ment of  Cancer.  New  York,  Macmillan  Publishing  Company, 
1985. 

Milkman  HB,  Shaffer  HJ  (eds):  The  Addictions.  Multi- 
disciplinary Perspectives  and  Treatments.  Lexington,  Mass, 
D.C.  Heath  and  Company,  1985. 

Nichols  DH,  Evrard  JR  (eds):  Ambulatory  Gynecology.  Phila- 
delphia, Harper  & Row,  1985. 

Resnick  Ml,  Sanders  RC:  Ultrasound  in  Urology,  ed  2.  Bal- 
timore, Williams  & Wilkins,  1984. 

Roberts  AJ:  Difficult  Problems  in  Adult  Cardiac  Surgery.  Chi- 
cago, Year  Book  Medical  Publishers,  Inc,  1985. 

Roach  WH  Jr,  Chernoff  SN,  Esley  CL:  Medical  Records  and 
the  Law.  Rockville,  Md,  Aspen  Systems  Corporation,  1985. 

Sadler  TW:  Lang  man’s  Medical  Embryology,  ed  5.  Bal- 
timore, Williams  & Wilkins,  1985. 

Siddiqui  AR:  Nuclear  Imaging  in  Pediatrics.  Chicago,  Year 
Book  Medical  Publishers,  Inc,  1985. 

van  Bekkum  DW,  Lowenberg  B (eds):  Bone  Marrow  Trans- 
plantation. Biological  Mechanisms  and  Clinical  Practice. 
New  York,  Marcel  Dekker,  Inc,  1985. 

Walker  WA,  Watkins  JB  (eds):  Nutrition  in  Pediatrics.  Basic 
Science  and  Clinical  Application.  Boston,  Little,  Brown  and 
Company,  1985. 

Wilkins  RH,  Rengachary  SS  (eds):  Neurosurgery.  New  York, 
McGraw-Hill  Book  Company,  1985. 

Ziegenfuss  JT : DRGs  and  Hospital  Impact.  An  Organiza- 
tional Systems  Analysis.  New  York,  McGraw-Hill  Book  Com- 
pany, 1985. 
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Make  one  phone  call  to  Trans-Texas  Leasing  and  we  will  deliver  any  make 
anywhere  in  Texas  right  to  your  doorstep.  It's  yours  for  the  asking. 

Call  today  and  we  will  explain  the  tax  advantages,  low  monthly  payments, 
100%  financing,  premium  trade-in  allowances,  and  guaranteed  residual  value 
available  to  you  when  you  lease  a car  from  us. 


We  are  endorsed  by: 


TRANS-TEXAS  LEASING 


Dallas  214/699-9494 
Arlington  817/265-4449 
San  Antonio  512/734-9512 


1 -800-442-61 58 
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U S Department  of  Transportation 


MANAGE  YOUR  OFFICE  MORE  EFFECTIVELY  WITH 
THE  MPM  1000  SYSTEM  AVAILABLE  THROUGH 
SOUTHERN  MEDICAL  ASSOCIATIONS 
PHYSICIANS’  PURCHASING  PROGRAM 


Manage  your  office  more 
effectively  with  the  MPM 
1000  System  available 
through  the  Physicians’ 
Purchasing  Program. 

Managing  your  office 
shouldn’t  be  hard; 
however,  with  the  current 
insurance  requirements  and 


the  impending  Medicare 
changes  looming  on  the 
horizon,  it  will  get  more 
difficult.  You  should  call 
Curtis  1000  Information 
Systems  or  Southern 
Medical  Association  to  find 
out  how  the  MPM  1000  can 
help  make  your  practice 
run  more  effectively. 


AVAILABLE  ON  IBM  A/T 


MPM  1000  Simplifies  Your  Paperwork 

You  will  be  able  to  reduce  the  mountains  of  paper- 
work by  using  your  MPM  1000  system  to  process  all 
your  insurance,  complete  your  billing  plus  instan- 
taneously sort  and  file  necessary  information. 

MPM  1000  Speeds  Up  Your  Cash  Flow' 

The  MPM  1000  system  will  increase  your  daily  bank 
deposits  by  processing  all  your  insurance  and  pa- 
tients’ receivables  quickly. 

MPM  1000  Improves  Your  Practice  Management 

With  the  MPM  1000  system  you  can  easily  and  intel- 
ligently manage  your  practice  with  computer  gene- 
rated reports.  Trends  and  problems  are  easily  iden- 
tified so  you  can  take  corrective  action  before  they 
become  serious. 


MPM  1000  Is  A One  Source  Solution 

The  MPM  1000  is  a one  source  solution.  With  your 
system  you  receive  all  hardware  (IBM  or  Texas  In- 
struments), software,  complete  five  day  training  pro- 
gram and  responsive  after  sale  support. 

IBM  PC/AT  At  Discount 

Best  of  all,  these  systems  are  available  through  SMA 
Services,  Inc.,  Physicians’  Purchasing  Program  with 
substantial  discounts  on  IBM  and  Texas  Instrument 
equipment. 

FOR  MORE  INFORMATION,  please  fill  out  the 

coupon  below  and  mail  it  to  Southern  Medical  Asso- 
ciation, or  for  faster  service  call  Southern  Medical  at 
(205)  945-1840  or  Curtis  1000  Information  Systems  at 
800-241-4780. 


□ YES!  I would  like  more  information  on  MPM  1000 

□ Long  term  □ Please  contact  me  for  a survey 


My  interests  are:  □ Immediate 
I am  a member  of  SMA  □ 


Name 

(Please  Print) 

Address 

City 

State 

Zip 

( ) 

Specialty 


Office  Phone 


Mail  to:  CURTIS  1000  INFORMATION  SYSTEMS 
2296  Henderson  Mill  Road 
Suite  402 

Atlanta,  Georgia  30345 
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DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA 
members  at  $32.00  per  column  inch  per  month  and  list- 
ings must  run  for  a minimum  of  six  months.  A discount  of 
5%  is  allowed  for  six  months'  advance  payment.  New 
listings,  changes,  or  cancellations  should  be  sent  to 
Advertising  Manager,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701.  Deadline  is  the  5th  of  the 
month  preceding  publication  month. 


Allergy 


Cardiology 


DONALD  L.  LEVENE,  MD,  FACC 
Invasive  and  Nuclear  Cardiology 

Diplomate  American  Boards  of  Internal  Medicine,  Cardiology 
Medical  City  Dallas,  7777  Forest  Lane,  #B-241 
Dallas,  Texas  75230;  214  385-3257 


CORPUS  CHRISTI  ALLERGY  CLINIC 

Saul  Grossman,  MD,  FACA,  FAACIA,  Allergy-Dermatology 
Wallace  A.  Crozier.  MD,  FACA.  Certified  American  Boards  Pediatrics 

and  Allergy,  Diplomate  American  Board  of  Allergy  and  Immunology 
James  A.  Caplin.  MD,  Allergy-Immunology 


2530  Morgan,  Corpus  Christi.  Texas;  882-3487 


CHARLES  A.  RUSH,  JR,  MD 

Diplomate/American  Board  of  Allergy  & Immunology 
Fellow,  AAA.  ACA,  AACIA 

Northeast  Medical  Clinic  Association 
7601  Glenview  Drive 
Fort  Worth.  Texas  76118 


JAMES  A.  AYERS.  MD 
FAACIA,  FAAA,  FACA 
Adult  and  Pediatric  Allergy 

3130  S.  Alameda.  Corpus  Christi,  Texas  78404 
512  884-2841;  exchange  512  884-0661 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 

CONSULTANTS 


John  P.  McGovern.  MD 
DIRECTOR-CONSULTANT 


Theodore  J.  Haywood,  MD 
Orville  C.  Thomas,  MD 
Joseph  T.  Queng.  MD 
Lawrence  G.  Thorne.  MD 
Venugopal  K.  Menon.  MD 
Robert  E.  Smith,  MD 
Gerald  T.  Machinski,  MD 
Theresa  C.  Queng,  MD 
Waldo  M.  Martinez,  MD 
Lyna  Kit  Lee,  MD 
Harlan  W.  Sindell,  MD 


RESEARCH  ASSOCIATES 
Michael  H.  Smolensky,  PhD 
Alain  Reinberg,  MD,  PhD 
Chinavudh  Wanissorn.  PhD 
Glenna  M.  Kyle,  PhD 


Evan  M.  Hersh,  MD 
IMMUNOLOGY 

James  A.  Knight.  MD 
PSYCHIATRY 

R.  John  Prevost.  MS 
AIR  POLLUTION 

Reuben  D.  Wende,  PhD 
ANTIGEN  AND  CLINICAL 
LABORATORIES 

John  A.  Thomas,  PhD 
BIOMETRICS 

Warren  E.  Schaller.  HSD 
Charles  F.  Kegley.  PhD 
ALLIED  HEALTH  SCIENCES 

Hester  Beth  Bland,  HSD 
HEALTH  EDUCATION 

George  R.  Kerr,  MD 
NUTRITION 


Certified  American  Board  of  Allergy  and  Immunology 

Diplomates  American  Boards  ol  Pediatrics  and  Allergy 

6969  Brompton  (at  Holcombe),  Houston.  Texas  77025;  713  661-1444 


Clinics 


Two  complete  neurological  and  behavioral  medicine  facilities  dedicated 
to  DIAGNOSIS  AND  COMPREHENSIVE  CARE  OF  PATIENTS  WITH 
CHRONIC  RECURRENT  HEADACHES  with  emphasis  on  prophylactic 
treatment. 


HOUSTON  HEADACHE 
CLINIC 

Park  Plaza  Prof.  Bldg. 
1213  Hermann  Dr.  #855 
Houston,  Texas  77004 
713  528-1916 


DALLAS  HEADACHE 

CLINIC 

Douglas  Plaza 

8226  Douglas  Ave.  #325 

Dallas,  Texas  75225 

214  692-7011 


CAT  scan;  EEG;  EMG;  Evoked  Potentials;  Thermography;  Personality, 
Behavioral  and  Psychological  Evaluations.  Multimodality  approach  to 
management  of  headache  including  prophylactic  medications,  bio- 
feedback and  behavioral  therapy. 


NINAN  T.  MATHEW,  MD,  FRCP  (C) 
Neurologist-Director 


DALLAS  DIAGNOSTIC  ASSOCIATION 

7777  Forest  Lane,  Suite  303,  Dallas,  Texas  75230 


214  661-7770 

CARDIOLOGY 
J.  Edward  Rosenthal,  MD 
David  A.  Schwartz,  MD 

GASTROENTEROLOGY 
Paul  K.  Anderson,  MD 
Roger  C.  Camp,  MD 
Lannie  R.  Hughes,  MD 

HEMATOLOGY  AND  ONCOLOGY 
Barry  D.  Brooks,  MD 
Charles  S.  White,  III,  MD 

ADMINISTRATOR 
Carl  E.  Ikard 


ALLERGY  AND  IMMUNOLOGY 
William  R.  Lumry,  MD 

RHEUMATOLOGY 
Carlos  M.  Kier.  MD 

INTERNAL  MEDICINE 
Joan  P.  Donley,  MD 
Larry  Dossey,  MD 
Tom  L.  Hampton,  MD 
David  A.  Haymes,  MD 
C.  Thomas  Long,  III,  MD 
Jack  F.  Melton,  MD 
Joe  H.  Sample,  Jr.,  MD 
Peter  S.  Stack,  MD 
Rick  T.  Waldo,  MD 


Diplomates  American  Boards  o'  Internal  Medicine, 
Cardiology,  Gastroenterology,  Hematology  and  Oncology 


SOUTHWEST  DAY  HOSPITAL 

4831  Woodway,  Suite  195  West,  Houston,  Texas  77056;  713  871-0266 

Partial  Hospitalization  Services 

Day,  night,  weekend 

Full  range  of  Psychotherapy  and  Activity  Services 
Biofeedback  and  Psychological  Testing 

Programs 

General  Psychiatric 
Eating  Disorders 
Chemical  Dependency 


Anesthesiology 


THOMAS  A.  BLOCHER,  MD 
Medical  Director 


EDWARD  A.  TALMAGE.  MD,  PA 

Pain  Management — Epidural  Steroid  Therapy 

Diagnostic  & Therapeutic  Nerve  Blocks  IMA  Postgraduate  Courses 

Surgical  & Obstetrical  Anesthesiology 

. . . Another  service  of  your  association 

Diplomate  American  Board  of  Anesthesiology 

7777  Southwest  Freeway,  Suite  1052,  Houston  77074;  713  988-7558 
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TEXAS  MEDICINf 


Colon  & Rectal  Surgery 

Diagnostic  Radiology 

FT.  WORTH  PROCTOLOGIC  CLINIC.  PA 

Colon  and  Rectal  Surgery  and  Colonoscopy 

Sommai  Sehapayak,  MD,  FACS,  FICS 

Diplomats  American  Board  of  Colon  and  Rectal  Surgery 

1050  West  Rosedale,  Fort  Worth.  Texas  76104; 

817  338-4501  (24  hours) 

COMPUTED  TOMOGRAPHY 

Temple  Independent  Scanner 

Stephen  J.  Vancura,  MD 

High  Resolution  In/Out  Patient  CT  (Head  or  Body) 

Including  Tumor  Biopsy,  Interventional  Radiology 

2027  S.  61st  St..  Suite  116,  Temple,  Texas  76501 

817  774-9994 

Note:  24  hr.  Emergency  Services  Available 

DAVID  S.  PITA.  MD 

Colon  and  Rectal  Surgery 

Colonoscopy 

Endocrinology 

Barnett  Tower.  Baylor  Medical  Plaza 

3600  Gaston  Ave.,  Suite  411 

Dallas,  Texas  75246 

Telephone  214  821-4300 

ENDOCRINE  ASSOCIATES  OF  DALLAS.  PA 

Stanley  Feld,  MD,  FACP 

Richard  Sachson,  MD,  FACP 

Steven  Dorfman,  MD,  FACP 

Dermatology 

Stephen  Aronoff,  MD,  FACP 

Diplomates  of  American  Board  of  Internal  Medicine 
and  Endocrinology  and  Metabolism 

Practice  Limited  to  Endocrinology  <S  Diabetes 

5480  LaSierra  Drive,  Dallas,  Texas  75231;  214  363-5535 

DAVID  R.  WEAKLEY,  MD,  FACP 

Dermatology — Dermatological  Surgery 

Including  Dermabrasion,  Chemical  Peeling 
and  Collagen  Injections 

Medical  City  Dallas.  Suite  214,  7777  Forest  Lane 

Dallas,  Texas  75230;  Phone  214  661-7460 

ERIC  A.  ORZECK,  MD.  FACP 

Endocrinology  & Diabetes 

8181  North  Stadium  Drive,  Houston,  Texas  77054;  713  797-9922 

WILLIS  I.  COTTEL,  MD 

Practice  Limited  to  Skin  Cancer 

Gastroenterology 

Mohs'  Chemosurgery 

Baylor  Medical  Plaza.  3600  Gaston  Avenue 

Suite  1154.  Dallas.  Texas  75246;  214  827-5960 

CECIL  O.  PATTERSON.  MD,  FACP 

Gastroenterology,  Gastroscopy,  Esophagoscopy 

DERMATOLOGY  ASSOCIATES  OF  SAN  ANTONIO 

James  Lewis  Pipkin,  MD  Mary  Jo  Montgomery.  MD 

Diseases  of  the  Skin,  Skin  Cancer, 

9000  Harry  Hines  Boulevard,  Dallas,  Texas  75235 

214  358-2545 

Mucocutaneous  Virology 

108  Tendick,  San  Antonio,  Texas  78209;  512  222-8651,  222-2001 

(East  at  2700  block  Broadway  on  Brackenridge  Ave;  up  hill  for  3 

blocks  to  Tendick  on  left.  Office  in  middle  of  block.  Note  signs  and 

arrows.) 

DERMATOLOGY  ASSOCIATES  OF  DALLAS 

David  S.  Alkek,  MD 

Hair  Transplantation,  Scalp  Reduction, 

Dermabrasion,  Chemical  Peel  and  Collagen 

Medical  City  Dallas,  7777  Forest  Lane,  Building  B, 

Suite  309,  Dallas,  Texas  75230;  telephone  214  788-0088 

DRS.  BAILEY,  DOUGLAS  AND  DEVANEY 
ASSOCIATION 

3434  Swiss  Avenue.  Suite  303,  Dallas,  Texas;  214  823-5180 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  MD 

F.  Clark  Douglas.  MD 

George  T.  DeVaney,  MD 

General  Surgery 

MOHS  SURGERY 

FOR  PRIMARY  AND  RECURRENT 

CANCER  OF  THE  SKIN 

Forrest  C.  Brown,  MD 

Medical  City  Hospital 

7777  Forest  Lane,  Dallas,  Texas  75230;  214  661-4537 

DRS.  VANDERPOOL,  LANE.  WINTER  & BONE 

David  Vanderpool,  MD,  FACS  John  W.  Winter,  MD,  FACS 

B.  Ward  Lane.  MD,  FACS  G.  Edward  Bone,  MD,  FACS 

Diplomates  American  Board  of  Surgery 

General  <£  Peripheral  Vascular  Surgery 

1008  N.  Washington,  Dallas,  Texas  75204;  214  823-2650 

7777  Forest  Lane,  Suite  204,  Dallas,  Texas  75230;  214  661-7860 

ROBERT  P.  FULLER,  MD 

Mohs'  Skin  Cancer  Surgery  and  Cutaneous 

Cosmetic  Surgery 

909  Frostwood,  Suite  330,  Houston,  Texas  77024 

Telephone  713  464-9346 

ROBERT  J.  TURNER,  III,  MD,  FACS 

Diplomate  American  Board  of  Surgery 

Surgery  and  Surgical  Oncology 

1350  South  Main,  Suite  1200, 

Fort  Worth  76104;  817  335-8311 

TMA  Physician  Placement  Service 

TMA  Practice  Management  Workshops 

. . . Another  service  of  your  association 

. . . Another  service  of  your  association 
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Hand  Surgery 


L.  LEE  LANKFORD.  MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 

DAVID  J.  ZEHR,  MD — Microsurgery 
ARNOLD  V.  DiBELLA,  MD 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave..  Suite  450,  Dallas.  TX  75246;  214  823-5351 
LANKFORD  HAND  SURGERY  ASSN. 


DALLAS  NEUROSURGICAL  ASSOCIATION 
Neurological  Surgery  and  Microneurosurgery 


Charles  W.  Simpson.  MD  Richard  H.  Jackson,  MD 

Morris  Sanders,  MD  Casey  E.  Patterson.  MD  (Retired) 

W.  Robert  Hudgins,  MD 


0303  narry  nines  Blvd..  bt.  Paul  Professional  Bldg. 
Dallas.  Texas  75235;  214  637-0420 


oune  o£u. 


ROBERT  E.  BUNATA,  MD,  PA 
B.  I.  WROTEN,  MD 

Surgery  of  the  Hand 

801  West  Terrell,  Ft.  Worth.  Texas  76104 
Telephone  817  335-5411 


W.  DENNIS  STRIPLING,  MD.  PA 
MICHAEL  V.  DOYLE.  MD,  PA 

Diplomates  American  Board  of  Orthopaedic  Surgery 

Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

8220  Walnut  Hill  Lane.  Suite  606.  Dallas,  Texas  75231;  214  368-3776 


KENNETH  D.  GLASS,  MD.  FACS 

Hand  Surgery  and  Reconstructive  Surgery 

of  the  Upper  Extremity 

lt’,?auIJ>rofessional  Building.  Suite  812,  5959  Harry  Hines  Blvd., 
Dallas,  Texas  75235;  214  631-7488 

Medical  City  Dallas,  Suite  C-200  , 7777  Forest  Lane.  Dallas.  Texas 
75230;  214  661-4797 

ADRIAN  E.  FLATT,  MD,  FRCS 

Chief,  Department  of  Orthopaedic  Surgery 
Baylor  University  Medical  Center 

Reconstructive  Surgery  of  the  Hand 

Suite  412.  Doctor's  Building,  3707  Gaston  Avenue, 

Dallas,  Texas  75246;  Office  214  823-9440 


8210  Walnut  Hill  Lane.  Presbyterian  Professional  Bldg..  Suite  905 
Dallas.  Texas  75231;  214  369-7596 


JACK  E.  McCALLUM,  MD,  PA 
PHILIP  C.  BECHTEL,  MD,  PA 
WARREN  D.  WILSON.  MD,  PA 

Diplomates  of  the  American  Board  of  Neurological  Surgery- 
1522  Cooper,  Fort  Worth,  Texas  76104;  817  336-1300 


EL  PASO  NEUROLOGICAL  INSTITUTE 

Professional  Association 

Neurology,  Neurosurgery,  Electroencephalography 
Neuro-Radiology,  Computerized  Tomography 

John  T.  O'Neal,  MD,  Neurosurgery 

Robert  D.  Schneider.  MD.  Neurology  and  Electroencephalography 
Steven  K.  Crouse,  MD.  Neurology  and  Electroencephalography 

Murchison  Medical  Bldg.,  Suite  307 
1810  Murchison  Drive.  El  Paso.  Texas  79902 
Telephone  915  532-8901 


Nuclear  Medicine 


ROBERT  A.  ERSEK,  MD 
U.  GAD  ARIA,  MD,  FACS 

Diplomat©  of  American  Board  of  Surgery 

Surgery  of  the  Hand 

30th  & Red  River,  Austin.  Texas  78704 
24  HR#  512  474-HAND 


WILLIAM  J.  VAN  WYK,  MD,  PA 
Surgery  of  the  Hand 

803  West  Terrell.  Fort  Worth,  Texas  76104 
Telephone  817  877-3113 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston.  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 
Radioactive  Tests  In:  Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology.  Obstetrics-Gynecology  and  Non-lnvasive 
Nuclear  Cardiology 

Herbert  C.  Allen.  Jr.  MD.  FACNM 
Director  — 713  790-0540 

Diplomate  American  Board  of  Nuclear  Medicine 


Neurological  Surgery 


DRS,  LONG,  SCOTT  & COON 
NEUROSURGERY  ASSOCIATION 
Neurological  Surgery  and  Microneurosurgery 

R.  Gordon  Long,  MD,  FACS  3 1 

Bennie  B.  Scott,  MD,  FACS 
John  V.  Coon,  MD 

Diplomates  American  Board  of  Neurological  Surgery 

Baylor  Medical  Plaza.  605  Barnett  Tower.  3600  Gaston  Avenue. 
Dallas,  Texas  75246;  Telephone  214  826-7060 


DOCTORS  SMITH,  WHEELER  AND  PARKER.PA 

Ronald  Smith,  MD,  Retired 
Joe  Ellis  Wheeler,  MD 
Leighton  B.  Parker,  MD 
David  Allen  Cech,  MD 


920  South  Lake,  Fort  Worth,  Texas  76104 
Telephone  817  336-0551 


HERBERT  C.  ALLEN,  JR,  MD,  FACNM 
Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston.  Texas  77030;  713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 


Oncology 


HEMATOLOGY-ONCOLOGY  ASSOCIATES  OF 
HOUSTON,  PA 

Gary  B.  Fleishman,  MD  Joel  W.  Abramowitz,  MD,  PhD 

Diplomates  of  the  American  Boards  of  Internal  Medicine  iS  Medical 
Oncology 

Diplomate  of  the  American  Board  of  Hematology  (JWA) 

909  Frostwood.  Suite  120.  Houston.  TX  77024;  713  467-1630 
6565  DeMoss.  Suite  211.  Houston.  TX  77074;  713  270-1188 
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TEXAS  MEDICINE 


Ophthalmology 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser.  MD  Dwain  G.  Fuller.  MD 

William  B.  Snyder.  MD  Gary  Edd  Fish.  MD 

William  L.  Hutton.  MD  Rand  Spencer.  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

5421  LaSierra.  Dallas,  Texas  75231;  214  692-B941 
3600  Gaston  Avenue,  Dallas.  Texas  75246;  214  821-4540 

BRUCE  C.  TAYLOR,  MD 
RICHARD  L.  WINSLOW,  MD 

Diseases  <S  Surgery  of  the  Vitreous  and  Retina 

2811  Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153;  1-800-442-5376 


EYE  ASSOCIATES 

Diseases  and  Surgery  of  the  Eye 

Charles  A.  Sargent.  MD 
Alan  C.  Baum.  MD 
R.  Edwin  Pitts.  MD 
William  Decker,  MD 

7777  Southwest  Freeway.  St.  916.  Houston.  Texas  77074;  713  777-7145 

STUART  A.  TERRY,  MD 
Sub-Specialty  Glaucoma 

M&S  Tower,  Suite  401,  730  *1.  Main, 

San  Antonio,  Texas  78205;  512  226-5191 


LOUIS  M.  ALPERN,  MD,  MPH,  FACS.  PA 

Diploznate  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902;  915  545-2333 


EDWIN  C.  AUGUSTAT,  MD 

Ophthalmic  Plastic  and  Reconstructive  Surgery 

1400  South  Main,  Suite  503,  Fort  Worth,  Texas  76104;  817  338-4183 


SOUTHWEST  RETINA  CONSULTANTS,  PA 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Roy  A.  Levit,  MD 
Clifford  M.  Ratner,  MD 

Sierra  Towers,  Suite  3800,  1700  Curie 
El  Paso.  Texas  799C2;  915  532-3912 


BRIAN  B.  BERGER,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Park  St.  David  Professional  Building,  Suite  106, 

80C  East  30th  Street,  Austin  78705;  512  479-8101  day  or  night 


JUDSON  P.  SMITH,  MD 

Diplomate/American  Board  of  Ophthalmology 

General  Ophthalmology  and  Ophthalmic  Surgery 
of  the  Anterior  Segment 

1350  South  Main,  Suite  3100,  Fort  Worth,  Texas  76104;  817  338-4081 


OPHTHALMOLOGY  ASSOCIATES 

JOE  L.  BUSSEY,  MD — Cataract  and  Lens  Implant  Surgery 
RUFUS  A.  ROBERTS,  MD — Diseases  and  Surgery  of  the  Retina 
Cataract  and  Lens  Implant  Surgery 
THOMAS  H.  SMITH,  MD — Ophthalmic  Plastic  and  Reconstructive 
Surgery 

DAN  E.  BRUHL,  MD — Cataract  and  Lens  Implant  Surgery 
JOHN  W.  ZERDECKI,  MD — Cataract  and  Lens  Implant  Surgery 
Refractive  Surgery 

DORIS  E.  JENSEN.  MD — Medical  Ophthalmology 

DAVID  HENDRICKS,  MD — Medical  and  Surgical  Ophthalmology 

JAMES  A.  SAVAGE,  MD — Glaucoma  Consultation  and  Surgery 

308  S.  Henderson,  Fort  Worth.  Texas  7G104 
817  355-5435,  appointments  817  335-6070 
se  habla  espanol 

JOHN  E.  BISHOP,  MD 

Sub-Specialty  Pediatric  Ophthalmology 
and  Adult  Strabismus 

3301  South  Alameda,  Suite  505 
Corpus  Christi,  Texas  78411;  512  857-6600 


Orthopedic  Surgery 


RETINA-VITREOUS  ASSOCIATES 

W.  Rex  Hawkins,  MD 
Van  W.  Teeters.  MD 

Limited  to  Retina  and  Vitreous 

6438  Fannin.  Houston.  Texas  77030;  713  797-1531 


L.  Ray  Lawson,  MD  R.  Stephen  Curtis,  MD 

Robert  D.  Vandermeer,  MD  William  A.  Bruck,  MD 

Wynne  M.  Snoots.  MD  W.  Z.  Burkhead,  Jr.,  MD 

W.  B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 
Orthopedic  Surgery 

A Professional  Association 

2909  Lemmon  Ave.,  Dallas,  Texas  75204;  214  521-2191 


BELLAIRE  EYE  ASSOCIATES 
Warren  D.  Cross,  MD 

6802  Mapleridge,  Bellaire,  Texas  77401 
Telephone  713  666-4224 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas;  817-335-4316 

Louis  J.  Levy,  MD,  PA 
Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders,  MD 
James  M.  Beckley,  MD 
Joseph  H.  Gaines.  MD 
Steven  J.  Mackey,  MD,  PA 


HAROLD  GRANEK,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

1021  Washington  Avenue, 

Fort  Worth,  Texas  76104;  817  332-6200 


F.  Carlton  Hodges,  MD 
J.  Price  Brock.  Jr.  MD 
Mervyn  B.  Fouse.  MD 
lohn  H.  Judd,  Jr.,  MD 

ORTHOPEDIC  ASSOCIATES  OF  ABILENE 

Diplomates  American  Board  of  Orthopedic  Surgery 
1701  Pine  Street,  Abilene.  Texas  79601 


Representing  TMA's  legislative  views  IMA  Action  monthly  newsletter 
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HOUSTON  ORTHOPEDIC  CENTER 

Donald  T.  Lazarz,  MD 
Lee  C.  Detenbeck.  MD 
Thomas  S.  Padgett,  MD 
John  J.  DeBender,  MD 

Twelve  Oaks  Tower,  4126  Southwest  Freeway,  Suite  200, 

Houston,  Texas  77027;  713  622-5100  and 

Parkway  Towers  Professional  Building.  Suite  202. 

150  West  Parker  Road,  Houston,  Texas  77076;  713  691-3905 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 
Orthopedic  Surgery — Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr,  MD 
Kenneth  C.  Scholz.  DDS,  MD,  PA 
John  Paul  Theo,  MD,  PA 
Robert  A.  Peinert,  Jr.,  MD 

3702  21st  St,  Suite  9.  Lubbock,  Texas  79410;  806  795-8261 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel.  Jr,  MD 

E.  E.  Rising,  Jr,  MD,  Emphasis  on  Hand  Surgery 
C.  Poindexter,  MD 

C.  R.  Vavrin,  MD,  Emphasis  on  Sports  Medicine 
Diplomates  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road,  Arlinaton,  Texas  76012;  817  261-8284 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

John  B.  Gunn.  MD  James  M.  Lancaster,  MD 

Huntly  G.  Chapman,  MD  James  W.  Brodsky,  MD 

Phillip  E.  Hansen,  MD 

Orthopedic  Surgery 

3600  Gaston  Avenue,  Suite  303.  Dallas,  Texas  75246;  214  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  2116, 

Dallas,  Texas  75230;  214  661-7010 


HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart.  MD 
H.  Kendall  Hamilton,  MD 

5620  Greenbriar.  Houston,  Texas  77005 
Telephone  713  526-6262 


ORTHOPEDIC  FOOT  SURGERY  ASSOCIATES 
Surgery  & Diseases  of  the  Foot  and  Ankle 

Charles  E.  Graham.  MD 

8345  Walnut  Hill  Lane,  Suite  105,  Dallas  75231;  214  369-4361 
Donald  M.  Mauldin,  MD 

6161  Harry  Hines,  Suite  220,  Dallas  75235;  214  630-8646 


Otolaryngology 


Drs.  Morton,  Blumenfeld  & Charbonneau,  PA 
ENT,  ENT  Allergy,  Cosmetic  Facial  Surgery 

R.A.D.  Morton,  Jr..  MD,  FACS 

Ronald  J.  Blumenield,  MD,  FACS 

Paul  A.  Charbonneau.  MD,  FACS 

Diplomates,  American  Board  of  Otolaryngology 

1733  Curie,  Suite  100,  El  Paso,  Texas  79902;  915  533-5461 

9398  Viscount,  1-E,  El  Paso.  Texas  79925;  915  592-8666 


Pathology 


FORT  WORTH  MEDICAL  LABORATORIES 

Dorothy  Patras,  MD 

Anatomic  Pathology  and  Consultation  in 
Clinical  Pathology 

1400  Pennsylvania  Avenue.  Fort  Worth,  Texas  76104 
Mailing  address:  P.O.  Box  1118,  Fort  Worth,  Texas  76101 
Telephone  817  336-7137 


J.  S.  WILKENFELD.  MD.  MEDICAL  LABORATORIES. 
INC. 

J.  S.  Wilkenfeld.  MD 

Diplomat#  oi  the  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 
Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road.  P.O.  Box  55008  Houston.  Texas  77055;  713  468-0738 
Mailing  Containers  on  Request— Ollice  Pickup  Service  in  Houeton 


AUSTIN  PATHOLOGY  ASSOCIATES 
MEDICAL  PARKWAY  CLINICAL  LABORATORY 

Anatomic  and  Clinical  Pathology,  Electron 
Microscopy,  Cytology  and  Dermatopathology 

Computerized  Results  Reporting  With  Telecommunications  Available 

A.  Q.  Da  Silva,  MD  Paul  A.  LeBourgeois,  MD 

Donald  A.  Parsons.  MD  Phillip  C.  Collins,  MD 

William  J.  Reitmeyer.  MD  David  R.  Ralph.  MD 

RENAL  PATHOLOGY:  Gerald  A.  Beathard,  MD 
Main  Lab:  711  W.  38th  Street— Suite  C-ll,  Austin,  Texas  78705 
Mailing  Address:  P.O.  Box  9806,  Austin,  Texas  78766-0806 
Telephone:  512  452-2529 

Specimens:  Mail  to  Main  Lab 
Oltice  Pickup  Service  in  Austin  Area 


ANGELO  L.  OTERO.  MD.  AAOS.  FACS 

A Professional  Association 

Orthopedic  Surgery,  Arthroscopy, 
Arthroscopic  Surgery 

Medical  Tower  Building.  1550  West  Rosedale.  Suite  410. 
Fort  Worth.  Texas  76104;  817  336-3906 
Answered  24  Hours 


G.  S.  GILL,  MD,  PA 

Orthopedic  Surgery — Surgery  of  the  Hand 

3601  22nd  Place,  Lubbock,  Texas  79410 
Telephone  806  797-9119 

ORTHOPEDIC  SURGERY,  TEXAS  TECH  UNIV. 

SCHOOL  OF  MEDICINE 

Gerald  S.  Laros,  MD,  Low  Back  Problems 

Robert  F . McCarron  II,  MD,  Traumatology  and  Spinal  Surgery 
William  W.  Robertson,  Jr.,  MD,  Pediatric  Orthopaedic  Surgery 
Robert  P.  Yost,  MD,  Sports  Medicine,  Arthroscopic  Surgery 
Gerhard  E.  Maale,  MD,  Musculoskeletal  Tumor  Surgery, 

Adult  Reconstructive  Surgery 
Health  Sciences  Center  Building.  3601  4th,  Lubbock  79430 
Orthopaedic  Clinic,  806  743-2475;  Cerebral  Palsy  Clinic,  806  743-3038 

ORTHOPAEDIC  SURGERY  ASSOCIATES  OF 

SAN  ANTONIO.  PA 

Jesse  C.  DeLee,  MD  John  A.  Evans,  MD 

Diplomates  ABOS  Fellows  AAOS 

Athletic  Medicine,  Reconstructive  and  Traumatic 
Surgery  of  the  Foot,  Knee  and  Hip 

414  Navarro.  Suite  1128,  San  Antonio,  Texas  78205;  512  225-6045 
7711  Louis  Pasteur,  Suite  209.  San  Antonio,  Texas  78229;  512  697-9888 


Physical  Medicine  & Rehabilitation 


WARM  SPRINGS  REHABILITATION  HOSPITAL 
GONZALES  WARM  SPRINGS  FOUNDATION,  INC. 

P.O.  Box  58.  Gonzales,  Texas  78629 
Facilities  for  Physical  Restoration 

Physical  Therapy.  Occupation  Therapy,  Speech  Therapy, 

Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 
David  E.  Gumper,  Administrator 
Larry  E.  Browne.  MD.  Medical  Director 

ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  <S  Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  226-2424 


Plan  to  attend  1986  TMA  meetings: 

Winter  Conference — Austin 
February  8,  1986 

Annual  Session — Dallas 
May  7-11,  1986 

Fall  Conference — Austin 
September  13,  1986 


92 


TEXAS  MEDICINE 


Plastic  Surgery 


Thomas  D.  Cronin.  MD.  FACS  Laurence  E.  Wolf.  MD.  FACS 

Raymond  O.  Brauer,  MD,  FACS  Benjamin  E.  Cohen,  MD,  FACS 
Thomas  M.  Biggs.  MD.  FACS  Ernest  D.  Cronin,  MD.  FACS 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

7000  Fannin  St.,  Suite  2400,  Houston,  Texas  77030;  713  795-5930 


HOUSTON  PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  MD,  FACS 
Jonathan  J.  Dora,  MD,  FACS 
David  J.  Katrana,  DDS,  MD,  FACS 
James  B.  Stailor  i,  IV,  MD 
David  A.  Lee,  MD 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

6560  Fannin,  Suite  750,  Houston,  Texas  77030;  795-5575 

FORT  WORTH  PLASTIC  SURGERY  CLINIC 
David  A.  Grant,  MD,  FACS 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic  and  Reconstructive  Plastic  Surgery 
Raymond  A.  Faires,  MD 

Diplomate  American  Board  of  Surgery 

Plastic  and  Reconstructive  Surgery 
Hand  and  Micro  Surgery 

£06  Medical  Plaza  Building 

800  Eighth  Avenue,  Fort  Worth,  Texas  76104 

817  335-4752  817  332-9441 


VALENTIN  GRACIA,  MD,  FACS,  FICS 

Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic  Surgery — Bums 

1001  W.  Rosedale.  P.O.  Box  2476.  Fort  Worth,  Texas  76113;  817  336-0446 


WILLIAM  E.  BARNES,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Cosmetic  Surgery 

Plastic  & Reconstructive  Surgery 

1301  West  38th  Street,  Suite  608,  Austin,  Texas;  454-7659 


1 JOHN  E.  CARTER,  MD.  PA 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

7711  Louis  Pasteur  Drive.  Suite  801,  San  Antonio,  Texas  78229 
Telephone;  (Area  Code  512)  Office  696-2390  Medical  Exchange  227-6331 


STEPHEN  C.  LESAUVAGE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

825  Medical  Drive,  Tyler,  Texas  75705;  214  593-8296 


JAMES  L.  MOORE,  MD,  FACS.  PA 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  and  Reconstructive  Surgery 

1200  Binz,  Suite  730 

Houston,  Texas  77004;  713  526-6161 


PLASTIC  SURGERY  CLINIC  OF  AUSTIN 

Robert  A.  Ersek.  MD 
U.  Gadaria.  MD,  FACS 

Diplomates  of  American  Board  of  Plastic  Surgery 

Aesthetics,  Plastic,  Reconstructive, 
Suction  Lipectomy,  and  Hand  Surgery 

30th  & Red  River,  Austin,  Texas  7S705 
24  HR#  512  479-6805  & 512  474-HAND 


The  Burn  Care  Associates  has  been  organized  to  provide  care  for 
burned  patients.  Care  for  every  phase  of  burn  trauma  will  be  provided 
from  resuscitation  to  late  rehabilitation. 

John  E.  Carter,  MD  David  Mclnnis.  MD 

Lebaron  W.  Dennis,  MD  Donald  Novick,  MD 

Michael  M.  Duffy,  MD  Millie  Smith,  Coordinator 

Joe  Ford,  MD 

BURN  CARE  ASSOCIATES 

302  Oak  Hills  Building,  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 
Telephone  512  694-0973 

ROBERT  M.  WRIGHT,  JR.,  MD 
VALERIE  WRIGHT,  MD 

Plastic,  Reconstructive,  Hand 
and  Microvascular  Surgery 

1700  Providence  Drive,  Waco,  Texas  76707 
Telephone  817  756-0111 


TEODORO  A.  SAIEH,  MD.  PA 

Plastic  and  Reconstructive  Surgery, 
Cosmetic  Surgery,  Hand  Surgery 

2601  Hospital  Blvd.,  202-B,  Corpus  Christi  78405 
Telephone  512  884-9575 


ROGER  D.  HARMAN,  MD 

Aesthetic,  Plastic  and  Reconstructive  Surgery 
Hand  and  Microsurgery 

747  Eighth  Avenue,  Fort  Worth,  Texas  76104 
817  335-4044 


JACK  L.  CONLEE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

CHIU  ROBINSON,  MD 
Plastic  and  Cosmetic  Surgery 

613  Elizabeth,  Suite  401,  Corpus  Christi,  Texas  78404;  882-4566 


PLASTIC  SURGERY  ASSOCIATION 

Leonard  Koch,  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3601  21st  Street.  Suite  5.  Lubbock.  Texas  79410;  806  792-2313 


TMA  Physician  Health  and  Rehabilitation 


Hotline— 512  477-5575 


. . . Another  service  of  your  association 


TMA  HealthWise  Series 


. . . Another  service  of  your  association 
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Psychiatry 


ROBERT  E.  HAZLEWOOD,  MD 

Psychiatry,  Somatic  Therapies,  Alcoholism  and 
Drug  Abuse.  Individual  cS  Group  Psychotherapy, 

(Adult  6 Adolescent — Hospitalization  <S  Outpatient) 

Medical  Science  Psychiatric  Center 

711  W.  38th,  Suite  C-4,  Austin,  Texas  78705;  512  458-9286 


GONZALO  A.  AILLON,  MD 
Psychiatry-Bilingual 


DALLAS  PSYCHIATRIC  ASSOCIATES, 
A PARTNERSHIP 


Inpatient  and  Outpatient  Services  for 
Adolescent  Psychiatry,  Adult  Psychiatry, 
Treatment  of  Alcoholism 


Larrie  W.  Arnold.  MD 
Gary  L.  Etter.  MD 
Bradford  M.  Goff,  MD 
Fred  L.  Griffin,  MD 
H.  Sanford  Kiser,  MD 
Grover  Lawlis,  MD 


Claude  R.  Nichols,  MD 
William  M.  Pederson,  MD 
Leslie  H.  Secrest,  MD 
Angela  M.  Wood,  MD 
John  M.  Zimburean,  MD 


Brookhaven  Professional  Plaza,  LBJ  at  Webbs  Chapel 

10  Medical  Parkway,  Suite  304,  Dallas.  Texas  75234 

Medical  City  Dallas.  7777  Forest  Lane,  Suite  241 1,  Dallas,  Texas  75230 

Telephone  214  247-1150 


3450  Wheatland  Road,  Suite  120 
Dallas.  Texas  75211;  214  296-6241 


RICHARD  G.  JAECKLE,  MD 
Psychiatry 

Diplomate,  American  Board  Psychiatry  & Neurology,  Child  Psychiatry 
Diplomats.  American  Board  Psychiatry  & Neurology,  Psychiatry 

Presbyterian  Professional  Building  II.  Suite  404, 

8220  Walnut  Hill  Lane.  Dallas,  Texas  75231;  214  696-0964 


CONSIDINE/BLOCHER,  PA 
Psychiatry,  Chemical  Dependency, 

Individual  Psychotherapy 

(Adults/Adolescents,  Hospitalization,  Day  Hospital  or  Outpatient) 
James  F.  Considine,  MD 
Thomas  A.  Blocher,  MD 

5005  Woodway,  Suite  220,  Houston,  Texas  77056;  713  871-0855 


Pulmonary  Diseases 


C.  MARSHALL  BRADSHAW,  MD,  PA 
Psychiatry,  Somatic  Therapies 
Clinical  Electroencephalography 

Suite  722,  1550  W.  Rosedale,  Fort  Worth,  Texas  76104 
Telephone  817  335-9409 


TIMBERLAWN  PSYCHIATRIC  HOSPITAL 

Inpatient  and  Outpatient  Services  for  Child, 

Adolescent  and  Adult  Psychiatry 

Jerry  M.  Lewis,  MD 
Doyle  I.  Carson,  MD 
Keith  H.  Johansen,  MD 
James  K.  Peden,  MD 
Charles  G.  Markward.  MD 
Byron  L.  Howard,  MD 
Roy  H.  Fanoni.  MD 
Mark  P.  Unterberg,  MD 
John  G.  Looney,  MD 
Kathleen  B.  Erdman,  MD 
Don  C.  Payne.  MD 
Mark  J.  Blotcky,  MD 
L.  Dwight  Holden,  MD 

4600  Samuell  Blvd.,  Dallas,  Texas  75228 
214  381-7181 


TITUS  HARRIS  CLINIC 

Inpatient  & Outpatient  Services 
(Open  and  Closed  Units) 

Practice  limited  to  Psychiatry 

E.  C.  McDonald,  Jr.,  MD — Individual  and  Group  Psychotherapy 
Grace  K.  Jameson,  MD — Child,  Adolescent  and  Family  Psychiatry 
E.  Ahmed  Zein-Eldin,  MD — General  Psychiatry,  Somatic  Therapies 
William  W.  Bondurant,  III,  MD — General  Psychiatry,  Somatic  Therapies 
A.  O.  Singleton,  III,  MD — General  and  Adolescent  Psychiatry 
J.  B.  Rust.  MD — Substance  Abuse  Program.  Child  Psychiatry 
Constance  Stout,  ACSW — Individual  and  Family  Psychotherapy 
Pam  Peirsol,  ACSW — Individual  and  Family  Psychotherapy 
Ann  Brestrup,  ACSW — Individual  and  Family  Psychotherapy 
Mary  Middleton,  ACSW — Individual  and  Family  Psychotherapy 

200  University  Boulevard,  Suite  620,  Galveston,  Texas  77550 
Telephone  713  765-6321 


John  R.  Burk.  MD,  FACP  David  R.  Stoop,  MD.  FACP,  FCCP 

Mitchell  C.  Kuppinger,  MD,  FCCP  W.  Steven  Trombold,  MD,  FCCP 
David  M.  Webb.  MD.  FCCP  David  H.  Plump,  MD,  FCCP 

Diplomates  of  American  Board  of  Internal  Medicine 

PULMONARY  CONSULTANTS  OF  TEXAS,  PA 

Physiology,  Diagnosis  Therapy,  Bronchoscopy, 
Pulmonary  Function,  Intensive  Care,  Pulmonary 
Angiography,  Pulmonary  Rehabilitation, 

Sleep  Apnea 

1413  Eighth  Avenue,  Suite  A.  Fort  Worth,  Texas  76104;  817  926-0242 

801  Road  to  Six  Flags  West,  Suite  137,  Arlington,  Texas  76012; 

817  461-0201  (Metro) 


Radiology 


THERAPEUTIC  RADIOLOGY  AT 
MEMORIAL  HOSPITAL 

Radiotherapy  Department 
7600  Beechnut 
Houston,  Texas  77074 

713  776-5622  Day  Phone 

713  776-5170  Night  and  Weekends 

Carlos  H.  Fernandez,  MD 

Diplomats  American  Board  of  Therapeutic  Radiology 

Practice  Limited  to  Radiation  Oncology 
External  or  Internal  Irradiation 
Inpatient  and  Outpatient  Services 


Rheumatology 


DON  E.  CHEATUM,  MD,  FACP,  FCCP 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204;  823-4151 


Paul  M.  Hamilton,  MD 
Jerry  M.  Lewis,  III.  MD 
Tom  G.  Campbell,  MD 
Jeffrey  Glass,  MD 
Grover  M.  Lawlis.  MD 
Conway  McDonald,  MD 
Gary  L.  Malone,  MD 
Edgar  P.  Nace,  MD 
Ernest  N.  Brownlee,  MD 
Michael  Madigan,  MD 
Perry  Talkington,  MD 
Joseph  D.  Gaspari,  MD 


TMA  Memorial  Library 

. . . Another  service  of  your  association 


Representing  the  Profession 

. . . Another  service  of  your  association 
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TEXAS  MEDICINE 


Thoracic  Surgery 


ALLAN  L.  GRAHAM,  MD,  FACS* 

KARAMAT  U.  CHOUDHRY,  MD,  FACS 
ROBERT  W.  MILEY,  MD,  FACS 
RICHARD  L.  SHEPHERD,  MD 

Diplomates  American  Board  o!  Surgery  and  Board  of  Thoracic  Surgery 
♦Also  certificate  of  special  qualification  in  general  vascular  surgery, 
American  Board  of  Surgery 

Cardiac.  Thoracic  a^d  Vascular  Surgery  Associates 
515  South  Adams.  Fort  Worth.  Texas  76104;  817  332-7878 


KIRBY  B.  TARRY.  MD.  FACS 

Diplomate.  American  Board  of  Urology 

Adult  and  Pediatric  Urology 

Impotence  with  Prosthesis-Vasovasostomy 

1405  West  Illinois,  Midland.  Texas  79701 
915  687-4553 

TMA  Physicians  Benevolent  Fund 

. . . Another  service  of  your  association 


RICHARD  E.  WOOD,  MD 
ROBERT  E.  RAWITSCHER,  MD 
THOMAS  P.  MEYERS,  MD 
Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower.  3600  Gaston  Avenue, 
Suite  404,  Dallas,  Texas  75246;  214  827-3890 
Hours  By  Appointment 


BERNARD  R.  JACK,  MD,  PA,  FACS 

Diplomate  American  Board  of  Surgery  and 
American  Board  of  Thoracic  Surgery 


Cardiac,  Vascular  <&  Thoracic  Surgery 

800  Eighth  Avenue,  Suite  432,  Fort  Worth,  Texas  76104 
817  336-1700 

JIM  S.  GARZA,  MD 
Cardiovascular  and  Thoracic  Surgery 

American  Board  of  General  Surgery 
American  Board  of  Thoracic  Surgery 

Practice  in  The  Methodist  Hospital 

Texas  Medical  Center,  7707  Fannin,  Suite  280, 

Houston  77054;  713  795-5527 


0<*  on,erioo')  ^ 

4 Nov.  21  \ 

S’  °c. 


Urology 


ELGIN  W.  WARE,  JR,  MD 
GEORGE  E.  HURT,  JR,  MD 
L.  MICHAEL  GOLDSTEIN,  MD 
STEVE  M.  FROST.  MD 
Urology 

3600  Gaston  Avenue,  Dallas,  Texas  75246 


THE  UROLOGY  CLINIC 

Dolphus  E.  Compere.  MD  Ira  N.  Hollander.  MD 

Grant  F.  Begley,  MD  J.  Daniel  Johnson,  MD 

Hugh  Lamensdorf,  MD  A.  E.  Thurman,  MD 

Diplomates  of  American  Board  of  Urology 

Box  11340.  1415  Pennsylvania  Ave..  Fort  Worth,  Texas  76109 
817  336-5711 


EUGENE  R.  TODD,  MD,  PA 

Diplomate  of  the  American  Board  of  Urology 
Fellow  of  the  American  College  of  Suraeons 
Fellow  of  the  Society  for  Pediatric  Urology 

Urology — Adult  and  Pediatric 

3600  Gaston  Avenue,  Baylor  Medical  Center  Plaza. 
Wadley  Tower,  Suite  755,  Dallas,  Texas  75246 
214  826-3500 


DALLAS  UROLOGY  ASSOCIATES 

David  D.  Reisman  MD,  PA 
Donald  J.  Logan,  MD.  PA 
Donald  L.  McKay,  MD,  PA 
Christopher  D.  Fetner,  MD,  PA 

Diplomates  of  American  Board  of  Urology 

Medical  City  Dallas.  7777  Forest  Lane,  Suite  230,  Dallas,  Texas  75230 
Telephone:  214  233-7765  Answered  24  Hours 


WILLIAM  L.  MULCHIN,  MD,  FACS 

Diplomate  of  American  Board  of  Urology 

Adult  and  Pediatric  Urology 

10  Medical  Parkway,  Suite  207,  Dallas,  Texas  75234; 

214  241-3975  (Answered  24  hrs) 

4100  W.  15th,  Suite  206,  Plano,  Texas  75075;  214  867-3928 


"I'D  LIKE  TO  MAKE 
AN  APPOINTMENT 
WITH  THE  DOCTOR" 

Be  prepared,  Doctor.  More  patients  will  be 
asking  about  colorectal  cancer.  According  to  an 
ACS  survey*  many  people  would  like  to  receive 
more  information  about  colorectal  cancer,  and 
83%  said  they  would  want  to  be  checked  for  it. 
Further,  they  are  learning  that  this  cancer  can  be 
detected  before  symptoms  appear.  The  present 
cure  rate  is  44%.  The  cure  rate  could  be  as  high 
as  75%,  with  early  detection  and  appropriate 
management. 

Ask  about  the  Society’s  Colorectal  Check 
program  of  professional  and  public  education 
for  the  early  detection  of  colorectal  cancer. 
We’re  here  to  help.  You  can  reach  us  at  your 
local  American  Cancer  Society  office  or  write 
to  our  Professional  Education  Department 
at  National  Headquarters,  90  Park  Avenue, 

New  York,  N.Y  10016. 


'“Cancer  of  the  Colon  and  Rectum:  Summary  of  Public  Attitude 
Survey,"  Ca  33:  359-365, 1983  (Nov.-Dee). 
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Classified  Advertising 


Physicians  Wanted 


NEEDED:  EMERGENCY  PHYSICIANS,  North  Central  Texas  area,  lull 
and  part-time.  For  an  application  call  817-336-8600  or  write  Emergency 
Medicine  Consultants,  P.A.,  1533  Merrimac  Circle,  Suite  202,  Fort  Worth, 
Texas  76107. 


SAN  JACINTO  METHODIST  HOSPITAL,  BAYTOWN,  TEXAS.  General 
practitioner,  family  practitioner,  OB/Gyn,  psychiatrist.  Solo  or  group 
practice.  Home  of  Exxon,  U.S.  Steel,  Gull.  High  income.  Bay  area  near 
Houston.  Outstanding  schools,  colleges.  Contact  Administrator,  1101 
Decker  Drive,  Baytown,  Texas  77520;  713-422-3405. 


PHYSICIANS  WANTED — Progressive  hospital  in  East  Texas.  Contact 
Paul  Bennett,  Administrator,  Gladewater  Municipal  Hospital,  300  West 
Upshur,  Gladewater,  Texas  75647;  telephone  214  845-2281. 


WANTED:  ORTHOPEDIC  SURGEON.  Position  available  with  twelve 
doctor  multispecialty  group  located  in  the  Medical  City  Dallas  com- 
plex in  North  Dallas.  All  benefits  paid  for  by  the  group,  afternoon 
off,  rotating  call  schedule.  Send  curriculum  vitae  to  Sharon  Phelps, 
Administrator,  7777  Forest  Lane,  Suite  240,  Dallas,  Texas  75230,  phone 
214  661-7707. 


WANTED:  GENERAL  PRACTITIONER/INDUSTRIAL  MEDICINE.  Position 
available  with  twelve  doctor  multispecialty  group.  All  benefits  paid 
by  the  group,  afternoon  off,  rotating  call  schedule.  Send  curriculum 
vitae  to  Sharon  Phelps,  Administrator,  Suite  240,  7777  Forest  Lane, 
Dallas,  Texas  75230.  Phone  214  661-7707. 


EMERGENCY  MEDICINE  OPPORTUNITIES— Part-time  and  full-time  posi- 
tions available  in  more  than  40  facilities  throughout  Texas.  Competitive 
houly  income,  flexible  scheduling  without  on-call,  paid  professional 
liability  insurance  provided.  Week  days,  nights,  and/or  weekend 
shifts  available.  For  details  respond  in  confidence  to:  Spectrum  Emer- 
gency Care,  Inc.,  11494  Luna  Road,  Suite  205,  Dallas,  Texas  75234,  214 
869-0255. 


PHYSICIANS — We  have  positions  available  in  family  practice,  emer- 
gency medicine,  pediatrics,  Ob/Gyn,  internal  medicine,  gastroenterol- 
ogy and  orthopedic  surgery.  Call  Patsy  Bishop,  713  789-1550,  MEDEX, 
2401  Fountain  View,  Suite  510,  Houston,  Texas  77057.  From  outside 
Texas  call  800  231-7578. 


AGGRESSIVE  OB-GYN  to  practice  medicine  with  four  MDs  in  clinic 
located  in  community  of  approximately  4500  about  45  miles  northwest 
of  Fort  Worth.  Office  space  is  available.  Salary:  first  year,  $45,000- 
50,000  guaranteed;  second  year,  a percentage  of  what  you  make. 
Clinic  is  serviced  by  doctor-owned,  44-bed  hospital  which  is  equipped 
with  CRNA  on  staff,  physical  therapy,  radiology,  laboratory,  blood 
bank,  and  fully-equipped,  up-to-date  surgery.  Please  reply  to  Ad-523, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


ONE/TWO  BE/BC,  OB/GYNs  to  buy  out/take  over  established  young, 
expanding  OB/GYN  practice.  (Gross  $200-300,000).  Central  Texas. 
Ideally  would  suit  two  friends  finishing  their  residency  and  wishing 
to  set  up  practice  together.  Basically,  this  is  an  offer  of  a lifetime! 
Contact  early — "Time  is  of  the  essence."  Reply  to  Ad-530,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


ARE  YOU  LOOKING  FOR  A PAVED  HIGHWAY  toward  financial  suc- 
cess— where  you  will  receive  referrals  from  other  doctors  because  they 
are  too  busy  or  retiring — where  there  is  no  animosity  towards  new 
physicians?  Immediate  openings  for  family  physicians,  ob/gyns,  in- 
ternists, pedis,  orthopods,  and  surgeons  in  smaller  towns  in  Texas. 
Contact  Texas  Doctors  Group,  702  Colorado,  Suite  102,  Austin,  Texas 
78701;  512  476-7129.  Toll  free  in  Texas  1-800-331-8472. 


FRIENDLY  RURAL  COMMUNITY  in  south-central  Texas  looking  for 
family  practice  doctor  who  enjoys  quiet  country  living.  Fully-equipped 
anci  staffed  clinic  with  well-established  practice  offered  rent  free  for 
one  year.  Rotating  call  at  nearby  hospital  every  5th  weekend  and  one 
night  per  week.  Call  Moulton  Community  Medical  Clinic,  512  596-4675 
between  8 and  5. 


HCA  OWNS  OR  MANAGES  50  hospitals  in  Texas — Opportunities  for  all 
specialties  in  both  metropolitan  and  rural  areas.  Send  curriculum 
vitae  to:  Dan  Olphie,  HCA,  P.O.  Box  1575,  Nashville,  TN  37202  or  call 
1-800-251-1537. 


ARIZONA-BASED  PHYSICIAN  RECRUITMENT  firm  has  positions  in 
Dallas/Ft.  Worth  area,  as  well  as  Central  and  West  Texas.  Profession- 
als working  with  professionals.  Over  13  years  experience.  Call  602 
795-7474;  or  send  CV  to:  Mitchell  & Associates,  Inc.,  2761  N.  Country 
Club  Rd.,  Suite  202,  Tucson,  AZ  85716. 


SAN  ANTONIO  FAMILY  PRACTICE/EMERGENCY  MEDICINE.  Immedi- 
ate opening  in  minor  emergency  center  operating  14  hours  per  day. 
Salary  and  fringes  negotiable.  Contact  Robert  W.  Kottman,  MD,  7219 
Hidden  Hills  North,  San  Antonio,  Texas  78244;  512  661-4891. 


PSYCHIATRIST — Tne  Laredo  State  Center  has  an  opening  for  a full- 
time psychiatrist.  Valid  Texas  license.  Board  certified  or  eligible. 
Coordinates  and  supervises  all  medical  and  psychiatric  treatment 
services.  Salary  up  to  $69,500/yr.  (D.O.E.).  if  interested,  contact 

Laredo  State  Center,  512  723-2926,  P.O.  Box  1835,  Laredo,  Texas 
78044-1835.  E.O.E. 


TEXAS— PRIMARY  CARE  PHYSICIANS  AND  OB/GYN  needed  for  locum 
and  permanent  placements.  Excellent  financial  package,  practice  man- 
agement and  affiliation  with  a dynamic  healthcare  company.  CV  to. 
Beverly  Froley,  Westworld  Healthcare  Resources,  23832  Rockfield  Road, 
Lake  Forest,  California  92630;  1-800-847-1596. 


PRACTICE  SITUATIONS  AVAILABLE  in  The  Methodist  Hospital  Health 
Care  System,  Inc.  affiliated  hospitals  for  board  certified/board  eligible 
physicians  in  cardiology,  family  practice,  internal  medicine,  OB-Gyn, 
pediatrics,  surgery.  Send  CV  to  6560  Fannin  #1824,  Houston,  Texas 
77030;  713  790-6372. 


(1079)  (EXEMPT)  ASSISTANT  DIRECTOR  OF  HEALTH  $45,21 1-$66, 784 
yearly^  Nature  of  Work:  Acts  as  first  assistant  to  the  Health  Depart- 
ment Director  administering  a county-wide  public  health  program.  Acts 
on  behalf  of  the  director  in  all  phases  of  activities  involved  in  general 
health  maintenance.  Overall  goal  is  to  maintain  an  effective  community 
health  system.  Duties:  The  following  describes  some  of  the  major  duties 
and  responsibilities,  but  does  not  depict  all  of  the  other  duties  that 
may  be  assigned.  Assists  the  director  in  making  employee  appoint- 
ments, dismissals,  and  any  other  personnel  changes;  supervises  the 
preparation  of  the  budget  and  monitors  financial  transactions  and  ac- 
counting activities  of  the  financial  transactions  and  accounting  activities 
of  the  department  for  review  by  the  director;  supervises  preventive 
measures  for  contagious  diseases  of  public  health  concern;  maintains 
understanding  and  cooperation  with  local  organizations  through  meet- 
ings and  attendance  at  public  health  related  functions;  gives  medical 
and  administrative  direction  on  special  surveys  regarding  pertinent 
local  health  problems;  plans  and  conducts  inservice  training  programs 
for  personnel.  Preferred  Qualifications:  Licensed  to  practice  medicine 
in  Texas  by  the  State  Board  of  Medical  Examiners.  Three  years  admin- 
istrative experience  in  public  health.  Considerable  knowledge  of  modern 
principles  and  methods  of  business  administration  in  municipal  govern- 
ment. To  apply:  City  of  San  Antonio  Personnel  Department,  111  Plaza 
De  Armas,  San  Antonio,  Texas  78205.  An  equal  opportunity  employer. 


(0161)  (EXEMPT)  PUBLIC  HEALTH  PHYSICIAN— $40, 620-$54, 420  annual- 
ly. Nature  of  work — This  is  professional  work  responsible  for  directing 
all  activities  performed  in  the  communicable  control  division  of  the 
Metropolitan  Health  Department.  Supervision  is  exercised  over  the 
following  areas:  Tuberculosis  Nursing  Services,  Tuberculosis  Chest 
Clinic,  Venereal  Disease  Clinic,  Immunization  section  and  general 
support  section  which  totals  approximately  70  employees.  Performs 
administrative  and  logistical  control  of  the  division  and  supporting 
sections  to  include  budgeting,  staffing  and  requisition  of  supplies. 
Maintains  operational  control  of  the  division  and  subordinate  sections 
and  coordinates  immunization  and  epidemiologic  problems  with  en- 
vironmental health  and  nursing  divisions.  Acts  as  liaison  between  other 
departments  and  with  the  public  and  private  sector.  Oversees  and 
maintains  anti-rabies  control  measures  by  working  closely  with  animal 
control  facility  and  Bexar  County  Hospital  services.  Monitors  com- 
municable diseases  in  Bexar  County  and  the  procurement  of  necessary 
vaccines  and  biologic  products  necessary  to  prevent  or  control  such 
outbreaks.  Researches,  develops  and  promulgates  criteria  for  com- 
municable disease  control  in  coordination  with  local,  state  and  federal 
guidelines.  Performs  other  tasks  assigned  by  the  director.  Minimum 
qualifications — Graduation  with  an  MD  degree  from  a medical  school 
of  Grade  A standing  with  the  American  Medical  Association,  plus  one 
year  of  internship  in  an  approved  hospital  and  one  year  of  full-time 
paid  experience  in  public  health  preferably  in  a recognized  public 
health  agency.  A license  to  practice  medicine  in  Texas  must  be  obtained 
prior  to  appointment.  To  apply — City  of  San  Antonio  Personnel  Depart- 
ment, 111  Plaza  De  Armas,  San  Antonio,  Texas  78205.  An  equal  oppor- 
tunity employer. 


WANTED:  BC  OR  BE  FAMILY  physician.  Practice  in  northeast  Texas, 
to  include  OB.  Call  or  write:  Ellington  Memorial  Clinic,  322  E.  Hiram, 
Atlanta,  Texas  75551;  214  796-2868. 


IMMEDIATE  OPENING:  EXCELLENT  opportunity  for  a specialist  in 
FP,  OB/GYN,  IM,  general  surgery,  or  industrial  medicine  to  join  well- 
established  and  rapidly  expanding  family  practice  group  in  San  An- 
tonio. Our  facility  is  fully  equipped  as  a total  health  care  center  with 
laboratory,  x-ray,  stress  testing,  holter  monitoring,  and  pulmonary 
function  testing  already  established.  Plans  are  underway  to  move  to 
a larger  facility  and  offer  increased  services.  We  offer  competitive 
guaranteed  salary,  corporate  benefits  with  paid  professional  liability, 
administrative  and  support  staff,  affiliation  with  large  community  hos- 
pitals, and  call  sharing  opportunities.  Requires  well-rounded  abilities 
in  both  an  out-patient  and  hospital  practice.  Board  certification  or 
eligibility  required.  Dedication  to  high  quality,  excellent  patient 
empathy  and  communicative  skills  mandatory.  Leadership  skills  and 
entrepreneural  interest  in  practice  desirable.  Tremendous  growth  po- 
tential. Immediate  opening  due  to  building  expansion  and  broadening 
patient  base.  Send  CV,  references  to:  William  Gonzaba,  MD,  PA, 
c/o  The  Doctor's  Office,  2101  Lockhill-Selma,  Suite  208,  San  Antonio, 
Texas  78213. 


PHYSICIANS  WANTED  FOR  BUSY  CENTRAL  TEXAS  general  practice. 
Opportunity  for  partnership.  Clinic  adjacent  to  hospital,  new  hospital 
being  constructed.  Clinic  and  hospital  practice.  Some  obstetrics.  Good 
income.  Close  to  Houston,  Austin,  and  San  Antonio.  Please  reply  to 
Ad-551,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 


INTERNIST,  BOARD  CERTIFIED  OR  BOARD  ELIGIBLE,  for  private 
practice  in  medium-size  Central  Texas  town.  Terms  negotiable.  Please 
reply  to  Ad-561,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $30.00  (U.S.  currency)  per  issue  for  50  words  or 
less,  payable  in  advance.  Ad  numbers  can  be  substituted 
for  formal  addresses  upon  request  at  no  extra  cost.  Name 
and  address  of  ad  number  listings  cannot  be  given  out 
unless  specific  permission  to  do  so  has  been  given.  The 
advertising  office  will  not  contact  ad  number  holders  ex- 
cept by  mail.  Federal  laws  prohibit  references  to  race, 
color,  religion,  sex,  national  origin,  or  age  unless  bona  fide 
occupational  qualifications.  Copy  deadline  is  the  5th  of 
the  month  preceding  publication.  Send  copy  to  Advertising 
Manager,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.. 
Austin,  Texas  78701. 
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THE  DEPARTMENT  OF  FAMILY  PRACTICE  at  The  University  of  Texas 
Medical  School,  Houston,  has  immediate  opening  lor  faculty  positions. 
We  encourage  applications  from  residency  trained,  board  certified 
family  physicians  who  desire  to  engage  in  duties  including  teaching, 
research,  and  direct  patient  care  in  an  established  family  practice 
department  with  graduate  and  undergraduate  programs.  Interested 
applicants  should  submit  credentials  and  curriculum  vitae  to:  Harold 
T.  Pruessner,  MD,  Department  of  Family  Practice,  7600  Beechnut, 
Houston,  Texas  7/074.  'the  University  of  Texas  is  an  equal  employment 
employer.  Women  and  minorities  are  encouraged  to  apply. 


TEXAS  EMERGENCY  MEDICINE — full  and  part-time  positions  available 
in  the  Central  and  South  Texas  areas.  Excellent  pay.  Primary  con- 
siderations given  to  applicants  with  two  years  experience  in  emergency 
medicine  or  board  ceililied  or  board  eligible  in  emergency  medicine, 
family  practice,  internal  medicine  or  surgery.  Contact  Arthur  Allison, 
MD,  or  Susan  Dill,  Emergency  Physicians  Associates,  604  Richmond 
Avenue,  San  Antonio,  Texas  78215;  512  222-0746. 


PEDIATRICIAN  OR  PEDIATRIC  SUBSPECIALIST— Excellent  opportunity 
to  join  well  established  active  practice.  Spacious,  new  office,  labora- 
tory, x-ray.  Popular  vacation  area,  warm  climate,  lakes,  ocean  beaches, 
university,  good  recreational  facilities.  Population  250,000.  Salary 
progressing  to  ownership.  Contact  Adele  Bromiley,  MD,  Brownsville 
Pediatric  Association,  2335  Central  Blvd.,  Brownsville,  Texas  78520; 
512  546-3126  (office),  542-0856  (home). 


PRACTICE  OPPORTUNITIES  AVAILABLE  in  North  Central  and  North- 
eastern Texas  for  family  practice,  OB/Gyn,  Internal  medicine,  pedi- 
atrics, general  surgery,  anesthesiology,  and  more.  Send  curriculum 
vitae  to  Deborah  McNairn,  Dept.  101,  Baylor  Health  Care  System, 
Physician  Recruitment,  P.O.  Box  26265,  Dallas,  Texas  75226;  214 
820-2891. 


TEXAS— SAN  ANTONIO  EMERGENCY  MEDICINE  OPPORTUNITIES. 
Full  and  part-time  positions  available  in  San  Antonio.  Emergency 
medicine,  iamily  practice,  GP,  or  others.  Excellent  opportunity  and 
good  clinic  environment.  Call  512  433-1771,  Richard. 


WANTED:  IN  SUBURBAN  TEXAS,  family  practitioner  to  join  group  of 
two  in  which  one  doctor  is  retiring  soon.  Obstetrics  and  geriatrics  in 
practice.  Please  contact  817  481-6541. 


EMERGENCY  MEDICINE  AND/OR  FAMILY  PRACTICE  physician  needed 
for  family  practice  and  acute  care  facility  located  in  attractive,  progres- 
sive city  with  numerous  cultural,  educational  and  recreational  oppor- 
tunities. Salary  in  six  figures.  Contact:  Midland  Minor  Emergency 
Center,  2310  W.  Ohio,  Midland,  Texas  79701;  phone  915  686-9708. 


EXPANDING  20  PHYSICIAN  multispecialty  group  has  immediate  oppor- 
tunities in  family  practice,  non-invasive  cardiology  and  ob/gyn.  Enjoy 
practicing  medicine  in  friendly  West  Texas  city.  Above  average  first 
year  guarantee  and  relocation  expenses.  Send  CV  to  Tammy  Stripling, 
Physician  Recruiter,  Malone  and  Hogan  Clinic,  1501  West  11th  Place, 
Big  Spring,  Texas  79720. 


EMERGENCY  PHYSICIAN — Local  Houston  ER  group  needs  experienced 
ER  physician.  Fee  for  service  with  guarantee.  Contact  Greater  Houston 
Emergency  Physicians  Associates,  P.O.  Box  7445,  Houston,  Texas  77248, 
713  861-7942. 


A VARIETY  OF  PRIVATE  PRACTICE  opportunities  available  in  attrac- 
tive urban,  suburban,  and  rural  areas  of  Texas.  Group  and  solo 
situations  open  in  family  practice,  internal  medicine,  ob/gyn,  and 
pediatrics.  Send  CV  in  confidence  or  contact:  Physician  Resource 
Network,  P.O.  Box  37102,  Fort  Worth,  Texas  76117;  817  595-1128. 


PHYSICIAN  RECRUITING  COMMITTEE  in  rural  North  Central  Texas 
community  seeking  recent  US-trained  pediatrician.  Board  certified  or 
board  eligible.  Potential  50,000  population  market.  Beautiful  country 
one  hour  from  Metroplex  Excellent  hospital,  unlimited  opportunity  for 
energetic  doctor.  Send  CV  to  Ad-563,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


SOUTHEAST  TEXAS:  ESTABLISHED  three  clinic  operation  looking  for  a 
family  practitioner  or  general  practitioner  with  experience.  Excellent 
hunting  and  fishing.  Only  1 1/2  hour  drive  to  Houston.  Paid  malpractice 
and  attractive  compensation  package.  Send  CV  to  Robert  Morris,  2497 
Liberty,  Beaumont,  Texas  77702,  or  call  409-838-2636. 


PRESIDENT/ORTHOTIST  NEEDED  to  be  in  charge  of  company  manu- 
facturing and  preparing  devices  for  patients  (mostly  children)  with 
disabling  conditions  of  limbs  and  spine.  In  consultation  with  physi- 
cian, assist  in  formulating  specifications  for  osthoses.  Evaluate  pa- 
tients' usage  to  patients  and  oversee  record  keeping  and  maintenance 
Hire  subordinate  personnel  as  required.  Supervise  laboratory  activities 
relating  to  development  of  orthoses.  Lectures  and  demonstrations  to 
colleagues  and  other  professionals.  Some  research.  Applicant  must 
have  MD  or  equivalent.  40  hours  per  week.  $40,000  per  year.  Appli- 
cants contact  Texas  Employment  Commission,  Houston,  Texas,  or  send 
resume  to  the  Texas  Employment  Commission,  TEC  Building,  Austin, 
Texas  78778,  I.O.  #3943443.  Ad  paid  for  by  equal  opportunity  em- 
ployer. 


ANESTHESIOLOGIST— IMMEDIATE  OPENING  for  a board  certified/ 
eligible  anesthesiologist  in  a 180-bed  hospital.  Progressive  South  Texas 
city.  Opportunity  for  directing  department.  Send  CV  to  Administration 
Department,  P.O.  Box  1110,  Weslaco,  Texas  78596- 


PHYSICIAN  RECRUITING  COMMITTEE  seeking  recent  US  trained  oph- 
thalmologist. Board  certified  or  board  eligible.  Beautiful  rural  north 
central  Texas  area  near  metroplex.  Excellent  hospital.  Potential  50,000 
plus  population  market.  Send  CV  to  Ad-564,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 


CLINICAL  DIRECTOR— PSYCHIATRIST  licensed  to  practice  in  Texas. 
Board  certified  or  eligible  in  psychiatry  and  neuroloay.  Performs  clini- 
cal and  administrative  functions  in  a 190-bed  MHMR  facility.  Salary 
$67,000  to  $70,000  DOE.  Excellent  fringe  benefits  and  liability  coverage. 
Harlingen  is  a small  progressive  city  located  near  beaches  and  en- 
chanting Mexico.  Bilingual/bicultural  area  and  excellent  year  round 
climate.  Send  resume  and  references  to  Personnel  Director,  Rio  Grande 
State  Center,  Box  2668,  Harlingen,  Texas  78551. 


OBSTETRICIAN-GYNECOLOGIST,  board-certified  or  eligible  wanted 
to  take  over  established  practice.  No  investment  necessary.  Available 
immediately.  Growing,  scenic,  central  Texas,  university  community. 
Send  CV  to:  Nilon  Tallant,  MD,  San  Marcos  Medical  Park,  705  W. 
Hopkins,  San  Marcos,  Texas  78666;  512  396-3361. 


TEXAS — NORTH  OF  DALLAS — Immediate  full  time  and  part  time  posi- 
tions in  hospital  affiliated  family  practice  clinic.  Hospital  offering 
attractive  incentive  for  purchase  of  clinic  as  practice.  Beautiful  resort 
area  has  stable  patient  population  with  great  growth  potential.  Con- 
tact: Emergency  Consultants,  Inc.,  2240  South  Airport  Road,  Room  29, 
Traverse  City,  MI  49684,  or  call  1-800-253-1795  or  in  Michigan  1-800- 
632-3496. 


IF  YOU  ARE  A PHYSICIAN  with  a specialty  in  OB-GYN  or  a family 
practitioner  seeking  OB  privileges,  and  looking  for  a change  of 
scenery,  or  a good  home  for  your  practice,  you  really  should  look  at 
beautiful  Nacogdoches,  Texas.  Nestled  in  deep  East  Texas  with  beauti- 
ful lakes  and  tall  pines,  we  are  an  ideal  place  to  practice  medicine 
and  raise  a family.  Our  184  bed  facility  is  located  150  miles  south 
of  Dallas,  and  130  miles  north  of  Houston  in  a beautiful  agri-based 
community  with  a state  university  not  one  block  from  our  hospital.  For 
more  information  concerning  our  hospital  or  our  community,  please 
call  or  write  to  James  A Molsbee,  Administrator,  Nacogdoches 
Memorial  Hospital,  1204  Mound  Street,  Nacogdoches,  Texas  75961, 
409  564-4611,  ext.  120  or  121. 


PEDIATRICIAN  WANTED:  JCAH  accredited  hospital  in  the  northeast 
Texas  area.  Contact  Paul  R.  Bennett,  300  West  Upshur  Avenue,  Glade- 
water,  Texas  75647;  phone  214  845-2281. 


WANTED:  FAMILY/GENERAL  PRACTITIONER  to  locate  in  northeast 
Texas  area.  Group  setting.  Contact  Paul  R.  Bennett,  300  West  Up- 
shure,  Gladewater,  Texas  75647;  phone  214  845-2281. 


TEXAS— PADRE  ISLAND— CORPUS  CHRISTI.  Full  time  positions.  Prefer 
board  certified.  Available  in  established,  expanding  family  practice/ 
minor  emergency  clinic  system.  Send  CV  or  call  A.  Lichtenberg,  MD, 
9450  S.  Padre  Island  Drive,  Corpus  Christi,  Texas  78418;  512  937-3123. 


FAMILY  OR  GENERAL  PRACTITIONER — Unique  opportunity.  Beautiful 
new  family  clinic  well  equipped  and  across  the  street  from  excellent 
hospital.  Will  consider  association  or  leasing  space.  Call  Robert  N. 
Silva,  MD  at  214  391-1158,  Dallas,  Texas. 


MEDICAL  DIRECTOR  NEEDED  for  facility  for  the  mentally  retarded 
with  medical  staff  of  eight.  $4,600  monthly  plus  housing  pay.  Must  be 
an  MD  with  license  to  practice  in  Texas,  Ability  to  plan,  implement, 
monitor  and  evaluate  comprehensive  system  of  medical  services  in- 
volving both  on-campus  and  community  programs.  Management  train- 
ing and  supervisory  experience.  Contact  Personnel  Officer,  Mexia 
State  School,  P.O.  Box  1132,  Mexia,  Texas.  Telephone  817  562-2821.  An 
equal  opportunity/affirmative  action  employer  and  does  not  discrimi- 
nate against  the  handicapped. 


FAMILY  PRACTITIONER— ESTABLISHED  medical  group  needs  a family 
practitioner.  Guaranteed  salary  and  early  partnership  for  the  con- 
scientious person.  Contact  clinic  administrator,  10737  Gateway  West, 
El  Paso,  Texas  79935  or  call  915  592-0201. 


NEUROLOGIST  NEEDED  to  work  for  another  physician  in  McAllen, 
Texas  to  diagnose  and  treat  organic  diseases  and  disorders  of  nervous 
system:  orders  and  studies  results  of  chemical,  microscopic,  biological 
and  bacteriological  analyses  of  patient  s blood  and  cerebro-spinal 
fluid  to  determine  nature  and  extent  of  disease  or  disorder.  Identifies 
presence  of  pathological  blood  conditions  or  parasites  and  prescribes 
and  administers  medications  and  drugs.  Orders  and  studies  results  of 
electroencephalograms  or  x-rays  to  detect  abnormalities  in  brain 
wave  patterns,  or  indications  of  abnormalities  in  brain  structure. 
Special  emphasis  of  treatment  of  epilepsy  patients.  Advises  patients 
to  contact  neurosurgeon  when  need  for  surgery  is  indicated.  Must  be 
board  certified  in  neurology  and  have  four  years'  training  in  intern- 
ship and  residency,  as  well  as  one  year's  experience.  Salary  $50,000 
per  year;  40  hours  per  week.  Apply  at  the  Texas  Employment  Com- 
mission, McAllen,  Texas  78501  or  send  resume  to  Texas  Employment 
Commission,  TEC  Building,  Austin,  Texas  78778,  J.O.  #4274949.  Ad  paid 
for  by  an  equal  employment  opportunity  employer. 


TEXAS:  EMERGENCY  MEDICINE  AND  TRAUMA  program  in  a new 
300-bed  university-affiliated  hospital  has  vacancies  for  physicians  who 
have  completed  an  approved  emergency  medicine  residency  or  a 
board  certified  surgeon,  internist  or  family  practitioner.  Designated 
regional  trauma  center  serving  a 660,000  population  catchment  area. 
Involvement  may  include  ICU  supervision,  general  surgery  and  trauma 
management.  Excellent  compensation  including  malpractice  insurance. 
For  more  information  contact  William  Gill,  MD,  P.O.  Box  1110,  Ama- 
rillo, Texas  79175;  806  378-4651. 


MDs  FULL  TIME  OR  PART  TIME — in  beautiful  East  Texas  Piney  Woods 
for  new  ambulatory  care  center.  Excel'ent  salary.  Please  contact 
Barbara  at  409  637-1800  or  send  CV  to  Lufkin  Immediate  Care  Center, 
P.O.  Box  2325,  Lufkin,  Texas  75901. 


FULL  AND  PART-TIME  EXPERIENCED  PHYSICIANS  for  established  and 
expanding  family  care  clinic  in  northwest  Houston.  Excellent  remuner- 
ation and  working  conditions;  flexible  scheduling.  Contact  Director, 
Medical  Center,  7925  FM  1960  West,  Houston,  Texas  77070;  713  469-4560. 


WANT  TO  RELOCATE  IN  TEXAS?  To  communicate  your  availability, 
we'll  condense  your  CV  and  circulate  the  condensed  version  to  hos- 
pitals, clinics,  group  practices,  and  labs  throughout  the  state.  All  at 
no  cost  to  you.  Send  CV  to  Trent  Associates,  2421  Shades  Crest  Road, 
Birmingham,  Alabama  35216. 


ASSISTANT  TO  A NEUROSURGEON  NEEDED  to  work  for  another 
physician  in  Nacogdoches,  Texas  to  provide  medical  services  to  pa- 
tients. Performs  surgery  to  correct  deformities,  repair  injuries,  prevent 
diseases  and  improve  functions  in  nerves  and  nervous  systems  of 
patients  using  microscope,  microscissors,  microsutures,  microneedles 
and  variety  of  other  instruments  ordinarily  used  in  neurosurgery  and 
employing  established  surgical  techniques  appropriate  for  specific 
procedures.  Such  physician  will  work  under  the  direction  and  super- 
vision of  another  neurosurgeon.  Must  have  at  least  four  years'  train- 
ing, one  year  of  experience  and  Texas  medical  license.  Salary  $55,000 
per  year;  40  hours  per  week.  Apply  at  the  Texas  Employment  Com- 
mission, Nacoadoches,  Texas  or  send  re'«me  to  Te^as  Employment 
Commission,  TEC  Building,  Austin,  Texas  78778,  J.O.  #3943698.  Ad  paid 
for  by  an  equal  employment  opportunity  employer. 


POSITION  AVAILABLE  IMMEDIATELY— Seeking  BC/BE,  OB/GYN 
HEM/ONC,  PLS,  general  internist,  endocrinologist  to  join  a rapidly  ex- 
panding multi-specialty  clinic  in  the  sunbelt.  Contact:  Robert  J.  Knapp, 
Administrator,  Skinner  Clinic,  124  Dallas  Street,  San  Antonio,  Texas 
78205. 
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PSYCHIATRIST  NEEDED  TO  WORK  for  another  physician  in  Bryan, 
Texas  to  provide  general  psychiatric  care  to  patients  in  clinic  and  at 
mental  health  and  mental  retardation  facility  in  Bryan  to  study  and 
treat  mental,  emotional  and  behavioral  disorders  of  patients  in  clinic, 
nursing  homes,  and  at  MHMR  facility.  Examines  patients  to  determine 
general  physical  condition  following  standard  medical  procedures. 
Orders  laboratory  and  other  special  diagnostic  tests  and  evaluates 
data.  Determines  nature  and  extent  of  mental  disorders  and  formulates 
treatment  program  for  patients  with  acute  and  long  term  psychotic 
problems.  Must  be  board  eligible  in  psychiatry,  have  three  years' 
training  in  psychiatry  and  two  years'  experience.  Salary  $50,000  per 
year;  40  hours  per  week.  Apply  at  the  Texas  Employment  Commission, 
Bryan,  Texas  77803  or  send  resume  to  Texas  Employment  Commission, 
TEC  Building,  Austin  78778,  J.O.  #4274441.  Ad  paid  for  by  an  equal 
employment  opportunity  employer. 


OPENING  FOR  RADIOLOGIST  with  experience  in  specials,  CT,  US, 
and  nuclear  medicine,  to  join  group  of  six  radiologists  in  private 
office  and  two  medical  centers  with  a total  of  406  beds;  personnel  in 
radiology  departments,  32,  Magnetic  resonance  experience  helpful  but 
not  needed  MRI  to  open  Fall  1085.  Respond  to  Ad-568,  TEXAS  MEDI- 
CINE, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


DIAGNOSTIC  RADIOLOGIST  NEEDED  to  work  for  another  physician  in 
Houston,  Texas  to  diagnose  and  treat  diseases  of  the  human  body  in 
a primary  care  medical  group,  including  internal  medicine,  family 
practice,  and  obstetrics,  using  x-rays.  Examines  internal  structures 
and  functions  of  organ  systems,  making  diagnosis  after  correlation  of 
x-ray  findings  with  other  examinations  and  tests.  Injects  radiopague 
substances  by  injection,  orally  or  as  enemas  to  render  internal  struc- 
tures and  organs  visible  on  films  or  fluoroscopic  screens.  Interest  in 
outpatient  imaging  and  interventional  is  necessary.  Must  have  Texas 
medical  license  and  two  years'  training  in  diagnostic  radiology.  Salary 
$50,000  per  year;  40  hours  per  week.  Apply  at  the  Texas  Employment 
Commission,  Houston,  Texas  or  send  re"ine  to  Texas  Employment 
Commission,  TEC  Building,  Austin,  Texas  78778,  J.O.  #4274602.  Ad  paid 
by  an  equal  employment  opportunity  employer. 


ENDOCRINOLOGIST  NEEDED  TO  WORK  for  another  physician  in 
Wichita  Falls,  Texas  to  diagnose  and  treat  diseases  of  human  organ 
system  with  special  emphasis  on  problems  including  diabetes  and 
endocrinology.  Examine  patients  for  symptoms  of  organic  disorders 
and  nature  and  extent  of  disorders  using  diagnostic  aids.  Prescribe 
medication  and  recommend  dietary  and  activity  programs  as  indicated 
by  diagnosis.  Must  have  three  years'  training  in  medicine  and  one 
year's  experience.  Salary  $55,000  per  year;  40  hours  per  week.  Apply 
at  the  Texas  Employment  Commission,  Wichita  Falls,  Texas  or  send 
resume  to  Texas  Employment  Commission,  TEC  Building,  Austin,  Texas 
78778,  J.O.  #4274603.  Ad  paid  by  an  equal  employment  opportunity 
employer. 


TEXAS  TECH  UNIVERSITY  HEALTH  SCIENCES  Center,  School  of 
Medicine,  Department  of  Pediatrics,  Lubbock,  Texas  is  seeking  a board 
certified  pediatrician  with  training  or  major  interest  in  developmental/ 
behavioral  pediatrics  to  join  its  full  time  faculty.  The  department  has 
a very  active  graduate  and  undergraduate  training  program.  The  in- 
dividual will  coordinate  all  developmental /behavioral  pediatric  cur- 
ricular activities  of  the  training  program.  Salary  and  academic  rank 
commensurate  with  qualifications.  Send  curriculum  vitae  to  Vymutt 
J.  Gururaj,  MD,  Professor,  Department  of  Pediatrics,  Texas  Tech  Uni- 
versity Health  Sciences  Center,  School  of  Medicine,  Lubbock,  Texas 
79430.  Telephone  806  743-2266,  TTUHSC  is  an  equal  employment 
opportunity/affirmative  action  employer. 


FAMILY  PRACTICE  PHYSICIANS— Board  certified/board  eligible  to 
associate  with  two  established  family  practice  physicians  in  an 
extended  care/ambu.latory  facility.  Nilon  Tallant,  MD,  745  W.  Hopkins, 
San  Marcos,  Texas  78566;  512  396-3361. 


MEDI-PLEX  OF  HOUSTON,  LTD,  Channelview,  Texas.  Family  practi- 
tioners, OB-gynecology,  otolaryngologist,  ophthalmologists.  Solo  or 
group  practice-  Contact  Administrator,  15201  East  Freeway,  Channel- 
view,  Texas  77530;  713  457-1000. 


PRACTICE  OPPORTUNITIES — Outstanding  practice  opportunities  for 
general  practitioners,  internal  medicine,  pediatricians,  cardiologists, 
ophthalmologists  and  minor  emergency  medicine  in  an  attractive 
growing  west  Texas  city.  Financial  incentives  are  available.  Please 
direct  inguiries  to:  Monzar  Attar,  MD,  1401  9th  Street,  Lubbock,  Texas 
79461;  806  765-8153. 


Situations  Wanted 


WE  HAVE  PHYSICIANS  WHO  ARE  LOOKING  TO  JOIN  solo,  partner- 
ships, or  multispecialty  groups  in  the  Texas  area.  For  more  information 
call  Medical  Advisor^  Group,  Inc.;  214  758-9939. 


INTERNAL  MEDICINE,  FAMILY  MEDICINE,  occupational  medicine. 
Board  eligible — IM,  OM,  Work  oriented.  30+  years  broad  experience. 
Please  reply  to  Ad-555,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


FAMILY  PHYSICIAN  COVERAGE  SERVICE— 2 days  to  2 weeks. 
Licensed  MD  with  14  years  experience  in  family  practice.  Urban  or 
rural.  English  and  Spanish.  Texas,  UTMB  graduate,  Galveston.  Always 
in  good  medical  standing.  No  malpractice  ever.  Written  or  phone  ref- 
erences, recommendations.  512-473-6996,  leave  message. 


LOCUM  TENENS — EXPERIENCED,  dependable  board  certified  diag- 
nostic radiologist  with  additional  expertise  in  CT  and  ultrasound. 
Available  for  locum  tenens  coverage  effective  July  1,  1985.  CV  sent 
on  request  Please  reply  to  Ad-548,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


GENERAL  INTERNIST— FAMILY  PRACTITIONER,  38  years  old.  American 
graduate  seeking  assumption/purchase/association  with  active  pri- 
mary care  practice.  Extensive  experience.  Available  December  1985. 
Reply  to  Ad-565,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701 . 


EXPERIENCED  CARDIAC  ANESTHESIOLOGIST  (adult  and  pediatric): 
BC.  Prior  training,  including  chief  residency  and  cardiac  fellowship, 
and  current  staff  position  at  major  teaching  hospitals.  Desires  to  re- 
locate to  Dallas  area  (native  Texan).  Seeks  group  practice  or  hospital 
position  involving  at  least  some  cardiac  work.  CV/references  upon 
request.  Please  reply  to  Ad-567,  TEXAS  MEDICINE,  i801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


For  Sale  or  For  Rent 


FOR  SALE:  Quality  internal  medicine  practice  for  sale  in  elite  North 
Dallas.  Gross  $300,000  plus.  Available  immediately.  Asking  $175,000. 
P.O.  Box  670913,  Dallas,  Texas  75367-0913. 


ONE/TWO  BE/BC,  OB/GYN's  to  buy  out/take  over  established  young, 
expanding  OB/GYN  practice.  (Gross  $200-300,000).  Central  Texas. 
Ideally  would  suit  two  friends  finishing  their  residency  and  wishing 
to  set  up  practice  together.  Basically,  this  is  an  offer  of  a lifetime! 
Contact  early — "Time  is  of  the  essence."  Reply  to  Ad-530,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


WHAT  WILL  YOU  PAY  for  a primary  care  practice  netting  $125,000 
to  $150,000  for  practicing  MD?  No  nights,  five  days/week,  heart  of 
Dallas,  financing  available  after  down  payment.  Phone  214  357-1132, 
1-3  pm  weekdays. 


50%  OFF  PREVIOUSLY  OWNED  MEDICAL,  LABORATORY,  office,  x-ray, 
ultra-sound  equipment  in  excellent  condition.  We  buy,  sell,  broker 
and  repair.  Appraisals  by  Certified  Surgical  Consultants.  Medical 
Equipment  Resale,  Inc.,  24026  Haggerty  Rd . , Farmington,  Michigan 
48018.  313  569-4407  anytime. 


AUSTIN,  TEXAS— GENERAL  INTERNIST  desires  to  share  2200  square 
feet  in  Medical  Arts  complex  near  St.  David's  Hospital,  Austin,  Texas. 
Six  examination  rooms,  chest  x-ray  facilities,  large  waiting  room,  free 
parking.  Prefer  non-internist  or  medical  subspecialist.  Full  or  part-time 
occupancy.  Terms  negotiable.  Call  512  476-9145. 


FAMILY  PRACTICE  in  Central  Texas  for  sale  including  building  and 
equipment.  Excellent  future  and  employees  available.  Contact  Doctors 
Management  Services,  PM  Group,  P.O.  Box  9063,  Waco,  Texas  76714. 


HOUSTON— OFFICE  SPACE  AND  EQUIPMENT,  EMG  and  thermography 
to  sell  or  lease.  Contact  Mrs  Walker,  713  774-2805. 


AUSTIN — NEW  MEDICAL  CENTER  on  Capitol  of  Texas  Highway 
(Loop  360)  in  Austin's  rapidly  growing  northwest  area.  Space  avail- 
able for  family  practitioner  and/or  specialist.  Beautiful  new  facility 
offers  unique  features  for  an  enjoyable  practice.  Located  at  the  hub 
of  Austin's  northwest  economic  growth  corridor,  two  miles  from  Lake 
Austin,  and  just  minutes  from  Westlake  Hills,  Northwest  Hills,  multiple 
new  neighborhoods,  and  Lake  Travis.  512  454-2596,  8010  Shoal  Creek, 
Austin,  Texas  78758. 


OFFICE  FURNISHINGS  AND  EQUIPMENT— Decorator  reception  room, 
business  and  private  office  furniture,  Profexray  100  Milliamp,  Burdick 
EKG,  Ultrasonic  Diathermy.  Four  treatment  rooms,  complete  equip- 
ment, excellent  condition.  J.  Winston  Morrison,  MD,  7034  Bellfort  Blvd., 
Houston,  Texas  77087;  713  644-3231. 


MEDICAL  OFFICE  SPACE  AVAILABLE— 3,000  square  feet,  two  blocks 
from  Richardson  Medical  Center.  P.  J.  Chandler,  Jr.,  MD,  214  231-7283. 


HOUSTON:  FAMILY  PRACTICE  for  sale,  close  to  Medical  Center.  Large 
patient  flow.  Good  gross  and  excellent  net  Well  established  practice. 
Doctor  retiring.  Contact  Business  & Professional  Associates  at  713  771- 
5011.  (TMH413) 


GENERA.L  MEDICAL  PRACTICE  50  miles  south  of  Dallas.  Growing 
area.  Doctor  retiring.  No  OB,  little  surgery.  Opportunity  to  purchase 
one  third  of  medical  building.  Excellent  potential.  Contact  Business  & 
Professional  Associates  at  713  771-5011.  (TMH419) 


GENERAL  INTERNAL  MEDICINE.  No  surgery.  North  of  Dallas.  Doctor 
retiring.  Excellent  location  next  to  hospital.  Shared  expenses  with 
other  physicians.  Contact  Business  & Professional  Associates  at  713 
771-5011  (TMH418) 


RICHARDSON,  TEXAS:  1344  square  feet,  suite  for  lease.  Established, 
one  story  modern  medical-dental  complex  with  glass  enclosed  garden 
atrium  Across  from  civic  center  and  chamber  of  commerce.  One  block 
from  North  Central  Expressway  at  Arapaho.  Easy  access  to  four 
major  hospitals.  214  235-4788  or  write  500  Westshore  Dr.,  Richardson, 
Texas  75C80. 


PRACTICE  FOR  SALE — Eight  years  established  family  practice  in 
southwest  Houston.  Physician  relocating.  Excellent  office  set-up  with 
x-ray  facility.  Unique  solo  practice  with  convenient  office  sharing 
arrangement  and  weekend  coverage  with  other  family  practitioners. 
Price  negotiable.  Contact  early.  Reply  to  Ad-566,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


Business  and  Financial  Services 


PHYSICIAN'S  SIGNATURE  LOANS  to  $50,000.  Up  to  seven  years  to  re- 
pay. No  prepayment  penalties.  Prompt,  courteous  service.  Competitive 
fixed  rate,  with  no  points,  fees  or  charges  of  any  kind.  Physicians 
Service  Association,  Atlanta,  Georgia.  Toll  free  800-241-6905.  Serving 
MDs  for  over  ten  years. 


Miscellaneous 


ABORTION  ALTERNATIVES!  Licensed  maternity  service  offers  residen- 
tial and  non-residential  program  with  counseling  and  medical  plan  for 
the  expectant  mother  wno  is  planning  adoption  for  her  baby.  Costs 
adjusted  to  ability  to  pay.  MARYWOOD,  510  West  26th  Street,  Austin, 
Texas  78705.  Phone  512-472-9251.  (Formerly  HOME  OF  THE  HOLY  IN- 
FANCY.) 


DOCTOR,  YOU  CAN'T  BEAT  THE  quality  or  the  price!  Holter  Monitor 
Scanning  Service.  Physician  owned,  trained,  and  supervised.  Now 
using  UP  Service  for  faster  turnaround  time.  No  contracts  to  sign.  We 
can  arrange  for  leare/purchase  of  Holt'”-  equipment.  New  Holter 
recorders  $1,550.  DCG  Interpretation  (313)  879-8860. 


OUTPATIENT  CARDIAC  CATHETERIZATION  consultation  services 
available  for  hospital  administrators  and  physicians  interested  in 
developing  ambulatory  cardiac  angiographic  facilities.  Please  contact 
Mrs.  Pat  Ferree,  Virginia  Heart  Institute,  205  N.  Hamilton  Street, 
Richmond,  Virginia  23221  or  call  804  359-9265. 
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3RD  ANNUAL  CHRONICALLY  ILL  <5  AGING  CONFERENCE.  November 
21-23  198b,  Oklahoma  City,  Oklahoma.  For  information  contact  John 

A.  Mohr,  MD  (111)  VAMC,  921  N.E.  13th  Street,  Oklahoma  City,  OK 
73104  or  call  405  270-5149.  CME  given. 

1986  CME  CRUISE/CONFERENCES  ON  SELECTED  MEDICAL  TOPICS— 
Caribbean,  Mexican,  Hawaiian,  Alaskan,  Mediterranean.  7-12  days 
year-round.  Approved  for  20-24  CME  Cat.  1 credits  (AMA-PRA)  and 
AAFP  prescribed  credits.  Distinguished  professors.  Fly  roundtrip  free  on 
Caribbean,  Mexican,  and  Alaskan  cruises.  Excellent  group  fares  on 
finest  ships.  Registration  limited.  Pre-scheduled  in  compliance  with 
present  IRS  requirements.  Intormation:  International  Conferences,  189 
Lodge  Avenue,  Huntington  Station,  New  York  11746;  516  549-0869. 

WEEKLY  SEMINARS — Most  major  ski  areas,  Club  Med,  Disney  World, 
cruising  aboard  sailboats  in  the  Virgin  Islands  or  a Mississippi  pad- 
dlewheeler. Topic:  Medical-Legal  Issues.  Accredited.  Current  Concept 
Seminars,  Inc.  (since  1980),  3301  Johnson  St.,  Hollywood,  Florida 
33021;  800  428-6069.  $175. 
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Family  Practitioners 

Affiliated  Hospital  Systems  (AHS),  a net- 
work of  community-owned  hospitals,  would 
like  to  identify  family  practitioners  wishing  to 
establish  a practice  in  a comfortable,  rural- 
community  setting.  Opportunities  are  available 
in  over  30  hospitals,  ranging  in  size  from  24-150 
beds,  and  in  locations  from  the  Gulf  Coast  to 
the  Texas  Panhandle. 

AHS  is  an  operating  unit  of  the  Hermann 
Hospital  Estate.  AHS  and  Hermann  Hospital  are 
located  in  the  Texas  Medical  Center.  Hermann 
Hospital  serves  as  the  primary  teaching  hospital 
for  the  University  of  Texas  Medical  School  at 
Houston.  These  institutions  are  valuable  techni- 
cal and  clinical  resources  for  all  AHS  member 
hospitals. 

Move  your  career  to  the  location  of  your 
choice  in  a progressive  medical  network.  Direct 
inquiries  to  the  Medical  Staff  Coordinator, 
Affiliated  Hospital  Systems,  1203  Ross  Sterling 
Avenue,  Houston,  Texas  77030.  Or  call  (713) 
797-2010  collect. 


AFFILIATED  HOSPITAL 
SYSTEMS 

1203  Ross  Sterling  Avenue 
Houston,  Texas  77030 


hospital 


We  are  an  equal  opportunity  employer,  m/f/h. 


HOUSTON,  TEXAS 

Division  of  Orthopedics 
Baylor  College  of  Medicine 

Seeks  full  time  faculty  member 

Primary  responsibilities  at 
Veterans  Administration  Hospital 

Salary  Negotiable 

Contact: 

Hugh  S.  Tullos 

6560  Fannin  St.  Suite  2100 

Houston,  Tx  77030 

EQUAL  OPPORTUNITY  EMPLOYER 
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Roche  salutes 


Bypassing 
the  good  life? 


In  the  first  multi- 
clinic survey  of  its 
kind,  headed  by 
Dr.  C.  David  Jenkins 
of  the  University  of  Texas 
Medical  Branch  (Galveston), 
quality  of  life  after  coronary 
artery  bypass  was  examined  1 
Generally  optimistic  findings  went 
beyond  earlier  surveys  that  focused  on 
strictly  medical  and  survival  aspects. 

Angina  was  completely  relieved  in  69%  to  85%  of 
patients  studied;  in  many  cases  family,  social  and  sexual 
lives  and  roles  returned  to  normal;  and  fatigue,  anxiety  and 
depression  had  lessened  At  six  months,  71%  had  returned 
to  mild  exercise;  three-quarters  of  those  patients  who  worked 
preoperatively  were  gainfully  employed,  often  full-time,  and 
most  patients  felt  fully  supported  emotionally  by  their  fami- 
lies and  friends.  Most  significantly  71%  gave  an  unqualified 
"yes"  when  asked  whether  they  would  undergo  surgery  again 


TEXAS  MEDICINE 
TODAY 


Texas  Star  may  lead 
antibacterial  cavalry 

The  battle  against  cholera  may  have  a new  weapon  called 
"Texas  Star"  It  is  an  oral  vaccine  intended  to  protect  against 
cholera  in  such  places  as  Bangladesh,  where  severe  diar- 
rheal disease  is  endemic.  2 Texas  Star  was  developed  by 
Richard  Finkelstein  and  Takeshi  Honda,  at  the  University  of 
Texas,  Southwestern  Medical  School,  Dallas  The  vaccine  is 
a live,  mutated  strain  of  the  pathogen  Vibrio  cholerae,  which 
Dr  Finkelstein  isolated  in  1979.  So  far,  Texas  Star  has  given 
"significant  clinical  protection"  in  volunteers.  Just  a few  years 
ago,  an  oral  vaccine  for  cholera  was  nowhere  on  the  horizon 
Texas  Star  could  be  the  one 


Starch  blockers  don't! 

Do  amylase  inhibitors,  also  known  as  "starch  blockers," 
actually  reduce  absorption  of  calories  from  starch?  Dr.  George 
W.  Bo-Linn  and  other  Baylor  University  Medical  Center 
researchers  found  the  answer:  they  don't.  3 Using  a one-day 
calorie-balance  technique,  healthy  volunteers  were  fed  a high- 
starch  test  meal  of  spaghetti,  tomato  sauce  and  bread  Fecal 
calorie  excretion  was  measured  after  subjects  had  taken  either 
starch  blocker  or  placebo  tablets  If  starch  blockers  performed 
as  advertised,  they  would  increase  the  number  of  excreted 
calories  by  400  kcal.  But  fecal  calorie  excretion  remained  at 
normal  levels.  Texas  medicine  showed  there  is  still  no  calorie- 
free  lunch. 


References:  1.  JenkinCDe/a/:  JAMA  250.  782-788,  Aug  12,  1983  2.  Not 
one  but  four  possible  oral  vaccines  for  cholera  under  study  JAMA  248.  1937- 
1938,  Oct  22/29,  1983.  3.  Bo-Linn  GWe/  al:  N Engl  J Med 307  1413-1415, 
Copyright  © 1985  by  Roche  Products  Inc  All  rights  reserved,  Dec  2,  1982. 
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TODAY:  FOR  THE  PATIENT 
WITH  MIXED  DEPRESSION 
AND  ANXIETY 

A rational  approach,  combining 
— The  standard  antidepressant: 
amitriptyline 

- The  proven  anxiolytic  action  ot 

Librium®  (chlordiazepoxide  HCI/Roche)C 

Marked  improvement  often  occurs  as  early  as  the  first  week 

Headache,  insomnia  or  Gl  upsets  associated  with  mixed  depression  and 
anxiety  often  respond  quickly 

Feeling  better,  patients  feel  encouraged  to  stay  the  course -therefore, 
fewer  dropouts:  P=  .006  compared  to  amitriptyline* 

Convenient  single  h.s.  dosing  sufficient  in  some  patients;  helps  patients 
with  mixed  depression  and  anxiety  sleep  through  the  night.  Patients 
should  be  cautioned  about  the  combined  effects  of  Limbitrol  with  alcohol 
and  other  CNS  depressants,  and  about  activities  requiring  complete 
mental  alertness  such  as  operating  machinery  or  driving  a car 


In  moderate  depression  and  anxiety 


IN  PLACE  OF 
LIMBITROL  5-12.5  WRITE: 


IN  PLACE  OF 
LIMBITROL  10-25  WRITE: 


Limbitrol 

Each  tablet  contains  5 mg  chlordiazepoxide  and  12  5 mg  amitriptyline  (as  the  hydrochloride  salt) 


Each  tablet  contains  10  mg  chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt) 


c 

c 


Easier  to  remember. . . easier  to  prescribe 


‘FeighnerJR  etol  Psychopharmacology 61  217-225,  Mar  22,  1979 

Please  see  summary  of  product  information  on  following  page. 
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LIMBITROL®  ® Tranquilizer-Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  a summary  of 
which  follows: 

Indications:  Relief  of  moderate  to  severe  depression  associated  with  moderate  to 
severe  anxiety. 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepres- 
sants. Do  not  use  with  monoamine  oxidase  (MAO)  inhibitors  or  within  14  days  follow- 
ing discontinuation  of  MAO  inhibitors  since  hyperpyretic  crises,  severe  convulsions  and 
deaths  have  occurred  with  concomitant  use,  then  initiate  cautiously,  gradually  increas- 
ing dosage  until  optimal  response  is  achieved.  Contraindicated  during  acute  recovery 
phase  following  myocardial  infarction. 

Warnings:  Use  with  great  care  in  patients  with  history  of  urinary  retention  or  angle- 
closure  glaucoma  Severe  constipation  may  occur  in  patients  taking  tricyclic  antide- 
pressants and  anticholinergic-type  drugs.  Closely  supervise  cardiovascular  patients. 
(Arrhythmias,  sinus  tachycardia  and  prolongation  of  conduction  time  reported  with 
use  of  tricyclic  antidepressants,  especially  high  doses  Myocardial  infarction  and 
stroke  reported  with  use  of  this  class  of  drugs.)  Caution  patients  about  possible  com- 
bined effects  with  alcohol  and  other  CNS  depressants  and  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g.,  operating  machinery,  driving) 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congenital 
malformations  as  suggested  in  several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy;  advise  patients  to  discuss  therapy  if  they 
intend  to  or  do  become  pregnant. 

Since  physical  and  psychological  dependence  to  chlordiazepoxide  have  been  reported 
rarely,  use  caution  in  administering  Limbitrol  to  addiction-prone  individuals  or  those 
who  might  increase  dosage,  withdrawal  symptoms  following  discontinuation  of  either 
component  alone  have  been  reported  (nausea,  headache  and  malaise  for  amitripty- 
line, symptoms  [including  convulsions]  similar  to  those  of  barbiturate  withdrawal  tor 
chlordiazepoxide). 

Precautions:  Use  with  caution  in  patients  with  a history  of  seizures,  in  hyperthyroid 
patients  or  those  on  thyroid  medication,  and  in  patients  with  impaired  renal  or  hepatic 
function.  Because  of  the  possibility  of  suicide  in  depressed  patients,  do  not  permit  easy 
access  to  large  quantities  in  these  patients  Periodic  liver  function  tests  and  blood 
counts  are  recommended  during  prolonged  treatment  Amitriptyline  component  may 
block  action  of  guanethidine  or  similar  antihypertensives  Concomitant  use  with  other 
psychotropic  drugs  has  not  been  evaluated,  sedative  effects  may  be  additive.  Discon- 
tinue several  days  before  surgery.  Limit  concomitant  administration  of  ECT  to  essential 
treatment.  See  Warnings  for  precautions  about  pregnancy  Limbitrol  should  not  be 
taken  during  the  nursing  period  Not  recommended  in  children  under  12.  In  the  elderly 
and  debilitated,  limit  to  smallest  effective  dosage  to  preclude  ataxia,  oversedation, 
confusion  or  anticholinergic  effects. 

Adverse  Reactions:  Most  frequently  reported  are  those  associated  with  either  compo- 
nent alone:  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizziness  and  bloat- 
ing. Less  frequently  occurring  reactions  include  vivid  dreams,  impotence,  tremor, 
confusion  and  nasal  congestion.  Many  depressive  symptoms  including  anorexia, 
fatigue,  weakness,  restlessness  and  lethargy  have  been  reported  as  side  effects  of  both 
Limbitrol  and  amitriptyline.  Granulocytopenia,  jaundice  and  hepatic  dysfunction  have 
been  observed  rarely. 

The  following  list  includes  adverse  reactions  not  reported  with  Limbitrol  but  requiring 
consideration  because  they  have  been  reported  with  one  or  both  components  or 
closely  related  drugs: 

Cardiovascular  Hypotension,  hypertension,  tachycardia,  palpitations,  myocardial 
infarction,  arrhythmias,  heart  block,  stroke. 

Psychiatric . Euphoria,  apprehension,  poor  concentration,  delusions,  hallucinations, 
hypomania  and  increased  or  decreased  libido 

Neurologic . Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extrem- 
ities, extrapyramidal  symptoms,  syncope,  changes  in  EEG  patterns 
Anticholinergic:  Disturbance  of  accommodation,  paralytic  ileus,  urinary  retention,  dila- 
tation of  urinary  tract 

Allergic:  Skin  rash,  urticaria,  photosensitization,  edema  of  face  and  tongue,  pruritus. 
Hematologic:  Bone  marrow  depression  including  agranulocytosis,  eosinophilia,  pur- 
pura, thrombocytopenia 

Gastrointestinal:  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar 
taste,  diarrhea,  black  tongue 

Endocrine.  Testicular  swelling  and  gynecomastia  in  the  male,  breast  enlargement, 
galactorrhea  and  minor  menstrual  irregularities  in  the  female,  elevation  and  lowering 
of  blood  sugar  levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hormone) 
secretion 

Other:  Headache,  weight  gain  or  loss,  increased  perspiration,  urinary  frequency, 
mydriasis,  jaundice,  alopecia,  parotid  swelling 

Overdosage:  Immediately  hospitalize  patient  suspected  of  having  taken  an  overdose 
Treatment  is  symptomatic  and  supportive  IV  administration  of  1 to  3 mg  physostig- 
mine  salicylate  has  been  reported  to  reverse  the  symptoms  of  amitriptyline  poisoning 
See  complete  product  information  for  manifestation  and  treatment. 

Dosage:  Individualize  according  to  symptom  severity  and  patient  response.  Reduce  to 
smallest  effective  dosage  when  satisfactory  response  is  obtained  Larger  portion  of 
daily  dose  may  be  taken  at  bedTime  Single  h.s.  dose  may  suffice  for  some  patients 
Lower  dosages  are  recommended  for  the  elderly. 

Limbitrol  DS  (double  strength)  Tablets,  initial  dosage  of  three  or  four  tablets  daily  in 
divided  doses,  increased  up  to  six  tablets  or  decreased  to  two  tablets  daily  as  required 
Limbitrol  Tablets,  initial  dosage  of  three  or  four  tablets  daily  in  divided  doses,  tor 
patients  who  do  not  tolerate  higher  doses. 

How  Supplied:  Double  strength  (DS)  Tablets,  white,  film-coated,  each  containing 
10  mg  chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt),  and 
Tablets,  blue,  film-coated,  each  containing  5 mg  chlordiazepoxide  and  12.5  mg 
amitriptyline  (as  the  hydrochloride  salt) — bottles  of  100  and  500,  Tel-E-Dose® 
packages  of  100,  Prescription  Paks  of  50 


ROCHE  PRODUCTS  INC 
Manati,  Puerto  Rico  00701 


Fifth  International 
Conference 

of  the 

Southern  California 
Neuropsychiatric  Institute 


Headaches,  Dizziness, 
Syncope,  and  Seizures 

cns  iwd/is 

Manzanillo,  Mexico 

March  23-27,  1986 

For  further  information,  contact: 
Stacey  W.  Grace,  Assoc.  Program  Director 

So.  Calif.  Neuropsychiatric  Institute 

6794  La  Jolla  Blvd. 

La  Jolla,  California  92037 
(619)  454-2102 

18  Continuing  Education  Hours 
(CME  Category  I) 


TEXAS  MEDICAL  LIABILITY  TRUST 

COMMITTED 
TO  QUALITY 
SERVICE 

The  Texas  Medical  Liability 
Trust  is  an  organization  offering 
professional  liability  insurance 
responsive  to  the  needs  of  Texas 
physicians. 

The  Texas  Medical  Liability 
Trust  . . . quality  insurance  ser- 
vices to  match  quality  medical 
practices. 

CALL  TOLL  FREE 

1-800*252-9179 

mn 

THE  HIGHEST  QUALITY  LIABILITY  INSURANCE  FOR  TEXAS  PHYSICIANS 

P.O.  Box  14746,  Austin,  Texas  78761 
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PM 


Be  Immortal. 


If  you  could  look  into  the  eyes  of  genera- 
tions yet  to  come,  you  would  be  there. 

Because  immortality  lies  not  in  the  things 
you  leave  behind,  but  in  the  people  that  your 
life  has  touched,  for  good  or  bad. 

By  including  the  American  Cancer 
Society  in  your  will,  you  can  have  a powerful 
effect  on  those  who  come  after  you. 


You  see,  cancer  is  beatable.  The  survival 
rate  for  all  cancers  is  already  approaching  50% 
in  the  United  States. 

You’ll  be  leaving  behind  a legacy  of  life 
for  others.  And  that  is  a beautiful  way  of  living 
forever  yourself. 

V AMERICAN  CANCER  SOCIETY* 

? 

For  more  information,  call  your  local  ACS  unitor  write  to  the  American  Cancer  Society,  4 West  35th  Street,  New  York,  NY  10001. 
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CONTINUING  EDUCATION  DIRECTORY 


COURSES 


NOVEMBER 

Anesthesiology 

Nov  8-9,  1985 

BAY-CAPX:  RISK  MANAGEMENTOFTHE  PATIENT  WITH  CARDIO- 
VASCULAR DISEASE.  Four  Seasons  Hotel,  Houston.  Fee  $250- 
physlcians,  $1 50-nonphysicians.  Category  1 , AMA  Physician's  Rec- 
ognition Award;  16  hours.  Contact  Lynne  Tiras  or  Lila  Lerner,  Office 
of  Continuing  Education,  Baylor  College  of  Medicine,  One  Baylor 
Plaza,  Houston,  TX  77030  (713)799-6020 

Cardiovascular  Diseases 

Nov  23,  1985 

VICTORIA  VASCULAR  CONFERENCE.  Victoria  College  Library 
Bldg,  Rm  102,  Victoria,  Tex.  No  fee.  Category  1 , AMA  Physician's 
Recognition  Award;  8 hours.  Contact  Mary  Hanley,  Victoria  Regional 
Diagnostic  Center,  VRMC  Professional  Bldg,  1 1 5 Medical  Dr,  Suite 
107,  Victoria,  TX  77904  (512)572-3213 

Dermatology 

Nov  9,  1985 

OFFICE  DERMATOLOGY — 1985.  The  University  of  Texas  Medical 
School,  Houston.  Fee  $60.  Category  1 , AMA  Physician's  Recogni- 
tion Award;  6 hours.  Contact  Alice  Reardon,  Office  of  Continuing 
Education,  UT  Medical  School,  6431  Fannin,  MSB  G.004,  Houston, 
TX  77030(713)792-5346 

General  Medicine 

Nov  7,  1985 

MICROBE  HUNTERS — 1985.  Embassy  Suites  Hotel,  Houston  Fee 
$45.  Category  1 , AMA  Physician's  Recognition  Award;  4 hours. 
AAFP  prescribed.  Contact  Marjorie  Kraft,  PO  Box  20367,  Houston 
TX  77225(713)792-4671 

Nov  8,  1985 

WHAT  EVERY  NURSE  NEEDS  TO  KNOW  ABOUT  THE  LAW.  Learn- 
ing Center,  South  Auditorium,  The  University  of  Texas  Medical 
Branch,  Galveston,  Tex.  Fee  $55.  Credit  .6  CEUs.  Contact  Gayle 
McKay,  Coordinator,  3.324  Learning  Center,  UTMB,  Galveston,  TX 
77550  (409)761-2934 

Nov  18-21,  1985 

A PRIMARY  CARE  UPDATE:  70TH  SCIENTIFIC  ASSEMBLY  OF 
INTERSTATE  POSTGRADUATE  MEDICAL  ASSOCIATION  Marriott 
Hotel,  New  Orleans,  La.  Fee  $1 60-advance  registration,  $185-on 
site,  $35-residents.  Category  1 , AMA  Physician's  Recognition 
Award;  24  hours;  24  hours  AAFP  prescribed.  Contact  Interstate 
Postgraduate  Medical  Association  of  North  America,  PO  Box  1109, 
Madison,  Wl  53701  (608)257-6781 

Obstetrics  & Gynecology 

Nov  5-9,  1985 

CONTEMPORARY  ISSUES  AND  PRACTICES  IN  OB-GYN  D1 .600, 
The  University  of  Texas  Health  Science  Center,  Dallas.  Fee  $425- 
complete  course;  $325-basic  course;  $100-gynecologic  pathology 
only.  Category  1 , Physician’s  Recognition  Award,  31  hours.  Contact 
June  Bovill,  Division  of  Continuing  Education,  5323  Harry  Hines 
Blvd,  Dallas,  TX  75235  (21 4)688-21 66 

Nov  13-16,  1985 

29TH  ANNUAL  CLINICAL  CONFERENCE,  “DIAGNOSIS  AND 
TREATMENT  STRATEGIES  FOR  GYNECOLOGIC  CANCER  " 


Shamrock  Hilton  Hotel,  Houston.  Fee  $200-advance  registration, 

$1 25-on-site,  $175-M.D.  Anderson  associates.  Category  1,  AMA 
Physician's  Recognition  Award,  20  hours;  18  cognates,  formal  learn- 
ing ACOG;  21  hours  AAFP  prescribed  Contact  Shirley  Roy,  Confer- 
ence Services-HMB  Box  131,  M.D.  Anderson  Hospital  and  Tumor 
Institute,  6723  Bertner,  Houston,  TX  77030  (713)792-2222 

Ophthalmology 

Nov  1-2,  1985 

ENT/OPHTHALMOLOGY  FOR  THE  PRIMARY  CARE  PHYSICIAN. 
Marriott  Hotel,  Austin,  Tex.  Fee  $85.  7.5  hours  AAFP  prescribed. 
Contact  Office  of  Continuing  Medical  Education,  Scott  and  White, 
2401  S 31  st  St,  Temple,  TX  76508  (81 7)774-4083 

Nov  8-9,  1985 

TEXAS  R.K  PRACTICAL  COURSE  AND  WORKSHOP:  1985.  Fair- 
mont Hotel,  Dallas.  Fee  TBA.  Credit  TBA.  Contact  Barbara  Grayson, 
A Webb  Roberts  Center,  3500  Gaston  Ave,  Dallas,  TX  75246 
(214)820-2317 

Nov  8-10,  1985 

SOUTHERN  REGIONAL  UPDATE  COURSE,  Section  4,  Houston.  Fee 
TBA.  Credit  TBA.  Contact  American  Academy  of  Ophthalmology, 
1833  Fillmore  St,  San  Francisco,  CA  94120 

Orthopedic  Surgery 

Nov  8-9,  1985 

LOCKED  INTRAMEDULLARY  NAILING  OF  THE  FEMUR  AND  TIBIA: 
BASIC  AND  ADVANCED  TECHNIQUES.  Mandalay  Four  Seasons 
Hotel,  Irving,  Tex.  Fee  $300.  Category  1 , AMA  Physician's  Recogni- 
tion Award;  1 1 hours.  Contact  June  Bovill,  Division  of  Continuing 
Education,  UTHSC  at  Dallas,  5323  Harry  Hines  Blvd,  Dallas,  TX 
75235  (214)688-2166 

Otolaryngology 

Nov  15-16,  1985 

LASER  SURGERY  IN  OTOLARYNGOLOGY  Baylor  College  of  Medi- 
cine, Houston.  Fee  TBA.  Category  1 , AMA  Physician's  Recognition 
Award,  hour-for-hour  basis.  Contact  Lila  Lerner,  Office  of  Continuing 
Education,  Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston, 
TX  77030(713)799-6020 

Pediatrics 

Nov  5,  1985 

QUANDARIES  IN  GENERAL  PEDIATRICS.  The  University  of  Texas 
Medical  School,  Houston.  No  registration  fee  before  Oct  18,  $10  for 
late  enrollment  Credit  TBA;  7 hours  Contact  Alice  Reardon,  Office 
of  Continuing  Education,  UT  Medical  School,  6431  Fannin,  MSB 
G 004,  Houston,  TX  77030  (713)792-5346. 

Nov  15-16,  1985 

PEDIATRICS  FOR  THE  PRACTITIONER:  19TH  ANNUAL  KENNETH 
C HALTALIN  PEDIATRICS  SEMINAR  Loews  Anatole  Hotel,  Dallas. 
Fee  $100.  Category  1 , AMA  Physician's  Recognition  Award;  10 
hours.  Contact  June  Bovill,  Division  of  Continuing  Education, 

UTHSC  at  Dallas,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235 
(214)688-2166 

Nov  15-16,  1985 

PEDIATRICS  FOR  THE  PRIMARY  CARE  PHYSICIAN.  Marriott  Hotel, 
Austin,  Tex.  Fee  $85  Credit  TBA.  Contact  Office  of  Continuing  Medi- 
cal Education,  Scott  and  White,  2401  S 31  st  St,  Temple,  TX  76508 
(817)774-4083 
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Physical  Medicine  and  Rehabilitation 

Nov  13-15,  1985 

SPORTS  MEDICINE.  Houston  Fee  TBA.  Credit  TBA  Contact  Lila 
Lerner  or  Lynne  Tiras,  Office  of  Continuing  Education,  Baylor  Col- 
lege of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 
(713)799-6020 

Radiology 

Nov  4-8,  1985 

ADVANCED  RADIOLOGICAL  HEALTH.  The  University  of  Texas 
Health  Science  Center,  San  Antonio,  Tex  Fee  $600  Category  1 , 

AMA  Physician's  Recognition  Award;  36  hours.  Contact  Marjorie 
Foutz,  EdD,  Medical  School  Continuing  Education  Services,  UTHSC 
at  San  Antonio,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
(512)691-6295 

Surgery 

Nov  15-16,  1985 

GENERAL  SURGERY  UPDATE:  1 985.  Marriott  Hotel  Medical  Center, 
Houston.  Fee  $200.  Category  1 , AMA  Physician's  Recognition 
Award;  12  hours.  Contact  Carol  Soroka  or  Lynne  Tiras,  Office  of 
Continuing  Education,  Baylor  College  of  Medicine,  One  Baylor 
Plaza,  Houston,  TX  77030  (713)799-6020 

Urology 

Nov  8-9,  1985 

CONTEMPORARY  ISSUES  IN  UROLOGIC  AND  SEXUAL  RE- 
HABILITATION. Intercontinental  Hotel,  New  Orleans.  Fee  TBA.  Cate- 
gory 1 , Physician's  Recognition  Award;  10  hours.  Contact  Office  of 
Continuing  Education,  Tulane  Medical  Center,  1 430  Tulane  Ave, 

New  Orleans,  LA  70112  (504)588-5466 

Nov  22. 1985 

MALE  GENITALIA  SURGICAL  VIDCON.  Houston,  Dallas,  and  San 
Antonio,  Tex.  Fee  $1 45-members;  $75-residents.  Credit  TBA;  6 
hours.  Contact  Monica  Smith,  Office  of  Education,  American  Uro- 
logical Association,  PO  Box  25147,  Houston,  TX  77265 
(713)791-1470. 

DECEMBER 

Anesthesiology 

Dec  7,  1985 

A DAY  IN  ANESTHESIA  (COMMON  PROBLEMS  IN  ANESTHESIA). 
Sheraton-Dallas  Hotel  and  Towers,  Dallas.  Fee  $1 00-before  Oct  1 5; 
$1 25-after  Oct  1 5.  Category  1 , AMA  Physician's  Recognition  Award; 
5 hours.  Contact  Lela  Breckenridge,  Director,  Continuing  Medical 
Education,  8200  Walnut  Hill  Lane,  Dallas,  TX  75231  (21 4)696-8458 

Geriatrics 

Dec  6-8,  1985 

THE  GERIATRIC  FOOT.  Marriott  Hotel  on  the  River,  San  Antonio,  Tex 
Fee  $1 75.  Category  1 , AMA  Physician's  Recognition  Award;  14 
hours.  Contact  Marjorie  Foutz,  EdD,  Medical  School  Continuing 
Education  Services,  The  University  of  Texas  Health  Science  Center, 
7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (51 2)691  -6295 

Internal  Medicine 

Dec  6-7,  1985 

UPDATE  IN  SEXUALLY  TRANSMITTED  DISEASES  D1 .600,  The  Uni- 
versity of  Texas  Health  Science  Center,  Dallas.  Fee  TBA.  Category 
1 , AMA  Physician’s  Recognition  Award;  1 3 hours.  Contact  Gale 


Ouilter,  Division  of  Continuing  Education,  5323  Harry  Hines  Blvd, 
Dallas,  TX  75235  (214)688-2166 

Ophthalmology 

Dec  5-7,  1985 

26TH  ANNUAL  COURSE  IN  CONTACT  LENS  TECHNOLOGY.  Inter- 
Continental Hotel,  Houston.  Fee  TBA.  Credit  TBA.  Contact  Bette 
McAinch,  Contact  Lens  Technology  Course,  Cullen  Eye  Institute, 
Baylor  College  of  Medicine,  Houston,  TX  77030  (713)799-5942 

Pathology 

Dec  14, 1985 

42ND  PATHOLOGY  SEMINAR.  The  University  of  Texas  Health  Sci- 
ence Center  at  San  Antonio,  Tex.  Fee  TBA.  Category  1 , AMA  Physi- 
cian's Recognition  Award;  6 hours.  Contact  Marjorie  Foutz,  EdD, 
Continuing  Education  Services,  UTHSC,  7703  Floyd  Curl  Dr,  San 
Antonio,  TX  78284  (512)691-6295 

Plastic  Surgery 

Dec  6-7,  1985 

DERMATOLOGIC  ASPECTS  OF  PLASTIC  SURGERY.  Marriott  Hotel- 
Medical  Center,  Houston.  Fee  TBA.  Credit  TBA.  Contact  Lila  Lerner 
or  Carol  Soroka,  Office  of  Continuing  Education,  Baylor  College  of 
Medicine,  One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

Psychiatry 

Dec  7,  1985 

UPDATE  IN  PSYCHIATRY;  DEMENTIA.  The  University  of  Texas 
Health  Science  Center  at  San  Antonio,  Tex.  Fee  TBA  Category  1 , 
Physician's  Recognition  Award;  6 hours.  Contact  Marjorie  Foutz, 
EdD,  Medical  School  Continuing  Education  Services,  UTHSC,  7703 
Floyd  Curl  Dr,  San  Antonio,  TX  78284  (51 2)691  -6295 

Dec  7,  1985 

UPDATE  IN  PSYCHOPHARMACOLOGY.  The  University  of  Texas 
Medical  Branch,  Galveston,  Tex.  Fee  TBA.  Category  1 , AMA  Physi- 
cian's Recognition  Award,  hours  TBA.  Contact  Martha  Berlin,  Office 
of  Continuing  Education,  3.324  Learning  Center,  UTMB,  Galveston, 
TX  77550(409)761-2934 

Urology 

Dec  6-7,  1985 

INNOVATIVE  APPROACHES  TO  UROLOGIC  PROBLEMS  IN  THE 
1980s.  Marriott  Hotel-Medical  Center,  Houston.  Fee  $250- 
physicians;  $1 25-non  Baylor  fellows,  residents  and  nurses.  Cate- 
gory 1 , Physician's  Recognition  Award;  1 8 hours.  AAFP  prescribed, 
1 8 hours.  Contact  Lila  Lerner  or  Carol  Soroka,  Office  of  Continuing 
Education,  Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston, 
TX  77030  (713)799-6020 

JANUARY 

General  Medicine 

Jan  27-31, 1986 

ANATOMY  FOR  RADIOTHERAPY  TREATMENT  PLANNING.  Loca- 
tion TBA.  Fee  TBA  Credit  TBA.  Contact  Marjorie  Foutz,  EdD,  Medi- 
cal School  Continuing  Education  Services,  The  University  of  Texas 
Health  Science  Center,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
(512)691-6295 


Volume  81  October  1985 


105 


Plastic  Surgery 


Physical  Medicine  and  Rehabilitation 

Jan  30-Feb 1 , 1986 

1 3TH  ANNUAL  SYMPOSIUM  ON  SPORTS  MEDICINE.  Location 
TBA.  Fee  TBA.  Credit  TBA.  Contact  Marjorie  Foutz,  EdD,  Medical 
School  Continuing  Education  Services,  The  University  of  Texas 
Health  Science  Center,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
(512)691-6295 

Radiology 

Jan  6-10,  1986 

RADIATION  SAFETY  OFFICER’S  COURSE.  The  University  of  Texas 
Health  Science  Center,  San  Antonio,  Tex.  Fee  $650.  Category  1 , 
AMA  Physician's  Recognition  Award;  36  hours.  Contact  Marjorie 
Foutz,  EdD,  Medical  School  Continuing  Education  Services,  The 
University  of  Texas  Health  Science  Center,  7703  Floyd  Curl  Dr,  San 
Antonio,  TX  78284  (512)691-6295 

Jan  19-24,  1986 

SOCIETY  OF  GASTROINTESTINAL  RADIOLOGISTS  15TH  ANNUAL 
MEETING  AND  POSTGRADUATE  COURSE.  Acapulco  Princess 
Hotel,  Acapulco,  Mexico.  Fee  $450-physicians,  $300-residents. 
Category  1 , AMA  Physician’s  Recognition  Award;  23  hours.  Contact 
Lynne  Tiras  or  Carol  Soroka,  Office  of  Continuing  Education,  Baylor 
College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 
(713)799-6020 

Jan  27-31,  1986 

RADIOTHERAPY  TREATMENT  PLANNING  ANATOMY.  The  Univer- 
sity of  Texas  Health  Science  Center,  San  Antonio,  Tex  Fee  $650. 
Credit  TBA;  36  hours.  Contact  Marjorie  Foutz,  EdD,  Continuing  Edu- 
cation Services,  UTHSC,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
(512)691-6295 

Urology 

Jan  30-Feb  2,  1986 

GU  PATHOLOGY  AND  RADIOLOGY.  Houston.  Fee  $250-members, 
$325-nonmembers.  Category  1 , AMA  Physician's  Recognition 
Award;  1 6 hours.  Contact  Monica  Smith,  Office  of  Education,  Ameri- 
can Urological  Association,  PO  Box  25147,  Houston,  TX  77265 
(713)791-1470 

FEBRUARY 

Aerospace  Medicine 

Feb  10-13,  1986 

SPACE  ADAPTATION:  PHYSIOLOGIC  ADAPTATIONS  OF  MAN  IN 
SPACE.  Houston.  Contact  Carol  Soroka  or  Lila  Lerner,  Office  of  Con- 
tinuing Education,  Baylor  College  of  Medicine,  One  Baylor  Plaza, 
Houston,  TX  77030  (713)799-6020 

Anesthesiology 

Feb  21 -23,  1986 

TACO  II:  2ND  TEXAS  ANESTHESIA  CONFERENCE  FOR  OBSTET- 
RICS. Houston.  Contact  Lila  Lerner  or  Carol  Soroka,  Office  of  Con- 
tinuing Education,  Baylor  College  of  Medicine,  One  Baylor  Plaza, 
Houston,  TX  77030  (713)799-6020 

Ophthalmology 

Feb  28-March  1,  1986 

CLINICAL  ADVANCES  IN  OPHTHALMOLOGY  FOR  THE  PRACTIC- 
ING OPHTHALMOLOGIST.  Houston.  Contact  Lila  Lerner  or  Lynne 
Tiras,  Office  of  Continuing  Education,  Baylor  College  of  Medicine, 
One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 
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Feb  28-March  1,  1986 

BASIC  RHINOPLASTY.  Dallas.  Contact  Gale  Quilter,  Division  of  Con- 
tinuing Education,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235 
(214)688-2166 

Radiology 

Feb  10-14,  1986 

BASIC  RADIOLOGICAL  HEALTH.  Location  TBA.  Contact  Marjorie 
Foutz,  EdD,  Medical  School  Continuing  Education  Services,  The 
University  of  Texas  Health  Science  Center,  7703  Floyd  Curl  Dr,  San 
Antonio,  TX  78284  (512)691-6295 

Urology 

Feb  27-March  1,  1986 

BASIC  ENDOUROLOGY.  New  Orleans.  Contact  Alice  Henderson, 
Office  of  Education,  American  Urological  Association,  PO  Box 
25147,  Houston,  TX  77265  (713)791-1470 

MARCH 

General  Medicine 

March  24-29,  1986 

COUNSELING  STRATEGIES  FOR  PHYSICIANS.  Oahu,  Hawaii.  Con- 
tact Division  of  Continuing  Education,  PO  Box  20367,  Houston,  TX 
77225  (800)392-4900  ext  437 

Obstetrics  and  Gynecology 

March  14-15,  1986 

CURRENT  CONCEPTS  IN  OBSTETRICS  AND  GYNECOLOGY. 
Houston.  Contact  Lynne  Tiras  or  Carol  Soroka,  Office  of  Continuing 
Education,  One  Bayjor  Plaza,  Houston,  TX  77030  (713)799-6020 

Physical  Medicine  and  Rehabilitation 

March  20-22,  1986 

CHRONIC  PAIN  Houston.  Contact  Carol  Soroka  or  Lynne  Tiras, 
Office  of  Continuing  Education,  Baylor  College  of  Medicine,  One 
Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

APRIL 

Anesthesiology 

April  18-20,  1986 

MANAGEMENT  OF  RISKY  SITUATIONS  IN  ANESTHESIOLOGY. 
Dallas.  Contact  Barbara  Grayson,  A.  Webb  Roberts  Center  for  Con- 
tinuing Education,  Baylor  University  Medical  Center,  3500  Gaston 
Ave,  Dallas,  TX  75246  (21 4)820-231 7 

Pediatrics 

April  4-5,  1986 

PEDIATRIC  POSTGRADUATE  SYMPOSIUM:  PEDIATRICS  1 986. 
Houston.  Contact  Lynne  Tiras  or  Carol  Soroka,  Office  of  Continuing 
Education,  Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston, 
TX  77030(713)799-6020 

Physical  Medicine  and  Rehabilitation 

April  7-1 7,  1986 

20TH  COMPREHENSIVE  REVIEW  COURSE  IN  PHYSICAL  MEDI- 
CINE AND  REHABILITATION.  Houston.  Contact  Vicki  Forgac  or  Lila 
Lerner,  Office  of  Continuing  Education,  Baylor  College  of  Medicine, 
One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

REGULARLY  SCHEDULED  ACTIVITIES 


Monday-Friday 

POSTGRADUATE  WORKSHOP  IN  NEURORADIOLOGY.  (Date  as- 
signed by  individual  request.)  Methodist  Hospital,  Houston.  Fee 
$450.  Category  I,  AMA  Physician's  Recognition  Award;  40  hours. 


TEXAS  MEDICINE 


Contact  Vicki  Sayre,  Office  of  Continuing  Education,  Baylor  College 
of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

Monday-Friday 

POSTGRADUATE  WORKCOURSE  IN  DIAGNOSTIC  ULTRASOUND, 
i (Date  assigned  by  individual  request.)  Ben  Taub  General  Hospital, 
Houston.  Fee  $600.  Category  1 , AMA  Physician's  Recognition 
Award;  40  hours.  Contact  Vicki  Sayre,  Office  of  Continuing  Educa- 
i tion,  Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)799-6020 

, Tuesdays,  12  pm 

MEDICAL  AND  SURGICAL  REVIEWS.  Sierra  Medical  Center,  El 
Paso,  Tex.  Category  1 , AMA  Physician's  Recognition  Award;  1 hour 
weekly.  Contact  M.  Nazemi,  MD,  Sierra  Medical  Center,  1625  Medi- 
cal Center  Dr,  El  Paso,  TX  79902 

Tuesdays  (all  but  last  Tuesday  of  each  month) 

SURGICAL  GRAND  ROUNDS.  Board  Room,  Brackenridge  Hospital, 
Austin,  Tex.  Free.  Category  1 , AMA  Physician's  Recognition  Award; 
i 1 hour-session.  Contact  Nancy  Strandhagen,  Surgery  Education, 

1 Central  Texas  Medical  Foundation,  601  E 1 5th  St,  Austin,  TX  78701 
(512)476-6461  ext  51 72 

1 Wednesdays,  12  pm 

CONTINUOUS  REVIEW  OF  INTERNAL  MEDICINE  Sid  Richardson 
Auditorium,  Scott  and  White  Memorial  Hospital,  Temple,  Tex.  Cate- 
gory 1 , AMA  Physician's  Recognition  Award;  1 hour  weekly.  Contact 
, Lynn  Calvert,  Office  of  Continuing  Medical  Education,  Scott  and 
; White  Memorial  Hospital,  2401  S 31st,  Temple,  TX  76508 
| (817)774-2350 

Thursdays,  8 am 

INTERNAL  MEDICINE  GRAND  ROUNDS.  Brackenridge  Hospital, 
Austin,  Tex.  Category  1 , AMA  Physician's  Recognition  Award;  1 hour 
■ weekly.  Contact  Marianne  Foley,  MS,  Central  Texas  Medical  Founda- 
1 tion,  1500  EAve,  Austin,  TX  78701  (512)476-6461  ext  5606 

Thursdays,  12  pm 

UROLOGY  CORE  CURRICULUM  Scott  and  White  Memorial  Hospi- 
tal, Temple,  Tex.  Category  1 , AMA  Physician's  Recognition  Award;  1 
hour  weekly.  Contact  Lynn  Calvert,  Office  of  Continuing  Medical 
Education,  Scott  and  White  Memorial  Hospital,  2401  S 31  st,  Temple, 
TX  76508  (817)774-2350 

Thursday-Friday 

POSTGRADUATE  WORKSHOP  IN  REAL-TIME  OBSTETRICAL 
ULTRASONOGRAPHY.  (Date  assigned  by  individual  request.) 
Jefferson  Davis  Hospital,  Houston.  Fee  $375.  Category  1 , AMA  Phy- 
sician’s Recognition  Award;  1 6 hours;  1 6 cognates  ACOG.  Contact 
Vicki  Sayre,  Office  of  Continuing  Education,  Baylor  College  of  Medi- 
cine, One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

Fridays,  12  pm 

NEUROLOGY  GRAND  ROUNDS.  Sid  Richardson  Auditorium,  Scott 
and  White  Memorial  Hospital,  Temple,  Tex.  Category  1 , AMA  Physi- 
cian's Recognition  Award;  1 hour  weekly.  Contact  Lynn  Calvert, 
Office  of  Continuing  Medical  Education,  Scott  and  White  Memorial 
Hospital,  2401  S 31  st,  Temple,  TX  76508  (81 7)774-2350 

Fridays,  12  pm  (2nd  and  4th) 

TEACHING  CASE  CONFERENCE.  Park  Place  Hospital,  Port  Arthur, 
Tex.  Category  1 , AMA  Physician’s  Recognition  Award;  2 hours 
monthly.  Contact  Phil  Newman,  MD,  Box  1 648,  Port  Arthur,  TX  77640 
(409)983-4951 

Date  assigned  by  individual  request 

POSTGRADUATE  WORKSHOP  IN  CLINICAL  NMR.  Biomedical 
NMR  Center,  Baylor  College  of  Medicine,  Houston  Fee  $1 ,000, 
$500-lecture  series  only.  Category  1 , AMA  Physician’s  Recognition 
Award;  40  hours.  Contact  Vicki  Sayre,  Office  of  Continuing  Educa- 
tion, Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)799-6020 


TELECONFERENCE  NETWORK  OF  TEXAS 


Every  other  Thursday,  1 2:30  pm 

CLINICAL  TOPICS  IN  MEDICINE.  The  University  of  Texas  Health 
Science  Center,  San  Antonio,  Tex,  and  teleconference  network  sites. 
Fee  $35-program,  hospital  subscription  program.  Category  1 , AMA 
Physician’s  Recognition  Award.  Contact  Phyllis  Wood,  Acting  Direc- 
tor, Teleconference  Network  of  Texas,  7703  Floyd  Curl  Dr,  San  An- 
tonio, TX  78284  (512)691-7291 


OTHER  TELECONFERENCES 

Nov  22,  1985 

4TH  ANNUAL  VIDEOCONFERENCE:  SURGERY  OF  THE  MALE 
URETHRA  AND  GENITALIA.  Dallas,  Houston,  and  San  Antonio,  Tex. 
Fee  $1 45.  Category  1 , AMA  Physician's  Recognition  Award;  6 hours. 
Contact  Monica  Smith,  Office  of  Education,  PO  Box  25147,  Houston, 
TX  77265  (713)791-1470 


PRACTICE  MANAGEMENT  WORKSHOPS 

The  following  are  practice  management  workshops  and  seminars 
sponsored  by  the  Texas  Medical  Association.  Participants  in  the 
workshops  and  seminars  will  receive  Category  1 credit  toward  the 
AMA  Physician's  Recognition  Award  where  indicated.  For  further 
information,  contact  the  Department  of  Practice  Management, 
Texas  Medical  Association,  1 801  N Lamar  Blvd,  Austin,  TX  78701 
(512)477-6704. 


OCTOBER 

INCREASING  YOUR  NET  WORTH 
Oct  5,  1985,  Doubletree  Inn,  Dallas 

PRACTICE  MANAGEMENT:  COLLECTIONS,  PATIENT  FLOW,  PER- 
SONNEL MANAGEMENT— 2 hours  each  day 
Oct  8-9,  1985,  Hyatt  Regency,  Austin 
Oct  17-18,  1985,  Holiday  Inn  Brook  Hollow,  Dallas 

PRACTICE  MANAGEMENT:  COLLECTIONS,  PATIENT  FLOW,  COM- 
PUTERS— 2 hours  each  day 

Oct  10-11,  1985,  Bexar  County  Medical  Society  Headquarters,  San 
Antonio 

PRACTICE  MANAGEMENT:  COLLECTIONS,  PATIENT  FLOW,  MAR- 
KETING— 2 hours  each  day 

Oct  15-16,  1985,  Marriott  Hotel  Brookhollow,  Houston 

GEARING  UP  FOR  RETIREMENT 

Oct  25-27,  1 985,  La  Mansion  del  Rio,  San  Antonio 

NOVEMBER 

PERSONAL  INCOME  AND  ESTATE  TAX  PLANNING 
Nov  8-9,  1 985,  Marriott  Hotel  Galleria,  Houston 


CALENDAR  OF  MEETINGS  ^Denotes  Texas  Meetings 


OCTOBER 

AMERICAN  ACADEMY  OF  FACIAL  PLASTIC  AND  RECONSTRUC- 
TIVE SURGERY,  Atlanta,  Oct  18-19,  1985.  Lee  VanBremen,  PhD, 
American  Academy  of  Facial  Plastic  and  Reconstructive  Surgery, 

1 101  Vermont  Ave  NW,  Suite  404,  Washington,  DC  20005 
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AMERICAN  ACADEMY  OF  FAMILY  PHYSICIANS,  Anaheim,  Calif, 
Oct  10-13,  1985.  Annette  Hoel,  1 740  W 92nd  St,  Kansas  City,  MO 
64114 

AMERICAN  ACADEMY  OF  OCCUPATIONAL  MEDICINE,  Orlando, 
Fla,  Oct  22-25,  1 985.  Richard  S.  Myers,  2340  S Arlington  Hts  Rd, 
Suite  400,  Arlington  Heights,  IL  60005 

■AMERICAN  ACADEMY  OF  PEDIATRICS,  San  Antonio,  Oct  19-24, 
1985.  William  G.  Janzen,  141  Northwest  Pt  Rd,  PO  Box  927,  Elk 
Grove  Village,  IL  60007 

AMERICAN  ASSOCIATION  FOR  HAND  SURGERY,  Kansas  City,  Mo, 
Oct  24-27,  1985.  Jean  Kiefer,  2934  Fish  Hatchery  Rd,  Suite  218, 
Madison,  Wl  53713 

■AMERICAN  CANCER  SOCIETY,  TEXAS  DIVISION,  Austin,  Oct 
15-1 7,  1985.  Jack  M Hardison,  Box  9863,  Austin,  TX  78766 

AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS,  New  Orleans,  Oct 
28-Nov  1 , 1985,  Education  Department,  ACCP,  91 1 Busse  Highway, 
Park  Ridge,  IL  60068 

AMERICAN  COLLEGE  OF  CLINICAL  PHARMACOLOGY,  Phila- 
delphia, Oct  17-18,1 985.  William  F.  Chaveas,  1 9 S 22nd  St,  Phila- 
delphia, PA  19103 

AMERICAN  COLLEGE  OF  GASTROENTEROLOGY,  Philadelphia, 
Oct  9-13,  1985.  Gardner  V.  McCormick,  13  Elm  St,  Manchester,  MA 
09144 

AMERICAN  COLLEGE  OF  SURGEONS,  Chicago,  Oct  13-18,  1985. 
Edwin  W.  Gerrish,  MD,  55  E Erie  St,  Chicago,  IL  6061 1 

AMERICAN  DIETETIC  ASSOCIATION,  New  Orleans,  Oct  7-1 1 , 

1985.  Karen  S.  DelVescovo,  RD,  430  N Michigan  Ave,  Chicago,  IL 
60611 

AMERICAN  ELECTROENCEPHALOGRAPHIC  SOCIETY,  Orlando, 
Fla,  Oct  7-1 2, 1 985.  Fay  S.  Tyner,  2579  Melinda  Dr,  Atlanta,  GA 
30345 

AMERICAN  GROUP  PRACTICE  ASSOCIATION,  Las  Vegas,  Oct  1 -4, 
1985.  Russell  E Barker,  20  S Quaker  Ln,  Alexandria,  VA  22314 

■AMERICAN  INSTITUTE  OF  ULTRASOUND  IN  MEDICINE,  Dallas, 
Oct  8-11 , 1985.  Barbara  M.  Hairfield,  4405  East-West  Hwy,  Suite 
504,  Bethesda,  MD20814 

AMERICAN  MEDICAL  RECORDS  ASSOCIATION,  New  Orleans, 

Oct  13-18,  1985.  Theresa  Petrone,  875  N Michigan  Ave,  Suite  1850, 
Chicago,  IL  6061 1 

AMERICAN  SCHOOL  HEALTH  ASSOCIATION,  Little  Rock,  Ark,  Oct 
9-1 1 , 1985.  Dana  A.  Davis,  Box  708,  Kent,  OH  44240 

AMERICAN  SOCIETY  OF  ANESTHESIOLOGISTS,  San  Francisco, 
Oct  12-16, 1985.  William  S.  Marinko,  515  Busse  Hwy,  Park  Ridge,  IL 
60068 

AMERICAN  SOCIETY  OF  MAXILLOFACIAL  SURGEONS,  Kansas 
City,  Mo,  Oct  27-Nov  1 , 1985.  Charles  A.  Janda,  MD,  120  Oak  Brook 
Center  Mall,  Suite  722,  Oak  Brook,  IL  60521 

AMERICAN  SOCIETY  OF  PLASTIC  AND  RECONSTRUCTIVE  SUR- 
GEONS, Kansas  City,  Mo,  Oct  27-Nov  1 , 1 985.  Carol  Lazier,  233  N 
Michigan  Ave,  Chicago,  IL  60601 


■ASSOCIATION  FOR  THE  ADVANCEMENT  OF  MEDICAL  INSTRU- 
MENTATION, Houston,  Oct  20-23,  1985.  Marguerite  Leishman, 

AAMI  Headquarters,  1901  N Fort  Myer  Dr,  Suite  602,  Arlington,  VA 
22209 

ASSOCIATION  OF  AMERICAN  MEDICAL  COLLEGES,  Washington, 
DC,  Oct  26-31 , 1985  Kathleen  S.  Turner,  One  Dupont  Circle,  NW, 
Suite  200,  Washington,  DC  20036 

■PANHANDLE  DISTRICT  MEDICAL  SOCIETY,  Lubbock,  Oct  26, 
1985.  Ethel  M.  McLeod,  PO  Box  10127,  Lubbock,  TX  79408 

WESTERN  SOCIETY  OF  ALLERGY  AND  IMMUNOLOGY,  Seattle, 

Oct  10-12,  1985  Joyce  M Gullixson,  1 700  SW  Columbia,  Portland, 
OR  97201 

NOVEMBER 

AMERICAN  ASSOCIATION  FOR  CANCER  EDUCATION,  INC,  San 
Francisco,  Calif,  Nov  12-16,  1985.  Stephen  M.  Stowe,  MD,  New 
Jersey  Medical  School  CRTC  Bldg,  Room  A-1020,  Newark,  NJ 
07103 

AMERICAN  ASSOCIATION  FOR  LABORATORY  ANIMAL  SCIENCE, 
Baltimore,  Nov  3-8,  1 985.  Donald  W.  Keene,  21 0 N Hammes,  Suite 
205,  Joliet,  IL  60435 

■AMERICAN  COLLEGE  OF  PHYSICIANS,  Austin,  Nov  7-8,  1985. 
William  Livesay,  Medical  Clinic  of  Houston,  1 707  Sunset  Blvd,  Hous- 
ton, TX  77005 

AMERICAN  DENTAL  ASSOCIATION,  San  Francisco,  Nov  2-5,  1985. 
Edward  T Jeske,  21 1 E Chicago  Ave  Suite  2131,  Chicago,  IL6061 1 

AMERICAN  MEDICAL  CARE  & REVIEW  ASSOCIATION,  Hilton  Head 
Island,  SC,  Nov  1-3,  1985.  Jannis  L.  Warren,  5410  Grosvenor  Ln 
Suite  210,  Bethesda,  MD  20814 

ASSOCIATION  OF  MILITARY  SURGEONS  OF  THE  UNITED  STATES, 
Anaheim,  Calif,  Nov  10-15,  1985.  Linda  Hines,  Box  104,  Kensington, 
MD  20895 

INTERNATIONAL  COLLEGE  OF  SURGEONS,  UNITED  STATES 
SECTION,  Lake  Buena  Vista,  Fla,  March  25-28,  1985.  Robert  T. 
Shirley,  1 51 6 N Lakeshore  Dr,  Chicago,  IL  6061 0 

SOUTHERN  MEDICAL  ASSOCIATION,  Orlando,  Fla,  Nov  17-20, 
1985  Robert  P Mosca,  Box  2446,  Birmingham,  AL  35201 

■TEXAS  ACADEMY  CHAPTER  OF  THE  AMERICAN  COLLEGE  OF 
PHYSICIANS,  Austin,  Nov  7-8,  1985.  D.  Michael  Highbaugh,  MD, 
3434  Swiss  Ave,  Suite  305,  Dallas,  TX  75204 

■TEXAS  MEDICAL  ASSOCIATION,  Austin,  Nov  22-23, 1 985.  C. 
Lincoln  Williston,  CAE,  1801  N Lamar  Blvd,  Austin,  TX  78701 

■TEXAS  PSYCHIATRIC  SOCIETY,  Corpus  Christi,  Nov  8-10,1 985. 
Carrie  Laymon,  1801  N Lamar  Blvd,  Austin,  TX  78701 

■TEXAS  SOCIETY  OF  ALLIED  HEALTH  PROFESSIONS  8TH  AN- 
NUAL MEETING,  Dallas,  Nov  19-20,  1985.  Joy  Boone,  Rt  2,  Box 
291 -S,  San  Marcos,  TX  78666 

■TEXAS  SOCIETY  OF  INTERNAL  MEDICINE,  Austin,  Nov  7-8,  1985. 
Pat  Loder,  1801  N Lamar  Blvd,  Austin,  TX  78701 

DECEMBER 

■42ND  ANNUAL  PATHOLOGY  SOCIETY  MEETING,  San  Antonio, 
Dec  14,  1985.  Marjorie  Foutz,  EdD,  Continuing  Education  Services, 
The  University  of  Texas  Health  Science  Center,  7703  Floyd  Curl  Dr, 
San  Antonio,  TX  78284. 

AMERICAN  ACADEMY  OF  DERMATOLOGY,  Las  Vegas,  Dec  7-12, 
1985  Bradford  W.  Claxton,  1567  Maple  Ave,  Evanston,  IL  60201 

AMERICAN  MEDICAL  ASSOCIATION,  Washington,  DC,  Dec  8-1 1 , 
1985.  Gail  H.  Biddle,  535  N Dearborn  St,  Chicago,  IL  60610 
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Howard  L.  Smith,  M.D.,  F.A.C.S. 
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C.  G.  Brown,  M.D. 

EYE,  EAR,  NOSE,  AND  THROAT 
S.  W Hughes,  M.D. 

ALLERGY 

S.  W.  Hughes,  M.D. 

TRAUMATIC  AND  ORTHOPEDIC 
SURGERY 

D.  R.  Swetland,  M.D,  F.A.C.S. 
CARDIOLOGY 

W F.  McKinley,  Jr,  M.D. 


FAMILY  PRACTICE 
OBSTETRICS  AND  PEDIATRICS 
William  Pickvance,  M.D. 

Barry  E.  Phillips,  M.D. 
GENERAL  DENTISTRY 
G.  Glenn  Rose,  D.D.S. 

* DENTISTRY  FOR  CHILDREN 
T.  Brad  Willis,  D.D.S. 
RADIOLOGY 

J.  M.  Brown,  M.D.,  F.A.C.R. 
♦PATHOLOGY 

Ronald  E.  Henderson,  Jr.,  M.D. 
David  M.  McTaggart,  M.D. 

S.  M.  Bunn,  Jr.,  M.D. 

E.  B.  Morrison,  M.D. 
UROLOGY 

Howard  L.  Smith,  M.D,  F.A.C.S. 
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S.  B.  Morrison,  M.D. 
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Harry  W.  Slade,  M.D.,  F.A.C.S. 
♦DERMATOLOGY 

Maurice  C.  Barnes,  M.D.,  D.A.B.D. 
ADMINISTRATOR 
J.  D.  Norris,  Jr. 

ASSISTANT  ADMINISTRATOR 
W R.  Lux,  Jr. 

DIRECTOR-COORDINATOR,  NURSING 
SERVICE 

Diane  Howton,  R.N. 

DIRECTOR  OF  PATIENT  CARE 
Marie  Kotch,  R.N. 


The  original  hospital  was  founded  by  Dr.  J.  W.  Torbett  in  1898,  and  Howard  O.  Smith,  M.D,  FACS,  past  president,  expired  May  17,  1977. 
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THE  DALLAS  MEDICAL  & SURGICAL 
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PEDIATRICS 

Halcuit  Moore,  M.D,  D A B P , F.A.A.P 
P F Luecke,  Jr,  M.D,  D A B P,  F.A.A.P 
Peter  C Ray,  M.D 

GENERAL  SURGERY 

George  P Fosmire,  M.D,  DABS,  F.A.C.S. 

Charles  W Coleman,  M.D. , D A B S. 

UROLOGY 

Harry  M Spence,  M.D,  D.A.B.U,  F.A.C.S. 

William  H Hoffman,  M.D,  D.A.B.U,  F.A.C.S. 

Richard  B Dulany,  M.D,  D.A.B.U,  F A C S 


RADIOLOGY 

Joe  B Caldwell,  M.D  . I)  A B R 
James  B Evans,  M.D,  D A B R 
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OTOLARYNGOLOGY  AND  OTOLOGIC  SURGERY 
D W Shuster,  M.D  , D A B O 

George  A Toledo,  M.D,  Head  and  Neck  Surgery.  Facial 
Plastic  and  Reconstructive  Surgery 

OPHTHALMOLOGY 
James  M Copps,  M.D,  D A B O 
R Roy  Whitaker,  M.D,  D A B O. 

DENTISTRY  AND  DENTAL  SURGERY 
William  F Walton,  D.D.S. 

George  E Sanders,  D.D.S. 

ADMINISTRATION 

Alan  G Kennon,  Administrator 

Russell  E McKee,  Associate  Administrator  for  Financial 
Affairs 

Mrs  Connie  S.  McNamire,  R.N.  B.S.N,  Associate  Admin- 
istrator of  Hospital  Operations  and  Personnel 

INACTIVE  STATUS 
Adam  D.  Green,  M.D,  Surgery 
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EXCERPTS  FROM  A SYMPOSIUM 
"THE  TREATMENT  OF  SLEEP  DISORDERS”8 


•• 


••  . highly  effective 
for  both  sleep  induction  and 
sleep  maintenance  ft 

Sleep  Laboratory  Investigator 
Pennsylvania 


. . onset  of  action  is 
rapid. . .provides  sleep  with 
no  rebound  effect  to  agitate  the 
patient  the  following  day 


Psychiatrist 

California 


6§.  . . appears  to  have 
the  best  safety  record  of  any 
of  the  benzodiazepines  ft 


Psychiatrist 

California 


After  15  years,  the  experts  still  concur  about  the 
continuing  value  ot  Dalmane  (flurazepam  HCI/ 
Roche).  It  provides  sleep  that  satisfies  patients. . . 
and  the  wide  margin  of  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy 

DALMANE 

flurazepam  HCI/Roche  ® 

sleep  that  satisfies 

15-mg/30-mg 
capsules 
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DALMANE”1 

flurazepam  HCI/Rocheflv 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized 
by  difficulty  in  falling  asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits,  in  acute  or  chronic  medical 
situations  requiring  restful  sleep  Objective  sleep  laboratory 
data  have  shown  effectiveness  for  at  least  28  consecutive 
nights  of  administration  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended  Repeated  therapy  should  only 
be  undertaken  with  appropriate  patient  evaluation 
Contraindications:  Known  hypersensitivity  to  flurazepam  HCI. 
pregnancy  Benzodiazepines  may  cause  fetal  damage  when 
administered  during  pregnancy  Several  studies  suggest  an 
increased  risk  of  congenital  malformations  associated  with 
benzodiazepine  use  during  the  first  trimester  Warn  patients 
of  the  potential  risks  to  the  fetus  should  the  possibility  of  be- 
coming pregnant  exist  while  receiving  flurazepam  Instruct 
patients  to  discontinue  drug  prior  to  becoming  pregnant  Con- 
sider the  possibility  of  pregnancy  prior  to  instituting  therapy 
Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants  An  additive  effect 
may  occur  if  alcohol  is  consumed  the  day  following  use  for 
nighttime  sedation.  This  potential  may  exist  for  several  days 
following  discontinuation  Caution  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g . operating 
machinery,  driving)  Potential  impairment  of  performance  of 
such  activities  may  occur  the  day  following  ingestion.  Not 
recommended  for  use  in  persons  under  15  years  of  age 
Withdrawal  symptoms  rarely  reported,  abrupt  discontinuation 
should  be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  of  time  Use 
caution  in  administering  to  addiction-prone  individuals  or 
those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is  recom- 
mended that  the  dosage  be  limited  to  15  mg  to  reduce  risk  of 
oversedation,  dizziness,  confusion  and/or  ataxia.  Consider 
potential  additive  effects  with  other  hypnotics  or  CNS  depres- 
sants Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suicidal  tenden- 
cies, or  in  those  with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness. 
staggering,  ataxia  and  falling  have  occurred,  particularly  in 
elderly  or  debilitated  patients  Severe  sedation,  lethargy,  dis- 
orientation and  coma,  probably  indicative  of  drug  intolerance 
or  overdosage,  have  been  reported  Also  reported  headache, 
heartburn,  upset  stomach,  nausea,  vomiting,  diarrhea,  con- 
stipation, Gl  pain,  nervousness,  talkativeness,  apprehension, 
irritability  weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints  There  have  also  been  rare  occur- 
rences of  leukopenia,  granulocytopenia,  sweating,  flushes, 
difficulty  in  focusing,  blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breath,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness,  halluci- 
nations, and  elevated  SGOT,  SGPT,  total  and  direct  bilirubins, 
and  alkaline  phosphatase  and  paradoxical  reactions,  e g , 
excitement,  stimulation  and  hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial  effect  Adults 
30  mg  usual  dosage,  15  mg  may  suffice  in  some  patients 
Elderly  or  debilitated  patients  15  mg  recommended  initially 
until  response  is  determined 

Supplied:  Capsules  containing  1 5 mg  or  30  mg  flurazepam 
HCI 


Roche  Products  Inc 
Manati,  Puerto  Rico  00701 


#1  FOR  SLEEP 

After  more  than  15  years  of  use,  it's  #1  for  sleep  that  satisfies. 

Patients  are  satisfied  because  they  fall  asleep  fast  and  stay 
asleep  till  morning. 18  And  you're  satisfied  by  the  exceptionally 
wide  margin  of  safety.79  As  always,  caution  patients  about 

driving  or  drinking  alcohol. 

Please  see  references  and  summary  of  product  information  on  reverse  side 
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On  the  cover 


"Despite  a decline  in  incidence,  tuberculosis 
remains  an  important  health  problem  in  the 
United  States,"  writes  Jo  Ellen  Schweinle, 
MD,  of  The  University  of  Texas  Medical 
Branch  at  Galveston.  Her  article,  "Tuber- 
culosis— still  a major  problem,"  begins  on 
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the  pregnant  patient  in  need  of  prenatal 
diagnosis,  cardiac  transplantation  at  the 
Texas  Heart  Institute,  hypernatremia  in 
cancer  patients,  and  Texas  health  care 
expenditures. 


News 


TMA  in  action 

10  Board  names  liability,  tort  reform 
top  priority  for  1 986 

1 0 House  of  Delegates  to  meet 
Nov  22-23  in  Austin 

10  18  delegates  to  represent  Texas  at 

AMA  meeting  Dec  8-11 

10  Dr  Scalettar  tells  audience  physi- 
cians face  hostility,  mistrust 

11  TMA  to  sponsor  management 
conference,  exposition 

11  TMA  offers  guidelines,  forms 
related  to  Natural  Death  Act 

1 1 Nonmembers  to  pay  higher 

charge  to  use  placement  service 


Fifth  International 
Conference 

of  the 

Southern  California 
Neuropsychiatric  Institute 


Headaches,  Dizziness, 
Syncope,  and  Seizures 

UKS  HflDflS 

Manzanillo,  Mexico 

March  23-27,  1986 

For  further  information,  contact: 
Stacey  W.  Grace,  Assoc.  Program  Director 
So.  Calif.  Neuropsychiatric  Institute 
6794  La  Jolla  Blvd. 

La  Jolla,  California  92037 
(619)  454-2102 

18  Continuing  Education  Hours 
(CME  Category  I) 


WEST  TEXA 
CANCER 


CONFERENCE 


January  25  and  26,  1986 
Midland,  Texas 

The  West  Texas  Cancer  Conference  was  insti- 
tuted to  present  physicians  and  allied  health  pro- 
fessionals current  information  on  the  care  and 
treatment  of  cancer. 

Fourteen  leading  oncologists  will  present  sessions 
on  breast,  colorectal,  lung  and  gynecological 
cancer.  Surgical  intervention,  medical  oncology 
and  radiation  oncology  will  all  be  covered  during 
this  1986  conference. 


For  More  Information  Contact: 

Allison  Permian  Basin  Cancer  Therapy  Center 
Midland  Memorial  Hospital 
2200  W.  Illinois  • Midland,  Texas  79701 
(915)  685-1564 


The  West  Texas  Cancer  Conference  is  sponsored 
by  the  Allison  Permian  Basin  Cancer  Therapy 
Center. 


THE  UNIVFRSI I Y 
_ _ OF  TEXAS  _ _ 

HEALTH 

CENTER 
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AT  TYLER 


Clinical  Services  and  Consultations 


1 Cardiovascular  Diagnosis  and  Surgery 
1 Home  Health  Care  Services 
1 Infectious  Disease 
Atypical  Mycobacteria,  Pneumonia 
& Related  Diseases,  Tuberculosis 
Oncology 
Outpatient  Care 
Pediatric  Respiratory  Disorders 
Allergy,  Asthma,  Cystic  Fibrosis 
Pneumonia,  Tuberculosis 


Pulmonary  (Adult) 

Emphysema  & Chronic  Bronchitis 
Occupational  Lung  Diseases 
Pulmonary  Physiology 
Pulmonary  Infiltrative  Disease 
Sleep-Related  Breathing  Disorders 
Pulmonary  Rehabilitation 
Undiagnosed  Pulmonary  Masses 
Radiology  • Smoking  Cessation 
Thoracic  Surgery 


A Referral  Center  for  Cardiopulmonary  Diseases 

Located  on  Highway  271  at  SH  155,  5 miles  north  of  Tyler.  Mailing  address: 
P.O.  Box  2003,  Tyler,  TX  75710.  For  information  and  referral  call:  1-800-442-8842 
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Turn  of  the  century 
trephine  for  cranial  surgery 
and  tonsillotome  for 
removing  tonsils. 


We’ve  been  defending 
doctors  since 
these  were  the 
state  of  the  art. 


ft 


These  instruments  were  the  best  available  at 
the  turn  of  the  century.  So  was  our  professional 
liability  coverage  for  doctors.  In  fact,  we 
pioneered  the  concept  of  professional 
protection  in  1899  and  have  been  providing 
this  important  service  exclusively  to  doctors 
ever  since. 


You  can  be  sure  we’ll  always  offer  the  most 
complete  professional  liability  coverage  you 
can  carry.  Plus  the  personal  attention  and 
claims  prevention  assistance  you  deserve. 

For  more  information  about  Medical 
Protective  coverage,  contact  your  Medical 
Protective  Company  general  agent. 


h f w uto a r.  « rr v tn ct p t */ w ChKVfPAvrr 


Jfyazi*  f^rrjtA'OfA. 

Bruce  Crim,  Keith  H.  Prince,  Charles  F.  Curtice,  Daniel  S.  Marley  Wayne  L.  Kirk,  Mark  Lee  Gunter 

Suite  570,  Allied  Lakewood  Bank  Center,  6301  Gaston  Avenue  Suite  155,  7887  Katy  Freeway 

Dallas  TX  75214,  (214)  821-4640  Katy  Hollow  Office  Park 

Houston,  TX  77024,  (713)  682-8024 


Michael  Rollans 
Thomas  A.  Weisman 
512  GPM  Life  Building 
San  Antonio,  TX  78216,  (512)  344-5901 
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EDITORIAL 


Progress  in  tuberculosis  control 

Tuberculosis  has  affected  mankind  since  neolithic  times,  as 
documented  by  the  paleopathological  evidence  of  spinal 
tuberculosis  in  skeletal  remains.  Throughout  the  course 
of  man’s  history,  tuberculosis  has  probably  caused  more 
morbidity  and  mortality  than  any  other  infectious  disease. 
While  it  has  always  been  present,  the  impact  of  tuberculosis 
peaked  with  the  coming  of  the  industrial  revolution  during  the 
latter  half  of  the  1 8th  century.  The  maximum  morbidity  and 
mortality  in  England  occurred  around  1780,  when  the  re- 
corded mortality  rate  for  tuberculosis  (“consumption”)  was 
1,120  deaths  per  100,000  population.  Tuberculosis  peaked 
somewhat  later  in  the  United  States,  since  the  major  ur- 
banization and  industrialization  occurred  after  independence 
was  established.  In  1850,  tuberculosis  mortality  rates  in  ex- 
cess of  500  per  100,000  population  were  reported  in  Boston, 
Philadelphia,  and  New  York  City.  When  Robert  Koch  identi- 
fied the  tubercle  bacillus  in  1 882,  he  estimated  that  one  sev- 
enth of  all  humans  died  of  tuberculosis,  and  tuberculosis  was 
responsible  for  one  third  of  all  deaths  in  the  middle-age 
group. 

The  incidence  of  tuberculosis  has  decreased  dramatically 
as  socioeconomic  conditions  have  improved,  and  these  de- 
creases preceded  the  advent  of  modern  medical  care  and 
public  health  measures.  In  1900,  the  mortality  rate  from  tu- 
berculosis in  the  United  States  was  1 94.4  per  1 00,000.  By 
1940,  the  rate  had  declined  to  45.8  per  100,000.  Following 
the  introduction  of  effective  chemotherapeutic  agents  in  the 
late  1940s,  the  mortality  rate  decreased  even  more  rapidly  to 
a level  which  is  now  less  than  1 per  1 00,000.  In  spite  of  the 
dramatic  reduction  in  tuberculosis  in  our  society,  it  still  re- 
mains a major  health  problem  in  many  developing  nations 
that  are  a source  of  refugees  immigrating  into  our  society.  In 
some  areas  of  the  world,  the  annual  incidence  of  tuberculosis 
still  exceeds  300-400  per  100,000;  and  the  mortality  rate  in 
certain  areas  of  India  is  91  per  100,000  persons. 

More  than  20,000  new  cases  of  tuberculosis  and  1 ,800 
deaths  from  this  infection  still  occur  each  year  in  the  United 
States.  An  estimated  10  million  people  in  this  country  are 
infected  with  tubercle  bacilli  and  carry  a life-long  risk  of  devel- 
oping tuberculosis.  In  1984,  22,255  new  cases  of  TB  were 
reported  in  the  United  States,  a rate  of  9.4  cases  per  100,000 
population.  Compared  to  1983,  these  represent  a 6.7%  de- 
crease in  the  number  of  cases  and  a 7.8%  decrease  in  the 
case  rate.  The  case  rate  for  cities  with  populations  over 
250,000  was  1 9.3  per  1 00,000 — more  than  twice  the  na- 
tional rate. 

In  1 984,  Texas  reported  1 ,762  cases  of  tuberculosis,  a 
case  rate  of  1 1 .2  per  1 00,000.  These  represent  a 1 0.3%  de- 
crease from  the  1,965  cases  reported  in  1983  and  a 12.5% 
decrease  from  the  12.8  per  100,000  rate  reported  for  that 
year.  At  this  rate  of  change,  the  1 990  Texas  objective  of  eight 
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cases  of  tuberculosis  per  100,000  population  should  be  real- 
ized. Of  the  1 ,762  reported  cases,  52%  occurred  in  the  six 
major  metropolitan  areas  of  the  state.  Houston  alone  ac- 
counted for  489  (28%)  of  the  state  total.  Dallas  was  next  with 
162  (9%).  Two  hundred  and  ten  of  the  patients  had  extra- 
pulmonary  tuberculosis,  and  73  patients  had  both  pulmonary 
and  extrapulmonary  involvement. 

The  number  of  reported  cases  of  tuberculosis  among  Asi- 
ans or  Pacific  Islanders  was  1 47  cases  in  1 983  and  1 41  in 
1 984.  While  this  documents  a leveling  off  of  the  newly  re- 
ported cases,  it  indicates  that  a reservoir  of  potential  cases 
exists  in  this  particular  population.  The  infection  level  for 
refugees  who  constitute  a large  portion  of  this  population  has 
been  reported  as  high  as  65%  in  some  areas  of  the  United 
States.  In  Texas,  infection  rates  of  30%  to  40%  have  been 
reported  from  areas  where  refugee  health  screening  was 
being  conducted  during  1 984.  The  incidence  of  tuberculosis 
in  this  population  has  been  estimated  by  the  Centers  for  Dis- 
ease Control  to  be  as  high  as  1 ,500  per  1 00,000  at  the  time 
of  US  entry  or  shortly  thereafter.  Approximately  1 00,000  refu- 
gees have  settled  in  Texas  since  1975. 

While  screening  of  the  general  population  for  tuberculosis 
is  an  inefficient  method  of  finding  infection  and  disease, 
screening  of  selected  sub-populations  such  as  refugees  is 
indicated.  In  addition,  screening  in  certain  institutions  where 
transmission  of  tuberculosis  is  likely  to  occur,  such  as  correc- 
tional institutions,  has  also  proven  to  be  advisable.  In  1983, 
the  reported  tuberculosis  rate  per  1 00,000  population  in  the 
Texas  Department  of  Corrections  was  1 87.3.  While  this  rate 
was  much  higher  than  that  reported  for  the  state  (12.8  per 
1 00,000) , it  is  not  exceptional  because  of  the  concentration 
of  high  risk  groups  involved,  namely  urban  blacks  and  His- 
panics,  and  rigorous  case-finding  efforts  undertaken  by  the 
TDC  in  1 983.  In  1 984,  the  number  of  reported  cases  from 
TDC  dropped  to  46 — a decrease  of  23  cases  from  1 983.  This 
resulted  in  a 1 984  case  rate  of  1 28.6  per  1 00,000. 

The  article  presented  in  this  issue  of  Texas  Medicine,  “Tu- 
berculosis— Still  A Major  Problem”  by  Jo  Ellen  Schweinle, 
MD,  re-emphasizes  the  importance  of  tuberculosis  as  a ma- 
jor public  health  problem.  Tuberculosis  control  is  just  that; 
and  without  continued  efforts  to  identify  and  contain  infec- 
tions with  Mycobacterium  tuberculosis,  the  potential  for 
increased  morbidity  and  mortality  from  this  infection  remains 
an  ever-present  threat.  The  article  addresses  exciting  devel- 
opments in  the  control  of  tuberculosis.  With  the  recognition 
in  1 970  that  rifampin  was  equal  in  efficacy  to  INH  and  the 
combined  use  of  these  two  bactericidal  agents,  the  standard 
course  of  therapy  has  now  been  reduced  from  18  to  24 
months  to  nine  months.  Ongoing  studies  are  evaluating  the 
efficacy  of  six-month  regimens  using  three  or  four  drugs  dur- 
ing the  initial  two  months  of  daily  or  “induction”  therapy.  The 
paradox  now  exists  whereby  the  treatment  course  for  per- 
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sons  with  active  disease  is  shorter  than  the  course  of  preven- 
tive therapy  in  infected  persons  without  evidence  of  disease. 
Revisions  to  reduce  the  recommended  course  of  preventive 
therapy  from  1 2 to  nine  months  are  now  under  consideration. 

Tuberculosis  is  not  a homogeneous  infection  in  our  society. 
It  is  an  urban  disease  intimately  associated  with  crowded  liv- 
ing conditions  and  lowered  socioeconomic  status.  As  our 
understanding  of  the  immune  system  increases,  it  is  evident 
that  tuberculosis  and  certain  atypical  mycobacterial  infec- 
tions are  “opportunistic” — causing  increased  incidence  of 
disease  in  those  elderly  persons  whose  immune  systems  are 
compromised  from  drugs,  debilitating  illness,  or  aging — and 
representing  the  leading  cause  of  bacterial  infection  in  per- 
sons with  acquired  immune  deficiency  syndrome  (AIDS).  In 
these  select  populations,  tuberculosis  is  an  increasing  prob- 
lem that  serves  to  remind  us  that  it  is  technology,  and  not 
time,  which  separates  us  from  the  devastating  effects  of  this 
once  leading  cause  of  death. 

Thomas  G.  Betz,  MD,  MPH 

Bureau  of  Communicable  Disease  Services,  Texas  Department  of  Health, 

1 1 00  W 49th  St,  Austin,  TX  78756. 

John  A.  Bybee,  BA 

Tuberculosis  Control  Division,  Texas  Department  of  Health,  1 100  W 49th 

St,  Austin,  TX  78756. 


Disability  insurance— its  proper  perspective 

During  the  past  few  years,  there  has  been  a significant  in- 
crease in  the  marketing  of  individual  disability  insurance.  The 
increase  in  activity  related  to  this  type  of  coverage  coincides 
with  the  reduced  appeal  of  expensive  life  insurance.  While 
new  and  improved  offerings  have  become  available,  we  be- 
lieve that  disability  insurance  is  oversold.  In  addition,  it  is  fre- 
quently promoted  with  misleading  information. 

As  an  example,  we  cite  a common  promotional  quote:  “Be- 
fore normal  retirement,  one  out  of  seven  workers  (14%)  will 
be  disabled  for  five  years  or  longer,  according  to  the  1 964 
Commissioners  Table.”  Obviously,  the  table  is  20  years  old, 
the  statistics  even  older,  and  they  include  the  nation’s  entire 
work  force.  More  pertinent  to  physicians  is  the  experience  of 
insured  members  under  the  Texas  Medical  Association’s  Dis- 
ability Income  Plan.  After  29  years  of  operation,  at  the  end  of 
each  policy  year,  the  number  of  physicians  who  have  been 
totally  disabled  for  more  than  six  months  averages  only  1%  of 
those  insured.  Included  in  these  numbers  are  physicians  up 
to  age  75  and  physicians  who  are  totally  disabled. 

Most  physicians  need  a substantial  monthly  benefit  for 
total  and  partial  (residual)  disability.  Unfortunately,  money 
which  might  otherwise  be  spent  for  monthly  disability  benefits 
is  sometimes  diverted  to  pay  for  costly  add-ons  available  as 
options  to  individual  disability  policies.  These  options  should 
be  carefully  evaluated,  and  physicians  should  explore  alter- 
nate ways  to  meet  their  needs. 


Expensive  options  provide  certain  benefits  on  an  "if  and 
when"  basis.  Yet,  a substantial  monthly  charge  is  made  for 
each  one.  As  an  example,  you  may  purchase  an  option  that 
will  pay  the  scheduled  Social  Security  monthly  benefit  for 
total  disability  in  the  event  you  are  totally  disabled — if  you  do 
not  meet  the  qualification  requirements  of  the  Social  Security 
program.  Of  course,  if  you  qualify  for  Social  Security  dis- 
ability payments,  you  receive  nothing  in  return  for  the  pre- 
miums you  have  paid. 

We  recommend  that  available  options  be  evaluated  in  light 
of  their  cost,  the  actual  benefits  involved,  and  the  likelihood 
of  receiving  those  benefits.  Then,  consider  applying  the 
amount  that  you  would  have  otherwise  used  to  pay  for  ques- 
tionable options  to  the  purchase  of  a larger  monthly  benefit 
for  total  disability.  There  are  several  advantages.  First,  in  the 
event  of  disability,  the  larger  monthly  benefit  is  payable  from 
the  beginning.  You  are  not  required  to  wait  for  months  or 
years  to  receive  any  larger  amounts  for  which  you  might 
eventually  qualify.  Second,  since  the  amount  paid  for  partial 
disability  is  often  a percentage  of  the  monthly  benefit  in  force 
for  total  disability,  any  partial  payments  will  be  greater.  For 
example,  it  is  to  your  advantage  to  receive  a percentage  of  a 
$7,000  monthly  benefit  rather  than  a percentage  of  $5,000. 
Finally,  the  “if  and  when”  is  removed.  You  are  assured  of  a 
larger  monthly  payment  “up  front.”  Remember . . . only  a few 
total  disabilities  exceed  one  year. 

If  you  are  confronted  with  this  situation,  feel  free  to  discuss 
it  with  your  agent.  He  or  she  should  have  your  best  interest  in 
mind  and  should  welcome  the  opportunity  to  assist  you  in 
obtaining  more  realistic  protection  for  your  premium  dollars. 
Your  salaried  staff  at  the  Texas  Medical  Association  Insur- 
ance Service  Office  in  Austin  is  also  available  to  serve  you  in 
any  way  possible. 

R.A.D.  Morton,  Jr,  MD 

Chairman,  TMA  Committee  on  Association  Insurance  Programs,  Curie 

Medical  Bldg,  Suite  100,  1733  Curie,  El  Paso,  TX  79902. 


Should  I join  an  HMO? 

You  may  have  noticed  that  this  is  a more  popular  topic  in  the 
cafeteria  and  doctors’  lounge  than  it  used  to  be.  Now  there 
are  several  HMOs  in  Texas,  in  various  stages  of  development. 

When  someone  asks  me,  “Have  you  joined  one  of  the 
HMOs?"  I say,  “No  I haven’t.  Why  should  I pay  $1 ,000  or  so 
for  the  privilege  of  cutting  my  fees,  and  get  in  return  only  an 
implied  promise  of  new  patients?” 

But  times  are  changing,  and  things  are  not  as  simple  as 
they  once  were. 

A few  years  ago,  almost  everyone  felt  that  an  HMO  was  a 
federally  inspired  social  program  promulgated  by  ivory  tower 
reformers,  liberals  who  strove  for  a national  health  insurance 
program.  Well,  no  one  thinks  the  country  can  afford  national 
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health  insurance  anymore,  and  health  maintenance  organi- 
zations are  seen  as  an  attempt  to  control  the  runaway  cost  of 
medical  care. 

The  Kaiser-Permanente  Foundation  is  the  prototype  health 
maintenance  organization:  the  employees  paid  a certain 
amount  each  year  and  they  and  their  families  received  all  the 
medical  care  they  needed  (if  not  all  they  wanted)  free  of 
charge.  If  the  employees  were  healthier  than  expected,  the 
doctors  had  more  money  to  divide  at  the  end  of  the  year. 

Both  patients  and  physicians  shared  the  risk  of  ill  health:  both 
had  a common  stake  in  keeping  the  patient  well  and  out  of 
the  hospital. 

Organized  medicine  has  always  had  four  objections  to  this 
concept:  (a)  Neither  patient  nor  physician  has  freedom  of 
choice;  (b)  The  thick  red  tape  required  to  standardize  the 
quality  of  care  and  prevent  subscriber  abuse  is  abhorrent  to 
physician  and  patient  alike;  (c)  Enormous  amounts  of  capital 
are  required  to  organize  an  HMO  and  carry  it  until  it  is  profit- 
able; (d)  The  administrative  expertise  required  has  been 
largely  unavailable.  Marketing  and  quality  control  are  the 
easy  part;  dealing  with  doctors  is  the  hard  part.  No  matter 
what  the  economic  facts,  most  physicians  consider  them- 
selves on  the  side  of  the  patient,  and,  generalities  aside, 
prefer  quality  medicine  to  personal  profit.  And  conflicts  over 
turf  are  more  complicated  in  a group  than  in  free-for-all 
competition. 

But,  as  I said,  times  are  changing.  First  of  all,  everyone  is 
alarmed  over  the  cost  of  medical  care.  It  is  a political  cer- 
tainty that  more  and  more  screws  will  be  tightened  to  pre- 
serve the  medical  dollar.  If  you  don't  like  DRGs,  you  will  just 
hate  the  health  insurance  tax  exemption  cap  which  will  soon 
be  imposed  on  employers.  Be  that  as  it  may,  so  many  people 
want  to  believe  that  health  maintenance  organizations  are  a 
palatable  way  to  ration  medical  care  that  HMOs  are  sure  to 
prosper  for  the  foreseeable  future,  supported  by  govern- 
ment, business,  and  consumers. 

Secondly,  there  are  too  many  doctors,  and  it  is  going  to  get 
worse.  Now  there  are  375,000  doctors;  in  the  year  2,000 
there  will  be  540,000  doctors,  and  that  will  be  140,000  more 
than  can  be  fully  employed.  Nothing  can  be  done  about  this; 
the  pipeline  is  too  long  and  has  too  many  feeders.  Hopefully, 
by  the  year  2020  some  measure  of  balance  should  be 
restored. 

Thirdly,  and  most  importantly,  in  the  last  few  years  the 
computer  has  made  it  possible  to  identify  deviations  from 
average  medical  practice.  Even  if  you  treat  only  (or  mostly) 
terminally  ill  patients,  you  can  be  compared  with  an  appropri- 
ate peer  group  as  to  hospital  days,  tests,  prescriptions,  etc. 
The  computer  makes  the  work  of  the  administrator  and  uti- 


lization review  committees  relatively  easy;  it  makes  the  HMO 
feasible. 

The  pure  health  maintenance  organization  (pre-paid  group 
practice,  closed  panel)  is  rare.  Many  of  the  HMOs  in  Texas 
are  of  the  open  panel  (Independent  Practice  Association: 
IPA)  type.  Some  measure  of  freedom  of  choice  is  preserved, 
and  the  capital  needs  are  diminished;  however,  the  bureau- 
cratic protocols  and  needs  for  administrative  excellence  re- 
main. Rather  than  controlling  expenditures  by  putting  the 
physicians  at  financial  risk,  these  organizations  hope  to  re- 
main solvent  through  utilization  review. 

Enough  of  theory:  Should  you  join  an  HMO  today? 

If  your  practice  is  even  busier  than  you  want  it  to  be,  if  you 
only  plan  to  practice  five  or  ten  more  years,  if  you  can  do  very 
well  on  75%  of  your  present  income,  and  if  you  dislike  people 
telling  you  what  to  do,  then  you  should  not  join  an  HMO — not 
yet,  anyway. 

If  you  are  in  your  thirties  or  early  forties,  if  you  need  more 
patients,  if  you  can  suppress  your  individuality  for  the  good 
of  the  larger  number,  then  you  will  probably  be  glad  you 
joined — unless  the  one  you  pick  fails  to  survive. 

Bernard  W.  Palmer,  MD 

303  Madison  Square  Medical  Building,  San  Antonio,  TX  78215. 


This  editorial  has  been  adapted  and  reprinted  from  Bexar  County  Medical 
News  (March  1985)  with  permission  of  Bexar  County  Medical  Society. 
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The  New  Mark  of  Excellence 
In  Medical  & Surgical  Supply 


erndon  Medical  & Surgical  Supply, 
a name  you’ve  come  to  trust  for  your 
medical  and  surgical  supply  needs,  has  a 
new  name  — Texas  Medical  & Surgical 
Supply 

Our  name  has  changed,  but  you’re 
assured  the  same  high-quality  products  and 
service  that  we  built  our  reputation  on. 

With  our  new  mark  of  excellence 
comes  a renewed  commitment  to  serve 
you  even  better. 

Texas  Medical  & Surgical  Supply  — 
the  “new”  mark  of  excellence. 


Texas  Medical  & Surgical  Supply  ♦ 224  Cotton  ♦ Waco,  Texas  76710  ♦ (817)  776-1125  ♦ vats  i-soo  792-3053 
PO.  Box  29706  ♦ 2727  NORTHAVEN  ♦ DALLAS,  TEXAS  75229  ♦ (214)  243-2301  ♦ METRO  263-3641  ♦ WATS  1-800-492  4100 


TMA  IN  ACTION 

Board  names  liability,  tort  reform 
top  priority  for  1986 

Texas  Medical  Association’s  Executive 
Board  has  designated  professional  lia- 
bility and  tort  reform  as  the  associa- 
tion's top  priority  for  1 986. 

The  issue  leads  seven  priority  areas 
set  out  by  board  members  as  they  met 
Sunday,  Sept  22,  1985,  in  conjunction 
with  the  association’s  fall  conference  in 
Austin.  They  also  approved  a registra- 
tion fee  of  $50  for  members  and  $1 00 
for  nonmembers  who  attend  the  annual 
session. 

In  addition  to  professional  liability 
and  tort  reform,  the  association’s  activi- 
ties in  1986  will  focus  on  competition  in 
medical  practice,  providing  representa- 
tion to  physicians,  health  care  cost 
awareness  and  cost  effectiveness,  sun- 
set hearings  on  mental  health  and  hu- 
man services,  Texas'  sesquicentennial, 
and  providing  the  best  medical  care 
possible  for  Texans. 

A $50  registration  fee  for  regular,  pro- 
visional, associate,  military,  affiliate, 
and  leave-of-absence  members  will  be 
charged  beginning  with  the  1986  an- 
nual session  in  Dallas.  The  fee  will  be 
waived  for  medical  students,  interns, 
residents,  and  fellows  who  are  TMA 
members.  Also  exempt  from  the  fee 
are:  TMA  officers,  delegates  and  alter- 
nates to  the  House  of  Delegates,  mem- 
bers of  TMA  boards,  councils,  and 
committees,  county  society  executives, 
and  those  who  are  actively  participating 
or  contributing  to  programs  presented 
by  TMA  sections,  committee  seminars, 
scientific  exhibits,  and  specialty  and  re- 
lated medical  societies.  The  fee  is  ex- 
pected to  reduce  by  as  much  as 
$92,000  the  net  cost  of  the  annual 
session. 

In  recommending  the  fee,  the  Board 
of  Trustees  noted  that  TMA  is  one  of 
very  few  medical  societies  that  does 
not  charge  a registration  fee.  Addi- 
tionally, the  trustees  said  that  it  would 
be  better  to  charge  those  who  use  pro- 
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grams  and  services  rather  than  in- 
crease dues  for  all  members. 

In  another  action  related  to  annual 
session,  the  board  members  approved 
a recommendation  that  the  1990  meet- 
ing be  held  in  Corpus  Christi. 

The  Executive  Board  also  approved 
the  Texas  Allergy  Society  for  represen- 
tation on  the  Interspecialty  Society 
Committee,  and  endorsed  its  represen- 
tation in  the  House  of  Delegates; 
pledged  TMA’s  assistance  to  the  earth- 
quake victims  of  Mexico;  pledged  initial 
support  in  the  amount  of  $1 75,000  for 
the  Texas  Civil  Justice  Coalition;  and 
agreed  to  request  that  the  Texas  De- 
partment of  Human  Services  and  the 
Food  and  Drug  Administration  provide 
greater  assurance  of  the  bioe- 
quivalency of  generic  medications,  par- 
ticularly psychotropic  drugs. 

House  of  Delegates  to  meet 
Nov  22-23  in  Austin 

Texas  Medical  Association’s  House  of 
Delegates  will  meet  Friday  and  Satur- 
day, Nov  22-23, 1 985,  at  La  Mansion 
Hotel,  Austin. 

The  delegates  will  convene  at  2 pm 
Friday,  and  reference  committees  will 
begin  their  hearings  at  approximately  3 
pm.  The  full  house  will  reconvene  early 
Saturday,  Nov  23,  to  act  on  reference 
committees’  recommendations. 

TMA’s  House  of  Delegates  com- 
prises 344  voting  members  who  repre- 
sent county  medical  societies,  medical 
specialty  societies,  the  Hospital  Medi- 
cal Staff  Section,  the  Resident  Physi- 
cian Section,  and  the  Medical  Student 
Section.  Meetings  of  the  House  of 
Delegates  and  its  reference  commit- 
tees are  open  to  all  TMA  members. 

18  delegates  to  represent  Texas 
at  AMA  meeting  Dec  8-1 1 

Texas  Medical  Association  will  be  rep- 
resented by  18  delegates  when  the 
American  Medical  Association  House 
of  Delegates  convenes  in  Washington, 
DC,  Dec  8-11,1 985.  The  Texas  delega- 
tion will  present  resolutions  that  are  ap- 


proved by  the  TMA  House  of  Delegates 
during  its  November  meeting,  and  rep- 
resent TMA’s  other  policies  and 
interests. 

The  AMA  House  of  Delegates  in- 
cludes 371  members:  296  represent 
state  medical  associations,  66  repre- 
sent national  medical  specialty  so- 
cieties, and  9 represent  medical 
students,  medical  schools,  resident 
physicians,  hospital  medical  staffs, 
Army,  Navy,  Air  Force,  US  Public 
Health  Service,  and  the  Veterans 
Administration. 

During  1 984,  Texas  added  more 
AMA  members  than  any  other  state 
association  and  now  ranks  third  in  the 
country  in  the  number  of  members  who 
belong  to  the  AMA. 

Dr  Scalettar  tells  audience 
physicians  face  hostility,  mistrust 

"We  live  in  an  atmosphere  of  hostility 
and  mistrust”  that  is  making  physicians 
“insecure  and  frantic,”  Raymond  Scal- 
ettar, MD,  told  his  audience  at  Texas 
Medical  Association’s  1985  Fall 
Conference. 

Dr  Scalettar,  Washington,  DC,  is  a 
member  of  the  Board  of  Trustees  of  the 
American  Medical  Association.  He  was 
a featured  speaker  during  the  opening 
session  of  the  conference,  which  took 
place  Saturday,  Sept  21 , 1 985,  at  the 
Hyatt  Regency  Austin.  He  titled  his  pre- 
sentation, “Professional  Liability  Up- 
date and  Analysis  of  the  Position  of  the 
Association  of  Trial  Lawyers.” 

Dr  Scalettar  said  a spokesman  for 
the  Association  of  Trial  Lawyers  has  la- 
beled the  professional  liability  situation 
a “phony,  manufactured  crisis.”  He 
added  that  the  ATL  says  that  profes- 
sional liability  is  not  a pocketbook  is- 
sue, but  an  attempt  to  allow  the  poor 
access  to  the  court  system. 

Turning  to  remedies,  Dr  Scalettar 
called  on  medical  educators  to  do  more 
to  teach  students  about  liability  prob- 
lems. “We  need  need  tort  reform — we 
need  it  very  desperately,”  he  added. 

More  than  1 ,000  physicians  and 
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guests  attended  conference  activities. 
In  addition  to  Dr  Scalettar,  the  regis- 
trants heard  Edward  R.  Annis,  MD, 
Miami,  chairman  of  the  Florida  Medical 
Association's  speaker’s  bureau,  offer 
answers  to  the  question,  "What’s 
ahead  for  American  medicine  and 
health  care?"  Other  speakers  included 
Andrew  P.  Morley,  Jr,  MD,  Decatur,  Ga, 
president  of  the  Georgia  Academy  of 
Family  Practice,  and  Jerald  R.  Schen- 
ken,  MD,  Omaha,  a member  of  the 
AMA  Board  of  Trustees. 

Breakout  sessions  featured  expert 
panelists  discussing  professional  lia- 
bility, business  coalitions  and  the  thrust 
to  establish  PPOs,  and  marketing. 

TMA  to  sponsor 

management  conference,  exposition 

Texas  Medical  Association  will  sponsor 
the  Medical  Management  Texas  Con- 
ference and  Exposition  Dec  4-6, 1985, 
at  the  Hyatt  Regency  at  Reunion, 

Dallas. 

Presented  by  Conomikes  Associ- 
ates, the  program  includes  35  profes- 
sional courses  and  a variety  of  exhibits. 
Among  the  courses  offered  are  ‘‘In- 
come/Expense Sharing  Formulas  for 
Partners  and  Groups,”  “Computer  Ap- 
plications for  the  Medical  Office,"  and 
"Collection  Techniques  that  Produce 
Results.” 

The  exhibits  will  offer  opportunities  to 
test  and  compare  state-of-the-art  medi- 
cal products  and  equipment,  including 
computers,  software,  security  and  tele- 
phone systems,  and  furniture. 

Registration  fees  vary  according  to 
how  many  courses  are  requested,  and 
range  from  $45  for  one  course  to  $295 
for  eight  courses.  The  program  plan- 
ners offer  discounts  to  groups  and 
those  who  register  before  Nov  8,  1 985. 

For  further  information  on  the  Medi- 
cal Management  Texas  Conference 
and  Exposition,  contact  Texas  Medical 
Association,  Practice  Management  De- 
partment, 1801  N Lamar  Blvd,  Austin, 
TX  78701 , phone  (51 2)477-6704. 


TMA  offers  guidelines,  forms 
related  to  Natural  Death  Act 

Guidelines  and  directive  forms  related 
to  the  Texas  Natural  Death  Act,  as 
amended  this  year,  are  available  to 
members  of  Texas  Medical  Association 
from  the  association  headquarters. 

The  four-page  document  includes 
guidelines  for  signers  and  physicians, 
two  directive  forms,  and  a description  of 
a directive's  effects.  A “Directive  to  Phy- 
sicians,” included  in  the  document  may 
be  signed  by  a patient  on  his  own  be- 
half. The  second  form  may  be  signed 
by  a designee  on  behalf  of  a qualified 
patient  who  is  under  1 8 years  of  age. 
Qualified  designees  are  (1)  the  pa- 
tient’s spouse,  if  he  or  she  is  an  adult; 
(2)  the  patient’s  parents;  or  (3)  the  pa- 
tient’s legal  guardian.  The  guidelines 
advise  that  a person  signing  a directive 
should,  if  possible,  present  it  to  his  phy- 
sician and  should  ask  that  it  be  made 
part  of  his  current  medical  records. 

Physicians  may  request  copies  of  the 
document  from  Texas  Medical  Associa- 
tion, 1801  N Lamar  Blvd,  Austin,  TX 
78701 , phone  (51 2)477-6704. 


Nonmembers  to  pay  higher  charge 
to  use  placement  service 

Beginning  Jan  1 , 1 986,  physicians  who 
are  not  members  of  Texas  Medical 
Association  will  pay  $50 — a $25  in- 
crease— to  participate  in  the  associa- 
tion’s Physicians  Placement  Service. 

The  TMA  Council  on  Member  Ser- 
vices recommended  the  increase  as  a 
way  to  encourage  residents  who  are 
graduates  of  Texas  schools  to  continue 
their  TMA  membership  and  to  make  the 
program  more  self-supporting.  Physi- 
cians who  are  TMA  members  are  en- 
titled to  use  the  service  free  of  charge 
as  a benefit  of  membership. 

Of  the  71  resident  physicians  listed 
among  physicians  seeking  locations  in 
Texas,  25  are  TMA  members.  The  in- 
creased cost  of  the  service  is  expected 
to  encourage  membership  among  out- 
of-state  resident  physicians  who  are 
graduates  of  Texas  medical  schools. 

In  1984,  the  placement  program  gen- 
erated $5,150  in  subscription  fees, 
enough  to  pay  approximately  35%  of 
the  program’s  administration  costs.  Al- 
most 300  TMA  members  and  169  non- 


Albert  F.  Hendler,  MD,  Dallas,  center,  joins  other  Austin,  Sept  22,  1985.  Dr  Hendler  is  chairman  of 

members  of  TMA's  Hospital  Medical  Staff  Section  the  TMA-HMSS  Executive  Council, 
for  a picnic  lunch  during  the  section's  meeting  in 
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members  use  the  placement  service. 

The  annual  subscription  fee  entitled 
participants  to  receive  six  issues  of  the 
bulletin  "Opportunities  for  Practice  in 
Texas"  and  to  have  brief  resumes  pub- 
lished in  six  issues  of  a second  bulletin, 
"Physicians  Seeking  Locations  in 
Texas.”  More  than  1 50  hospitals, 
clinics,  physicians,  and  community  con- 
tacts carry  listings  in  the  opportunities 
bulletin. 

The  Board  of  Trustees  approved  the 
increase  in  the  subscription  fee  during 
its  meeting  July  27, 1985,  in  Austin. 

HEALTH  LINE 

Study  calls  hair  analysis 
little  more  than  scam 

Commercial  hair  analysis  used  to  de- 
tect the  body’s  need  for  certain  nu- 
trients is  little  more  than  a scam, 
according  to  a study  published  in  a re- 
cent issue  of  the  Journal  of  the  Ameri- 
can Medical  Association. 

The  report  corroborates  AMA  policy 
that  was  prompted  by  a resolution  that 
the  Texas  delegation  presented  during 
the  association’s  38th  Interim  Meeting, 
Dec  2-5, 1984,  in  Honolulu.  At  that 
time,  the  delegates  put  the  AMA  on 
record  as  opposing  chemical  analysis 
of  the  hair  as  a determinant  of  the  need 
for  medical  therapy.  The  association 
further  promised  to  lend  its  resources 
to  inform  the  American  public  and  ap- 
propriate governmental  agencies  of  the 
unproven  practice  and  its  potential  for 
health  care  fraud. 

In  the  Aug  23,  1 985,  issue  of  JAMA, 
Stephen  Barrett,  MD,  Allentown  Pa,  re- 
ports that  hair  samples  from  two 
healthy  17-year-old  girls  were  sent  to 
1 3 different  laboratories  under  as- 
sumed names.  "The  reported  levels  of 
most  minerals  varied  considerably  be- 
tween identical  samples  sent  to  the 
same  laboratory  and  from  laboratory  to 
laboratory,”  Dr  Barrett  reports.  He  adds 
that  laboratories  disagreed  about  nor- 
mal and  abnormal  levels  of  minerals, 


and  many  provided  lengthy  computer- 
generated reports  that  contained  po- 
tentially frightening  health  interpreta- 
tions. Six  of  the  laboratories 
recommended  nutritional  supplements, 
but  the  types  and  amounts  varied 
widely  among  reports  from  the  same 
laboratory  and  among  laboratories. 

AMA  opposes  reclassification 
of  syrup  of  ipecac 

The  American  Medical  Association  has 
urged  the  Food  and  Drug  Administra- 
tion to  refrain  from  reclassifying  syrup 
of  ipecac  as  a prescription  drug. 

In  a written  communication  to  FDA 
Commissioner  Frank  D.  Young,  MD, 
James  H.  Sammons,  MD,  pointed  out 
that  reclassifying  the  drug  would  in- 
crease its  cost,  decrease  its  immediate 
availability,  and  possibly  imply  to  the 
public  that  the  emetic  is  not  safe.  Dr 
Sammons,  executive  vice-president  of 
the  AMA,  also  noted  that  experience 
has  demonstrated  that  the  prepara- 
tion— widely  given  to  children  who  have 
ingested  poisonous  substances — is 
both  safe  and  effective. 


Guests  enjoy  refreshments  during  a reception 
hosted  by  the  Pruco  Life  Insurance  Company  of 
Texas,  a subsidiary  of  The  Prudential  Insurance 
Company,  undenwriterofthe  TMA  Insurance  Pro- 
gram. The  reception  followed  the  association's  fall 
conference,  Saturday,  Sept  21,  1985. 


Proponents  of  reclassification  are 
concerned  that  individuals  suffering 
from  anorexia  nervosa  and  bulimia  may 
abuse  syrup  of  ipecac. 

SOCIOECONOMICS 

IAB  increases  payments 
for  reports,  records 

The  Texas  Industrial  Accident  Board 
(IAB)  has  increased  the  amounts  pay- 
able to  health  care  providers  who  pro- 
vide reports  and  records  related  to 
claims  under  the  Texas  Workers’  Com- 
pensation Law. 

The  IAB  tripled,  from  $5  to  $15,  the 
"fair  and  reasonable”  amount  that 
health  care  providers  may  collect  for 
supplying  initial  reports  to  insurance 
carriers  and  injured  workers  or  their 
attorneys. 

The  Texas  Workers’  Compensation 
Law  requires  the  reports  from  physi- 
cians, chiropractors,  podiatrists,  and 
other  health  care  providers,  and  allows 
the  IAB  to  regulate  charges  for  the  re- 
ports. The  increases  approved  during 
the  board’s  July  meeting  are  the  first  to 
be  implemented  since  1981 . 

In  addition  to  raising  the  amount  pay- 
able for  initial  (fill-in  form)  reports,  the 
board  approved  an  increase  for  subse- 
quent narrative  reports.  Physicians  now 
may  collect  $50  to  $75  for  one-  to  two- 
page  reports  and  narratives;  the  charge 
for  subsequent  pages  may  be  up  to 
$20.  Previously,  insurance  carriers 
were  required  to  pay  $25  to  $50  for 
one-  to  two-page  reports,  and  up  to  $1 0 
for  subsequent  pages. 

Follow-up  reports  after  initial  and 
subsequent  narrative  reports  are  al- 
lowed $20  per  page,  as  opposed  to  $10 
per  page  in  the  past. 

The  limit  for  hospital  records  has 
been  raised  from  $1 0 to  $1 5 per  record 
that  is  1 to  20  pages  in  length.  The 
charges  for  additional  pages  remain  the 
same — they  may  not  exceed  30c  each, 
or  50c  each  in  the  case  of  microfilm. 

The  Industrial  Accident  Board’s  pol- 
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PAID  ADVERTISEMENT 


The  Texas  Medical  Association 
endorsed  I.C.  System’s  collection 
program  on  February  7,  1983 


Already,  over  2,200  member  practices  are 
enrolled  and  have  recovered  some 
$5.6  million  in  overdue  receivables. 


I.C.  System  is  endorsed  as  a responsible  alternative  for  members  who  need  help 
keeping  their  receivables  under  control.  All  collection  practices  are  legal,  ethical 
and  professional.  The  objective  is  to  collect  without  harming  the  doctor  patient 
relationship.  That’s  important. 

In  these  economic  times  you  need  a collection  program  you  can  turn  to  in 
confidence.  Consider  I.C.  System.  Return  this  form.  The  system  is  endorsed  by 
the  Association.  The  System  Works! 


Tell  me  more  about  this  program  endorsed  by  the 
Texas  Medical  Association. 

Practice  

Address  

City State Zip 

Phone 

Send  to  I.C.  System,  Inc. 

6301  Heron  Drive 
Austin,  Texas  78759 
512/250-9720 
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TEXAS  MEDICAL  LIABILITY  TRUST 

COMMITTED 
TO  QUALITY 
SERVICE 

The  Texas  Medical  Liability 
Trust  is  an  organization  offering 
professional  liability  insurance 
responsive  to  the  needs  of  Texas 
physicians. 

The  Texas  Medical  Liability 
Trust  . . . quality  insurance  ser- 
vices to  match  quality  medical 
practices. 

CALL  TOLL  FREE 

1-800-252-9179 

mr 

THE  HIGHEST  QUALITY  LIABILITY  INSURANCE  FOR  TEXAS  PHYSICIANS. 

P.O.  Box  14746,  Austin,  Texas  78761 


© SETON 

CENTRAL  TEXAS  HEART  INSTITUTE 


NOV.  15-16 

Featuringjerry  Naccarelli,  M.D.  of  the  University 
of  Texas  Medical  School  at  Houston. 


Conference  will  be  held  at  Waller  Creek  Plaza  and 
Seton  Medical  Center.  Registration  includes  three 
meals.  Football  tickets  available  separately.  Transpor- 
tation to  and  from  game  provided. 

For  registration  information, 
call  Liz  McDaniel  465-5101. 

3 CME  Credits  approved  by  the  Central  Texas  Medical  Foundation 


Do  you  want 
to  know  if 
you’re 
managing 
your  finances 
in  a 

balanced 
biblical  way? 

There  is  now  a personal  financial  planning  service 
available  in  the  southwest.  Christian  Financial 
Management  offers  fee-only  financial  planning 
with  three  distinctives.  First,  a biblical  approach  to 
personal  finance  that  is  reflected  in  God’s  word. 
Second,  independent  counsel  that  is  not  connected 
with  the  sale  of  any  products.  Third,  technical 
expertise  to  provide  an  integrated  approach  to  each 
area  of  your  personal  finances. 

For  more  information,  call  (512)  328-1140 
Bill  Lucy 

Partner  in  Charge 

BBA,  Finance,  University  of  Houston 
MABS,  Dallas  Theological  Seminary 


CHRISTIAN  FINANCIAL 
MANAGEMENT 
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icy  pertaining  to  charges  for  medical 
records  and  reports  notes,  “ . . . Medi- 
cal provider’s  fees  and  charges  shall  be 
fair  and  reasonable,  shall  be  subject  to 
regulations  of  the  Board  and  shall  be 
limited  to  such  charges  as  are  reason- 
able for  similar  treatment  of  injured  per- 
sons of  a like  standard  of  living  where 
such  treatment  is  paid  for  by  the  injured 
person  himself  or  someone  acting  for 
him.  In  determining  what  fees  are  rea- 
sonable, the  Board  may  also  consider 
the  increased  security  of  payment  af- 
forded by  (the  Texas  Workers'  Com- 
pensation Law).” 

HCFA  takes  action 
on  claims  problems 

Following  receipt  of  carefully  docu- 
mented complaints  from  the  American 
Medical  Association  and  national  medi- 
cal specialty  societies,  the  Health  Care 
Financing  Administration  has  taken  ac- 
tion to  correct  claims  processing  prob- 
lems in  Medicare  Part  B. 

According  to  a report  from  the  AMA, 
the  administration  has: 

— clarified  its  procedural  instructions 
to  carriers 

— conducted  on-site  visits  to  provide 
direction  to  carriers  having  claims  re- 
view processing  problems  or 
misunderstandings 


"Try  carrying  your  briefcase  in  the  other 
hand.” 


— advised  carriers  of  the  need  to  im- 
prove communications  with  physicians 
— assigned  more  staff  to  deal  directly 
with  carriers  on  policy  and  reimburse- 
ment matters 

— instituted  a broad  review  of  its  past 
instructions  to  carriers  and  of  existing 
carrier  communications  to  providers 
— agreed  to  offer  additional  technical 
assistance  to  carriers  regarding  uniform 
standard  interpretations  of  codes 
— directed  each  carrier  to  designate 
a member  of  its  staff  as  HCPCS  (HCFA 
Common  Procedural  Coding  System) 
coordinator,  to  be  responsible  for  over- 
seeing resolution  of  coding  problems 
— informed  carriers  not  to  deny  sum- 
marily claims  appearing  to  exceed  new 
prepayment  screens,  but  to  contact 
physicians  directly  to  discuss  claims 
and  problems. 

CAPITAL  COMMENTS 

Texas  House  Speaker  assigns 
subjects  for  interim  study 

Texas  House  of  Representatives 
Speaker  Gibson  D.  ‘‘Gib"  Lewis  (D-Fort 
Worth)  has  assigned  health  issues 
to  six  of  the  body’s  35  standing  com- 
mittees. 

The  health  issues  are  among  almost 
200  issues  that  the  committees  will  ex- 
amine before  the  70th  Texas  Legis- 
lature convenes  in  1987.  Texas  Medical 
Association’s  Council  on  Legislation  will 
ask  the  appropriate  association  coun- 
cils and  committees  to  monitor  the  leg- 
islative committees’  activities. 

The  committees  studying  health  is- 
sues are: 

— Committee  on  Public  Health.  This 
committee  will  study  the  development 
and  administration  of  master  plans  for 
mental  health  and  mental  retardation 
by  the  Texas  Department  of  Mental 
Health  and  Mental  Retardation.  The 
members  also  will  review  the  advan- 
tages and  disadvantages  of  the  pre- 
ferred provider  organization  health 
insurance  plan  in  conjunction  with  the 


Committees  on  Insurance  and  Human 
Services. 

— Committee  on  Human  Services. 
This  committee  will  study  the  problems 
encountered  by  the  elderly  in  gaining 
access  to  appropriate  post-hospital 
health  care  services,  including  skilled 
nursing  and  custodial  services.  Mem- 
bers also  will  study  the  ways  in  which 
the  elimination  of  the  certificate  of  need 
process  has  affected  Medicare  and 
Medicaid  and  associated  state  health 
and  welfare  costs.  In  conjunction  with 
the  Committees  on  Appropriations  and 
Law  Enforcement,  the  Committee  on 
Human  Services  will  examine  the  use 
of  and  further  development  of  more  pri- 
vacy of  care  for  the  mentally  ill  and 
mentally  retarded  in  the  state. 

— Committee  on  Insurance.  This 
committee  will  examine  the  preferred 
provider  organization  (PPO)  health  in- 
surance plan  in  relation  to  five  areas  of 
concern:  quality  of  services,  access  to 
services,  costs,  effect  on  existing  phy- 
sician-patient relationships,  and  a pro- 
posed legislative/regulatory  structure 
for  such  organizations.  The  Committee 
on  Insurance  joins  the  Committees  on 
Human  Services  and  Public  Health  in 
studying  PPOs.  The  Committee  on  In- 
surance also  will  study  the  feasibility  of 
extending  accident  and  sickness  bene- 
fits to  infants,  including  those  who  have 
congenital  defects.  Another  area  of 
study  will  be  mandatory  extended  care 
coverage  for  head  injury  victims  who 
have  left  the  initial  care  facility  of  a li- 
censed hospital.  The  members  of  the 
Committee  on  Insurance  also  will  study 
the  availability  of  and  rising  costs  of  lia- 
bility insurance  in  Texas. 

— Committee  on  Retirement  and 
Aging.  This  committee  will  review  nurs- 
ing home  complaints,  complaint  proce- 
dures, and  state  inspection  report 
results  to  insure  swifter  action  in  cor- 
recting bad  situations. 

— Committee  on  Criminal  Jurispru- 
dence. This  committee  will  study  legis- 
lation addressing  inhalation  of  sub- 
stances that  are  volatile  or  subject  to 
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Among  so  many  once-daily 
antihypertensives, 
only  one  can  offer  so  much. 


© 1985  Ayerst  Laboratories 


Introducing 

The  standout 


I 


Once-daily  _ _ 

INDERIDE  L A 


The  world’s  leading  beta  blocker 
and  diuretic-for  once-daily 
convenience  without  compromise 


When  selecting  other  once-daily  agents,  physicians  may  have  to  compromise 
either  their  choice  of  beta  blocker  or  diuretic.  With  INDERIDE®  LA,  physicians 
have  the  agents  most  widely  prescribed  worldwide— INDERAL®  and  hydro- 
chlorothiazide—with  the  convenience  of  once-daily  dosage. 

24-hour  blood  pressure  control  with  the 
broad  benefits  of  INDERAL  (propranolol  HCI) 

The  controlled-release  delivery  system  of  INDERIDE  LA  provides  24-hour  beta 
blockade  and  the  broad  cardiovascular  benefits  of  INDERAL  with  a single  daily 
dose.  Compliance  is  enhanced  because  once-daily  administration  fits  easily  into 
patient^  daily  routines. 

Plus  standard-release  hydrochlorothiazide. 

♦ • / M 


morning  diuresis 


Hydrochlorothiazide  is  the  world’s  most  widely  prescribed  antihypertensive 
diuretic.  When  taken  in  the  morning,  INDERIDE  LA  provides  comfortable 
morning  diuresis.  Each  dosage  strength  of  INDERIDE  LA  contains: 

-one  of  the  three  most  widely  prescribed  dosage  strengths  of  INDERAL®  LA- 
80  mg,  120  mg,  or  160  mg  and 

-an  established,  effective  daily  dose  of  standard-release  hydrochlorothiazide- 
50  mg 


- 


: 

' •/  , 
«lr 


HCI  (INDERAL9  LA), 

othiazide,  50  mg 


, ....  - , *• 

* V -f’-  . 


* The  appearance  of  INDERIDE * LA 
Capsules  is  a registered  trademark  of 
Averst  Laboratories. 


Please  see  following  page  for  brief  summary 
of  prescribing  information. 


80150  120/50  160150* 


Once-daily 

inderidela 

Convenience  without  compromise 
One  capsule-Once  daily 


80/50  120/50  1 60/50  * 


*The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories 
BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULAR  ) 

INDERIDE®  LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (INDERAL®  LA)  and 
HYDROCHLOROTHIAZIDE  (Long  Acting  Capsules) 

No  455— Each  INDERIDE®  LA  80/50  Capsule  contains 

Propranolol  hydrochloride  (INDERAL®  LA)  80  mg 

Hydrochlorothiazide  50  mg 

No  457— Each  INDERIDE®  LA  120/50  Capsule  contains 

Propranolol  hydrochloride  (INDERAL®  LA)  120  mg 

Hydrochlorothiazide  50  mg 

No  459— Each  INDERIDE®  LA  160/50  Capsule  contains 

Propranolol  hydrochloride  (INDERAL®  LA)  160  mg 

Hydrochlorothiazide  50  mg 

INDERIDE  LA  is  indicated  in  the  management  of  hypertension 

This  fixed-combination  drug  is  not  indicated  for  initial  therapy  of  hypertension.  If 
the  fixed  combination  represents  the  dose  titrated  to  the  individual  patient's  needs, 
therapy  with  the  fixed  combination  may  be  more  convenient  than  with  the  separate 
components. 

CONTRAINDICATIONS 

Propranolol  hydrochloride  (INDERAL®): 

Propranolol  is  contraindicated  in  1)  cardiogenic  shock.  2)  sinus  bradycardia  and  greater  than 
first  degree  block,  3)  bronchial  asthma  4)  congestive  heart  failure  (see  WARNINGS)  unless  the 
failure  is  secondary  to  a tachyarrhythmia  treatable  with  propranolol 

Hydrochlorothiazide: 

Hydrochlorothiazide  is  contraindicated  in  patients  with  anuria  or  hypersensitivity  to  this  or  other 
sulfonamide-derived  drugs 

WARNINGS 

Propranolol  hydrochloride  (INDERAL*1): 

CARDIAC  FAILURE  Sympathetic  stimulation  may  be  a vital  component  supporting  circulatory 
function  in  patients  with  congestive  heart  failure  and  its  inhibition  by  beta  blockade  may 
precipitate  more  severe  failure  Although  beta  blockers  should  be  avoided  in  overt  congestive 
heart  failure,  if  necessary,  they  can  be  used  with  close  follow-up  in  patients  with  a history  of 
failure  who  are  well  compensated,  and  are  receiving  digitalis  and  diuretics  Beta-adrenergic 
blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart  muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE  continued  use  of  beta  blockers 
can,  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  propranolol  should  be  discontinued  (gradually,  if  possible) 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of  angina 
and.  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of  propranolol 
therapy  Therefore,  when  discontinuance  of  propranolol  is  planned,  the  dosage  should  be 
gradually  reduced  and  the  patient  carefully  monitored  In  addition  when  propranolol  is 
prescribed  for  angina  pectoris,  the  patients  should  be  cautioned  against  interruption  or 
cessation  of  therapy  without  the  physician's  advice  If  propranolol  therapy  is  interrupted 
and  exacerbation  of  angina  occurs,  it  usually  is  advisable  to  reinstitute  propranolol  therapy 
and  take  other  measures  appropriate  for  the  management  of  unstable  angina  pQCtorig 
Since  coronary  artery  disease  may  be  unrecognized,  it  may  be  prudent  to  follower 
advice  m patients  considered  at  risk  of  having  occult  atherosclerotic  heatLdisaaft 
given  propranolol  for  other  indications. 


THYROTOXICOSIS  Beta  blockade  may  mask  cqilain  clinical  signs  ofihyj.  -rthyroidism 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  f|pq\jyed  by; an  e OG&rbafl'bn  of  symptoms 
of  hyperthyroidism,  including  thyroid  storm  Propranofqf  Jlpes  nflpstPnhyroid  function  tests 
IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  w^g-repfaced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  of  5 mg 
propranolol 

MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy 
prior  to  mapr  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability  of 
the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia 
and  surgical  procedures 

Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema)  PATIENTS  WITH 
BRONCHOSPASTIC  DISEASES  SHOULD.  IN  GENERAL.  NOT  RECEIVE  BETA  BLOCKERS 
INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodilation  produced  by 
endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  appear- 
ance of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of  acute 
hypoglycemia  in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be  more  difficult  to 
adjust  the  dosage  of  insulin  Hypoglycemic  attacks  may  be  accompanied  by  a precipitous 
elevation  of  blood  pressure 
Hydrochlorothiazide: 

Thiazides  should  be  used  with  caution  in  severe  renal  disease  In  patients  with  renal  disease 
thiazides  may  precipitate  azotemia.  In  patients  with  impaired  renal  function,  cumulative  effects 
of  the  drug  may  develop 

Thiazides  should  also  be  used  with  caution  in  patients  with  impaired  hepatic  function  or 
progressive  liver  disease,  since  minor  alterations  of  fluid  and  electrolyte  balance  may  precipi- 
tate hepatic  coma 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive  drugs  Potentiation 
occurs  with  ganglionic  or  peripheral  adrenergic-blocking  drugs 

Sensitivity  reactions  may  occur  in  patients  with  a history  of  allergy  or  bronchial  asthma 
The  possibility  of  exacerbation  or  activation  of  systemic  lupus  erythematosus  has  been 
reported 

PRECAUTIONS 

Propranolol  hydrochloride  (INDERAL*): 

GENERAL  Propranolol  should  be  used  with  caution  in  patients  with  impaired  hepatic  or  renal 
function  Propranolol  is  not  indicated  for  the  treatment  of  hypertensive  emergencies 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients 
should  be  told  that  propranolol  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may 
lead  to  a return  of  increased  intraocular  pressure 

CLINICAL  LABORATORY  TESTS  Elevated  blood  urea  levels  in  patients  with  severe  heart 
disease,  elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 

DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs,  such  as  reser- 
pme.  should  be  closely  observed  if  propranolol  is  administered  The  added  catecholamine- 
blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity, 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic 
hypotension 


CARCINOGENESIS  MUTAGENESIS.  IMPAIRMENT  OF  FERTILITY  Long-term  studies  in 
animals  have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18- 
month  studies,  in  both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no 
evidence  of  significant  drug-induced  toxicity  There  were  no  drug-related  tumorigemc  effects 
at  any  of  the  dosage  levels  Reproductive  studies  in  animals  did  not  show  any  impairment  of 
fertility  that  was  attributable  to  the  drug 

PREGNANCY  Pregnancy  Category  C Propranolol  has  been  shown  to  be  embryotoxic  in 
animal  studies  at  doses  about  10  times  greater  than  the  maximal  recommended  human  dose 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  Propranolol  should  be 
used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
NURSING  MOTHERS  Propranolol  is  excreted  in  human  milk  Caution  should  be  exercised 
when  propranolol  is  administered  to  a nursing  mother 

PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 
Hydrochlorothiazide: 

GENERAL  Periodic  determination  of  serum  electrolytes  to  detect  possible  electrolyte  im- 
balance should  be  performed  at  appropriate  intervals 

All  patients  receiving  thiazide  therapy  should  be  observed  for  clinical  signs  of  fluid  or 
electrolyte  imbalance,  namely  Hyponatremia,  hypochloremic  alkalosis,  and  hypokalemia 
Serum  and  urine  electrolyte  determinations  are  particularly  important  when  the  patient  is 
vomiting  excessively  or  receiving  parenteral  fluids  Medication  such  as  digitalis  may  also 
influence  serum  electrolytes  Warning  signs  irrespective  of  cause  are  Dryness  of  mouth,  thirst, 
weakness  lethargy,  drowsiness,  restlessness,  muscle  pains  or  cramps,  muscular  fatigue, 
hypotension,  oliguria,  tachycardia,  and  gastrointestinal  disturbances  such  as  nausea  and 
vomiting 

Hypokalemia  may  develop,  especially  with  brisk  diuresis. when  severe  cirrhosis  is  present, 
or  during  concomitant  use  of  corticosteroids  or  ACTH 

Interference  with  adequate  oral  electrolyte  intake  will  also  contribute  to  hypokalemia. 
Hypokalemia  can  sensitize  or  exaggerate  the  response  of  the  heart  to  the  toxic  effect  of 
digitalis  (eg  increased  ventricular  irritability)  Hypokalemia  may  be  avoided  or  treated  by  use 
of  potassium  supplements,  such  as  foods  with  a high  potassium  content 

Any  chloride  deficit  is  generally  mild  and  usually  does  not  require  specific  treatment, 
except  under  extraordinary  circumstances  (as  in  liver  or  renal  disease)  Dilutional  hypo- 
natremia may  occur  in  edematous  patients  in  hot  weather,  appropriate  therapy  is  water 
restriction  rather  than  administration  of  salt,  except  in  rare  instances  when  the  hyponatremia  is 
life-threatening  In  actual  salt  depletion,  appropriate  replacement  is  the  therapy  of  choice 
Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain  patients  receiving 
thiazide  therapy 

Insulin  requirements  in  diabetic  patients  may  be  increased,  decreased,  or  unchanged 
Diabetes  mellitus  which  has  beep  latent  may  become  manifest  during  thiazide  administration 
If  progressive  renal  impairment  becomes  evident  consider  withholding  or  discontinuing 
diuretic  therapy  Ip!  'C 

Thiazides  may  decrease  serum  PBI  levels  without  signs  of  thyroid  disturbance 
Calciun>^axcretio.g.j|^deGreased  by  thiazides  Pathologic  changes  in  the  parathyroid  gland 
with  hypercalcemia  and  hypophosphatemia-  have  been  observed  in  a few  patients  on  pro- 
longed thiazide  t^qfapv,  The  con  m«M  corrpftations  of  hyperparathyroidism,  such  as  renal 
lithiasis.  bone  resorMion.  and  peptic  ulceration  have  not  been  seen  Thiazides  should  be 
discontinued  bet<  re  carrjfeg  out  tests  foi^arathyroid  function 

DRUG  INTERACT  IONS-  Thiazide  drugs  may  increase  the  responsiveness  to  tubocurarine 
The  ant  i hyper  tensive  effects  of  thiazides  may  be  enhanced  in  the  postsympathectomy 
patien-  Thiazides  may  decrease  arterial  responsiveness  to  norepinephrine  This  diminution  is 
apt  sufficient  to  preclude  effectiveness  of  the  pressor  agent  for  therapeutic  use 

PREGNANCY  Pregnancy  Category  C Thiazides  cross  the  placental  barrier  and  appear  in 
cord  blood  The  use  of  thiazides  in  pregnancy  requires  that  the  anticipated  benefit  be  weighed 
against  possible  hazards  to  the  fetus  These  hazards  include  fetal  or  neonatal  jaundice, 
thrombocytopenia  and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult 
NURSING  MOTHERS  Thiazides  appear  in  human  milk  If  use  of  the  drug  is  deemed 
essential  the  patient  should  stop  nursing. 

PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS 

Propranolol  hydrochloride  (INDERAL®): 

Most  adverse  effects  have  been  mild  and  transient  and  have  rarely  required  the  withdrawal  of 
therapy 

Cardiovascular  Bradycardia,  congestive  heart  failure,  intensification  of  AV  block,  hypo- 
tension paresthesia  of  hands,  thrombocytopenic  purpura,  arterial  insufficiency,  usually  of  the 
Raynaud  type 

Central  Nervous  System  Lightheadedness,  mental  depression  manifested  by  insomnia, 
lassitude  weakness,  fatigue,  reversible  mental  depression  progressing  to  catatonia:  visual 
disturbances  hallucinations,  an  acute  reversible  syndrome  characterized  by  disorientation  for 
time  and  place  short-term  memory  loss,  emotional  lability,  slightly  clouded  sensorium,  and 
decreased  performance  on  neuropsychometrics 

Gastrointestinal  Nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea, 
constipation,  mesenteric  arterial  thrombosis,  ischemic  colitis 

Allergic  Pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching 
and  sore  throat,  laryngospasm  and  respiratory  distress 
Respiratory  Bronchospasm 

Hematologic  Agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic 
purpura 

Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous  Alopecia.  LE-like  reactions,  psoriasiform  rashes;  dry  eyes;  male  impo- 
tence. and  Peyronies  disease  have  been  reported  rarely  Oculomucocutaneous  reactions 
involving  the  skin,  serous  membranes,  and  conjunctivae  reported  for  a beta  blocker  (practolo!) 
have  not  been  associated  with  propranolol 

Hydrochlorothiazide: 

Gastrointestinal  Anorexia,  gastric  irritation,  nausea,  vomiting,  cramping;  diarrhea;  constipa- 
tion. jaundice  (mtrahepatic  cholestatic  jaundice),  pancreatitis;  sialadenitis 

Central  Nervous  System  Dizziness,  vertigo,  paresthesias;  headache,  xanthopsia 
Hematologic  Leukopenia,  agranulocytosis,  thrombocytopenia,  aplastic  anemia 
Cardiovascular:  Orthostatic  hypotension  (may  be  aggravated  by  alcohol,  barbiturates,  or 
narcotics) 

Hypersensitivity  Purpura,  photosensitivity,  rash,  urticaria,  necrotizing  angiitis  (vasculitis, 
cutaneous  vasculitis),  fever,  respiratory  distress,  including  pneumonitis;  anaphylactic 
reactions 

Other  Hyperglycemia,  glycosuria,  hyperuricemia,  muscle  spasm,  weakness,  restless- 
ness. transient  blurred  vision 

Whenever  adverse  reactions  are  moderate  or  severe,  thiazide  dosage  should  be  reduced 
or  therapy  withdrawn 
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abuse.  The  members  will  focus  on  the 
retailer  and  the  abuser,  as  well  as  the 
wholesaler  and/or  manufacturer.  They 
also  will  review  the  statutes  and  proce- 
dures for  handling  death  inquests;  re- 
view the  educational  requirements  of 
justices  of  the  peace  who  handle  death 
inquests;  and  study  the  need  for  a 
medical  examiner  in  cases  where  the 
cause  of  death  is  questionable.  The 
committee  also  will  investigate  the  inci- 
dence of  abuse  and  neglect  of  the 
elderly. 

— Committee  on  Higher  Education. 
This  committee  will  monitor  and  study 
the  effects  of  the  new  tuition  increases 
at  institutions  of  higher  education.  The 
members  also  will  study  the  feasibility 
of  state  assistance  for  chiropractic 
colleges. 

NEWSMAKERS 

GLEN  E.  JOURNEAY.  MD.  Austin,  has 
been  selected  as  the  recipient  of  the 
1985  Family  Practice  Award  for  Excel- 
lence in  Oncology.  The  award,  given  by 
The  University  of  Texas  M.D.  Anderson 
Hospital  and  Tumor  Institute,  recog- 
nizes family  physicians  who  have  made 
signficant  contributions  to  the  preven- 
tion, detection,  treatment,  and  re- 
habilitation of  cancer  patients.  Dr 
Journeay  has  practiced  family  medicine 
in  Austin  for  more  than  20  years,  and  is 
a member  of  the  Editorial  Committee 
for  Texas  Medicine. 

ROBERT  ROBINSON,  MD,  a Beau- 
mont ophthalmologist,  has  been  ap- 
pointed by  Gov  Mark  White  to  serve  on 
the  Texas  Board  of  Health.  Dr  Robinson 
is  director  of  Beaumont  Eye  Associ- 
ates. His  term  on  the  Board  of  Health 
will  extend  to  Feb  1,  1991. 

LEONARD  M.  RIGGS,  JR,  MD,  was 
chosen  to  receive  the  John  G. 
Wiegenstein  Leadership  Award  from 
the  American  College  of  Emergency 
Physicians  (ACEP).  The  award  recog- 


nizes an  individual's  outstanding  contri- 
butions to  the  college  and  his  or  her 
role  in  helping  ACEP  reach  one  or  more 
of  its  goals  and/or  objectives.  Dr  Riggs 
is  a past  president  of  the  ACEP  and  its 
Texas  chapter.  He  currently  serves  as  a 
member  of  the  ACEP  International  Af- 
fairs Committee  and  as  chairman  of  the 
Texas  Medical  Association's  Commit- 
tee on  Emergency  Medical  Services 
and  Trauma. 

WILLIAM  GADDIS,  MD,  El  Paso,  was 
honored  as  Physician  of  the  Year  by  the 
Texas  Academy  of  Family  Physicians. 

A longtime  El  Paso  family  physician,  Dr 
Gaddis  taught  family  practice  at  Texas 
Tech  University  Regional  Academic 
Health  Sciences  Center  in  El  Paso  for 
nine  years.  He  is  past  president  of  the 
El  Paso  County  Medical  Society  and  an 
honorary  member  of  the  Texas  Medical 
Association. 

CHARLEY  E.  WYSONG,  MD,  has  been 
named  McKinney's  Citizen  of  the  Dec- 
ade by  the  citizens  of  McKinney  and 
Collin  County  for  his  unselfish  service 
and  notable  contributions  to  the  com- 
munity. Dr  Wysong  began  his  practice 
in  Collin  County  in  1946  with  his  father 
and  two  brothers.  In  1961  the  four  phy- 
sicians established  Wysong  Hospital  in 
McKinney.  Dr  Wysong  and  his  brothers 
later  built  Wysong  Memorial  Hospital 
and  established  the  Wysong  Founda- 
tion, which  provides  scholarships  for 
nursing  education. 

Along  with  his  private  practice,  Dr  Wy- 
song served  as  chief  medical  officer  for 
the  city  of  McKinney  and  assisted  in  the 
formation  of  the  emergency  medical 
services  division  of  the  McKinney  Fire 
Department.  Appointed  by  Gov  Preston 
Smith,  he  was  a member  of  the  State 
3oard  of  Medical  Examiners  for  14 
years,  serving  one  term  as  president. 

He  also  served  two  terms  as  president 
of  the  Collin  County  Medical  Society. 

RICHARD  S.  MATERSON,  MD,  Hous- 
ton, has  been  elected  president-elect  of 


the  American  Academy  of  Physical 
Medicine  and  Rehabilitation.  Dr  Mater- 
son  is  an  associate  clinical  professor  at 
Baylor  College  of  Medicine  and  is  in  pri- 
vate practice.  He  also  is  the  founder 
and  president  of  the  Physical  Medicine 
and  Rehabilitation  Education  and  Re- 
search Foundation. 

DOUGLAS  S.  SAMUELS,  MD,  is  the 
new  clinical  director  in  children’s  ser- 
vices at  West  Oaks  Hospital  in  Hous- 
ton. A graduate  of  The  University  of 
Texas  Medical  School,  Houston,  Dr 
Samuels  completed  a fellowship  in 
child  psychiatry  at  Harvard  Medical 
School.  He  is  clinical  assistant  pro- 
fessor of  psychiatry  at  Baylor  College  of 
Medicine. 

JOHN  P.  MCGOVERN,  MD,  founder 
and  director  of  the  McGovern  Allergy 
Clinic  in  Houston,  has  received  a com- 
mendation from  President  Reagan  "in 
recognition  of  exemplary  community 
service  in  the  finest  American  tradition." 
An  internationally  known  educator, 
allergist-immunologist,  and  humanitar- 
ian, Dr  McGovern  holds  clinical  faculty 
appointments  in  all  six  schools  of  The 
University  of  Texas  Health  Science 
Center  at  Houston  and  Baylor  College 
of  Medicine.  His  service  to  government 
agencies  includes  a Presidential  ap- 
pointment to  the  Board  of  Regents  of 
the  National  Library  of  Medicine,  which 
he  chaired  in  1 973- 1 974,  and  to  which 
he  remains  an  active  consultant.  Dr 
McGovern  received  the  commendation 
certificate  in  ceremonies  at  the  White 
House.  The  accompanying  letter  from 
President  Reagan  extends  congratula- 
tions for  his  “lifetime  of  meritorious  ser- 
vice in  medicine.” 

GERALD  LAROS,  MD,  chairman  of  the 
department  of  orthopedic  surgery  at 
Texas  Tech  University  Health  Sciences 
Center  in  Lubbock,  has  been  elected 
president-elect  of  the  American  Board 
of  Orthopaedic  Surgery. 
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Add  Spirometry 
to  your  practice... 


...the  Autospiro  SD-System 


Featuring  a Spirometric 
Diagnostic  System 
designed  for  the 
physician’s  office. 

Vital  to  a busy  practice 

The  Autospiro-SDS  is  portable,  compact  and 
lightweight.  Yet  its  simple,  low-cost  operation 
will  yield  the  most  sophisticated  data  accurately 
and  automatically. 

The  Spirometric  Diagnostic  System  (SDS) 
provides  step-by-step  instructions  and  moni- 
tors every  test.  The  micro-computer  will 
calculate  8 vital  test  parameters  and  provide 
an  instantaneous  diagnostic  interpretation 
through  comparison  with  standard  prediction 
values  for  both  adults  and  children. 

Permanent  record  of  results 

The  graphic  printer  provides  patient  information, 
a complete  test  summary  print-out,  plus  the 
valuable  Flow-Volume  and  FVC  curves  neces- 
sary for  third-party  reimbursement. 


Economical 

The  computerized  SD-System  allows  a busy 
office  to  add  spirometry  easily  and  economi- 
cally. By  automatically  analyzing  a single 
expiration  to  yield  a complete  print-out,  the 
Autospiro  SD-System  can  be  efficiently  utilized 
without  requiring  extra  personnel,  lengthy 
calculations,  or  special  training.  Spirometry 
can  justifiably  increase  your  office  billing  by 
becoming  an  integral  part  of  a complete 
examination. 

Contact  us  for  details  and  a demonstration  today! 

R-B  INSTRUMENTS  CO. 

P.O.  Box  37271,  Houston,  TX  77237 

(713)  774-0458  or  800-323-1674 

SERVING  ALL  OF  TEXAS 


r 


Name 

Specialty . 
Address_ 
City 


.State. 


_Zip_ 


l_ 


Phone  

□ 1 would  like  a demonstration  in  my 

office  at  my  convenience.  Please  contact  me. 
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Before  We  Invested  $2,000,000 
In  Our  New  Facility, 

I Wanted  Our  Feasibility  Study 
To  BeThorough  And  Realistic.” 


“RPC  Gave  Us  That  Assurance.” 


Intense  competition  is  a fact  of  todays 
marketplace.  In  the  name  of  vertical  integration, 
hospitals  are  now  hiring  doctors.  And  doctors, 
recognizing  new  opportunities,  are  building 
hospitals  and  other  health  facilities. 

RPC  can  assist  physicians  in  exploring  these 
opportunities.  The  potential  for  growth  in  facilities 
such  as  “smart”  medical  office  buildings,  free-stand- 
ing surgical  units,  urgent  care  centers,  nursing 
homes  and  diagnostic  centers  is  a vital  one.  But  to 
realize  this  potential  requires  expert  planning. 

A Texas-based  firm  with  over  10  years  of 
national  experience  in  consultation  to  the  health 


care  industry  RPC  offers  the  expertise  and  capa- 
bility required  in  todays  challenging  market. 
From  feasibility  studies,  risk  assessment,  strategic 
planning,  market  research  and  analysis,  to  facility 
design  and  program  development,  RPC  can  assist 
physicians  with  development  plans,  as  well  as 
group  practices  wanting  to  strengthen  their 
market  position. 

For  more  information  please  call  Shirley 
Gamble,  Vice  President  for  Health  Care 
Consulting,  or  Ron  Luke,  President.  In  Austin, 
call  472-7765.  Elsewhere  in  Texas  call  toll  free 
at  1-800-252-3711. 


Research  and  Planning  Consultants,  Inc. 

500  Southwest  Tower*  Austin,  Texas  78701*512/472-7765 
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DIAGNOSTIC  CLINIC  OF  HOUSTON 

6448  FANNIN 
HOUSTON,  TEXAS  77030 
(713)  797-9191 

TEXAS  MEDICAL  CENTER 


INTERNAL 
MEDICINE 

ALLERGY 

Arthur  T.  Pedersen, 

CARDIOVASCULAR  DIS 

Hugh  F.  Arnold,  MD 
Michael  B.  Raine,  MD 
Michael  A.  Modelski, 
Sigmund  W.  Friedlao 
Boguslaw  Godlewski 

DERMATOLOGY 

Samuel  F.  Bean,  MD 

ENDOCRINOLOGY 
METABOLIC  DISEASES 

Thomas  G.  Vandivier 
Raymond  Gregory,  M 
R.  Frederick  Gregory 
Thomas  J.  Hanson, 
Richard  D.  Jablonski 
Brian  R.  Tulloch,  MD 

GASTROENTEROLOGY 

W.  Tom  Arnold,  MD 
Belton  G.  Griffin,  MD 
Frederick  R.  Lummis,  MD 
Dean  C.  Solcher,  MD 
Michael  Gagliardi,  MD 
Margaret  E.  Bridges,  MD 
Robert  S.  McFadden,  MD 
Daniel  E.  Whitman,  MD 


J~UJ 


Edmund  N.  Gouldin,  MD 
George  T.  Conklin,  MD 

INFECTIOUS  DISEASES 

Lewie  L.  Travis,  MD 
George  Burnazian,  MD 
Benjamin  L.  Portnoy,  MD 

INTERNAL  MEDICINE 

Jeffrey  Zatorski,  MD 
Paul  T.  Forth,  MD 
Ronald  R.  Galfione,  M_ 
Steve  Rosenbaum,  MD 
Eugene  M.  Hoyt,  MD 

NEPHROLOGY 

K.  Ronald  Bingman,  MD 
R.  Robert  Durrett,  MD 
Garry  L.  Hagstrom,  MD 

NEUROLOGY 

Donald  J.  Russell,  MD 
George  Isaacs,  MD 
Ernesto  Infante,  MD 
Robert  W.  Fayle,  MD 
Simon  J.  Farrow,  MD 

NUCLEAR  MEDICINE 

Donald  A.  Podoloff,  MD 

ONCOLOGY 

Lester  L.  Hoaglin,  MD 
J.  Peter  Sullivan,  MD 
Harry  R.  Price,  MD 
Edward  Middleman,  MD 
Martin  Hrgovcic,  MD 
Elizabeth  W.  Rogg,  MD 


PATHOLOGY 

Paul  B.  Radelat,  MD 
Ashok  M.  Balsaver,  MD 

PULMONARY  DISEASE 

William  M.  Donohue,  MD 
Joel  E.  Reed,  MD 
Gene  R.  Lindley,  MD 
Martin  L.  Kaplan,  MD 
Nelson  A.  Fernandez,  MD 

RADIOLOGY 

William  u.  Hinds,  MD 
C.  P.  Eldridge,  MD 
David  D.  Lawrence,  MD 
Charles  A.  Spain,  MD 
Joe  B,  Wilson,  MD 
Howard  J.  Pollock,  MD 
Jeffrey  A.  Klein,  MD 

Richard  J,  Frachtman,  MD 

p 

RHEUMATOLOGY 

John  E.  Norris,  MD 
Carolyn  A.  Smith,  MD 
John  J.  Zieminski,  MD 

ADMINISTRATION 

Robert  B.  Hall, 
Administrator 

Joan  R.  McClung, 
Associate  Administrator 
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TEXAS  MEDICAL  LIABILITY  TRUST 


The  Texas  Medical  Liability 
Trust  is  an  organization  offer- 
ing professional  liability  insur- 
ance responsive  to  the  needs 
of  Texas  physicians. 

Our  philosophy  is  to  pro- 
vide an  enduring  source  of  lia- 
bility insurance,  impact  on  the 
overall  malpractice  insurance 
market  by  our  presence,  pro- 
vide loss  prevention  and  risk 
management  education  to 
minimize  malpractice  prob- 
lems and  to  effectively  handle 
claims  with  personal  attention 
to  our  policyholders.  This  phi- 
losophy results  in  the  highest 
quality  liability  insurance  for 
Texas  physicians. 

Today,  the  health  care  in- 
dustry is  in  an  era  of  change. 
Cost  containment  incentives, 
DRG  systems,  competitive  en- 


vironment, and  rising  costs  of 
health  care;  plus  new  laws  and 
liberal  legal  trends  are,  more 
than  ever  before,  affecting  the 
Texas  physician.  The  Texas 
Medical  Liability  Trust  is 
acutely  aware  of  these  trends. 
Our  priority  to  anticipate  the 
future  and  understand  the 
staggering  problems  of  profes- 
sional liability  are  a vital  part 
of  the  quality  service  offered. 
And  it  is  because  of  this 
awareness  and  our  understand- 
ing of  the  industry  that  TMLT 
has  emerged  as  a dynamic 
leader  in  the  field  of  profes- 
sional liability  insurance. 

The  Texas  Medical  Liability 
Trust  . . . quality  insurance 
services  to  match  quality 
medical  practices. 


mr 


THE  HIGHEST  QUALITY  LIABILITY  INSURANCE  LOR  TEXAS  PHYSICIANS. 

Created  by  the  Texas  Medical  Association 


Statewide  Service  Center:  1-800-252-9179/P.O.  Box  14746,  Austin,  Texas  78761 
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Keflex 

cephalexin 


Additional  information 
available  to  the  profession 
on  request. 
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Jo  Ellen  Schweinle,  MD 


Jo  Ellen  Schweinle,  MD,  Assistant  Professor,  Department  of  Internal  Medicine, 
Division  of  Infectious  Diseases,  The  University  of  Texas  Medical  Branch,  Gal- 
veston, TX  77550 


Tuberculosis — still  a 
major  problem 

Despite  a decline  in  incidence,  tuberculosis  remains  an 
important  health  problem  in  the  United  States.  Several 
factors  contribute  to  its  persistence:  immigration  from 
Southeast  Asia,  Mexico,  and  the  Caribbean;  recrudes- 
cence of  tuberculosis  in  the  elderly;  potentially  infec- 
tious disease  in  chronically  ill  and  immune  deficient 
patients;  noncompliance  with  drug  therapy  for  clinically 
apparent  cases;  and  lack  of  adequate  medical  care  for 
some  populations.  Some  areas  of  the  United  States  are 
more  affected  than  others.  Isoniazid  and  rifampin,  taken 
daily  for  nine  months,  is  now  the  recommended  treat- 
ment of  uncomplicated  pulmonary  tuberculosis.  An 
alternative  therapeutic  regimen  consists  of  four  weeks 
of  daily  isoniazid  and  rifampin  followed  by  an  additional 
eight  months  of  twice-weekly  isoniazid  and  rifampin. 
Both  therapy  regimens  are  effective,  inexpensive,  simple 
to  supervise,  accepted  by  patients,  and  no  more  toxic 
than  other  forms  of  chemotherapy.  Since  the  bacterial 
populations  are  smaller  in  cases  of  extrapulmonary 
tuberculosis,  and  tissue  levels  of  the  chemotherapeutic 
agents  are  well  above  minimal  inhibitory  concentra- 
tions of  Mycobacterium  tuberculosis,  the  treatment  of 
extrapulmonary  tuberculosis  is  now  the  same  as  that 
recommended  for  the  treatment  of  pulmonary  infections. 
Recommended  prophylaxis  against  tuberculosis  is  daily 
isoniazid  for  one  year.  Because  of  potential  isoniazid 
toxicity,  not  all  tuberculin  reactors  should  be  treated. 

Age  and  likelihood  of  developing  tuberculosis  are  fac- 
tors to  be  considered  when  deciding  who  should  be 
treated  prophylactically. 


Since  the  turn  of  the  century  tuberculosis  has  declined  from 
the  number  one  cause  of  death  to  a relatively  uncommon 
disease  (1  -3).  Incidence  has  fallen  in  the  United  States 
and  other  developed  countries,  but  tuberculosis  persists 
as  an  important  public  health  problem  despite  improved 


This  article  has  been  named  a recipient  of  the  Harriet  Cunningham  Citation  for 
Meritorious  Scientific  Writing.  The  award,  named  in  memory  of  a longtime 
managing  editor  of  Texas  Medicine,  recognizes  review  articles  of  exceptional 
scientific  quality  published  in  the  journal. 


health  care.  Over  the  past  several  years  between  25,000  and 
30,000  new  cases  have  been  reported  annually  in  the  United 
States.  In  1 984,  22,255  cases  were  reported;  1 ,762  of  these 
were  in  Texas.  Only  California  with  3,306  and  New  York  with 
2,246  had  more  cases.  Hawaii,  South  Carolina,  Alaska, 
Mississippi,  Alabama,  Kentucky,  Georgia,  Arkansas,  Ten- 
nessee, North  Carolina,  and  Florida  had  higher  case  rates 
per  100,000  population  (Fig  1)  but  not  as  many  total  cases. 
Houston  ranked  ninth  in  case  rates  (26.9/100,000)  among 
cities  of  250,000  or  more  (4).  Texas  physicians  should  be 
aware  that  tuberculosis  is  considered  a major  public  health 
problem  and  that  state  tuberculosis  clinics  will  provide  care 
for  tuberculosis  patients. 

Epidemiology 

From  1 968  through  1 978  the  average  annual  decrease  in 
the  number  of  tuberculosis  cases  in  the  United  States  was 
5.6%.  From  1 979  through  1 981  the  average  annual  decline 
was  only  1 .4%.  This  break  in  the  previous  downward  trend 
was  due  primarily  to  the  influx  of  Southeast  Asian  refugees 
and  immigrants  from  Mexico  and  the  Caribbean  (2,5),  al- 
though other  groups  also  contributed  (Fig  2).  In  1 982  there 
was  a 6.7%  decrease  in  number  of  cases  (6),  followed  by 
decreases  of  6.6%  in  1 983  (7)  and  6.7%  in  1 984  (4),  indicat- 
ing resumption  of  the  downward  trend. 

Despite  this  trend,  new  childhood  cases  serve  to  empha- 
size that  transmission  of  infection  continues  within  this  coun- 
try (5).  Until  1 976,  the  incidence  of  tuberculosis  decreased 
relatively  faster  for  children  and  young  adults  than  for  older 
persons,  suggesting  diminished  transmission.  However,  the 
reduced  incidence  may  have  been  due  in  part  to  changes  in 
counting  methods  used  by  the  United  States  Public  Health 
Service  (PHS).  The  PHS  minimized  the  seriousness  of  the 
problem  by  not  counting  almost  all  cases  of  uncomplicated 
primary  tuberculosis,  the  major  form  of  disease  in  children 
(8).  However,  from  1976  through  1981  the  number  of  re- 
ported childhood  cases  remained  nearly  constant  (5).  Some 
of  the  cases  were  Indochinese  refugees  and  recently  immi- 
grated Hispanic  children;  many  were  not.  Tuberculosis  in  a 
child  means  recent  transmission  of  Mycobacterium  tuber- 
culosis rather  than  recrudescence  of  inactive  infection  (9), 
and  such  transmission  occurs  at  a troublesome  rate. 

In  addition  to  infected  immigrants,  some  of  our  older  citi- 
zens may  spread  tuberculosis.  About  10%  to  25%  of  the  el- 
derly have  healed  lesions,  residual  of  tuberculosis  acquired 
early  in  life  when  tuberculosis  was  quite  prevalent  in  this 
country.  As  the  immune  system  declines  with  aging,  these 
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2.  Populations  with  increased  incidence  of  tuberculosis. 
Indochinese  refugees 

Immigrants  from  Mexico  and  the  Caribbean 
Elderly  citizens 
Hemodialysis  patients 
AIDS  patients 

Alcoholics  and  drug  abusers 
North  American  Indians 
Ghetto  inhabitants 

Residents  of  institutions  for  mentally  and  physically  handicapped 
Prisoners 


senior  citizens  are  likely  to  experience  recrudescence  of  tu- 
berculosis. Relapse  rates  are  even  higher  when  diabetes, 
malignancy,  corticosteroid  therapy,  or  other  debilitating  prob- 
lems are  added.  The  nursing  home  resident  with  reactivated 
tuberculosis  becomes  the  source  of  new  infections  among 
other  residents  and  employees  who  were  previously  tuber- 
culin negative.  The  clinical  and  roentgenographic  presenta- 
tions of  initial  infections  tend  to  be  atypical  in  elderly  patients 
(10,1 1 ).  Thus  a potential  for  prolonged  exposure  exists  while 
a lengthy  diagnostic  workup  is  pursued  or  inappropriate  med- 
ication administered.  Stead  (1 2,1 3)  feels  nursing  home  trans- 
mission of  tuberculosis  with  subsequent  spread  of  infection 
may  be  much  more  common  than  is  presently  realized. 

At  increased  risk  for  tuberculosis  are  patients  with  end- 
stage  renal  disease  who  undergo  chronic  hemodialysis.  In 
this  group  the  incidence  is  1 0 to  1 5 times  that  of  the  popula- 
tion at  large.  Presentation  of  clinical  illness,  similar  to  that  of 
the  elderly,  tends  to  be  nonspecific.  The  most  common  symp- 
toms are  anorexia,  nausea,  vomiting,  and  weight  loss,  all  of 
which  may  be  confused  with  symptoms  of  their  underlying 
renal  failure.  Most,  however,  also  have  daily  fever,  suggest- 
ing the  presence  of  infection.  Almost  half  the  patients  have 
extrapulmonary  lesions  such  as  disseminated  disease, 
lymph  node  involvement,  or  osteomyelitis.  Many  are  anergic 
and  therefore  have  a negative  skin  test  for  tuberculosis.  Es- 
tablishing a diagnosis  may  be  so  difficult  in  some  patients 
that  an  empirical  trial  of  antituberculous  chemotherapy  may 


1 . Tuberculosis  cases  per  1 00, 000  population,  by  state,  United  States.  1 984. 
(Center  for  Disease  Control.  Morbidity  and  Mortality  Weekly  Report.  Tuber- 
culosis United  States,  1984.  May  31,  1985.) 


HI  12-14.9 
■ s 1 5 0 


be  warranted  (10).  Excretion  of  neither  isoniazid  nor  rifampin 
is  significantly  altered  by  renal  failure  and  therefore  both  may 
be  safely  administered  (14,15). 

Most  mycobacterial  infections  in  the  acquired  immuno- 
deficiency syndrome  (AIDS)  are  atypical  mycobacteria,  and 
M tuberculosis  is  not  usually  considered  an  opportunistic 
pathogen.  However,  M tuberculosis  frequently  infects  AIDS 
victims  and  should  be  considered  among  the  infectious  dis- 
eases afflicting  these  patients  (16-20).  In  one  study  (16),  six 
of  ten  AIDS  patients  had  tuberculosis.  Another  study  (17)  re- 
ported that  21  % of  AIDS  patients  seen  during  the  study  pe- 
riod had  tuberculosis.  These  patients  may  present  in  an 
obscure  fashion  like  that  of  elderly  and  renal  failure  patients. 
Unusual  features  might  include  absence  of  a positive  skin 
test,  lack  of  tissue  granulomas,  and  presence  of  the  miliary 
form  of  disease  at  presentation.  In  some  geographic  areas 
tuberculosis  may  be  the  event  bringing  the  AIDS  patient  to 
medical  attention. 

A group  transmitting  tuberculosis  includes  persons  unlikely 
to  seek  medical  care  or  unlikely  to  be  compliant  with  treat- 
ment regimens,  especially  alcoholics  and  drug  abusers  (2). 
North  American  Indians  and  inhabitants  of  ethnic  ghettos 
have  little  contact  with  the  medical  community,  have  higher 
tuberculosis  rates,  and  serve  as  sources  of  infection.  Resi- 
dents of  prisons  and  institutions  for  the  mentally  and  physi- 
cally handicapped  are  also  more  likely  to  be  infected  with  M 
tuberculosis  resulting  in  rapid  spread  because  of  crowded 
living  conditions  (21). 

This  is  not  to  imply  that  tuberculosis  is  an  easily  transmit- 
ted disease  (2).  Generally,  household  contacts  of  cases, 
rather  than  casual  contacts,  become  infected.  It  is  spread 
from  person  to  person  via  aerosolized  droplets  of  respiratory 
secretions  which  are  1 —5  fx  in  size.  Larger  particles  settle  in 
the  upper  airways  to  be  eliminated  via  the  gastrointestinal 
tract.  Organisms  reaching  pulmonary  alveolar  membranes 
multiply  to  cause  a primary,  nonspecific  pneumonitis,  usually 
in  the  lower  lobes.  The  combination  of  this  peripheral  pulmo- 
nary infiltrate  plus  enlarged  lymph  nodes  to  which  the  area 
drains  is  called  the  primary  pulmonary  complex  (21).  Skin 
test  sensitization  and  resistance  to  exogenous  reinfection 
develop  over  the  next  several  weeks.  The  organism  dissemi- 
nates hematogenously  and  lymphatogenously  with  occult 
seeding  of  distant  organs  and  other  parts  of  the  lungs.  It  is 
phagocytosed,  but  may  not  be  killed,  resulting  in  granuloma 
formation.  Occasionally,  dissemination  with  massive  tissue 
destruction,  as  seen  in  miliary  tuberculosis,  may  occur.  Pha- 
gocytosed mycobacteria  may  lie  dormant  within  granulomas 
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for  years  and  never  cause  problems.  A positive  tuberculin 
skin  test  reaction  may  be  the  only  remaining  clue  to  the  infec- 
tion. Alternatively,  after  years  or  even  decades,  granulomas 
may  break  down  with  the  emergence  of  chronic  secondary 
tuberculosis,  usually  involving  the  lungs.  However,  extra- 
pulmonary  disease  may  also  occur  in  lymph  nodes,  pleura, 
pericardium,  peritoneum,  intestines,  kidneys,  adrenals,  geni- 
talia, bones,  joints,  or  meninges. 

Diagnosis 

Tuberculosis  is  a systemic  disease  with  protean  manifesta- 
tions. Data  obtained  from  history,  physical  examination, 
roentgenograms,  and  skin  testing  dictate  the  direction  of  di- 
agnostic studies.  Definitive  diagnosis  usually  requires  dem- 
onstration of  M tuberculosis  by  staining  techniques  and 
microscopy  and/or  culture.  Acid-fast  staining  is  quick  and  in- 
expensive but  not  specific.  Other  Mycobacterium,  Nocardia, 
and  some  Legionella  species  also  are  acid  fast.  Some  labo- 
ratories use  dyes  which  attach  to  M tuberculosis  for  more 
rapid  screening  of  sputum  smears.  The  dye  binds  to  the  or- 
ganism and  is  activated  by  ultraviolet  light  producing  fluores- 
cence. Ideally,  recovery  of  the  organism  by  culture  occurs, 
distinguishing  M tuberculosis  from  other  mycobacteria  and 
allowing  testing  for  drug  susceptibility.  Culture  is  consider- 
ably more  sensitive  than  smear  techniques  but  much  more 
expensive  and  time  consuming.  Thus,  these  techniques  are 
complementary.  A positive  acid-fast  smear  considered  with 
other  data  may  allow  one  to  initiate  therapy  while  waiting  for 
results  of  cultures  and  sensitivity  testing. 

Treatment 

Probably  the  most  exciting  aspect  of  tuberculosis  manage- 
ment today  is  the  shorter,  nine-month  course  of  chemother- 
apy now  recommended  as  standard  treatment.  Effective 
chemotherapy  began  in  the  mid-1940s  with  the  discovery  of 
streptomycin.  In  the  early  1 950s  a second  bactericidal  drug, 
isoniazid,  was  discovered.  Later  p-aminosalicylic  acid  and 
ethambutol  were  available.  In  the  late  1 960s,  rifampin,  a third 
bactericidal  drug  was  introduced.  Over  the  next  decade, 
use  of  isoniazid  and  rifampin  in  combination  made  possible 
shortening  therapy  from  the  conventional  1 8 to  24  months. 
Because  of  the  complementary  bactericidal  activities  of 
these  two  drugs  it  became  possible  to  actually  sterilize  tuber- 
culosis lesions  (22). 

In  August  1 984,  Dutt  et  al  (23)  reported  their  short-course 
chemotherapy  experience  with  more  than  1 ,000  patients  with 
bacteriologically  proven  pulmonary  tuberculosis  who  were 


treated  by  45  local  practitioners  and  supervised  by  public 
health  nurses.  Ninety-five  percent  of  the  patients  completing 
therapy  were  cured.  Sputum  cultures  remained  positive  in 
less  than  3%,  and  only  about  2%  relapsed,  most  within  1 2 
months  after  therapy  was  stopped.  Isoniazid-resistant 
organisms  grew  in  only  three  of  1 5 patients  who  relapsed. 
Eighteen  of  21  patients  not  responding  to  initial  chemo- 
therapy were  successfully  treated  with  addition  of  two  more 
bactericidal  agents.  Thus,  these  investigators  demonstrated 
that  the  nine-month  course  of  chemotherapy  in  a routine 
clinical  environment  was  as  effective  as  conventional,  longer 
therapy. 

Most  chemotherapy  regimens  are  nine  months  in  duration, 
although  some  experimental  protocols  are  shorter.  All  use  at 
least  two  bactericidal  drugs.  Isoniazid  and  rifampin  for  nine 
months  generally  is  considered  the  treatment  of  choice.  In  a 
few  patients,  sputum  cultures  still  grow  organisms  after  three 
months  of  this  treatment.  For  those  patients,  the  duration  of 
treatment  should  be  extended  at  least  six  months  beyond  the 
time  of  conversion.  Generally,  medications  are  administered 
daily  for  the  entire  treatment  period.  However,  good  results 
also  have  been  achieved  by  giving  medications  daily  for  a 
period  of  weeks  (usually  2 to  1 2 weeks)  followed  by  twice- 
weekly  doses  for  the  remainder  of  the  course.  As  recently  as 
five  years  ago  it  was  felt  that  daily  chemotherapy  for  a full 
nine  months  was  superior  to  the  twice  weekly  regimens. 
However,  it  has  been  shown  that  there  is  no  difference  in 
effectiveness  between  the  two  therapy  schedules.  Nor  is 
there  increased  drug  toxicity.  It  is  now  clear  that  the  nine- 
month  course  of  chemotherapy  is  effective,  has  low  drug  tox- 
icity, reduces  cost  for  drugs  and  medical  care,  simplifies  su- 
pervision when  needed,  and  is  accepted  by  patients  (Fig  3). 

For  the  twice-weekly  regimen,  isoniazid  (300  mg)  and 
rifampin  (600  mg)  are  given  daily  for  four  weeks  followed 
by  twice-weekly  isoniazid  (15  mg/kg  to  900  mg)  and  rifam- 
pin (600  mg)  to  finish  nine  months  of  therapy  in  adults.  Chil- 
dren receive  isoniazid  (5-10  mg/kg  up  to  300  mg/day)  and 
rifampin  (10  mg/kg  up  to  600  mg/day)  daily  for  four  weeks, 
then  isoniazid  (15  mg/kg  up  to  600  mg  per  day)  and  rifampin 
( 1 0 mg/kg  up  to  600  mg)  twice  weekly  to  complete  the  nine 
months  of  therapy  (14). 

Immigrants  from  many  geographic  areas  bring  the  addi- 
tional problem  of  drug-resistant  organisms  when  they  arrive 
infected.  In  developing  nations,  resistance  of  M tuberculosis 
to  the  major  treatment  drugs,  especially  isoniazid  and  strep- 
tomycin, may  occur  in  20%  to  30%  of  new  cases.  Resistance 
rates  are  particularly  high  among  Hispanic  and  Asian  ethnic 
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groups  (2).  Drug  sensitivity  studies  of  isolates  of  M tuber- 
culosis from  Indochinese  immigrants  found  resistance  to  one 
or  more  drugs  in  33%  of  the  isolates.  Twenty-two  percent 
were  resistant  to  streptomycin,  25%  to  isoniazid,  and  3% 
each  to  rifampin  and  ethambutol  (24).  Fortunately,  primary 
resistance  to  rifampin  and  ethambutol  is  relatively  rare,  even 
in  areas  where  resistance  to  other  drugs  is  common  (1 ).  In- 
clusion of  these  two  drugs  in  initial  treatment  regimens  en- 
hances the  possibility  that  the  organism  will  be  affected  by 
the  regimen. 

Close  bacteriologic  monitoring  for  therapeutic  effec- 
tiveness is  advised,  but  drug  toxicity  can  be  followed  clini- 
cally rather  than  with  routine  laboratory  testing.  Texas  Public 
Health  Department  tuberculosis  clinics  provide  services  to 
tuberculosis  patients  who  are  referred  to  these  clinics.  Ser- 
vices include  tuberculin  testing,  x-ray,  sputum  collection,  and 
antituberculosis  chemotherapy.  Sputum  samples  are  col- 
lected and  sent  to  state  laboratories  for  acid-fast  staining  and 
cultures  for  mycobacteria.  Sputum  containers  are  supplied  to 
physicians  for  collecting  and  mailing  specimens.  Most  of 
these  services  and  supplies  are  provided  without  charge  to 
any  patients  with  tuberculosis,  suspected  of  having  tuber- 
culosis, or  exposed  to  tuberculosis. 

Prophylaxis 

The  treatment  regimen  for  prophylaxis  against  tuberculosis  is 
less  well  defined.  Isoniazid  is  the  only  drug  proven  effective 
for  this  purpose.  Rifampin  may  be  effective  but  is  untested 
and  expensive  and  should  only  be  used  in  extraordinary 
cases.  It  is  generally  accepted  that  300  mg  of  isoniazid  taken 
daily  for  one  year  with  good  compliance  reduces  disease  due 

3.  Advantages  of  short-course  chemotherapy. 

As  effective  as  conventional,  longer  therapy 

Low  drug  toxicity 

Reduced  cost  for  drugs 

Reduced  cost  for  medical  care 

Simplified  supervision 

Accepted  by  patients 


4.  Candidates  for  prophylactic  isoniazid. 

Tuberculin  reactors  less  than  35  years  old  and  reactors  of  any  age  who: 

1 . Have  recent  contact  with  an  active  case 

2.  Have  recently  converted  from  known  negative  reactions 

3.  Have  had  tuberculosis  in  the  past  with  no  or  inadequate  treatment 
4 Have  a chest  roentgenogram  with  stable  lesions  consistent  with 

tuberculosis 

5.  Have  extenuating  clinical  problems  such  as  silicosis,  diabetes  mellitus,  or 
compromised  immune  systems 


to  tuberculosis  by  90%  to  95%  (25).  Prophylactic  treatment 
for  1 2 weeks  only  slightly  reduces  active  disease,  whereas 
a 24-week  regimen  produces  a 65%  reduction.  When  all 
patients  are  considered  together,  very  compliant  and  less 
compliant,  one  year  of  therapy  with  isoniazid  improves  the 
protection  from  overt  tuberculosis  to  75%.  This  is  only  slightly 
better  than  the  65%  reduction  achieved  with  the  24-week 
course.  However,  the  recommendation  for  length  of  treat- 
ment for  prophylaxis  of  tuberculosis  remains  one  year. 

Another  problem  with  prophylaxis  is  determining  who 
should  be  treated.  Hepatitis  is  the  most  severe  adverse  effect 
associated  with  isoniazid  (26).  The  risk  for  hepatotoxicity 
increases  with  age,  concomitant  use  of  rifampin,  daily  con- 
sumption of  alcohol,  and  the  presence  of  liver  disease  (2). 
Persons  who  rapidly  acetylate  the  drug  also  are  at  increased 
risk.  For  these  reasons  isoniazid  prophylaxis  is  recom- 
mended for  tuberculin  reactors  less  than  35  years  old  and  for 
reactors  of  any  age  who  have  had  recent  contact  with  an 
active  case;  have  recently  converted  from  known  negative 
reaction ; have  had  tuberculosis  in  the  past  with  no  or  in- 
adequate treatment;  have  a chest  roentgenogram  showing 
stable  lesions  consistent  with  tuberculosis;  or  have  extenuat- 
ing clinical  problems  such  as  silicosis,  diabetes  mellitus,  or 
compromised  immune  systems  (Fig  4).  As  with  multiple-drug 
chemotherapy  for  active  tuberculosis,  the  physician  should 
give  careful  instruction  on  signs  and  symptoms  of  hepatitis 
and  should  watch  for  clinical  signs  of  toxicity  rather  than  use 
laboratory  tests.  Fulminant,  fatal  hepatitis  occurs  only  when 
isoniazid  is  continued  despite  clinical  evidence  of  hepatitis. 

Summary 

Physicians  in  Texas  should  consider  the  diagnosis  of  tuber- 
culosis in  all  patients  with  a history  of  probable  exposure  or 
with  clinical  findings  consistent  with  tuberculosis.  Special  con- 
cern should  be  exercised  when  caring  for  refugees  and  immi- 
grants from  countries  known  to  have  a high  rate  of 
tuberculosis,  older  citizens  (especially  diabetics,  cancer  pa- 
tients, and  those  receiving  corticosteroid  therapy),  patients 
receiving  chronic  hemodialysis,  AIDS  patients,  alcoholics, 
drug  abusers,  North  American  Indians,  ghetto  inhabitants, 
and  residents  of  crowded  institutions. 

After  appropriate  studies  are  performed,  diagnosis  of  tuber- 
culosis can  usually  be  confirmed.  The  following  regimen  is 
recommended  for  chemotherapy  of  tuberculosis:  (a)  Patients 
with  uncomplicated  pulmonary  tuberculosis  (including  cavi- 
tary disease)  and  patients  with  extrapulmonary  disease  can 
be  treated  with  the  same  schedule;  (b)  Patients  should  be 
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treated  for  at  least  nine  months;  (c)  Bacteriologic  examination 
of  sputum  must  be  done  at  least  once  each  month  until  sputum 
conversion  occurs,  and  then  every  two  to  three  months  during 
the  remaining  treatment  period;  (d)  Treatment  for  adults  and 
children  should  begin  with  daily  isoniazid  (300  mg  or  5-1 0 mg/ 
kg  body  weight  per  day,  not  to  exceed  300  mg/day),  and 
rifampin  (600  mg  or  1 0 mg/kg/day,  not  to  exceed  600  mg/day). 
Ethambutol,  streptomycin,  or  pyrazinamide  may  be  added  if 
the  patient  is  at  high  risk  for  having  resistant  organisms,  and 
should  be  continued  until  initial  drug-susceptibility  studies  are 
available;  (e)  If  the  physician  chooses  to  use  twice-weekly 
therapy  (after  an  initial  phase  of  daily  chemotherapy  for  four 
weeks)  the  dose  of  isoniazid  should  be  increased  to  1 5 mg/kg 
body  weight  twice  weekly.  Rifampin  dosage  remains  at  600 
mg  (1 0 mg/kg  up  to  600  mg/day  in  children),  but  is  given  only 
twice  weekly. 
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Treatment  of  spider 
bites  with  silver- 
impregnated  porcine 
xenografts 

The  bite  of  certain  varieties  of  spider  can  result  in  wounds 
that  often  are  intransigent  to  treatment,  causing  signifi- 
cant discomfort  and,  in  some  cases,  destruction  of  tis- 
sue and  disfigurement.  Steroids  have  been  widely  used, 
but  there  is  little  evidence  that  this  is  an  effective  ap- 
proach to  treatment.  Early  complete  excision  often  is 
effective  in  halting  tissue  destruction  in  necrotic  cases 
but  can  result  in  disfiguring  surgical  defects.  We  advo- 
cate excision  only  in  cases  where  it  is  apparent  that 
necrosis  has  actually  begun.  A case  is  presented  in 
which  a 3 cm  area  of  necrotic  tissue  was  excised  and  the 
defect  covered  with  silver-impregnated  porcine  xeno- 
graft, resulting  in  no  further  necrosis  and  a well-healed 
wound.  A second  case,  involving  a less  severe  bite  with 
no  apparent  necrosis,  was  treated  only  with  silver- 
impregnated  porcine  xenograft;  it  healed  quickly  and 
well. 


Spider  bites,  while  relatively  infrequent,  can  nevertheless 
present  a difficult  problem  for  the  clinician.  The  bites  can 
be  quite  painful  and  sometimes  result  in  serious  complica- 
tions, including  persistent  necrotic  wounds  with  substantial 
destruction  of  subcutaneous  tissue.  In  small  children,  severe 
bites  may  even  result  in  death.  There  is  no  consensus  on 
the  most  effective  treatment.  Indeed,  the  various  approaches 
most  frequently  applied  have  proven  largely  ineffective. 

We  have  treated  two  cases  of  spider  bite — one  a proven 
necrotic  bite,  the  other  less  severe — with  the  aid  of  silver- 
impregnated  porcine  xenograft.  In  each  case,  the  wound 
healed  well  with  minimal  scarring. 

Case  reports 

CASE  1 

A 24-year-old  white  woman  with  epilepsy  was  bitten  on  the 
left  thigh  by  a spider.  The  spider,  though  killed  and  retained, 
was  so  badly  mutilated  that  a positive  identification  was  im- 
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possible.  The  patient  sought  treatment  at  a minor  emergency 
center  several  days  after  the  bite  occurred.  In  the  interim,  the 
wound  had  gradually  enlarged.  Cultures  taken  at  the  minor 
emergency  center  revealed  Staphylococcus  aureus  and 
a-hemolytic  streptococcus.  The  patient  was  treated  with  pen- 
icillin and  cloxacillin. 

We  were  called  in  for  consultation  after  the  treatment  with 
antibiotics  had  been  initiated.  At  this  point,  an  area  of  approxi- 
mately 8 cm  diameter  had  demarcated  as  an  erythematous 
tender  mass  on  the  left  leg,  with  a 3 cm  area  at  the  center 
obviously  full-thickness  necrotic  tissue.  We  applied  local 
anesthetic  and  excised  a plug  of  gray  fat,  skin,  and  pus,  leav- 
ing a defect  about  3 cm  in  diameter  and  about  3 cm  deep. 

The  edges  of  the  defect  had  a poor  blood  supply,  but  there 
was  consistent  capillary  oozing  throughout  the  remaining 
tissue.  The  wound  was  dressed,  and  when  the  dressing  was 
changed  one  day  later,  no  remaining  necrotic  tissue  was 
observed.  The  following  day  (two  days  after  excision)  the 
wound  was  again  inspected  and  a culture  taken  which  grew 
Staphylococcus  aureus.  At  this  time,  silver-impregnated  por- 
cine xenograft  was  placed  over  the  wound  and  packed  into 
the  defect,  with  a gauze  dressing  applied  to  hold  the  xeno- 
graft in  place.  The  silver-impregnated  porcine  xenograft  was 
regularly  changed,  and  five  days  later  the  wound  was  healing 
very  well;  the  patient  was  instructed  to  continue  treatment 
with  the  xenograft.  One  week  later  (one  month  after  injury) 
the  wound  had  healed  except  for  a small  area  at  the  center;  it 
was  apparent  that  skin  grafting  would  be  unnecessary.  A cul- 
ture revealed  no  bacterial  growth.  A small  piece  of  silver- 
impregnated  porcine  xenograft  was  placed  over  the  remain- 
ing nonepithelialized  area,  and  the  patient  was  allowed  to 
leave  on  vacation.  Upon  her  return,  the  wound  had  healed 
completely,  with  virtually  no  scarring. 

CASE  2 

A 23-year-old  Mexican-American  woman  was  bitten  on  the 
right  thigh  by  a spider.  She  had  previously  been  our  patient 
for  an  unrelated  problem  and  came  to  us  two  days  after  the 
bite  occurred  with  a blister  wound  that  was  oozing  slightly 
(Fig  1 ).  The  blister  was  removed,  revealing  no  apparent  nec- 
rotizing tissue  (Fig  2).  The  debrided  wound  was  covered  with 
silver-impregnated  porcine  xenograft  (Fig  3).  Two  days  later, 
the  wound  was  healing  well  and  the  xenograft  was  replaced. 
There  was  no  evidence  at  this  time  of  any  infection  or  further 
destruction  of  tissue.  Four  days  later  (one  week  after  injury) 
the  wound  had  epithelialized  completely  beneath  the 
xenograft,  which  was  still  adherent.  The  wound  and 
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1.  This  23-y ear-old  woman  was  bitten  by  a spider,  resulting  in  a wound  with 
the  oozing  blister  typical  of  many  superficial  spider  bites. 


2.  The  blister  was  removed,  revealing  no  apparent  necrosis. 


■ iy 


4.  Several  days  later,  the  xenograft  separated  from  a completely  healed 
wound. 


3.  The  wound  was  covered  with  silver-impregnated  porcine  xenograft,  which 
was  reapplied  once  before  adhering. 
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Spider  bites 


xenograft  were  covered  with  a simple  bandage.  One  week 
later,  the  xenograft  had  separated  and  the  wound  had  healed 
completely  (Fig  4). 

Discussion 

Despite  widespread  popular  misconceptions,  most  spiders 
found  in  the  continental  United  States  are  incapable  of  inflict- 
ing bites  that  result  in  serious  adverse  health  effects.  There 
are  exceptions  to  this  general  rule,  however,  the  most  no- 
table of  which — and  the  most  dangerous — is  Loxosceles 
reclusa,  the  brown  recluse.  The  venom  of  these  spiders  con- 
tains distinctive  digestive  enzymes,  which  are  distributed  by 
otherwise  harmless  biochemical  spreading  agents  compos- 
ing most  of  the  venom.  Though  the  brown  recluse  is  nonag- 
gressive  and  bites  humans  only  rarely,  the  necrosis  that  often 
results  from  bites  that  do  occur  can  be  extensive  and  long- 
lasting  (1). 

Both  diagnosis  and  treatment  of  spider  bites  have  been 
complicated  historically  by  difficulties  in  positively  identifying 
the  culprit  and  by  a lack  of  understanding  of  the  mechanisms 
of  tissue  necrosis.  The  treatment  generally  preferred  for  ob- 
viously necrotic  wounds  has  traditionally  been  the  admin- 
istration of  large  doses  of  steroids  and/or  antihistamines, 
though  there  has  been  little  evidence  indicating  that  this  had 
any  benefits  in  reducing  tissue  destruction  (2-7).  Early  ex- 
cision of  clearly  necrotic  tissue  has  gradually  become  the 
preferred  treatment,  though  this,  too,  has  been  found  to 
present  problems,  largely  resulting  from  difficulties  in  deter- 
mining adequate  surgical  margins  (2,6,7).  One  long-standing 
advocate  of  steroid  treatment  recently  eschewed  both  that 
approach  and  early  excision,  concluding  that  there  was  little 
to  be  done  beyond  efforts  to  reduce  the  clotting  anomaly 
while  the  acute  phase  of  the  envenomation  was  allowed  to 
run  its  course.  Unfortunately,  complete  healing  in  such  cases 
might  require  a year  or  more  (1,8). 

The  precise  mechanism  of  tissue  destruction  in  necrotic 
spider  bites,  as  in  other  types  of  necrosis-inducing  enveno- 
mations,  is  not  yet  clearly  understood.  What  is  clear  is  that 
such  injuries  can  be  extremely  severe.  We  believe  that  it  is 
vitally  important  to  take  whatever  measures  are  possible  to 
limit  observable  necrosis,  but  we  also  believe  that  it  is  equally 
important  to  avoid  the  possibility  of  surgical  disfigurement 
where  no  immediate  evidence  of  necrosis  exists.  The  cutane- 
ous symptoms  of  spider  bites  must  serve  as  the  guide  in  de- 
termining the  severity  of  the  injury. 

Within  a few  hours  of  envenomation,  the  area  of  the  bite 
usually  become  red  and  swollen,  often  with  a small  blister.  If 
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envenomation  is  superficial  or  the  bite  is  non-necrotizing,  the 
wound  behaves  much  as  any  other  open  skin  injury.  Debride- 
ment permits  such  wounds  to  begin  re-epithelializing  and  re- 
moves any  necrotic  toxins  that  might  be  present  near  the 
surface  and  which,  if  left  untreated,  could  penetrate  deeper 
as  the  wound  deteriorates  and,  ultimately,  produce  necrosis. 

Where  envenomation  by  necrosis-inducing  toxins  is  se- 
vere, a small  blue  area  appears  at  the  site  of  the  bite,  usually 
between  24  and  48  hours  after  injury.  This  blue  area  will  then 
spread  at  a rate  related  to  the  dose  of  toxins  present,  and 
excision  of  the  involved  area  is  the  only  way  to  prevent  fur- 
ther necrosis.  The  extent  of  the  discoloration  itself  is  at  any 
given  time  the  most  accurate  guide  to  delineating  the  area  to 
be  excised.  While  imperfect,  this  does  permit  excision  of  an 
area  that  includes  a small  margin  of  as  yet  non-necrotic 
tissue  about  the  edges  of  the  necrotic  area  and  offers  an 
excellent  prospect  of  thus  removing  most  of  the  toxins. 

The  principal  difficulty  encountered  following  excision  of  a 
necrotic  area  is  delayed  and  imperfect  healing.  Covering  the 
defect  with  silver-impregnated  porcine  xenograft  provides  an 
optimal  environment  for  epithelial  regeneration.  Porcine 
xenograft  is  a commercially  available  natural  skin  substitute 
which  is  immunologically  inert  (9,10).  The  xenograft  which 
we  use  has  been  further  improved  by  impregnation  with  sil- 
ver ion.*  The  silver  is  released  continually  at  the  wound  sur- 
face, providing  a potent  bactericidal  effect  not  otherwise 
available  concurrent  with  the  effort  to  promote  wound  heal- 
ing. This  results  in  more  rapid  healing  and  less  scarring  than 
would  otherwise  be  expected.  May  and  De  Clement  found 
that  burn  wounds  treated  with  silver-impregnated  porcine 
xenograft  healed  at  twice  the  rate  of  those  treated  with  silver 
sulfadiazine  cream  alone. f In  addition  to  treating  burns, 
silver-impregnated  porcine  xenograft  has  been  used  effec- 
tively to  treat  a wide  variety  of  skin  defects,  both  contami- 
nated and  non-contaminated  (1 1-13).  We  use  this  xenograft 
routinely  to  treat  virtually  all  types  of  second-  and  third- 
degree  wounds. 

In  painful  but  non-necrotic  spider  bites,  silver-impregnated 
porcine  xenograft  promotes  healing  and  relieves  pain,  just  as 
it  would  in  any  other  open  skin  injury.  Most  importantly,  its 
antibacterial  properties  protect  against  infection  which  could 
cause  the  wound  to  deteriorate.  This  treatment  results  in 
rapid  healing  with  minimal  potential  for  disfigurement. 

'Mediskin  plus  Silver,  provided  by  Genetic  Laboratories,  Inc,  Roseville, 
Minnesota. 

fMay  SR,  De  Clement  FA:  Clinical  evaluation  of  silver-impregnated  porcine 
xenograft.  Paper  presented  at  American  Burn  Association,  Boston,  1982. 

TEXAS  MEDICINE 


Conclusion 

Treatment  of  spider  bites  continues  to  be  problematic  be- 
cause of  the  difficulty  of  identifying  the  species  of  spider  in- 
volved. Cutaneous  symptoms  do,  however,  provide  a good 
indication  of  whether  the  envenomation  is  sufficiently  severe 
to  cause  extensive  necrosis.  Where  necrosis  is  apparent, 
excision  of  the  involved  area  can  significantly  reduce  the  ex- 
tent of  tissue  damage.  Coverage  of  the  resulting  defect  with 
silver-impregnated  porcine  xenograft  can  improve  ultimate 
healing.  Where  there  is  no  observable  necrosis,  excision  is 
unnecessary,  regardless  of  the  species  of  spider  involved, 
and  treatment  with  silver-impregnated  porcine  xenograft  will 
reduce  pain,  combat  infection,  and  promote  rapid  healing  as 
in  any  open  skin  injury. 
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Malignant 
hyperthermia: 
successful 
management  of  a 
probable  case 

Malignant  hyperthermia  (MH)  is  a pharmacogenetic  dis- 
ease, based  on  an  underlying  inherited  myopathy.  Reli- 
able, noninvasive  tests  for  malignant  hyperthermia 
susceptibility  (MHS)  are  not  yet  available.  Episodes  may 
occur  when  an  MHS  patient  is  exposed  to  a “trigger.”  A 
disturbance  of  calcium  control  mechanisms  on  the  level 
of  sarcolemma,  sarcoplasmic  reticulum,  and  mitochon- 
dria leads  to  a severe  increase  in  intramyocellular  cal- 
cium, initiating  a vicious  circle  of  increasing  hyper- 
metabolism. Clinical  signs  frequently  include  muscular 
rigidty  (masseter  spasm),  a significant  increase  in  end- 
tidal  C02  concentration  (EtpC02)  and  a rise  in  body  tem- 
perature. Management  consists  of  administration  of 
dantrolene,  active  cooling,  correction  of  acid-base  im- 
balance, treatment  of  arrhythmias,  and  intensive  care 
follow-up.  Anesthetic  precautions  for  patients  at  risk 
should  include  monitoring  of  EtpC02  and  temperature, 
administration  of  “non-trigger”  drugs  only,  and  the  stor- 
age of  dantrolene.  Mortality  from  MH  has  decreased 
from  above  70%  to  below  10%.  This  article  describes  a 
probable  case  of  MH  triggered  on  induction  of  anesthe- 
sia for  acute  appendicitis.  Following  resuscitation  of  the 
patient,  appendectomy  was  performed  with  spinal  anes- 
thesia. Management  of  the  case  is  presented. 


The  life-threatening  syndrome  of  malignant  hyperthermia 
(MH)  has  long  been  regarded  as  an  anesthesia-related  dis- 
ease. However,  recent  evidence  suggests  that  it  may  be 
more  of  a general  medical  problem  than  had  been  previously 
suspected  (1).  Although  in  1929  a syndrome  of  pallor  and 
hyperthermia  was  described  by  Ombredanne  (2),  it  was  not 
until  1960  that  Denborough  and  Lovell  reported  the  first  case 
of  MH  and  recognized  it  as  a hereditary  disease  (3).  A “pig 
model”  was  established  by  Hall  in  1966  (4),  and  in  1975 


treatment  with  dantrolene  was  first  used  by  Harrison  (5).  A 
further  advance  was  made  in  1976  when  Gronert  described 
prophylaxis  with  dantrolene  given  orally  (6).  Some  authors 
speculate  that  several  syndromes  not  associated  with  anes- 
thesia may  be  related  to  MH. 

Acute  febrile  catatony  is  associated  with  tachycardia,  ta- 
chypnea, increased  temperature,  muscle  rigidity,  cyanosis, 
metabolic  acidosis,  and  myoglobinuria  (7-13).  Neuroleptic 
malignant  syndrome  causes  tachycardia,  increased  temper- 
ature, extrapyramidal  symptoms,  hypertonicity,  autonomic 
dysfunction,  respiratory  insufficiency,  tachypnea,  and  in- 
creased levels  of  creatine-phosphokinase  (CPK)  (14).  Drug- 
induced  hyperthermia  can  be  caused  by  psychotropic  drugs 
(15),  peripheral  analgesics  (16),  triamterene  (17)  and  cate- 
cholamines (18).  Human  stress  syndrome  may  account  for 
some  cases  of  sudden  death  in  adults  or  crib  death  in  chil- 
dren (1 9).  Furthermore,  it  can  occur  during  surgery  in  inade- 
quately sedated  patients  under  regional  block  (20).  Still,  MH 
is  reported  most  frequently  in  association  with  general  anes- 
thesia, and  certain  drugs  used  in  anesthesiology  are  among 
the  principal  “triggers”  making  an  episode  of  MH  one  of  the 
most  challenging  situations  for  the  anesthesiologist  (21 ,22). 
The  incidence  of  susceptibility  is  distributed  unevenly;  some 
areas,  such  as  Wausau,  Wis,  and  Eastern  Switzerland,  have 
an  above  average  incidence  (1 : 7,000),  and  other  areas  a 
below  average  incidence  (approximately  1 : 50,000).  Males 
and  Caucasians  seem  to  be  more  susceptible  than  females 
and  blacks  (20,21 ).  Awareness  of  the  possibility  of  MH, 
knowledge  of  the  symptoms,  and  current  concepts  of  treat- 
ment are  mandatory  for  all  physicians.  Lack  of  knowledge 
about  MH  leads  to  serious  consequences  medically  (for  the 
patient)  and  medicolegally  (for  the  therapist)  (23-25).  The 
mortality  rate  has  decreased  significantly  since  the  introduc- 
tion of  dantrolene  (less  than  10%  in  adequately  treated 
cases,  70%  in  untreated  cases  or  those  in  whom  treatment 
was  delayed)  (26). 

Preconditions  of  susceptibility  to  MH  include  genetic  fac- 
tors, a trigger  substance,  and  an  unknown  “third  factor.”  Due 
to  the  lack  of  adequate  “markers”  of  susceptibility,  all  figures 
about  genetics  have  to  be  speculative.  A recently  released 
study  estimated  50%  of  susceptible  patients  have  autosomal 
transmission.  Of  these,  20%  have  recessive  transmission, 

3%  are  autosomal  dominant  in  combination  with  other  inher- 
ited myopathies,  and  17%  have  either  multiple  or  have  no 
genetic  connection  (achieved  susceptibility?)  (27). 

The  exact  location  of  the  defect  is  not  known,  but  it  ap- 
pears to  be  between  the  sarcoplasmic  reticulum  (SR)  and  the 
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sarcolemma,  causing  a disturbance  in  the  transfer  of  calcium 
ions  and  uncontrolled  calcium  liberation  (28-31).  Calcium 
uptake  into  the  SR  is  also  compromised  and  contributes  to 
the  increase  of  intracellular  calcium  (32).  Under  these  cir- 
cumstances the  response  of  the  muscle  is  rigidity  and  spas- 
ticity— although  clinically  not  always  apparent— rather  than  a 
controlled  contraction  of  the  muscle.  The  postulated  patho- 
physiological mechanisms  of  the  increased  intracellular  cal- 
cium concentration  include  disturbed  reuptake  of  calcium 


(32),  cell  surface  damage  (33),  pathological  interaction  be- 
tween the  SR  and  mitochondria  (34),  a defect  in  the  sar- 
colemma (35),  and  adenylate  kinase  deficiency  (36).  Once 
the  intracellular  calcium  concentration  is  sufficiently  elevated, 
the  process  of  increased  muscular  activity,  hypoxemia,  and 
acidosis  takes  place  as  shown  in  Fig  1 . 

Protocols  for  the  diagnosis  and  treatment  of  MH  have  been 
formulated  in  recent  years  as  the  number  of  reported  cases 
of  MH  is  increasing.  Most  protocols  recommend  termination 


1.  Interactions  in  malignant  hyperthermia. 


t 
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of  the  surgical  procedure  and  cessation  of  the  anesthetic  as 
soon  as  possible.  We  have  treated  a patient  with  no  previous 
history  of  MH,  who  manifested  symptoms  of  MH  on  induction 
of  anesthesia  and  in  whom  surgery  was  deemed  imperative. 

Case  report 

A 20-year-old,  non-English  speaking  Hispanic  male  with  ab- 
dominal pain  was  admitted  to  Parkland  Memorial  Hospital 
emergency  room  . The  medical  history  revealed  no  previous 
health  problems.  A diagnosis  of  acute  appendicitis  was  made 
and  the  patient  was  scheduled  for  laparotomy.  Following  five 
minutes  of  preoxygenation,  the  patient  was  pre-treated  with 
d-tubocurarine  3 mg  IV,  followed  by  fentanyl  200  meg  IV,  and 
thiopental  300  mg  IV.  After  the  eyelash  reflex  was  lost,  suc- 
cinylcholine  100  mg  IV  was  administered.  This  resulted  in 
profound  muscle  rigidity  with  trismus,  tachycardia,  and  hypo- 
tension. The  mouth  was  opened  by  force  and  a semi-blind 
endotracheal  intubation  performed.  Manual  hyperventilation 
with  100%  oxygen  was  started.  An  arterial  line  was  estab- 
lished and  a nasal  temperature  probe  inserted.  The  tempera- 
ture was  38.2°  C (1 00.8°  F)  rising  to  39.2°  C (1 02.6°  F)  within 
the  next  two  minutes.  The  initial  blood  gas  drawn  5 minutes 
after  intubation  showed  a pH  of  7.26,  p02 1 1 3 mm  Hg,  pC02 
51  mm  Hg,  and  a base  deficit  of  -5.6. 

Treatment  was  started  immediately  with  dantrolene  1 mg/ 
kg  as  a bolus.  The  intravenous  infusion  was  changed  from 
lactated  Ringer’s  solution  to  cold  0.9%  saline,  and  the  patient 
received  44.8  mEq  of  sodium  bicarbonate  and  furosemide  20 
mg  IV.  A nasogastric  tube  and  rectal  temperature  probe  were 
inserted.  Approximately  10  minutes  after  induction  the  rectal 
temperature  had  risen  to  42°  C (1 07.6°  F).  The  anesthetic 
machine  was  replaced  by  an  anesthetic-free  ventilator  from 
the  intensive  care  unit.  Active  cooling  was  with  ice  packs  on 
the  body,  flushing  of  the  stomach  with  iced  saline,  and  a cool- 
ing blanket. 

After  circulatory  stabilization,  fentanyl  15  meg/kg  in  divided 
doses  was  given  in  an  attempt  to  abolish  the  stress  re- 
sponse. A second  blood  gas  sample,  drawn  approximately 
1 5 minutes  after  induction,  showed  a pH  of  7.30  p02  271  mm 
Hg,  pC02  46  mm  Hg,  and  a base  deficit  of  -3.4. 

As  the  surgical  team  considered  surgery  mandatory  de- 
spite the  suspected  MH,  a subarachnoid  block  was  per- 
formed with  tetracaine  0.5%  using  an  isobaric  technique.  A 
sensory  level  of  T6  was  achieved,  providing  adequate  sur- 
gical conditions.  Throughout  the  procedure  hyperventilation 
and  cooling  were  continued  and  intermittent  dosages  of 
dantrolene  were  given,  resulting  in  a cumulative  dose  of  240 


2.  Indicators  of  possible  susceptibility. 

Family  and  individual  history 

Anesthesia-related  complications  in  the  individual  or  his  family 
Fatalities  in  the  family  related  to  sudden  deaths  (eg,  "heart  attack-'  or  "heat 
stroke”)  or  unexplained  death  of  children  ("sudden  infant  death"  or  "crib 
death")  or  frequent  idiopathic  fever 
CPK-test 

To  have  a prognostic  value,  CPK  must  be  increased  more  than  twofold  in  at 
least  three  consecutive  samples,  drawn  after  physical  rest  (ie,  in  the  morn- 
ing) without  preceding  muscle  trauma  such  as  IM-injection.  application  of  a 
tourniquet,  or  body  exercise. 

Physical  factors 

Myopathies/muscular  weakness 
Frequent  muscle  cramps 
Congenital  joint  dislocations 

Hernias  and  all  other  physical  symptoms  of  connective  tissue  weakness 

Strabismus 

Ptosis 

Kyphoscoliosis 
Osteogenesis  imperfecta 
Clubfoot 


3.  "Trigger  potencies  of  available  drugs. 

"Strong  Trigger" 

Uncertain 

"No  Triggers" 

Halothane 

Enflurane 

Isoflurane 

Succinylcholine 

Ketamine 

Droperidol 

Nitrous  oxide 
d-Tubocurarine 

Barbiturates 

Opiates 

Etomidate 

Benzodiazepines 

Pancuronium 

Vecuronium 

Atracurium 

Other  drugs  to  be  avoided: 

Cardio-effective  glycosides 

Calcium  preparations 

Catecholamines  (unless  vitally  indicated) 

Lactate  containing  infusions 

4.  Symptoms  of  malignant  hyperthermia* 

1.  Lack  of  relaxation  after  succinylcholine 

2.  Tachycardia,  mottled  cyanosis,  sweating 

3.  Body  temperature  increases 
4 a.  Spontaneous  ventilation: 

Respiratory  rate  increases 
Tidal  volume  decreases 
b.  Curarized  patient: 

PaC02  increases 
HC03  decreases 
Pa02  decreases 

5.  Arrhythmias,  unstable  blood  pressure 

6.  Creatine  phosphokinase  increase,  myoglobinemia  (less  specific:  increase 
of  glutamic  pyruvate  transaminase  and  potassium) 

7.  Disseminated  intravascular  coagulopathy  possible 

*Not  all  symptoms  are  always  apparent. 
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mg.  Before  closing  the  abdomen,  we  flushed  the  abdominal 
cavity  with  cold  saline.  At  the  end  of  the  operation  a blood 
gas  showed  a pH  of  7.36,  p02  496  mm  Hg,  pC02  33  mm  Hg, 
and  a base  deficit  of  -5.6.  The  patient’s  rectal  temperature 
was  36°  C (96.8°  F)  when  he  was  taken  to  the  intensive  care 
unit  for  further  observation  and  continued  dantrolene  treat- 
ment. The  CPK  level,  determined  from  a preoperative  blood 
sample,  was  880  UL  (normal  range  10-80  UL). 

Recovery  was  uneventful  and  no  relapse  was  observed. 
The  patient  was  advised  to  have  a muscle  biopsy  for  caffeine 
contraction  testing  and  was  discharged.  He  failed  to  report 
for  the  biopsy. 

Discussion 

The  first  step  in  successful  management  of  malignant  hyper- 
thermia is  to  recognize  the  susceptible  patient  prior  to  any 
surgical  procedure.  Because  a practical,  reliable,  and  nonin- 
vasive  test  is  not  yet  available,  emphasis  must  be  put  on  a 
carefully  taken  individual  and  family  history  with  special  at- 
tention to  previous  anesthetic  complications.  In  addition, 
physical  examination  may  give  valuable  diagnostic  informa- 
tion (Fig  2).  When  history  and/or  physical  examination  yields 
substantial  positive  findings,  then  laboratory  investigations 
should  be  undertaken  (31 ,36-40).  Measurement  of  blood 
CPK  levels  is  70%  reliable  at  best  in  estimating  susceptibility 
(41).  Muscle  from  susceptible  patients  contracts  at  lower 
concentrations  of  caffeine,  halothane,  or  both,  when  com- 
pared to  normal  muscle.  This  investigation  is  of  great  value  in 
identifying  the  susceptible  patient,  but  its  cost  and  inva- 
siveness make  it  implausible  for  a routine  screening  test.  Re- 
cent studies  of  halothane-induced  ATP-depletion  in  platelets 
were  promising  (40),  but  have  subsequently  failed  to  distin- 
guish susceptible  patients  from  controls  (42).  With  proof  of 
susceptibility,  certain  guidelines  concerning  premedication, 
induction,  and  maintenance  of  anesthesia  have  to  be  ob- 
served. Preoperative  medication  should  offer  adequate  se- 
dation (eg,  by  means  of  an  orally  given  benzodiazepine). 

For  the  anesthesia,  local/regional  techniques  should  be 
used  whenever  possible.  While  earlier  investigations  advo- 
cated ester-type  local  anesthetics  because  they  prevent  the 
caffeine-induced  liberation  of  calcium  from  the  SR  (43),  cur- 
rent opinion  indicates  that  amide-type  drugs  can  be  used  as 
safely  (44).  Performing  surgical  procedures  under  regional 
blocks  requires  proper  sedation  to  avoid  MH  episodes  trig- 
gered by  psychic  stress.  If  regional  techniques  are  not  suit- 
able and  general  anesthesia  has  to  be  undertaken,  the 
“trigger"-potencies  of  the  drugs  available  must  be  consid- 
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ered  in  the  management  of  the  case.  These  are  summarized 
in  Fig  3.  A recently  published  case  report  by  Ruhland  et  al 
(45)  described  an  episode  of  MH,  occurring  under  a thiopen- 
tal-fentanyl-pancuronium-N20-anesthesia.  This  substantiates 
the  opinion  that  no  absolutely  safe  drug  combination  exists. 
At  best,  the  recommended  drugs  can  only  reduce  the  risk  of 
triggering  an  MH  episode.  Of  greatest  value  in  preventing  an 
episode  in  a MH-susceptible  patient  is  adequate  dantrolene 
prophylaxis.  Until  recently,  oral  administration  of  dantrolene  1 
mg/kg,  given  in  4 doses  within  the  24-hour  interval  preceding 
the  operation,  was  international  standard.  Doubt  was  cast 
upon  this  when  Fitzgibbons  reported  a case  of  MH  develop- 
ing despite  oral  prophylaxis  (46),  although  a suggestion  has 
been  made  that  the  dosage  of  dantrolene  mentioned  by 
Ruhland  and  Fitzgibbons  was  inadequate.  A current  concept 
of  prophylaxis  is  based  on  dantrolene  blood  level  investiga- 
tions undertaken  by  Flewellen  et  al  (42).  According  to  their 
results,  adequate  blood  levels  can  be  achieved  by  an  intra- 
venous infusion  of  2.4  mg/kg  before  induction  of  anesthesia. 
This  dosage  is  in  accordance  with  the  results  of  a multicenter 
study  on  MH  undertaken  by  Kolb  et  al  (47). 

The  symptoms  of  MH  are  shown  in  Fig  4.  Although  a defi- 
nite diagnosis  of  susceptibility  requires  a positive  caffeine 
contraction  test,  every  case  displaying  some  clinical  evi- 
dence should  be  considered  and  treated  as  a case  of  MH 
because  immediate  therapy  offers  the  only  chance  of  suc- 
cessful outcome.  A change  in  treatment  and  in  prognosis  of 
MH  occurred  after  the  introduction  of  dantrolene  in  1975.  For 
the  first  time,  this  drug  offered  a causal  therapeutic  approach 
and  its  immediate  administration  is  the  basis  of  contempo- 
rary treatment.  In  our  case,  the  early  administration  of 
dantrolene  might  have  interrupted  the  vicious  circle  of  an  MH 
episode  before  substantial  muscle  destruction  took  place. 
This  might  explain  why  the  preoperative  CPK  level,  although 
elevated,  was  not  as  high  as  commonly  reported.  Dantrolene 
is  a hydantoin  derivative,  first  developed  in  1 967  as  a by- 
product in  the  search  for  new  antibiotics  (48).  It  is  used  as  a 
peripherally  acting  muscle  relaxant  for  motor  spasticity  and 
was  first  shown  to  be  of  value  in  porcine  MH  in  1 975  (5). 
Following  oral  ingestion,  70%  is  resorbed  by  the  intestine.  It 
has  a plasma  half-life  of  5-7  hours  and  is  oxidatively  meta- 
bolized in  the  liver  to  the  active  metabolite  5-OH-dantrolene 
with  a plasma  half-life  of  1 5 hours.  Thirty  percent  is  excreted 
unchanged  in  the  feces;  20%  is  metabolized  by  the  liver  (20). 
Dantrolene  is  thought  to  reverse  the  muscle  contracture  by 
reducing  calcium  liberation,  possibly  exerting  its  effect  on  the 
connection  between  the  sarcolemma  and  SR.  It  also  has  a 
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possible  effect  on  intracellular  calcium  transport  mechanisms 
(49). 

The  management  of  MH  under  anesthesia  is  divided  into 
primary  and  secondary  measures.  Primary  therapy:  As  soon 
as  MH  is  suspected,  the  administration  of  any  possible  “trig- 
ger" substance  must  be  stopped.  One  hundred  percent  oxy- 
gen should  be  given  and  dantrolene  2.5  mg/kg  should  be 
administered  intravenously  (42).  Sodium  bicarbonate  should 
be  infused  and  any  arrhythmia  treated.  If  a high  potassium 
level  persists,  an  infusion  of  glucose  and  insulin  should  be 
started.  Secondary  therapy  (Fig  5)  consists  of  actively  cool- 
ing the  patient,  diuretic  therapy,  and  repeat  dantrolene  ad- 
ministration. The  current  mortality  rate  of  the  syndrome  is 
reported  to  be  between  5%  and  1 0%  (26).  Besides  the  occur- 
rence of  fulminant  forms  or  a delayed  diagnosis  which  leads 
to  death,  fatalities  may  occur  in  the  post-acute  phase  due  to 
secondary  and  tertiary  factors  (Fig  6).  However,  the  striking 
reduction  in  mortality  from  above  70%  to  below  1 0%  today  is 
primarily  a result  of  an  increased  awareness  of  the  problem, 
a more  widespread  use  of  temperature  and  ETpC02 
monitors,  and  the  availability  of  and  treatment  with 
dantrolene.  The  storage  of  dantrolene  should  be  considered 
mandatory  for  every  institution  providing  surgical  and  anes- 
thesiological  services  (50). 
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5.  Secondary  therapy  tor  malignant  hyperthermia. 

1 . "Active"  cooling 
Cooling  blanket 

Ice  water  flushing  of  stomach 
Ice  water  enema 

Ice  water  flushing  of  the  OR  field  (especially  in 
“cavity  surgery ") 

2.  Foley  catheter 
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HC03  normalizes 

Minimal  time  of  application  48-72  hours 
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6.  Factors  in  malignant  hyperthermia  causing  death. 


Primary 


Secondary: 


Temperature  T 
Catecholamines  t 
Heart  Rate  T 

P 02  | 

P C02  f 
HCO3  i 
Electrolyte 
disturbance 


Cardiac 

Arrest 


p02  i 
pC02  j > 


> Cerebral  edema 


Myoglobinemia  -*  Kidney  failure 
DIC 

Tertiary:  Unobserved  relapse 
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Isotretinoin  (Accutane) 
treatment  of  acne 

Isotretinoin  (Accutane)  is  a new  synthetic  retinoid  ap- 
proved in  1982  in  the  US  for  treatment  of  nodulocystic 
acne.  Because  of  side  effects,  the  drug  is  reserved  for 
the  treatment  of  a minority  of  acne  patients  with  severe 
disease.  Almost  all  patients  develop  dry  skin  and  chei- 
litis. Hypertriglyceridemia,  pseudotumor  cerebri,  and 
teratogenic  effects  are  the  most  significant  side  effects. 
Nevertheless,  the  drug  is  exceedingly  useful,  producing 
dramatic  prolonged  remissions  in  patients  who  often  fail 
to  respond  to  any  other  therapy. 


It  has  long  been  known  that  vitamin  A has  a regulatory  effect 
on  growth  and  differentiation  of  epithelial  tissue.  Since  the 
1940s,  high  doses  of  vitamin  A have  been  employed  in  the 
treatment  of  severe  acne  and  various  disorders  of  keratini- 
zation.  Vitamin  A’s  use,  however,  was  limited  by  its  side 
effects — liver  toxicity  and  pseudotumor  cerebri  in  particular. 

In  an  attempt  to  find  a drug  with  a better  therapeutic  index 
than  vitamin  A,  several  synthetic  retinoids  have  been  devel- 
oped (1). 

One  of  these,  isotretinoin  (13-cis-retinoic  acid),  was  first 
synthesized  in  1 955.  It  was  largely  ignored  until  the  results  of 
the  first  major  clinical  trial  demonstrating  its  efficacy  in  the 
treatment  of  severe  recalcitrant  cystic  acne  were  published  in 
1979  (2).  In  1982,  isotretinoin  was  approved  in  the  United 
States  for  that  single  indication  only.  Its  trade  name  is  Ac- 
cutane. A major  feature  of  this  drug  is  that  it  produces  a pro- 
longed remission  in  patients  with  severe  cystic  acne,  many  of 
whom  had  not  responded  to  other  therapies.  The  most  strik- 
ing discovery,  however,  is  that  the  remission  is  often  sus- 
tained for  months  or  years  after  the  four-  to  five-month 
treatment  course  has  been  completed. 

Transport  and  metabolism  of  vitamin  A (retinol)  and 
isotretinoin 

Significant  differences  between  vitamin  A and  isotretinoin 
with  regard  to  their  transport  and  metabolism  account  for 
their  difference  in  toxicity  (3).  The  major  source  of  vitamin  A 
(retinol)  is  the  conversion  of  dietary  plant  carotenoids  in  the 
intestinal  mucosa.  Retinol  is  stored  in  the  liver,  which  con- 


tains over  90%  of  body  stores.  Mobilization  from  the  liver  is 
accomplished  when  retinol  is  bound  to  a specific  transport 
protein,  retinol  binding  protein,  that  delivers  it  to  tissues. 
Plasma  levels  of  vitamin  A tend  to  remain  constant  despite 
wide  variations  in  diet.  Extremely  high  dietary  intake  (eg, 
polar  bear  liver,  vitamin  A tablets)  produces  hypervitaminosis 
A.  Hypervitaminosis  A results  in  greatly  increased  hepatic 
stores  and  subsequent  toxicity. 

In  contrast,  isotretinoin  binds  to  serum  albumin.  Isotreti- 
noin is  readily  absorbed  orally  and  put  into  circulation  via  the 
portal  system.  It  is  not  significantly  stored  in  any  organ  sys- 
tem, and  plasma  levels  vary  with  the  amount  ingested. 

Mode  of  action  of  isotretinoin  in  the  treatment  of  acne 

Acne  is  a disease  of  the  pilosebaceous  unit.  The  patho- 
genesis of  acne  is  believed  to  include  several  factors.  Among 
them  are  excessive  sebum  production,  abnormal  keratiniza- 
tion  of  follicular  epithelium,  proliferation  of  Propionibacterium 
acnes , inflammation,  and  hormonal  regulation  of  sebaceous 
glands. 

Isotretinoin  affects  several  of  these  mechanisms,  but  its 
exact  mode  of  action  is  not  known.  Isotretinoin  causes  pro- 
nounced but  temporary  inhibition  of  sebum  production  and 
atrophy  of  sebaceous  glands  (4).  In  general,  after  two  weeks 
of  standard  therapy  (1  mg/kg/day),  sebum  production  is  de- 
creased by  more  than  50%,  and  by  the  end  of  a four-  to  five- 
month  treatment  period,  it  is  reduced  by  greater  than  90%. 
While  there  are  some  patients  who  continue  to  have  de- 
creased sebum  production  months  to  years  after  cessation  of 
therapy,  the  sebum  production  of  the  vast  majority  returns  to 
the  baseline  level  within  a few  months.  Since  sebum  produc- 
tion returns  to  normal  in  most  patients,  this  is  obviously  not 
the  sole  mechanism  for  the  prolonged  remission  of  acne 
seen  in  these  individuals.  Many  of  these  patients  continue  to 
improve  even  after  therapy  is  discontinued  (5). 

Some  investigators  believe  that  isotretinoin  inhibits  fol- 
licular keratinization  in  patients  with  acne.  They  postulate 
that  this  prevents  the  formation  of  comedones  (whiteheads 
and  blackheads),  the  precursors  of  inflammatory  acne 
lesions. 

Isotretinoin  does  decrease  the  quantity  of  Propionibac- 
terium acnes  in  treated  patients.  This  organism  is  normal 
flora  within  the  follicles.  Increased  numbers  of  these  bacteria 
in  patients  with  acne  produce  various  chemotactic  factors 
and  enzymes  that  may  increase  inflammation.  The  de- 
creased number  of  these  bacteria  in  isotretinoin-treated 
patients  is  thought  to  be  a result  of  decreased  sebum  produc- 
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tion,  producing  a poor  environment  for  the  proliferation  of  this 
organism.  Therefore,  the  decreased  bacterial  counts  are 
thought  to  be  secondary,  and  not  the  primary  mechanism  of 
action  of  Accutane. 

Clinical  side  effects 

Mucocutaneous  side  effects  are  the  most  common  seen  in 
isotretinoin  treatment  (6)  (Fig  1).  More  than  90%  of  people 
treated  experience  cheilitis,  usually  within  the  first  two  weeks 
of  treatment.  This  is  most  easily  treated  with  bland  emollia- 
tion.  A generalized  xerosis  is  very  common,  but  frequently 
acne  patients  view  this  as  a beneficial  rather  than  adverse 
effect.  Should  xerosis  become  problematic,  the  use  of  a non- 
comedogenic  emollient  lotion  can  be  employed.  Frequently, 
patients  develop  nose  bleeds  and  non-infectious  con- 
junctivitis. Symptomatic  treatment  of  these  problems  is  all 
that  is  indicated.  Less  than  30%  of  patients  notice  temporary 
mild  generalized  thinning  of  the  hair.  Less  than  10%  of  these 
have  clinically  apparent  hair  loss,  and  hair  density  returns  to 
normal  after  treatment  is  discontinued. 

Approximately  20%  of  patients  on  isotretinoin  have  mus- 
culoskeletal pains.  These  tend  to  be  minor,  and  are  relieved 
by  non-steroidal  anti-inflammatory  agents.  More  worrisome 
are  the  skeletal  abnormalities  seen  in  patients  on  long-term 
isotretinoin  treatment  for  various  keratinizing  disorders  (7). 
These  patients,  however,  were  usually  treated  with  higher 
doses  of  2 mg/kg/day  for  more  than  two  years.  The  ossifica- 
tion disorder  seen  in  these  patients  resembles  diffuse  idio- 
pathic skeletal  hypostosis.  Children  being  treated  for  these 
disorders  had  x-ray  findings  suggesting  premature  closure  of 
the  epiphyses  of  the  knees. 


1.  Side  effects  of  isotretinoin  therapy. 


Side  Effect 

Incidence  in  Treated  Patients  (%) 

Cheilitis 

90 

Dry  skin 

80 

Dry  nose 

70 

Eye  irritation 

50 

Epistaxis 

40 

Thinning  of  hair 

30 

Musculoskeletal  pain 

20 

Hypertriglyceridemia 

25 

Insomnia 

20 

Headache 

Other  Important  Side  Effects: 

1 . Teratogenicity 

2.  Corneal  opacities 

3.  Inflammatory  bowel  disease 

4.  Pseudotumor  cerebri 

5.  Hyperostosis 

20 

More  recently,  in  a small  prospective  study  of  patients  on 
doses  of  2 mg/kg/day  of  isotretinoin  for  the  treatment  of  ker- 
atinizing disorders,  radiologically  documented  skeletal 
changes  were  noted  after  only  6-12  months  of  therapy. 
These  changes  consisted  of  slightly  increased  bone  forma- 
tion in  areas  of  ligament  attachment.  It  is  not  yet  known 
whether  this  is  reversible. 

A small  number  of  patients  may  have  a temporary  flare  of 
acne  at  the  onset  of  treatment.  Some  clinicians  feel  that  this 
can  be  minimized  by  the  administration  of  low  dose  pred- 
nisone or  oral  antibiotics. 

Pseudotumor  cerebri  (benign  intracranial  hypertension) 
has  occurred  in  patients  treated  with  isotretinoin.  Patients 
with  headache,  nausea,  vomiting,  or  visual  disturbances 
should  be  screened  for  papilledema.  The  drug  should  be 
stopped  immediately  if  papilledema  is  present. 

Patients  with  visual  disturbances  should  also  be  checked 
for  corneal  opacities.  Corneal  opacities  occur  more  fre- 
quently in  those  patients  receiving  higher  doses  of  isotreti- 
noin for  keratinizing  disorders  but  has  also  been  reported  in 
patients  treated  for  cystic  acne.  The  opacities  resolve  six  to 
seven  weeks  after  discontinuation  of  the  drug. 

There  have  been  rare  reports  of  inflammatory  bowel  dis- 
ease in  patients  treated  with  isotretinoin.  Occasional  patients 
report  fatigue  or  lassitude. 

Laboratory  abnormalities 

One  fourth  of  patients  treated  with  isotretinoin  develop  ele- 
vated serum  triglycerides  during  their  four-  to  five-month 
course  of  treatment  for  acne.  Approximately  one  eighth  have 
a decrease  in  the  HDL  level  and  one  sixteenth  have  elevated 
cholesterol.  These  changes  usually  resolve  after  therapy  is 
discontinued.  It  is  important  to  monitor  blood  lipids  at  the 
onset  of  therapy  and  at  intervals  of  two  to  four  weeks  until  it  is 
seen  that  there  are  no  significant  changes.  Minor  elevations 
in  triglycerides  are  best  treated  by  dietary  maneuvers.  It  is 
not  known  what  role  the  lipid  abnormalities  may  play  in  the 
production  of  coronary  artery  disease,  but  the  risk  is  cur- 
rently thought  to  be  low  since  abnormalities  return  to  normal 
after  therapy  is  stopped.  It  is  perhaps  best  that  patients  with 
higher  triglyceride  elevations  be  treated  with  the  lowest  effec- 
tive dosage  of  isotretinoin  for  a shorter  period  of  time.  Trigly- 
ceride elevations  of  greater  than  500  mg/dL  necessitate 
discontinuation  of  the  drug,  as  these  patients  are  at  risk 
for  developing  acute  pancreatitis.  A few  patients  develop 
mild  leukopenia,  anemia,  or  thrombocytosis.  Mild  pyuria  and 
liver  function  test  abnormalities  occasionally  occur.  These 
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changes  appear  to  be  reversible  after  discontinuation  of  the 
drug  and  are  usually  not  clinically  significant. 

Isotretinoin  and  pregnancy 

The  most  serious  adverse  effect  of  isotretinoin  is  its  terato- 
genicity. The  drug  should  not  be  used  by  women  who  are 
pregnant  or  those  who  plan  to  become  pregnant  during  treat- 
ment. Contraception  is  recommended  for  women  taking  the 
drug,  beginning  one  month  before  treatment,  and  continuing 
until  one  month  after  discontinuation  of  treatment.  Many  phy- 
sicians obtain  a pregnancy  test  within  two  weeks  prior  to 
starting  therapy. 

Reported  fetal  abnormalities  include  hydrocephalus,  mi- 
crocephalus,  abnormalities  of  the  external  ear  (micropinna, 
small  or  absent  external  auditory  canals),  micropthalmia  and 
cardiovascular  abnormalities.  These  abnormalities  have  oc- 
curred only  in  children  born  to  mothers  exposed  to  the  drug 
during  pregnancy. 

The  package  insert  recommends  that  patients  who  be- 
come pregnant  discuss  with  their  physician  the  desirability  of 
continuing  the  pregnancy.  Since  the  half-life  of  isotretinoin  is 
less  than  one  to  three  days,  it  is  believed  that  there  is  no  risk 
of  teratogenicity  during  subsequent  pregnancies  occurring  at 
least  one  month  after  treatment  has  been  stopped. 

While  no  reproduction  studies  have  been  performed  on  hu- 
mans taking  isotretinoin,  studies  in  rats  have  not  revealed 
impaired  fertility.  No  significant  changes  have  been  seen  in 
the  number  or  mobility  of  spermatazoa  of  human  males  re- 
ceiving isotretinoin.  As  it  is  not  known  whether  isotretinoin  is 
secreted  into  milk,  it  is  inadvisable  to  treat  nursing  mothers 
with  the  drug. 

Dosage  and  administration 

Isotretinoin  is  presently  approved  by  the  FDA  only  for  the 
treatment  of  severe  recalcitrant  nodulocystic  acne.  While 
dosages  of  0.1 , 0.5,  and  1 .0  mg/kg/day  orally  seem  equally 
effective  in  inducing  a remission  of  acne,  there  is  a signifi- 
cantly higher  relapse  rate  in  patients  treated  at  lower  doses. 
As  the  goal  of  isotretinoin  therapy  is  not  only  the  clearing  of 
active  disease  but  the  indefinite  maintenance  of  clearing,  it  is 
recommended  that  patients  be  treated  with  1 mg/kg/day  for 
16-20  weeks.  Extensive  truncal  lesions,  which  do  not  re- 
spond as  quickly  or  completely  as  facial  lesions,  may  require 
doses  of  1 .5-2  mg/kg/day.  Isotretinoin  is  supplied  in  10,  20, 
and  40  mg  capsules.  Most  patients  are  treated  with  40  mg 
twice  daily.  Patients  should  be  advised  not  to  ingest  any  vi- 
tamin A supplements  during  their  treatment  course. 

Other  indications 

Isotretinoin  has  also  been  shown  to  be  effective  for  a variety 
of  other  skin  disorders,  but  it  is  not  yet  approved  by  the  FDA 
for  these  indications.  These  include  several  variants  of  acne: 
hidradenitis  suppurativa,  gram  negative  folliculitis,  and 
rosacea. 

Retinoids  also  have  an  antineoplastic  effect.  Several  pa- 
tients with  the  basal  cell  nevus  syndrome,  an  autosomal 
dominant  disorder  in  which  patients  develop  multiple  basal 
cell  carcinomas,  have  been  treated.  Isotretinoin  resulted  in 
reduction  in  tumor  sizes,  but  usually  did  not  completely  de- 


stroy the  tumors.  Retinoids  are  also  being  studied  for  pos- 
sible future  roles  in  cancer  prevention.  Isotretinoin  and  other 
retinoids  (especially  etretinate,  an  aromatic  retinoid  not  yet 
available  in  the  US)  have  been  used  to  treat  a wide  variety  of 
keratinizing  skin  disorders,  such  as  psoriasis,  keratosis  fol- 
licularis,  ichthyosis,  pityriasis  rubra  pilaris,  and  others  (8). 
Discussion  of  this  is  beyond  the  scope  of  this  paper.  Although 
the  drug  is  very  effective  for  several  of  these  disorders,  the 
major  problem  is  that  long-term  treatment  is  required  for 
these  chronic  diseases,  and  long-term  safety  of  retinoids  has 
not  been  established. 

Conclusion 

Isotretinoin  (Accutane)  is  an  exceedingly  useful  drug,  pro- 
ducing dramatic  prolonged  remissions  after  four  to  five 
weeks  in  most  patients  with  severe  nodulocystic  acne.  Be- 
cause of  its  side  effects,  teratogenicity,  and  cost  (about  $600 
for  a four-  to  five-month  course  of  treatment),  the  drug  should 
be  reserved  for  the  less  than  1 % of  patients  with  severe 
acne. 
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Intrathecal  morphine 
sulfate  for  labor  pain 

Although  intrathecal  morphine  sulfate  has  been  used  to 
control  pain  associated  with  cancer  and  following  ce- 
sarean section  and  other  surgery,  its  use  in  pain  control 
during  labor  has  received  little  attention.  In  a pilot  study 
to  compare  intrathecal  morphine  sulfate  analgesia  to  tra- 
ditional intravenous  parenteral  analgesia  in  parturients, 
we  administered  intrathecal  morphine  sulfate  to  18 
women  in  labor  and  intravenous  analgesia  to  40.  The  two 
groups  were  observed  and  compared  across  ten  vari- 
ables. Outcomes  proved  nearly  identical  for  both 
groups,  suggesting  that  the  intrathecal  administration 
of  morphine  is  an  alternative  to  the  more  traditional 
methods. 


The  use  of  intrathecal  or  epidural  narcotic  for  analgesia  has 
been  well  established,  centering  predominately  around 
chronic  cancer  pain  (1 ),  general  postoperative  pain  (2),  and 
postcesarean  pain  (3).  The  use  of  intrathecal  administration 
for  routine  obstetrical  cases  has  received  little  attention 
despite  its  prolonged  analgesic  effect.  The  presence  of 
unmetabolized  morphine  sulfate  in  plasma  24  hours  after 
intrathecal  injection  can  be  explained  by  initial  vascular 
absorption  that  is  slower  than  absorption  following  other 
methods  of  administration  (4).  Levels  and  duration  of  ef- 
fect allowing  reduced  requirement  for  additional  injections 
and  relatively  limited  side  effects  suggest  the  use  of  intra- 
thecal morphine  as  an  alternative  to  traditional  parenteral 
analgesia. 

This  article  reports  a pilot  clinical  trial  in  which  outcomes  of 
labor  and  deliveries  were  measured  and  the  effects  of  intra- 
thecal and  intravenous  analgesia  compared.  The  objective  of 
the  study,  conducted  by  a family  physician  in  group  practice, 
was  to  determine  whether  patients  drawn  from  the  same 
obstetrical  population  may  exhibit  significantly  different  ef- 
fects from  the  use  of  intrathecal  injection  of  morphine  as  op- 
posed to  the  more  traditional  intravenous  administration. 

Methods 

The  48  study  participants  were  selected  from  69  patients  of  a 
family  physician  in  a rural  group  practice  in  South  Texas.  Six 

46 


(8.7%)  of  the  69  patients  required  a cesarean  section  and 
were  eliminated  from  the  study.  Five  additional  subjects  were 
eliminated  due  to  incomplete  or  missing  data.  Forty  of  the  58 
subjects  selected  intravenous  butorphanol  tartrate  (Stadol) 
administration  for  analgesia,  and  1 8 chose  to  receive  intra- 
thecal morphine  sulfate. 

Patients  receiving  intrathecal  morphine  were  placed  on 
their  sides  in  flexion  position  and  povidone-iodine  (Betadine) 
was  used  to  scrub  the  lower  spinal  area.  Using  sterile  tech- 
nique, we  administered  xylocaine  by  local  infiltration  in  the 
L3-4  interspace.  To  minimize  incidence  of  post-intrathecal 
injection  headache,  we  used  a 25  gauge  spinal  needle  to 
inject  0.5  mg  morphine  sulfate  (Knoll)  in  1 0%  dextrose  solu- 
tion into  the  intrathecal  space. 

Patients  were  allowed  to  resume  any  position  or  state 
of  ambulation.  To  decrease  incidence  of  nausea,  scopala- 
mine  (Transderm  V)  was  applied  behind  the  ear  as  soon  as 
the  decision  was  made  to  use  intrathecal  morphine.  Hydroxy- 
zine pamoate  (Vistaril)  50  mg  was  administered  intramuscu- 
larly 30  min  after  the  spinal  injection.  Diphenhydramine  hy- 
drochloride (Benadryl)  was  given  by  mouth  as  needed  for 
itching. 

Onset  of  pain  relief  for  the  group  receiving  intrathecal  in- 
jection was  between  30  and  45  min,  with  peak  relief  at  ap- 
proximately 1 .5  hours.  Relief  was  sustained  for  24  to  36 
hours.  Patients  experienced  “tightening”  with  each  uterine 
contraction  but  had  little  or  no  accompanying  pain  during  the 
first  stage  of  labor. 

Data  on  the  following  measures  were  collected  for  all 
patients:  length  of  hospital  stay  (days),  duration  of  labor 
(hours),  use  of  general  anesthesia  (low-dose  nitrous  oxide)  in 
the  late  second  stage  of  labor  (yes,  no),  oral  pain  medica- 
tions postpartum  (number  of  doses),  intramuscular  pain 
medications  postpartum  (%  use),  Apgar  score  at  1 min, 
Apgar  score  at  5 min,  age,  and  parity. 

Pearson  correlation  coefficients  were  examined  to  deter- 
mine the  strength  of  relationships  among  variables.  Analysis 
of  variance  determined  that  there  were  no  statistically  signifi- 
cant differences  between  the  two  values  of  the  outcome 
measures  (p  = <0.05). 

Results 

Fig  1 details  the  means  and  standard  deviations  or  percent- 
ages of  the  outcome  variables  for  both  groups.  Results  gener- 
ally indicate  the  similar  effectiveness  of  intrathecal  applica- 
tion of  morphine  sulfate  and  traditional  intravenous  analgesia 
for  this  trial.  The  differences  that  did  occur  appeared  to  favor 
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intrathecal  morphine.  For  example,  40%  of  the  group  using 
the  intravenous  route  required  general  anesthesia,  whereas 
only  28%  of  the  group  receiving  intrathecal  injection  required 
general  anesthesia.  A further  major  difference  occurred  in 
use  of  intramuscular  pain  medications  after  delivery:  No  one 
in  the  intrathecal  group  required  such  medication  for  postpar- 
tum pain;  13%  of  the  patients  in  the  intravenous  group  re- 
ceived such  medication. 

As  can  be  noted  in  Fig  1 the  mean  ages  of  the  groups  were 
similar.  The  average  age  of  the  total  58  patients  was  21 .9. 
Parity  for  the  group  selecting  intravenous  analgesia  was 
slightly  higher  than  for  the  group  choosing  intrathecal  injec- 
tion (1.1  for  parenteral  and  0.5  for  intrathecal).  Length  of  la- 
bor for  these  women  was  similar,  with  the  group  receiving 
intrathecal  analgesia  having  an  1 1 .2  hour  duration  of  labor 
compared  to  an  11.1  hour  duration  for  the  women  receiving 
intravenous  analgesia.  The  use  of  forceps  for  the  group  re- 
ceiving intrathecal  analgesia  was  slightly  more  frequent  than 
for  those  receiving  intravenous  (39%  to  35%).  In  addition,  the 
use  of  postpartum  pain  medications  by  mouth  was  more 
common  in  the  intrathecal  group.  As  noted,  these  differences 
were  not  statistically  significant.  Mean  Apgar  scores  (1  min 
after  birth)  for  the  group  receiving  intrathecal  morphine  sul- 
fate was  9.3;  for  the  intravenous  group  the  mean  score  was 
8.9.  The  mean  Apgar  score  (5  min  after  birth)  was  10.0  for 
the  intrathecal  group  and  9.9  for  the  intravenous  group.  Com- 
parison of  means  between  groups  for  the  length  of  hospital 
stay  further  confirms  the  similarity  of  outcome  between 
groups.  For  patients  receiving  intrathecal  analgesia,  mean 
hospital  stay  was  2.4.  For  those  receiving  intravenous  anal- 
gesia, the  mean  hospital  stay  was  2.1  days. 

Systemic  maternal  side  effects  attributable  to  morphine 
were  observed.  For  the  1 8 parturients,  there  was  no  instance 
of  decreased  respiratory  rate,  bradycardia,  or  hypotension. 


There  were  no  cases  of  urinary  retention.  Perhaps  because 
of  the  administration  of  anti-nausea  medications  there  was 
little  or  no  evidence  of  this  side  effect.  There  was  one  case  of 
post-intrathecal  injection  headache.  Itching  was  near  univer- 
sal but  was  easily  controlled  by  medication. 

Discussion 

ANALGESIC  EFFECT 

Baraka  et  al  (5)  found  that  20  primiparous  women  injected 
intrathecally  with  1 or  2 mg  morphine  during  labor  (3  cm  cer- 
vical dilation)  had  complete  pain  relief  1 5-60  min  after  injec- 
tion. Furthermore,  the  pain  relief  continued  for  8-11  hours. 
Scott  et  al  (6)  observed  1 2 women  in  labor  after  each  had 
received  an  intrathecal  injection  (1 .5  mg)  of  morphine  sulfate. 
Pain  was  eliminated  for  all  patients  during  first  stage  of  labor; 
in  the  second  stage  of  labor,  three  of  the  patients  reported 
reduced  pain  and  four  reported  no  pain.  Pain  at  the  site  of 
episiotomy  was  reduced.  For  three  patients  requiring  ce- 
sarean section,  less  general  anesthetic  and  less  muscle  re- 
laxant were  required. 

Earlier  studies  examined  results  of  the  intrathecal  tech- 
nique in  animals.  Wang  (7)  and  Yaksh  (8),  for  example,  dem- 
onstrated a powerful  and  long-lasting  analgesic  effect  with  no 
adverse  tissue  reaction  of  the  spinal  cord  in  animals.  Wang 
further  demonstrated  the  technique  in  humans  suffering  from 
intractable  pain  of  inoperable  cancer  (9).  In  these  cases,  pain 
was  measured  with  the  visual  pain  scale  following  doses  of 
0.5  to  1 .0  mg.  Intrathecal  morphine  was  randomly  alternated 
with  doses  of  physiologic  saline  solution  as  control.  Com- 
plete relief  following  morphine  injections  was  reported  in  six 
of  eight  patients.  Mean  duration  of  relief  was  20  hours.  In- 
creased dosage  (from  0.5  to  1 .0  mg)  did  not  prolong  relief 
proportionately. 


?.  Means  and  deviations'  of  the  outcome  variable  for  the  two  analgesia  groups  (n  = 58). 


Percentage  of  Patients  in  Each 
Group  on  the  Following 


Age 

Parity 

Hours  Labor 
in  Hospital 

Days 

Hospital 

Stay 

Apgar 
Score 
(1  min) 

Apgar 
Score 
(5  min) 

Number 

PO  Pain 
Medications 

Forceps 

Delivery 

General 

Anesthesia 

Intramuscular 

Postpartum 

Pain  Medications 

Spinal 

21.1 

.5 

11.2 

2.4 

9.3 

10.0 

2.3 

39% 

28% 

0% 

Analgesia 

(3.8) 

(8) 

(8.5) 

(10) 

(■5) 

(0) 

(2.2) 

Parenteral 

22.2 

1.1 

11.1 

2.1 

8.9 

9.9 

1.8 

35% 

40% 

13% 

Analgesia 

(4.6) 

(1.1) 

(10.7) 

(■7) 

(1.1) 

(•3) 

(18) 

"Standard  deviations  appear  in  parentheses. 
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SIDE  EFFECTS 

The  most  commonly  reported  maternal  side  effects  attributed 
to  intrathecal  morphine  are  somnolence,  headache,  itching, 
nausea,  and  vomiting.  While  a high  incidence  of  side  effects 
has  been  noted,  most  were  mild.  Scott  et  al  (5)  reported 
nausea  in  9 of  1 2 obstetrics  patients,  with  vomiting  in  5. 
Naloxone  (0.4  mg)  intravenously  abolished  both  within  five 
minutes.  The  authors  did  not  note  the  potential  for  naloxone 
to  negate  the  analgesic  effect. 

Headache  following  intrathecal  injection  must  always  be 
considered  a risk.  The  use  of  the  slimmest  spinal  needle 
available  (25  gauge)  can  reduce  incidence.  Other  techniques 
reported  to  reduce  post-intrathecal  headache  are  gradual 
mobilization  and  high  fluid  intake  (5).  Headache  rates  of  15% 
have  been  reported  in  obstetrics  cases  but  have  required 
minimal  or  no  treatment  (4).  Arterial  blood  gas  tensions,  res- 
piration, arterial  pressure,  electrocardiogram,  state  of  con- 
sciousness, and  motor  function  were  recorded  in  controlled 
studies  comparing  effects  of  intrathecal,  intramuscular,  and 
extradural  administration  of  morphine  (10,1 1).  No  post- 
operative respiratory  dysfunction  occurred  in  patients  in- 
jected intrathecally.  High  incidence  of  urinary  retention  has 
been  noted  (11).  The  authors  recommend  low  dosage  (one 
fifth  of  usual  intramuscular  dosage). 

Urinary  retention  was  observed  in  20%  of  obstetrics  pa- 
tients receiving  intrathecal  morphine  in  one  study  (5).  Four 
patients  required  catheterization  during  labor  in  one  study. 

For  the  20  parturients,  no  significant  changes  in  blood  pres- 
sure were  recorded.  No  apparent  depression  of  uterine  con- 
tractions was  noted.  A 1 5%  incidence  of  frontal  headache 
occurred  postpartum,  and  pulse,  respiratory  depth  and  fre- 
quency, and  temperature  were  stable.  A similar  study  (4) 
found  no  bradycardia,  hypotension,  or  decreased  respiratory 
rate  following  intrathecal  injection  of  1 -2  mg  of  morphine. 
Itching  usually  was  limited  to  the  face  and  nose  but  was  gen- 
eralized in  20%  of  parturients.  All  of  the  patients  reported  by 
Scott  (5)  experienced  itching  30  min  after  injection  (1 .5  mg), 
with  symptoms  waning  over  a few  hours. 

Baraka  and  colleagues  (4)  monitored  fetal  side  effects  by 
use  of  the  Hewlett-Packard  cardiotocograph.  Neonates  were 
given  Apgar  scores  at  birth,  and  neurobehavioral  assess- 
ment was  conducted  in  the  nursery  within  the  first  24  hours. 
For  20  neonates,  19  cried  immediately  at  birth  and  had  Apgar 
scores  of  7-9  at  1 min  and  8-10  at  5 min.  One  patient,  fol- 
lowing prolonged  labor  and  administration  of  2 mg  morphine, 
delivered  a depressed  newborn  who  was  aspirating  meco- 
nium. The  neonate  received  an  Apgar  score  of  5 at  1 min  and 
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7 at  5 min.  Nursery  measurement  of  neurobehavioral  re- 
sponse was  normal  for  all  newborns.  Similar  low  rates  of  fetal 
and  neonatal  side  effects  were  found  by  Scott  (5). 

Conclusions 

The  results  of  this  preliminary  study  suggest  that  the  intra- 
thecal injection  of  morphine,  0.5  mg,  can  be  as  effective  as 
traditional  intravenous  narcotic  administration  for  labor  anal- 
gesia. There  were  no  statistically  significant  differences  in 
the  outcome  variables.  Lower  requirements  for  general  anes- 
thesia and  postpartum  pain  medication,  along  with  slightly 
higher  Apgar  scores  for  neonates  of  the  intrathecal  group, 
suggest  that  intrathecal  injection  of  morphine  is  as  effective 
and  safe  for  both  patient  and  newborn  as  the  alternative.  Our 
trial  used  lower  doses  of  morphine  than  have  previously  re- 
ported studies,  lessening  the  risk  of  side  effects  for  both  par- 
turient and  neonate.  Due  to  the  preliminary  nature  of  this 
report,  precautions  are  recommended,  particularly  in  moni- 
toring for  late-onset  respiratory  depression  which  has  been 
noted  in  studies  using  higher  dosage  intrathecal  morphine. 
Further  studies  with  larger  numbers  of  control  and  study  sub- 
jects are  now  in  progress,  with  a more  extensive  set  of  vari- 
ables under  more  rigid  control.  A method  of  measuring  pain 
relief  is  included.  The  small  effective  dose  of  intrathecally  in- 
jected morphine  and  its  slow  release  into  the  systemic  cir- 
culation can  spare  the  fetus  and  result  in  more  comfort  and 
ease  for  patients. 
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Alleviation  of  symptoms  is  usually  gradual  and 
results  may  not  be  observed  for  3-4  weeks. 

How  Supplied:  HYDERGINE  LC  (liquid  capsules); 
1 mg,  oblong,  off-white,  branded  "HYDERGINE  LC 
1 mg”  on  one  side,  “A”  other  side.  Packages  of  100 
and  500.  (Encapsulated  by  R.  R Scherer,  N.A., 
Clearwater,  Florida  33518). 

HYDERGINE  (ergoloid  mesylates)  tablets  (for 
oral  use);  1 mg,  round,  white,  embossed 
“HYDERGINE  1”  on  one  side,  “A”  other  side. 
Packages  of  100  and  500. 

Each  liquid  capsule  or  tablet  contains  ergoloid 
mesylates  USP  as  follows:  dihydroergocornine 
mesylate  0.333  mg,  dihydroergocristine  mesylate 
0.333  mg,  and  dihydroergocryptine  (dihydro- 
alpha-ergocryptine  and  dihydro-beta-ergocryptine 
in  the  proportion  of  2:1)  mesylate  0.333  mg,  repre- 
senting a total  of  1 mg. 

Also  available:  HYDERGINE  sublingual  tablets; 
1 mg,  oval,  white,  embossed  “HYDERGINE”  on  one 
side,  “78-77”  other  side.  Packages  of  100  and  1000. 
0.5  mg,  round, white, embossed  "HYDERGINE  0.5” 
on  one  side,  “A”  other  side.  Packages  of  100  and 
1000. 


HYDERGINE  liquid;  1 mg/ml.  Bottles  of  100  mg 
with  an  accompanying  dropper  graduated  to  deliver 

1 mg.  [HYD-ZZ24— 6/15  84] 


Before  prescribing,  see  package  circular  for  full 
product  information.  hyd-ios5-i3 
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CLINICAL  ABSTRACTS 


Clinical  abstracts  are  selected  from  current  reviews  in  TOO 
internationally  recognized  journals  received  by  the  TMA  Me- 
morial Library  each  month. 


Prenatal  diagnostic  techniques.  Chorionic  villus  sam- 
pling. Saul  Ullman,  MD;  Leonard  B.  Nelson,  MD;  and  Laird 
G.  Jackson,  MD.  Survey  of  Ophthalmology,  Inc,  Survey  of 
Ophthalmology,  vol  30,  no  1 , July-August  1985,  pp  33-40. 

Chorionic  villus  sampling  (CVS)  is  a new  prenatal  diagnostic 
technique  which  is  performed  in  the  first  trimester  of  preg- 
nancy. Traditional  methods  of  prenatal  diagnosis,  including 
amniocentesis  and  fetoscopy,  must  be  performed  in  the  mid- 
trimester. In  concert  with  the  development  of  DNA  methods 
of  fetal  cell  analysis,  first  trimester  diagnosis  utilizing  CVS 
offers  many  advantages  over  traditional  mid-trimester  tech- 
niques. In  addition,  CVS  may  potentially  allow  therapeutic  in- 
tervention to  prevent  or  ameliorate  some  congenital  defects. 

Recent  developments  in  the  classification  of  pain. 

Anthony  J.  Bouckoms,  MB,  ChB.  Cliggott  Publishing  Com- 
pany, Psychosomatics,  vol  26,  no  8,  August  1985,  pp 
637-642. 

Current  physical,  psychiatric,  and  descriptive  classifications 
of  pain  lack  applicability  to  most  chronic  pain  patients.  The 
International  Association  of  the  Study  of  Pain  system  of  five 
axes  combined  with  their  pain  definitions  is  recommended  as 
a nontheoretical  and  comprehensive  scheme  for  classifying 
pain  patients.  A better  pain  classification  has  practical  im- 
plications in  that  somatic  and  deafferentation  pain  differ  in 
their  response  to  treatment. 

Radiology  in  the  diagnosis  and  management  of  bone  tu- 
mours. lain  Watt,  MRCP,  FRCR.  The  Journal  of  Bone  and 
Joint  Surgery,  Inc,  Journal  of  Bone  and  Joint  Surgery,  vol 
67B,  August  1985,  pp  520-529. 

The  range  of  radiological  investigations  available  for  the  di- 
agnosis and  the  assessment  of  tumors  of  the  skeleton  has 
increased  rapidly  over  the  last  decade.  This  increasingly  so- 
phisticated technology  is  available  at  a time  when  percep- 
tions of  the  mortality  and  morbidity  of  these  tumors  have 
been  altering  rapidly.  Most  clinicians  see  few  primary  bone 
tumors  in  their  working  lives,  and  some  are  not  yet  familiar 
with  modern  imaging  modalities.  This  article  explores  the 
value  and  limitations  of  these  modalities  in  the  investigation 
and  management  of  bone  tumors. 


Are  active  and  passive  smoking  harmful?  Determining 
causation.  Gordon  H.  Guyatt,  MD,  and  Michael  T.  Newhouse, 
MD.  American  College  of  Chest  Physicians,  Chest,  vol  83,  no 
3,  September  1 985,  pp  445-451 . 

Assessing  the  evidence  regarding  any  causal  question  in- 
volves examining  the  strength  of  the  studies  conducted  and 
applying  a series  of  “diagnostic  tests”  for  causation.  The  au- 
thors have  reviewed  the  strength  of  the  evidence  incriminat- 
ing smoking  as  a cause  of  lung  cancer,  and  passive  smoking 
as  a cause  of  respiratory  illness  and  decreased  pulmonary 
function  in  children.  There  are  80  prospective  studies  of 
smoking  and  lung  cancer  which  have  consistently  shown  a 
strong  relationship.  These  studies  have  confirmed  the 
temporality  of  the  association  and  demonstrated  a dose- 
response  gradient.  The  studies  addressing  the  effects  of  pas- 
sive smoking  in  children  are  considerably  weaker.  Although 
they  are  consistent  in  suggesting  increased  infections  for 
children  less  than  one  year  of  age,  neither  increased  risk  nor 
a dose-response  gradient  is  consistently  found  in  older  chil- 
dren and  the  effect  size,  when  present,  is  small.  The  rules  for 
assessing  causation  applied  here  can  be  used  to  integrate 
new  information  concerning  the  health  hazards  of  smoking. 

Meniere’s  disease:  a long-term  follow-up  study  of  hear- 
ing loss.  J.J.  Eggermont,  PhD,  and  P.H.  Schmidt,  MD. 
Annals  Publishing  Company,  Annals  of  Otology,  Rhinology, 
and  Laryngology,  vol  94,  1 985,  pp  1 -9. 

Twenty  patients  suffering  from  Meniere's  disease  or  Ler- 
moyez  syndrome  were  studied  with  respect  to  the  time  course 
of  their  hearing  loss.  Careful  history-taking  as  well  as  re- 
peated audiometry  over  long  time  spans  (5-20  years) 
resulted  in  a longitudinal  study  of  hearing  loss  at  the  standard 
audiometric  frequencies.  From  these  time  series,  correlation 
coefficients  were  computed  between  the  changes  in  both 
ears  at  identical  frequencies,  and  for  changes  in  the  same 
ear  at  different  frequencies.  Correlations  between  changes 
in  hearing  loss  in  both  ears  were  more  obvious  in  bilateral 
Meniere’s  disease  than  in  unilateral  disease.  Correlations 
between  changes  in  hearing  loss  at  different  frequencies 
were  also  more  pronounced  in  Meniere's  disease  than  in  nor- 
mal ears.  It  was  found  that  recovery  of  hearing  loss  after  an 
attack  was  nearly  identical  each  time  it  occurred  in  the  same 
ear,  but  different  between  ears  and  patients.  This  deter- 
ministic finding  in  the  otherwise  random  course  of  the 
hearing  loss  as  a function  of  time  may  be  important  in  decid- 
ing what  mechanisms  cause  fluctuating  hearing  loss  in 
Meniere’s  disease. 
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BALANCED 


Low  incidence  of  side  effects 

CAKDIZEM®  (diltiazem  HC1) 
produces  an  incidence  of  adverse 
reactions  not  greater  than  that 
reported  with  placebo  therapy, 
thus  contributing  to  the  patient’s 
sense  of  well-being. 

“Cardizem  is  indicated  in  the  treatment  of  angina  pectoris  due  to 
coronary  artery  spasm  and  in  the  management  of  chronic  stable 
angina  (classic  effort-associated  angina)  in  patients  who  cannot 
tolerate  therapy  with  beta-blockers  and/or  nitrates  or  who  remain 
symptomatic  despite  adequate  doses  of  these  agents. 

References: 

1.  Strauss  WE,  McIntyre  KM,  Parisi  AE,  et  al:  Safety  and  efficacy 

of  diltiazem  hydrochloride  for  the  treatment  of  stable  angina 
pectoris:  Report  of  a cooperative  clinical  trial.  Am  J Cardiol 
49:560-566,  1982.  ' 

2.  Pool  PE,  Seagren  SC,  Bonanno  JA,  et  al:  The  treatment  of  exercise- 
inducible  chronic  stable  angina  with  diltiazem:  Effect  on  treadmill 
exercise.  Chest  78  (July  suppl):234-238,  1980. 


Reduces  angina  attack  frequency 

42%  to  46%  decrease  reported  in 
multicenter  study.1 

Increases  exercise  tolerance* 

In  Bruce  exercise  test,2  control 
patients  averaged  8.0  minutes  to 
onset  of  pain;  Cardizem  patients 
averaged  9.8  minutes  (PC.005). 

CAKDIZEM 

(diltiazem  HC1) 

THE  BALANCED 
CALCIUM  CHANNEL  BLOCKER 


Please  see  full  prescribing  information  on  following  page. 
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PROFESSIONAL  USE  INFORMATION 

cardizem 

(diltiazem  HCI) 

30  mg  and  60  mg  tablets 

DESCRIPTION 

CARDIZEM11  (diltiazem  hydrochloride)  is  a calcium  ion  influx 
inhibitor  (slow  channel  blocker  or  calcium  antagonist).  Chemically, 
diltiazem  hydrochloride  is  1 , 5- Be nzoth iazepin-4(5 H)one , 3-(acety loxy) 
-5-[2-(dimethylamino)ethyl]-2,3-dihydro-2-(4-methoxyphenyl)-, 
monohydrochloride, (+)  -cis-  The  chemical  structure  is: 


Diltiazem  hydrochloride  is  a white  to  off-white  crystalline  powder 
with  a bitter  taste  It  is  soluble  in  water,  methanol,  and  chloroform. 
It  has  a molecular  weight  ot  450.98  Each  tablet  of  CARDIZEM 
contains  either  30  mg  or  60  mg  diltiazem  hydrochloride  tor  oral 
administration 

CLINICAL  PHARMACOLOGY 

The  therapeutic  benefits  achieved  with  CARDIZEM  are  believed 
to  be  related  to  its  ability  to  inhibit  the  influx  of  calcium  ions 
during  membrane  depolarization  of  cardiac  and  vascular  smooth 
muscle. 

Mechanisms  ot  Action.  Although  precise  mechanisms  ot  its 
antianginal  actions  are  still  being  delineated,  CARDIZEM  is  believed 
to  act  in  the  following  ways: 

1.  Angina  Due  to  Coronary  Artery  Spasm:  CARDIZEM  has  been 
shown  to  be  a potent  dilator  of  coronary  arteries  both  epicardial 
and  subendocardial.  Spontaneous  and  ergonovine-induced  cor- 
onary artery  spasm  are  inhibited  by  CARDIZEM 

2.  Exertional  Angina:  CARDIZEM  has  been  shown  to  produce 
increases  in  exercise  tolerance,  probably  due  to  its  ability  to 
reduce  myocardial  oxygen  demand.  This  is  accomplished  via 
reductions  in  heart  rate  and  systemic  blood  pressure  at  submaximal 
and  maximal  exercise  work  loads. 

In  animal  models,  diltiazem  interferes  with  the  slow  inward 
(depolarizing)  current  in  excitable  tissue.  It  causes  excitation-contraction 
uncoupling  in  various  myocardial  tissues  without  changes  in  the 
configuration  of  the  action  potential.  Diltiazem  produces  relaxation 
of  coronary  vascular  smooth  muscle  and  dilation  ot  both  large  and 
small  coronary  arteries  at  drug  levels  which  cause  little  or  no 
negative  inotropic  effect.  The  resultant  increases  in  coronary  blood 
flow  (epicardial  and  subendocardial)  occur  in  ischemic  and  nonischemic 
models  and  are  accompanied  by  dose-dependent  decreases  in  sys- 
temic blood  pressure  and  decreases  in  peripheral  resistance 

Hemodynamic  and  Electrophysiologic  Effects.  Like  other 
calcium  antagonists,  diltiazem  decreases  sinoatrial  and  atrioventricu- 
lar conduction  in  isolated  tissues  and  has  a negative  inotropic  effect 
in  isolated  preparations.  In  the  intact  animal,  prolongation  of  the  AH 
interval  can  be  seen  at  higher  doses. 

In  man,  diltiazem  prevents  spontaneous  and  ergonovine-provoked 
coronary  artery  spasm  It  causes  a decrease  in  peripheral  vascular 
resistance  and  a modest  fall  in  blood  pressure  and,  in  exercise 
tolerance  studies  in  patients  with  ischemic  heart  disease,  reduces 
the  heart  rate-blood  pressure  product  for  any  given  work  load. 
Studies  to  date,  primarily  in  patients  with  good  ventricular  function, 
have  not  revealed  evidence  of  a negative  inotropic  effect;  cardiac 
output,  ejection  fraction,  and  left  ventricular  end  diastolic  pressure 
have  not  been  affected  There  are  as  yet  tew  data  on  the  interaction 
of  diltiazem  and  beta-blockers  Resting  heart  rate  is  usually  unchanged 
or  slightly  reduced  by  diltiazem 

Intravenous  diltiazem  in  doses  of  20  mg  prolongs  AH  conduction 
time  and  AV  node  functional  and  effective  refractory  periods  approxi- 
mately 20%.  In  a study  involving  single  oral  doses  of  300  mg  of 
CARDIZEM  in  six  normal  volunteers,  the  average  maximum  PR 
prolongation  was  14%  with  no  instances  of  greater  than  first-degree 
AV  block.  Diltiazem-associated  prolongation  of  the  AH  interval  is  not 
more  pronounced  in  patients  with  first-degree  heart  block.  In  patients 
with  sick  sinus  syndrome,  diltiazem  significantly  prolongs  sinus 
cycle  length  (up  to  50%  in  some  cases) 

Chronic  oral  administration  of  CARDIZEM  in  doses  of  up  to  240 
mg/day  has  resulted  in  small  increases  in  PR  interval,  but  has  not 
usually  produced  abnormal  prolongation.  There  were,  however,  three 
instances  ot  second-degree  AV  block  and  one  instance  of  third- 
degree  AV  block  in  a group  of  959  chronically  treated  patients. 

Pharmacokinetics  and  Metabolism.  Diltiazem  is  absorbed 
from  the  tablet  formulation  to  about  80%  of  a reference  capsule  and 
is  subject  to  an  extensive  first-pass  effect,  giving  an  absolute 
bioavailability  (compared  to  inhavenous  dosing)  of  about  40%.  CARDIZEM 
undergoes  extensive  hepatic  metabolism  in  which  2%  to  4%  of  the 
unchanged  drug  appears  in  the  urine.  In  vitro  binding  studies  show 
CARDIZEM  is  70%  to  80%  bound  to  plasma  proteins.  Competitive 
ligand  binding  studies  have  also  shown  CARDIZEM  binding  is  not 
altered  by  therapeutic  concentrations  of  digoxin,  hydrochlorothiazide, 
phenylbutazone,  propranolol,  salicylic  acid,  or  warfarin.  Single  oral 
doses  of  30  to  120  mg  ot  CARDIZEM  result  in  detectable  plasma 
levels  within  30  to  60  minutes  and  peak  plasma  levels  two  to  three 
hours  after  drug  administration.  The  plasma  elimination  halt-life 
following  single  or  multiple  drug  administration  is  approximately  3.5 
hours.  Desacetyl  diltiazem  is  also  present  in  the  plasma  at  levels  of 
10%  to  20%  ot  the  parent  drug  and  is  25%  to  50%  as  potent  a 
coronary  vasodilator  as  diltiazem.  Therapeutic  blood  levels  of 
CARDIZEM  appear  to  be  in  the  range  of  50  to  200  ng/ml.  There  is  a 
departure  from  dose-linearity  when  single  doses  above  60  mg  are 
given,  a 120-mg  dose  gave  blood  levels  three  times  that  of  the  60-mg 
dose  There  is  no  information  about  the  effect  ot  renal  or  hepatic 
impairment  on  excretion  or  metabolism  of  diltiazem 

INDICATIONS  AND  USAGE 

1 Angina  Pectoris  Due  to  Coronary  Artery  Spasm.  CARDIZEM 


is  indicated  in  the  treatment  of  angina  pectoris  due  to  coronary 
artery  spasm.  CARDIZEM  has  been  shown  effective  in  the 
treatment  ot  spontaneous  coronary  artery  spasm  presenting  as 
Prinzmetal's  variant  angina  (resting  angina  with  ST-segment 
elevation  occurring  during  attacks). 

2 Chronic  Stable  Angina  (Classic  Effort  Associated  Angina). 
CARDIZEM  is  Indicated  in  the  management  of  chronic  stable 
angina  CARDIZEM  has  been  effective  in  controlled  trials  in 
reducing  angina  frequency  and  increasing  exercise  tolerance. 

There  are  no  controlled  studies  of  the  effectiveness  of  the  concomi- 
tant use  of  diltiazem  and  beta-blockers  or  ot  the  safety  of  this 
combination  in  patients  with  impaired  ventricular  (unction  or  conduc- 
tion abnormalities. 

CONTRAINDICATIONS 

CARDIZEM  is  contraindicated  in  (1)  patients  with  sick  sinus 
syndrome  except  in  the  presence  ot  a functioning  ventricular  pacemaker, 
(2)  patients  with  second-  or  third-degree  AV  block  except  in  the 
presence  of  a functioning  ventricular  pacemaker,  and  (3)  patients 
with  hypotension  (less  than  90  mm  Hg  systolic). 

WARNINGS 

1 Cardiac  Conduction.  CARDIZEM  prolongs  AV  node  refrac- 
tory periods  without  significantly  prolonging  sinus  node  recov- 
ery time,  except  in  patients  with  sick  sinus  syndrome.  This 
effect  may  rarely  result  in  abnormally  slow  heart  rates  (particularly 
in  patients  with  sick  sinus  syndrome)  or  second-  or  third-degree 
AV  block  (six  ot  1243  patients  for  0 48%)  Concomitant  use  of 
diltiazem  with  beta-blockers  or  digitalis  may  result  in  additive 
effects  on  cardiac  conduction.  A patient  with  Prinzmetal's 
angina  developed  periods  of  asystole  (2  to  5 seconds)  after  a 
single  dose  of  60  mg  ot  diltiazem. 

2.  Congestive  Heart  Failure.  Although  diltiazem  has  a negative 
inotropic  effect  in  isolated  animal  tissue  preparations,  hemodynamic 
studies  in  humans  with  normal  ventricular  function  have  not 
shown  a reduction  in  cardiac  index  nor  consistent  negative 
effects  on  contractility  (dp/dt)  Experience  with  the  use  of 
CARDIZEM  alone  or  in  combination  with  beta-blockers  in  patients 
with  impaired  ventricular  function  is  very  limited.  Caution  should 
be  exercised  when  using  the  drug  in  such  patients 

3,  Hypotension.  Decreases  in  blood  pressure  associated  with 
CARDIZEM  therapy  may  occasionally  result  in  symptomatic 
hypotension. 

4 Acute  Hepatic  Injury.  In  rare  instances,  patients  receiving 
CARDIZEM  have  exhibited  reversible  acute  hepatic  injury  as 
evidenced  by  moderate  to  extreme  elevations  of  liver  enzymes. 
(See  PRECAUTIONS  and  ADVERSE  REACTIONS.) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is  extensively  metab- 
olized by  the  liver  and  excreted  by  the  kidneys  and  in  bile.  As  with  any 
new  drug  given  over  prolonged  periods,  laboratory  parameters  should 
be  monitored  at  regular  intervals  The  drug  should  be  used  with 
caution  in  patients  with  impaired  renal  or  hepatic  function.  In  sub- 
acute and  chronic  dog  and  rat  studies  designed  to  produce  toxicity, 
high  doses  of  diltiazem  were  associated  with  hepatic  damage  In 
special  subacute  hepatic  studies,  oral  doses  of  125  mg/kg  and 
higher  in  rats  were  associated  with  histological  changes  in  the  liver 
which  were  reversible  when  the  drug  was  discontinued.  In  dogs, 
doses  ot  20  mg/kg  were  also  associated  with  hepatic  changes; 
however,  these  changes  were  reversible  with  continued  dosing. 

Drug  Interaction.  Pharmacologic  studies  indicate  that  there 
may  be  additive  effects  in  prolonging  AV  conduction  when  using 
beta-blockers  or  digitalis  concomitantly  with  CARDIZEM  (See 
WARNINGS) 

Controlled  and  uncontrolled  domestic  studies  suggest  that  con- 
comitant use  of  CARDIZEM  and  beta-blockers  or  digitalis  is  usually 
well  tolerated  Available  data  are  not  sufficient,  however,  to  predict 
the  effects  of  concomitant  treatment,  particularly  in  patients  with  left 
ventricular  dysfunction  or  cardiac  conduction  abnormalities.  In  healthy 
volunteers,  diltiazem  has  been  shown  to  increase  serum  digoxin 
levels  up  to  20%. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility.  A 

24-month  study  in  rats  and  a 21-month  study  in  mice  showed  no 
evidence  of  carcinogenicity.  There  was  also  no  mutagenic  response 
in  in  vitro  bacterial  tests  No  intrinsic  effect  on  fertility  was  observed 
in  rats. 

Pregnancy.  Category  C Reproduction  studies  have  been  con- 
ducted in  mice,  rats,  and  rabbits.  Administration  of  doses  ranging 
from  five  to  ten  times  greater  (on  a mg/kg  basis)  than  the  daily 
recommended  therapeutic  dose  has  resulted  in  embryo  and  fetal 
lethality  These  doses,  in  some  studies,  have  been  reported  to  cause 
skeletal  abnormalities.  In  the  perinatal/postnatal  studies,  there  was 
some  reduction  in  early  individual  pup  weights  and  survival  rates. 
There  was  an  increased  incidence  ot  stillbirths  at  doses  of  20  times 
the  human  dose  or  greater. 

There  are  no  well-controlled  studies  in  pregnant  women;  therefore, 
use  CARDIZEM  in  pregnant  women  only  if  the  potential  benefit 
justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers.  It  is  not  known  whether  this  drug  is  excreted 
in  human  milk.  Because  many  drugs  are  excreted  in  human  milk, 
exercise  caution  when  CARDIZEM  is  administered  to  a nursing 
woman  it  the  drug’s  benefits  are  thought  to  outweigh  its  potential 
risks  in  this  situation 

Pediatric  Use.  Safety  and  effectiveness  in  children  have  not 
been  established 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies  carried  out  to 
date,  but  it  should  be  recognized  that  patients  with  impaired  ventricu- 
lar function  and  cardiac  conduction  abnormalities  have  usually  been 
excluded 

In  domestic  placebo-controlled  trials,  the  incidence  of  adverse 
reactions  reported  during  CARDIZEM  therapy  was  not  greater  than 
that  reported  during  placebo  therapy 

The  following  represent  occurrences  observed  in  clinical  studies 
which  can  be  at  least  reasonably  associated  with  the  pharmacology 
of  calcium  influx  inhibition.  In  many  cases,  the  relationship  to 
CARDIZEM  has  not  been  established.  The  most  common  occurrences, 
as  well  as  their  frequency  ot  presentation,  are:  edema  (2.4%), 


headache  (2.1%),  nausea  (1.9%),  dizziness  (1.5%),  rash  (1,3%), 
asthenia  (1.2%).  AV  block  (1.1%).  In  addition,  the  following  events 
were  reported  infrequently  (less  than  1%)  with  the  order  ot  presenta- 
tion corresponding  to  the  relative  frequency  ot  occurrence. 


Cardiovascular: 


Nervous  System: 
Gastrointestinal 


Dermatologic 

Other 


Flushing,  arrhythmia,  hypotension,  bradycar- 
dia, palpitations,  congestive  heart  failure, 
syncope 

Paresthesia,  nervousness,  somnolence, 
tremor,  insomnia,  hallucinations,  and  amnesia 
Constipation,  dyspepsia,  diarrhea,  vomiting 
mild  elevations  of  alkaline  phosphatase,  SGOT 
SGPT,  and  LDH 

Pruritus,  petechiae,  urticaria,  photosensitivity 
Polyuria,  nocturia. 


The  following  additional  experiences  have  been  noted: 

A patient  with  Prinzmetal's  angina  experiencing  episodes  ot 
vasospastic  angina  developed  periods  of  transient  asymptomatic 
asystole  approximately  five  hours  after  receiving  a single  60-mo 
dose  ot  CARDIZEM 

The  following  postmarketing  events  have  been  reported  infre- 
quently in  patients  receiving  CARDIZEM:  erythema  multiforme;  leu- 
kopenia, and  extreme  elevations  of  alkaline  phosphatase,  SGOT 
SGPT,  LDH,  and  CPK  However,  a definitive  cause  and  effect  between 
these  events  and  CARDIZEM  therapy  is  yet  to  be  established. 


OVERDOSAGE  OR  EXAGGERATED  RESPONSE 

Overdosage  experience  with  oral  diltiazem  has  been  limited. 
Single  oral  doses  ot  300  mg  of  CARDIZEM  have  been  well  tolerated 
by  healthy  volunteers.  In  the  event  of  overdosage  or  exaggerated 
response,  appropriate  supportive  measures  should  be  employed  in 
addition  to  gastric  lavage  The  following  measures  may  be  considered: 


Bradycardia 

High-Degree  AV 
Block 

Cardiac  Failure 
Hypotension 


Administer  atropine  (0.60  to  1.0  mg).  If  there 
is  no  response  to  vagal  blockade,  administer 
isoproterenol  cautiously. 

Treat  as  for  bradycardia  above.  Fixed  high- 
degree  AV  block  should  be  treated  with  car- 
diac pacing. 

Administer  inotropic  agents  (isoproterenol, 
dopamine,  or  dobutamine)  and  diuretics. 
Vasopressors  (eg,  dopamine  or  levarterenol 
bitartrate). 


Actual  treatment  and  dosage  should  depend  on  the  severity  of  the 
clinical  situation  and  the  judgment  and  experience  of  the  treating 
physician 

The  oral/LD50's  in  mice  and  rats  range  from  415  to  740  mg/kg 
and  from  560  to  810  mg/kg.  respectively  The  intravenous  LDMs  in 
these  species  were  60  and  38  mg/kg,  respectively.  The  oral  LD50  in 
dogs  is  considered  to  be  in  excess  of  50  mg/kg,  while  lethality  was 
seen  in  monkeys  at  360  mg/kg.  The  toxic  dose  in  man  is  not  known, 
but  blood  levels  in  excess  of  800  ng/ml  have  not  been  associated 
with  toxicity. 


DOSAGE  AND  ADMINISTRATION 

Exertional  Angina  Pectoris  Due  to  Atherosclerotic  Coro- 
nary Artery  Disease  or  Angina  Pectoris  at  Rest  Due  to  Coro- 
nary Artery  Spasm.  Dosage  must  be  adjusted  to  each  patient's 
needs.  Starting  with  30  mg  four  times  daily,  before  meals  and  at 
bedtime,  dosage  should  be  increased  gradually  (given  in  divided 
doses  three  or  tour  times  daily)  at  one-  to  two-day  intervals  until 
optimum  response  is  obtained  Although  individual  patients  may 
respond  to  any  dosage  level,  the  average  optimum  dosage  range 
appears  to  be  180  to  240  mg/day.  There  are  no  available  data  concern- 
ing dosage  requirements  in  patients  with  impaired  renal  or  hepatic 
function.  If  the  drug  must  be  used  in  such  patients,  titration  should  be 
carried  out  with  particular  caution. 

Concomitant  Use  With  Other  Antianginal  Agents: 

1 Sublingual  NTG  may  be  taken  as  required  to  abort  acute 
anginal  attacks  during  CARDIZEM  therapy. 

2 Prophylactic  Nitrate  Therapy -CARDIZEM  may  be  safely 
coadministered  with  short-  and  long-acting  nitrates,  but  there 
have  been  no  controlled  studies  to  evaluate  the  antianginal 
effectiveness  of  this  combination. 

3.  Beta-blockers.  (See  WARNINGS  and  PRECAUTIONS.) 


HOW  SUPPLIED 

Cardizem  30-mg  tablets  are  supplied  in  bottles  ot  100  (NDC 
0088-1771-47)  and  in  Unit  Dose  Identification  Paks  of  100  (NDC 
0088-1771-49)  Each  green  tablet  is  engraved  with  MARION  on  one 
side  and  1771  engraved  on  the  other  CARDIZEM  60-mg  scored 
tablets  are  supplied  in  bottles  ot  100  (NDC  0088-1772-47)  and  in  Unit 
Dose  Identification  Paks  of  100  (NDC  0088-1772-49)  Each  yellow 
tablet  is  engraved  with  MARION  on  one  side  and  1772  on  the  other. 

Issued  4/1/84 


Another  patient  benefit  product  from 
PHARMACEUTICAL  DIVISION 

MARION 

LABORATORIES  INC 

KANSAS  CITY,  MISSOURI  64137 


MANAGE  YOUR  OFFICE  MORE  EFFECTIVELY  WITH 
THE  MPM  1000  SYSTEM  AVAILABLE  THROUGH 
SOUTHERN  MEDICAL  ASSOCIATIONS 
PHYSICIANS’  PURCHASING  PROGRAM 


the  impending  Medicare 
changes  looming  on  the 
horizon,  it  will  get  more 
difficult.  You  should  call 
Curtis  1000  Information 
Systems  or  Southern 
Medical  Association  to  find 
out  how  the  MPM  1000  can 
help  make  your  practice 
run  more  effectively. 


AVAILABLE  ON  IBM  A/T 

MPM  1000  Simplifies  Your  Paperwork 

You  will  be  able  to  reduce  the  mountains  of  paper- 
work  by  using  your  MPM  1000  system  to  process  all 
your  insurance,  complete  your  billing  plus  instan- 
taneously sort  and  file  necessary  information. 

MPM  1000  Speeds  Up  Your  Cash  Flow 
The  MPM  1000  system  will  increase  your  daily  bank 
deposits  by  processing  all  your  insurance  and  pa- 
tients’ receivables  quickly. 

MPM  1000  Improves  Your  Practice  Management 

With  the  MPM  1000  system  you  can  easily  and  intel- 
ligently manage  your  practice  with  computer  gene- 
rated reports.  Trends  and  problems  are  easily  iden- 
tified so  you  can  take  corrective  action  before  they 
become  serious. 


□ YES!  I would  like  more  information  on  MPM  1000 

My  interests  are:  □ Immediate  □ Long  term  □ Please  contact  me  for  a survey 
I am  a member  of  SM  A □ 


Name 

(Please  Print) 

Address 

City 

State 

Zip 

( 

) 

Specialty  Office  Phone 

Mail  to:  CURTIS  1000  INFORMATION  SYSTEMS 


2296  Henderson  Mill  Road 
Suite  402 

Atlanta,  Georgia  30345 


MPM  1000  Is  A One  Source  Solution 

The  MPM  1000  is  a one  source  solution.  With  your 
system  you  receive  all  hardware  (IBM  or  Texas  In- 
struments), software,  complete  five  day  training  pro- 
gram and  responsive  after  sale  support. 

IBM  PC/AT  At  Discount 

Best  of  all,  these  systems  are  available  through  SMA 
Services,  Inc.,  Physicians’  Purchasing  Program  with 
substantial  discounts  on  IBM  and  Texas  Instrument 
equipment. 

FOR  MORE  INFORMATION,  please  fill  out  the 
coupon  below  and  mail  it  to  Southern  Medical  Asso- 
ciation, or  for  faster  service  call  Southern  Medical  at 
(205)  945-1840  or  Curtis  1000  Information  Systems  at 
800-241-4780. 


Manage  your  office  more 
effectively  with  the  MPM 
1000  System  available 
through  the  Physicians’ 
Purchasing  Program. 

Managing  your  office 
shouldn’t  be  hard; 
however,  with  the  current 
insurance  requirements  and 
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What  has  the  AMA  done  for  you  lately? 


As  they  outline  their  budgets  for  1986 , physicians  are  not 
surprised  to  see  that  costs  continue  to  climb.  The  possibility 
of  another  expenditure— $375  for  membership  in  the  Ameri- 
can Medical  Association— may  prompt  them  to  ask,  “What 
has  the  AMA  done  for  me  lately?’’ 

Simply  stated,  the  answer  is,  “Plenty!’’  Membership  offers 
both  tangible  and  intangible  benefits.  But,  the  association’s 
primary  benefit,  as  demonstrated  philosophically  and  finan- 
cially, is  representation  of  the  profession.  This  article  exam- 
ines the  ways  in  which  that  mission  is  carried  out,  and  how 
some  Texas  doctors  view  it. 


E.  Don  Webb,  MD,  Houston,  admits  that  he  joined  the  Ameri- 
can Medical  Association  when  he  “didn't  even  know  what  the 
Texas  Medical  Association  was.” 

"At  that  time,  Harris  County  physicians  had  be  TMA  mem- 
bers in  order  to  be  on  hospital  staffs.  When  they  sent  the 
dues  statement  out,  they  added  in  the  AMA  dues,  and  I paid 
them,”  he  explained.  Dr  Webb  has  since  represented  TMA 
on  many  occasions,  most  often  sharing  his  expertise  about 
professional  liability  issues. 

Having  had  many  opportunities  to  reconsider  membership 
in  the  AMA,  Dr  Webb  continues  to  pay  his  dues  because  the 
association  offers  national  representation  of  physicians’  con- 
cerns. “It  could  be  a lot  better  with  more  members,  but  that’s 
the  only  ball  game  in  town,  as  far  as  I’m  concerned,”  he  says. 

Merle  Delmer,  MD,  San  Antonio,  echoes  Dr  Webb’s  ap- 


praisal of  representation  as  the  premiere  benefit  of  member- 
ship. Dr  Delmer  has  taken  an  active  part  in  the  AMA,  having 
served  as  a member  of  the  Texas  delegation  to  the  AMA 
House  of  Delegates  since  1 971 . He  also  is  chairman  of 
TMA’s  Board  of  Trustees. 

Regarding  AMA  representation,  Dr  Delmer  breaks  the 
broad  term  into  two  categories.  “We’re  talking  about  con- 
gressional representation,  and  we're  talking  about  public  rep- 
resentation,” he  says.  “It’s  the  voice  that  can  represent  all 
types  of  medical  practices.  They  can  speak  for  me  as  a pa- 
thologist, or  someone  else  as  a surgeon.  It  speaks  for 
everyone.” 

The  importance  attached  to  representation  is  reflected  in 
the  AMA’s  1 985  budget,  which  allots  $34,790,000  to  its  pri- 
mary mission,  representation  of  the  medical  profession.  The 
dollar  figure  is  28%  of  the  total  budget. 

In  the  area  of  congressional  representation,  the  associa- 
tion sponsored  1 ,221  Congressional  visits,  264  White  House 
contacts,  and  1 ,728  contacts  with  federal  agencies  during 
1984.  These  contacts  represented  physicians’  interests  in 
the  areas  of  professional  liability,  attempts  to  limit  physicians’ 
fees  and  impose  mandatory  Medicare  assignment,  and  ex- 
tending the  diagnosis  related  groups  (DRGs)  system  of  pro- 
spective payments  to  include  physician,  as  well  as  hospital 
services.  Additionally,  the  AMA,  along  with  155  other  organi- 
zations has  contributed  to  the  development  of  the  Health  Pol- 
icy Agenda  for  the  American  People,  which  suggests  long- 
range  health  policies  for  the  nation. 


The  AMA' s 1985  budgeted  expenses  by  mission.  The  total  budget  for  1 985  is  $124,580,000. 


REPRESENTATION,  28% 


SCIENTIFIC  INFORMATION,  25.8% 
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The  association  also  provides  health-oriented  scientific, 
social,  and  economic  information,  and,  when  appropriate, 
AMA  policy  statements  to  the  American  public,  the  media, 
the  federation,  and  physicians. 

Texas  has  been  well  represented  in  the  process  of  setting 
the  AMA's  priorities.  A total  of  84  Texas  physicians  held  lead- 
ership positions  in  the  AMA  during  1984.  Some  individuals 
held  more  than  one  position.  According  to  the  Texas  delega- 
tion's report  to  the  TMA  House  of  Delegates  in  May  1985, 

! "This  high  level  of  partcipation  not  only  serves  AMA  well,  but 
assures  that  TMA  policy  and  programs  are  well  represented 
at  the  national  level.” 

A record  number  of  1 7,477  Texas  physicians  and  medical 
students  were  members  of  the  AMA  during  1984,  represent- 
ing a 7%  increase  over  the  number  of  members  in  1 983.  The 
1 7,477  AMA  members  represent  62%  of  TMA  members,  a 
figure  that  TMA's  leadership  hopes  will  increase. 

One  of  the  keys  to  increasing  membership  is  to  encourage 
physicians  to  join  early  in  their  careers  and  maintain  their 
membership.  The  AMA's  Ad  Hoc  Committee  on  Young  Physi- 
cians has  been  chartered  to  study  the  special  concerns  of 
young  physicians  and  determine  ways  in  which  organized 
medicine  can  be  more  responsive  to  those  concerns,  thus 
encouraging  more  young  physicians  to  participate  in  orga- 
nized medicine.  Michael  F.  Collins,  MD,  Lubbock,  chairs  the 
committee. 

Dr  Collins  became  involved  in  the  AMA  while  he  was  in 
medical  school,  and  has  continued  to  take  an  active  role  in 
the  association.  “That’s  a trend  that  we  re  seeing,”  he  says. 
"Those  people  who  are  involved  in  organized  medicine  as 
students  and  residents  continue  their  membership  at  a much 
higher  percentage  than  those  students  and  residents  who  do 
not  join.” 

He  adds  that  a large  segment  of  these  young  physicians 
are  declining  to  join,  and  the  AMA  is  studying  ways  in  which 
to  address  their  concerns.  First,  Dr  Collins  reports,  the  AMA 
is  studying  the  ways  in  which  barriers  to  membership  can  be 
reduced.  These  changes  might  include  uniform  application 
procedures  which  will  eliminate  the  "red  tape”  that  discour- 
ages applicants.  The  AMA  has  made  some  reforms  in  this 
area,  “but  they  still  exist,”  Dr  Collins  says. 

He  adds,  “We  perhaps  need  to  look  at  the  dues  structure 
and  find  some  innovative  ways  for  people  to  pay  their  dues.  It 
may  be  necessary  to  reduce  the  dues,  it  may  be  necessary 
to  ask  physicians  to  finance  them  in  a different  way,  it  may  be 
necessary  to  prolong  the  period  of  time  that  we  prorate  the 
dues.” 

“Also,  I think  we  need  to  look  at  what  we  call  affirmative 
action  for  young  physicians,”  he  says.  “What  are  the  ways 
that  we  can  get  young  physicians  involved?  There  are  a lot  of 
strains  on  young  physicians’  time — starting  a practice,  hav- 
ing a young  family,  and  it’s  difficult  to  be  away  from  the  office. 


What  the  AMA  does  for  members 
and  all  physicians 

The  American  Medical  Association  offers  tangible  services,  specifi- 
cally for  members  only.  These  services  include: 

1.  Publications:  The  AMA  is  the  largest  publisher  of  scientific 
literature  in  the  world.  Publications  include  JAMA:  specialty  jour- 
nals; AM  News ; AMA  Drug  Evaluation  book;  and  other  books, 
pamphlets  and  brochures. 

2.  Library:  The  AMA  maintains  the  second  largest  medical  library 
in  the  United  States.  Members  receive  free  literature  search  and 
free  copies  of  the  first  five  desired  articles  of  reasonable  length. 

3.  Insurance  programs:  The  association  offers  life,  health,  acci- 
dent, and  office  overhead  insurance. 

4.  Credit  card:  Members  have  access  to  an  excellent  credit  card 
system  with  power  to  borrow  against  it. 

5.  Members  retirement  plan. 

6.  AMACO  reinsurance:  AMACO  is  a subsidiary  corporation  of 
the  AMA,  which  reinsures  state-run  liability  insurance  programs. 

7.  Discount  rental  cars  from  Hertz. 

8.  Benefits  of  advertising  and  investment  income:  These  income 
sources  enable  the  association  to  give  members  $2  in  service  for 
$1  in  dues.  (Dues  provide  less  than  half  of  the  AMA’s  annual 
budget.) 

The  intangible  benefits  accrue  to  all  doctors,  members  and  non- 
members alike: 

1 . The  Keogh  retirement  plan. 

2.  Corporations:  Thanks  to  the  AMA's  lobbying  efforts,  individual 
physicians  and  groups  are  able  to  form  private  corporations,  which 
can  offer  retirement  plans  and  other  advantages. 

3.  Ethical  standards:  Set  by  the  Judicial  Council  of  the  AMA,  the 
ethical  standards  are  a guide  to  professional  conduct  in  the 
doctor/patient  and  doctor/doctor  relationships.  They  also  assist  in 
terminal  care  decisions. 

4.  Medical  education:  The  AMA  represents  the  profession  in 
every  aspect  of  education,  upholding  standards  of  excellence. 

5.  Legislative  activity:  The  AMA  is  the  physicians'  voice  in  Wash- 
ington, DC,  making  more  than  3,000  legislative  contacts  each  year. 

6.  Litigation:  The  association  has  taken  to  the  courts  the  issues 
that  affect  medical  care,  including  challenges  to  nonphysicians  who 
attempt  to  practice  medicine  and  the  creation  of  participating  and 
nonparticipating  doctor  classes. 

For  details  on  how  to  join  the  federation  of  organized  medicine, 
contact  your  county  medical  society  or  Texas  Medical  Association, 
1801  N Lamar  Blvd,  Austin,  TX  78701,  phone  (512)477-6704,  or 
send  the  coupon  on  the  next  page  to  the  AMA 
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There’s  no  baby  sitter,  so  you  can’t  bring  your  children,  and 
you  have  to  leave  them  at  home.  It’s  very  difficult.  Older  phy- 
sicians don’t  have  these  problems.” 

Dr  Collins  also  emphasizes  that  there  is  a need  to  commu- 
nicate AMA  policies  that  make  the  association  appealing  to  a 
young  physician.  “There  are  many  people  who  feel  that  the 
AMA  is  against  competitive  medical  plans — HMOs  and 
PPOs — and  that’s  not  the  case.  If  they  don’t  know  the  AMA’s 
position,  then  it  is  very  difficult  for  many  young  physicians  to 
say  they  want  to  be  part  of  this  association.” 

He  also  revealed  that  a recent  survey  of  3,000  young  phy- 
sicians that  will  be  presented  to  the  association  in  December 
will  offer  information  on  these  and  other  concerns  of  young 
physicians,  and  perhaps  suggest  ways  to  make  membership 
more  appealing. 


On  a personal  level,  Dr  Collins  reflects  the  same  feelings 
about  the  value  of  AMA  membership  and  the  importance  of 
the  representation  it  offers  in  the  interest  of  furthering  the  art 
and  science  of  medicine  and  the  betterment  of  public  health. 

“What  has  the  AMA  done  for  me?  It’s  out  there  working  for 
me.  It’s  a staff  in  Chicago,  and  it’s  a large  Washington  staff. 
But,  most  importantly,  it’s  the  doctors’  organization.  It’s  the 
doctors  working  for  the  doctors  and  their  patients.” 


To  join  the  AMA,  complete  this  application  form  and  send  it  to  the  AMA 
headquarters  in  Chicago. 


AMA  DIVISION  OF  MEMBERSHIP 
535  N.  DEARBORN  STREET 
CHICAGO,  IL  60610 
(312)  645-4783 

I would  like  to  apply  for  AMA  membership. 

□ Attached  is  my  check  for  $ payable  to  the  American 

Medical  Association. 

□ Please  bill  me  for  membership 


AMA  dues  are  based  on  the  following  categories.  Please  check  the  category 
that  applies  to  you. 


□ Regular  Member 

$375.00 

□ 1st  Year  Medical  Practice 

$187.00 

□ 2nd  Year  Medical  Practice 

$281 .00 

□ Residents 

$ 45.00 

□ Medical  Students 

$ 20.00 

□ Commissioned  Medical  Officers 

$250.00 

□ Residents  Obligated  Military  Services 

$ 45.00 

Name 

Address 

City/State/Zip 

AMA  membership  dues  are  tax  deductible. 


AMA  Benefits  Please  select  your  specialty  journal: 


JAMA — Weekly 

□ 23  American  Journal  of 

□ 14  Archives  of 

□ 41  Archives  of 

AM  NEWS — Weekly 

Diseases  of  Children 

Dermatology 

General  Psychiatry 

Specialty  Journals — Monthly 

□ 50  Archives  of 

□ 59  Archives  of 

□ 68  Archives  of 

Education  Seminars  and 

Internal  Medicine 

Neurology 

Ophthalmology 

Workshops 

□ 77  Archives  of 

□ 86  Archives  of 

□ 95  Archives  of 

Research  Sources 

Otolaryngology 

Pathology 

Surgery 

□ 00  1 do  not  wish  to 

and  Laboratory 

receive  a specialty 

Medicine 

publication 
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THE  ADVANCED  HAIR  REPLACEMENT  SYMPOSIUM 

SPONSORED  BY 

AMERICAN  ACADEMY 

OF  FACIAL  PLASTIC  AND  RECONSTRUCTIVE  SURGERY 

FEBRUARY  6-8,  1986 
in 

HOT  SPRINGS,  ARKANSAS 

This  course  is  designed  to  teach  the  principles  and  operative  techniques  i.e  . punch  autograft 
refinements,  scalp  reductions,  hair-bearing  flaps  by  utilizing  an  outstanding  multidiscipline 
faculty  selected  from  dermatologists,  otolaryngologists  and  plastic  surgeons.  Formal  presenta- 
tions and  open  discussions  are  featured. 

COURSE  DIRECTORS:  D.  BLUFORD  STOUGH.  Ill,  M.D.  and  RICHARD  WEBSTER,  M.D  . 
P S.  For  more  information  contact:  The  Stough  Dermatology  & Cutaneous  Surgery  Clinic, 
P A.,  Doctors  Park,  Hot  Springs.  AR  71901.  501/624  0673. 

FACULTY 

T H Alt.  M.D  O T Norwood.  M.D.  R C Webster.  M.D. 

E C Gay.  Jr.,  M.D  D Orentreich.  M.D.  M K Wright.  PhD 

L A.  Lewis.  M.D.  D.  B Slough.  III.  M.D.  W K.  Wright.  M.D. 

G.  D.  Monheit,  M.D.  w p Unger.  M.D, 

Emphasis  will  be  placed  on  a live  surgical  work  shop  for  participants  with 
minimal  experience 


DOCTORS! 

Now  is  the  time!  Take  advantage 
of  the  Houston  Real  Estate  Market! 


■ Invest  in  Real  Estate  that  has  an  above  average  potential  for  appreciation. 

■ Have  a predetermined  fixed  cost  that  includes:  management,  repairs,  maintenance. 

■ Shelter  a portion  of  your  income  during  the  term  of  your  investments 

Rancliffe  Conyers,  Investments 

(713)  847-8228 
Houston,  Texas 


Volume  81  November  1985 


59 


TMA 

Texas  Medical  Association 

Healthwise  Series 


A collection  of  educational  brochures  for  your  patients 


• Your  Health  is  in  Your  Hands 

• Drunken  Driving 

• Love  Sick 

• You  and  Your  Doctor 

• Accidents 

• Health  Fraud 

• Immunizations 

• Aging  in  Good  Health 

• Putting  Together  the  Health  Care  Puzzle 

• Feeling  Good  Means  Being  HealthWise 

• Click — The  Sound  of  Saving  a Life 

• Good  Health — Does  it  Have  to  Cost  A Lot? 


Call  or  write  for  free  samples  and  an  order  form: 

Texas  Medical  Association 
Communication  Department 

1801  North  Lamar  Blvd. 

Austin,  Texas  78701 
512/477-6704  ext.  212 
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TMA’s  program  marks  30  years  of  insurance 
by  physicians,  for  physicians 


Throughout  the  past  30  years,  Texas  Medical  Association’s 
insurance  program  has  expanded  its  services  and  built  a 
strong,  self-supporting  base.  The  plans  are  designed  by 
physicians  and  for  physicians,  guided  by  TMA’s  Committee 
on  Association  Insurance  Programs.  The  philosophy  of  the 
committee  is  “sound  insurance  protection  at  a reasonable 
cost ,’’  and  costly  frills  that  often  are  of  questionable  value  at 
the  time  of  a claim  are  carefully  avoided. 

The  Prudential  Insurance  Company  of  America  was  the 
underwriter  of  TMA's  program  from  1969  through  1984.  The 
current  underwriter  is  Pruco  Life  Insurance  Company  of 
Texas,  a wholly  owned  subsidiary  of  Prudential.  R.A.D.  Mor- 
ton, Jr,  MD,  El  Paso,  chairs  the  Committee  on  Association 
Insurance  Programs.  Other  members  of  the  committee  are: 
Charles  S.  Clark,  MD,  Corpus  Christi;  Roberto  A.  Negron, 
MD,  San  Antonio;  Charles  F.  Hendler,  MD,  Dallas;  Richard 
H.  Harrison  III,  MD,  Bryan;  Ronald  J.  Pinkenburg,  MD,  Tyler; 
Robert  A.  Dennison,  Jr,  MD,  Austin;  Albert  E.  Gunn,  MD, 
Houston;  Scott  Spoor,  MD,  Austin;  and  Helen  (Mrs.  Thomas 
G.)  Glass,  San  Antonio. 

Dan  Lehman  of  the  TMA  staff  directed  the  program  for  27 
years.  On  Jan  1,  1985,  he  relinquished  his  position  to  allow 
an  orderly  transition  as  he  approaches  retirement.  Larry  S. 
Stein  is  the  new  director. 

Following  is  a review  of  TMA's  insurance  program  as  it 
has  grown  through  the  past  30  years. 


In  November  1955,  Texas  Medical  Association  offered  its 
members  an  insurance  program  with  benefits  that  were  su- 
perior to  those  offered  by  any  other  state  medical  associa- 
tion. This  month,  as  TMA’s  insurance  program  celebrates  its 
30th  anniversary  of  operation,  the  program  remains  a 
pacesetter. 

The  program  began  after  TMA's  Council  on  Medical  Eco- 
nomics, chaired  by  Harvey  Renger,  MD,  recommended  that 
the  association  offer  its  membership  group  disability  insur- 
ance on  a statewide  basis.  Although  the  program  comprised 
only  disability  insurance,  the  association  was  the  only  state 
medical  group  to  secure  lifetime  benefits  for  accidents  and 
ten-year  benefits  for  sickness.  Most  other  medical  plans  of 
that  day  offered  only  five-year  benefits  for  accidents  and  two- 
or  three-year  benefits  for  sickness.  Before  offering  this 
groundbreaking  plan,  the  association  had  endorsed  a pro- 
gram written  on  a district  or  county-wide  basis,  providing  five- 
year  benefits  for  accidents  and  two-year  benefits  for  illness. 
That  program  had  been  in  effect  1 5 years. 

An  editorial  in  the  October  1 955  edition  of  the  Texas  State 
Journal  of  Medicine  noted,  “Each  physician  is  urged  to  give 
the  plan  his  careful  consideration,  for  it  is  hoped  a large  per- 
centage of  the  membership  of  the  Texas  Medical  Association 


will  want  to  take  advantage  of  this  additional  service  to 
them.’’ 

Readers  must  have  heeded  that  advice,  as  the  number  of 
participants  is  almost  30  times  as  large  as  it  was  in  1 955.  In 
1955,  there  were  750  participants,  and  in  1985,  there  are 
21 ,940.  The  program's  annual  premium  for  40,000  policies 
exceeds  $34  million,  and  it  is  by  far  the  largest  service 
project  TMA  provides  its  members. 

The  types  of  coverage  offered  have  grown  with  the  number 
of  participants.  In  addition  to  disability,  the  program  includes 
coverage  for  personal  accident,  major  medical,  term  life,  and 
office  overhead.  Life  and  major  medical  insurance  also  are 
available  to  employees  of  physicians. 

In  addition  to  the  variety  of  coverage  available,  TMA’s  in- 
surance program  has  several  unique  characteristics.  First, 

1 00%  of  the  premium  dollar  provides  insurance  benefits.  The 
program  achieved  this  status  by  paying  administrative  costs 
with  interest  earnings  on  reserve  funds.  The  achievement  is 
remarkable  because  through  the  years,  benefits  have  im- 
proved and  all  rates,  with  the  exception  of  major  medical,  are 
less  than  when  coverages  were  first  offered. 

Second,  the  program  is  unique  because  TMA  members 
who  dispute  a decision  regarding  a claim  or  underwriting  are 


Harvey  Renger.  MD,  chaired  the  Council  on  Medical  Economics,  when  the 
members  recommended  that  TMA  offer  group  disability  insurance  on  a state- 
wide basis  in  1 95 5. 
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Chairman  R.A.D.  Morton,  MD,  El  Paso,  presides  over  a recent  meeting  of 
TMA's  Committee  on  Association  Insurance  Programs.  Assisting  Dr  Morton 
is  Doris  Nowlin,  a staff  member  of  the  TMA  Insurance  Program  office. 


I 


John  James,  Dan  Lehman,  and  Doris  Nowlin  (standing,  left  to  right)  and  Larry 
Stein  (seated)  provide  executive  staffing  for  the  TMA  insurance  program, 
which  celebrates  its  30th  anniversary  Nov  1,  1985. 


not  at  the  mercy  of  a "company  man.”  Rather,  they  meet  with 
the  TMA  Committee  on  Association  Insurance  Programs  and 
representatives  of  the  insurance  carrier  for  a review  of  their 
case. 

In  addition  to  these  features,  the  program  allows  TMA  affili- 
ate members  who  practice  in  other  states  to  continue  their 
coverage. 

The  program  is  enhanced  by  the  fact  that  all  coverages 
have  generous  termination  dates  with  respect  to  age,  with 
major  medical  and  a portion  of  life  insurance  continuing  for 
lifetime,  even  after  retirement. 

A.S.  Hansen  Company  of  Chicago,  a consulting  firm  that 
conducted  an  independent  review  of  TMA’s  insurance  pro- 
gram, has  confirmed  its  strength,  as  the  following  excerpts 
from  their  report  shows: 

— "It  is  the  largest  program  of  its  kind  sponsored  by  a pro- 
fessional association  with  members  limited  to  only  one 
state.” 

— "The  percentage  of  members  participating  is  very  high 
compared  with  other  insurance  programs  sponsored  by  pro- 
fessional associations.” 

— "Complaints  are  infrequent  and  far  less  frequent  than 
we  have  experienced  in  our  work  with  other  association 
plans.” 

— "The  cost  of  administration  of  the  program  is  very  low. 
Satisfaction  with  the  services  provided  to  physicians  by  the 
association's  service  office  was  expressed  by  all  parties  we 
interviewed.” 

— “The  retention  charge  of  Prudential  is  well  within  a rea- 
sonable range.” 

The  benefits  of  this  well-run  operation  are  on  course  to 
continue.  And,  they  enjoy  a permanence  strengthened  by  the 
carrier’s  waiver  of  its  right  to  terminate  coverage  on  the  anni- 
versary dates  of  the  policies.  Further,  TMA  has  expressed  its 
commitment  to  provide  a quality  insurance  program  as  a ser- 
vice to  its  members,  and  the  carrier  has  agreed  to  continue 
the  coverages  for  all  participants,  on  the  same  basis,  if  TMA 
ceases  to  sponsor  the  program,  and  does  not  lend  its  spon- 
sorship to  replacement  coverage.  With  these  guarantees,  the 
members  of  Texas  Medical  Association  can  expect  to  enjoy 
the  benefits  of  an  outstanding  insurance  program  indefinitely. 

Prepared  with  assistance  from  the  office  of  the  Texas  Medical  Association 

Insurance  Program. 
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Microsurgery  Training 
at 

Baylor  College  of  Medicine 

Basic  training  in  microsurgery  is  offered  through  the  Baylor  College  of  Medicine  Department  of 
Continuing  Education  for  the  following  surgical  specialties: 


Plastic  and  Reconstructive  Orthopedic 

Hand  Neurosurgical 

Cardiovascular  Pediatric 

Urological  Gynecological 


One-  and  two-week  training  courses  are  offered  year-round,  concentrating  on  direct  hands-on 
surgical  experience  with  the  operating  microscope  utilizing  animal  surgical  models. 

A certificate  and  40-80  Category  I CME  credit  hours  are  awarded  upon  completion  of  the  course. 

For  more  information  contact: 

Kathy  Gray 

Baylor  College  of  Medicine 
Plastic  Surgery  Division-Microsurgery  Lab,  443E 
One  Baylor  Plaza 
Houston,  Texas  77030 
(713)  799-4536 


Alcoholism  can  be  fatal. 

We  can  help  you  help  your  patients. 


The  complications  and  conse- 
quences of  alcohol  addiction  are 
numerous  and  often  tragic.  Schick 
Shadel’s  proven  treatment  program 
can  help  you  help  your  patients  quit 
drinking  before  it’s  too  late.  Unlike 
other  programs  that  rely  almost 
entirely  on  psychiatric  counseling, 
ours  is  based  on  the  scientific  concept 
of  “Aversion  Therapy,”  and  effectively 
combines  medicine  and  psychology  in 
just  10  days  of  counterconditioning 


treatments,  plus  two  two-day  rein- 
forcements. Also,  our  treatment  plans 
are  covered  by  most  insurance  plans, 
including  Medicare. 

In  our  50  years  of  service,  we’ve 
helped  more  than  35,000  people  quit 
drinking  and  lead  happier  lives. 

We  can  help  you  help  your 
patients,  too.  For  more  information, 
contact: 

Eck  G.  Prud’homme,  Jr.,  M.D. 

Chief  of  Medical  Staff 


Schick 

Shade! 

Hospital 


4101  Frawley  Drive 
Fort  Worth,  Texas  76118 
D/FW  Metro  589-0444 
(800)  255-9312 
In  Texas:  (800)  772-7516 


Where  craving  for  alcohol  ends  and  a new  life  begins 


THINGS  THEY 
NEVER  TAUGHT  IN 
MEDICAL  SCHOOL 


In  today's  world  of  medicine  you  have  to  be  more 
than  a good  clinician  to  succeed  in  your  individual  or 
group  practice.  Your  diagnostic  and  treatment  skills  are 
as  important  as  ever . . . maybe  even  more  so. 

But,  the  fact  remains  that  in  addition  to  practicing 
medicine,  you're  managing  an  increasingly  complex 
operation.  And  in  spite  of  all  the  years  of  rigorous  study, 
your  training  back  in  med  school  and  during  your  resi- 
dency probably  didn't  fully  prepare  you  for  the  execu- 
tive decision  maker  that  you  are  . . . or  must  become. 

But  now  you're  out  there  on  your  own.  You  know 
the  demands  of  private  practice  . . . planning,  staffing, 
record  keeping,  financial  management  and  the  whole 
range  of  procedures  associated  with  third-party  payment 
systems.  And  as  your  practice  grows,  your  managerial 
responsibilities  grow,  too. 

That's  why  the  Texas  Medical  Association  and  the 
Conomikes  Associates  are  co-sponsoring  the  Medical 
Management  Conference  and  Exposition. 

It's  a one-of-a-kind  event  that  is  dedicated  to  meet- 
ing the  business  education  needs  of  today's  physicians, 
group  and  clinic  administrators  and  medical  office 
managers. 

The  conference  program  will  present  timely  and 
relevant  topics  that  you  can  readily  apply  to  your  own 
practice.  Topics  like  . . . Business  Equipment  Needs . . . 
Patient  Scheduling  Systems  . . . Computers  in  Medical 
Practice.  . . Management  Software  for  the  Medical  Pro- 
fession . . . Risk  Reduction/Malpractice  . . . and  many 
more. 


And  the  exposition  will  give  you  an  opportunity  to 
see  the  latest  equipment,  systems  and  services  that  can 
save  you  time  and  money.  If  you're  looking  to  streamline 
your  office  procedures,  become  more  efficient,  more 
productive  . . . and,  yes,  more  profitable,  then  Medical 
Management  is  for  you. 

Plan  now  to  attend.  For  more  information,  simply 
return  the  coupon.  We'll  send  you  complete  details. 


mnnnG€merT 

TCYOC  conF€R€nc€  hod 

I t An  j exposition 

D€C€fTIB€R  4,5  ROD  6,1985 
HVflTT  R€G€flCV  DALLAS  AT  RCUAIOA 
DALLAS,  T€X  AS 


Sponsored  by 


TMA 


—HffPtHf 


Texas  Medical  Association 


mCDICRl 

mfinflG€m€nT 


T€XAS§posmSi W1D 


( ) Yes,  I'm  interested  in  attending.  Please  send  me  the  complete  seminar 

brochure. 

( ) I may  be  interested  in  exhibiting.  Please  send  me  complete  information. 

Name 


Title . 


Affiliation 
Address 


City. 


State . 


Zip. 


Phone i 


Please  send  to:  TEXAS  MEDICAL  ASSOCIATION 
Practice  Management  Department 
1801  North  Lamar  Blvd. 

Austin,  Texas  78701 
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Information  for  authors 

Texas  Medicine  has  two  purposes:  As  a continuing  education  vehi- 
cle for  physicians,  it  publishes  clinically  useful  scientific  articles  and 
other  technical  information.  As  the  official  publication  of  the  Texas 
Medical  Association,  it  informs  members — through  editorials,  news 
pages,  and  regular  departments — about  medical  events,  legislative 
and  governmental  news,  meetings,  continuing  education  courses, 
and  programs  and  policies  of  the  Association. 

Material  for  Texas  Medicine  may  be  sent  to  the  Managing  Editor, 
1801  North  Lamar  Blvd,  Austin  78701 . It  must  be  offered  solely  to 
this  journal.  Each  article  is  reviewed  by  a consultant  specialist  and 
an  editorial  board,  and  is  accepted  or  rejected  on  the  basis  of  its 
individual  merit  and  the  availability  of  other  material.  Reviews  usually 
take  six  to  eight  weeks. 

Copyright  assignment 

In  view  of  The  Copyright  Revision  Act  of  1 976,  effective  Jan  1 , 1 978, 
all  transmittal  letters  to  the  editor  must  contain  the  following  lan- 
guage: “In  consideration  of  the  Texas  Medical  Association  taking 
action  in  reviewing  and  editing  my  submission,  the  author(s)  under- 
signed hereby  transfers,  assigns,  or  otherwise  conveys  all  copyright 
ownership  to  the  Texas  Medical  Association  in  the  event  that  such 
work  is  published  by  the  TMA." 

We  regret  that  transmittal  letters  not  containing  the  foregoing  lan- 
guage signed  by  all  authors  of  the  manuscript  will  necessitate  return 
of  the  manuscript. 

Scientific  articles 

Manuscripts  should  be  typed  double-spaced  with  ample  margins. 
Three  copies,  including  illustrations,  should  be  submitted  and  the 
author  should  keep  a copy. 

Please  indicate  six  key  words  for  indexing. 

Titles  should  include  the  words  most  suitable  for  indexing  the  arti- 
cle in  “Index  Medicus,"  should  stress  the  main  point,  and  should  be 
brief.  Subtitles  should  not  be  connected  grammatically  with  the  main 
title. 

Include  a mailing  address  and  telephone  number  for  each  author 

An  introductory  summary  of  100-150  words  is  required. 

Text  should  be  narrative  with  complete  sentences,  few  abbrevia- 
tions, and  logical  subheadings.  For  spelling  and  usage  the  editors 
follow  “Dorland's  Illustrated  Medical  Dictionary,”  26th  edition,  and 
"Webster’s  Third  New  International  Dictionary,  Unabridged." 

The  text  of  observational  and  experimental  articles  is  usually — but 
not  necessarily — divided  into  sections  with  the  headings:  Introduc- 
tion, Methods,  Results,  and  Discussion.  Subheadings  may  be 
needed  to  clarify  content.  Other  types  of  articles  may  need  different 
formats. 

For  more  extensive  information  about  preparing  medical  articles 
for  publication,  the  editors  suggest  the  following  sources: 

International  Committee  of  Medical  Journal  Editors:  Uniform  re- 
quirements for  manuscripts  submitted  to  biomedical  journals.  The 
complete  document  is  available  in  the  June  1 982  issue  of  the  Annals 
of  Internal  Medicine. 

Barclay  WR,  Southgate  MT,  Mayo  RW:  Manual  for  authors  and 
editors:  editorial  style  and  manuscript  preparation.  Los  Altos,  Calif, 
Lange  Medical  Publications,  1981.  Compiled  for  the  American  Medi- 
cal Association. 

CBE  Style  Manual  Committee:  Council  of  Biology  Editors  style 
manual:  a guide  for  authors,  editors,  and  publishers  in  the  biological 
sciences.  4th  ed.  Council  of  Biology  Editors,  Inc,  1978.  Distributed  by 
the  American  Institute  of  Biological  Sciences,  Arlington,  Va. 

In  addition,  many  excellent  books  and  manuals  are  devoted  to 
principles  and  techniques  of  clear,  concise  writing,  and  are  applica- 
ble to  scientific  as  well  as  general  topics. 

References 

References  to  scientific  publications  should  be  listed  in  numerical 
order  at  the  end  of  the  article,  with  reference  numbers  placed  in 
parentheses  at  appropriate  points  in  text. 

Minimum  acceptable  data: 


Journals:  Author,  article  title,  journal,  volume,  inclusive  pages, 
year. 

Books:  Author,  title,  place  of  publication,  publisher,  year. 

Other  sources:  Enough  information  must  be  included  so  that  the 
information  can  be  identified  and  retrieved. 

Letters,  personal  communications,  and  sources  not  readily  avail- 
able should  be  excluded  from  the  reference  list,  but  may  be 
mentioned  parenthetically  or  in  footnotes. 

Illustrations 

Illustrations  should  be  black  and  white  drawings  or  positive  photo- 
graphs, with  neat,  uniform,  fairly  large  lettering.  A label  pasted  to  the 
back  of  each  illustration  should  indicate  its  number,  topic,  author's 
name,  and  title  of  article  in  brief. 

Legends  should  be  in  complete  sentences,  numbered,  and  typed 
on  a separate  sheet. 

Tables  should  be  typed  on  separate  sheets.  Column  headings 
should  show  points  of  similarity;  side  headings,  points  of  difference. 

Previously  published  material 

Written  permission  should  be  obtained  from  the  publishers  and  the 
authors  for  use  of  any  previously  published  material  (extensive  tex- 
tual matter,  illustrations,  tables)  used.  Short  verbatim  quotations  in 
the  text  may  be  used  without  permission,  but  should  be  quoted  ex- 
actly with  the  source  credited.  Copies  of  permission  letters  should  be 
submitted  with  the  manuscript. 

Editorials 

Editorials  should  be  written  in  clear,  concise  language.  Length 
should  be  about  two  or  three  pages  typed  with  double  spacing. 

Letters 

Letters  will  be  published  at  the  discretion  of  the  managing  editor, 
consultants,  and  Board  of  Publication. 

News 

News  items  should  be  sent  to  the  Editorial  Offices,  1801  North 
Lamar  Blvd,  Austin  78701 . 

Obituaries 

Brief  obituaries  of  deceased  TMA  members  are  published  if  ade- 
quate information  is  received  within  four  months  of  date  of  death. 
With  notification,  please  include  the  name  and  address  of  next  of  kin. 

Policy  on  columns 

Few  contributors  recognize  beforehand  the  demands  of  producing  a 
monthly  column  that  will  consistently  be  of  interest  and  value  to  the 
reader.  Although  a few  regular  columns  appear,  it  has  not  been  the 
policy  to  grant  monthly  pages  to  specific  committees,  councils,  or 
groups. 

The  Editorial  Committee  and  the  editors  do,  however,  encourage 
committees,  councils,  and  individuals  to  submit  original  material 
which  they  consider  valuable  to  readers.  Should  regular  publication 
in  column  form  be  deemed  appropriate,  the  committee  and  the  edi- 
tors will  consider  development  of  a column. 

Editing 

All  material  is  subject  to  editing,  but  authors  receive  typescripts  to 
check  before  publication.  After  the  article  is  sent  to  the  printer,  only 
minimal  revision  may  be  made. 

Reprints 

Reprints  are  available  directly  from  the  printer  at  an  established 
schedule  of  costs.  Authors  automatically  receive  order  blanks  when 
their  articles  are  published. 

Copyright 

Texas  Medicine  is  copyrighted  by  the  Texas  Medical  Association. 
Written  permission  from  the  managing  editor  must  be  obtained  be- 
fore reproducing,  in  part  or  in  whole,  any  material  published  in  Texas 
Medicine. 

Point  of  View 

Publication  of  any  article  or  statement  is  not  to  be  deemed  an  en- 
dorsement of  the  views  expressed  therein,  nor  shall  publication  of 
any  advertisement  be  considered  an  endorsement  of  or  approval  of 
the  product  or  service  involved. 
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Introductory  Rate 

*55  per  Day 


The  first  class  accommodations  of  the  Clarion  Hotel  offer  the  medical 
business  traveler  special  services  at  very  affordable  rates.  Located 
on  world  famous  Canal  Street  with  easy  access  from  the  airport  and 
I- 10;  near  the  historic  French  Quarter,  Superdome,  and  the  St.  Charles 
trolley  line,  we’re  the  closest  of  the  Central  Business  District  hotels 
to  the  Downtown  Medical  Complex. 

We  offer  759  richly  decorated  guest  rooms  and  25  meeting  and 
conference  rooms  to  accommodate  groups  of  10  to  2,000. 

Special  commercial  rates  and  valet  parking  make  business  at  the 

Clarion  a true  pleasure. 

Savor  the  pleasures  of  Clarion, 

WE  D LOVE  TO  HAVE  YOU! 

QARK)N  HOTEL 

NEW  ORLEANS 

1500  Canal  Street  New  Orleans,  LA  70112  504-522-4500 

or  make  the  Clarion  Call” 
toll  free:  1-800-824-3359 
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MEDICINE  AND  THE  LAW 


HOSPITAL  MEDICAL  STAFF  BYLAWS— TRENDS  AND 
PITFALLS 

Both  covert  and  overt  attempts  to  shift  the  balance  in  the 
delicate  partnership  between  the  hospital  governing  body 
and  its  medical  staff  to  a more  one-sided,  dictatorial  ar- 
rangement have  become  more  common.  Many  of  these 
changes,  which  directly  impact  the  fairness  of  the  privilege 
delineation  process  as  a whole,  are  so  subtly  drawn  as  to  go 
unnoticed  by  some  of  the  medical  staffs  affected.  A descrip- 
tion of  the  relationship  between  some  medical  staffs  and 
their  governing  bodies  follows,  along  with  examples  (in  ital- 
ics) of  overreaching  clauses  in  medical  staff  bylaws,  which 
could  compromise  the  close  working  relationship  between 
the  governing  body  and  the  medical  staff. 


The  hospital  governing  body  generally  is  composed  of  lay 
members,  although  some  members  may  be  physicians.  A 
corporation’s  authority  and  responsibilities  are  derived  from 
state  enabling  acts,  its  corporate  charter,  and  its  constitution 
and  bylaws.  Thus,  the  board  of  governors,  directors,  or  trust- 
ees is  legally  responsible  for  operation  of  the  hospital.  The 
governing  body  carries  out  its  responsibility  through  others. 

In  medical  staff  delineation  matters,  it  seeks  recommenda- 
tions from  the  medical  staff. 

In  Texas,  most  medical  staffs  are  unincorporated  “volun- 
tary membership  organizations”  which  include  physicians, 
dentists,  and  podiatrists  who  hold  medical  staff  privileges. 
The  hospital  medical  staff  is  obliged  to  make  reasonable 
efforts  to  determine  whether  the  members  of  the  medical 
staff  are  competent  and  qualified  to  perform  the  services 
they  seek  to  perform.  The  medical  staff  makes  recommenda- 
tions on  applications  for  membership  and  privileges  to  the 
hospital  governing  body  (1). 

The  governing  body  reasonably  can  rely  on  its  medical 
staff  in  evaluating  and  making  recommendations  on  privilege 
delineation  and  staff  privileges  (2).  These  evaluative  func- 
tions designed  to  foster  high  quality  care  are  performed 
under  the  medical  staff  bylaw  structure.  Thus,  the  bylaws 
governing  the  duties  and  functions  of  the  medical  staff 
should  support  that  evaluative  structure.  A review  of  some 
ominous  trends  in  bylaws,  which  could  harm  this  working  re- 
lationship, is  provided  below. 

The  approach  to  drafting  bylaws 

The  JCAH  Accreditation  Manual  for  Hospitals  provides: 

“The  medical  staff  develops  and  adopts  bylaws,  rules,  and 
regulations  to  establish  a framework  for  self-governance  of 
medical  staff  activities  and  accountability  to  the  governing 
body"  (3). 

Despite  the  concept  that  the  medical  staff  should  develop 
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the  bylaws,  it  is  not  uncommon  for  the  hospital  administration 
to  retain  special  legal  counsel,  who  drafts  bylaws  and  sub- 
mits them  to  the  medical  staff  for  approval.  Thus,  the  staff  is 
not  reviewing  and  updating  its  own  bylaws,  but  responding  to 
an  entirely  new  set  of  bylaws,  often  drafted  by  an  attorney 
who  may  be  located  in  a distant  state.  The  pitch  made  by  the 
administration  and  its  specially  retained  attorney  is  that  the 
staff’s  present  bylaws  are  antiquated  and  that  the  provisions 
of  the  new  draft  incorporate  “modern”  requirements. 

“Hold  harmless"  clause  involves  danger 

If  at  all  possible,  avoid  including  in  the  bylaws  clauses  such 
as  this  one: 

The  physician  shall  indemnify,  defend,  and  hold  the  hospi- 
tal harmless  from  all  claims,  loss,  damage,  or  injury  of  any 
kind  to  any  person  or  property  arising  from  the  physician's 
performance  of  services. 

The  physician’s  professional  liability  insurance  carrier  most 
likely  will  not  cover  the  risks  assumed  by  the  physician  who 
agrees  to  such  a clause  in  the  bylaws.  All  losses  and  ex- 
penses, including  court  costs  and  attorney’s  fees,  will  be  paid 
out  of  the  physician’s  own  pocket  whether  or  not  the  physi- 
cian is  determined  to  have  acted  negligently.  Such  a clause 
makes  the  physician  the  hospital’s  insurer. 

Dues 

If  medical  staff  dues  are  required,  examine  the  provision 
closely. 

Hospital  medical  staff  members  shall  pay  annual  dues  set 
by  the  hospital  Board  of  Trustees. 

Any  dues  should  be  agreed  upon  by  the  medical  staff. 

Also,  these  dues  should  be  earmarked  for  medical  staff  activ- 
ities if  they  will  be  held  by  the  hospital,  and  not  comingled 
with  other  hospital  revenue.  The  medical  staff  should  direct 
the  expending  of  dues.  Bylaws  could  authorize  the  medical 
staff  treasurer  to  expend  dues  under  the  direction  of  the 
medical  staff  executive  committee. 

Quorum 

Quorum  requirements  should  be  reasonable  enough  to  per- 
mit the  staff  to  function,  but  should  not  be  excessively  lax. 

A quorum  once  having  been  found,  the  business  of  the 
meeting  may  continue  and  all  actions  taken  shall  be  binding 
even  though  less  than  a quorum  exists  at  a later  time  in  the 
meeting. 

Such  a provision  may  spell  danger.  A small  number  of 
medical  staff  members  remaining  in  a meeting  could  bind  the 
entire  staff  under  this  loosely  worded  quorum  requirement. 

Selection  of  chairmen 

Watch  for  selection  and  veto  powers  of  the  hospital  board  of 
trustees  with  respect  to  leadership  provisions. 
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All  department  and  committee  chairmen  shall  be  selected 
by  the  hospital  Board  of  Trustees. 

Self-governing  medical  staffs  select  their  own  department 
and  committee  chairmen.  Further,  because  these  chairmen 
often  are  members  of  the  medical  staff  executive  committee, 
physicians  should  examine  the  composition  of  this  important 
committee.  Does  it  represent  the  medical  staff,  or  does  the 
board  of  trustees  select  the  majority  of  the  members? 

Spokesman  for  medical  staff 

Who  is  permitted  to  speak  for  the  medical  staff? 

The  Chief  Executive  Officer  shall  bring  recommendations 
of  the  Medical  Staff  to  the  Board  of  Trustees. 

The  president  of  the  medical  staff  should  have  the  option 
of  presenting  staff  recommendations  directly  to  the  Board  of 
Trustees. 

Duties  of  executive  committee 

Broad  delegation  of  authority  should  be  carefully  analyzed. 

The  Executive  Committee  shall  represent  and  act  on  be- 
half of  the  medical  staff  in  all  matters  without  requirement  of 
subsequent  approval  by  the  staff,  between  meetings  of  the 
medical  staff,  subject  only  to  any  limitations  imposed  by 
these  bylaws. 

Duties  of  committees  should  be  specifically  stated  rather 
than  open  ended.  All  authority  not  specifically  granted  to  a 
committee  should  remain  with  the  medical  staff  as  a whole. 

Joint  conference  committee 

The  one  who  appoints  is  the  one  who  controls. 

The  Board  of  Trustees  shall  appoint  all  members  of  the 
Joint  Conference  Committee. 

Generally,  such  a committee  is  composed  of  an  equal 
number  of  representatives  from  the  board  of  trustees  and  the 
medical  staff.  The  staff  should  select  the  staff  members. 
Members  selected  by  the  board  of  trustees  may  not  vig- 
orously represent  the  staff. 

Investigations  committee 

The  Investigations  Committee  shall  consist  of  three  persons, 
any  of  whom  may  or  may  not  hold  appointments  to  the  medi- 
cal staff. 

The  investigations  committee  should  be  composed  of 
medical  staff  members.  If  non-member  expertise  is  required, 
appropriate  individuals  may  be  named  as  consultants  to  the 
committee. 

Summary  suspension 

Summary  suspension  is  authorized  when  the  individual  has 
violated  the  bylaws,  rules,  regulations,  and  policies  of  the 
hospital  or  medical  staff  or  whenever  such  action  is  in  the 
best  interests  of  the  hospital. 


A perceived  threat  to  the  life  or  health  of  a patient  justifies 
summary  suspension,  but  not  every  violation  of  a bylaw  or 
rule  warrants  such  urgent  action.  Also,  an  immediate  hearing 
should  follow  when  summary  suspension  is  imposed,  includ- 
ing a deadline  for  action.  Otherwise,  an  unwarranted  suspen- 
sion could  continue  for  months  without  a fair  hearing  taking 
place. 

Automatic  and  voluntary  relinquishments 

Neither  automatic  nor  voluntary  relinquishments  shall  consti- 
tute grounds  for  a hearing. 

Scrutinize  bylaws  language  providing  that  if  certain  events 
occur,  the  physician  is  considered  to  have  voluntarily  or  auto- 
matically relinquished  his  or  her  privileges.  Such  provisions 
attempt  to  bypass  due  process  safeguards  and  permit  arbi- 
trary action  (5). 

Burden  of  proof 

After  all  evidence  has  been  submitted  by  both  sides,  the 
Hearing  Panel  shall  recommend  against  the  person  who  re- 
quests the  hearing  unless  it  finds  that  said  person  has 
proved  that  the  recommendation  which  prompted  the  hear- 
ing was  unreasonable,  not  sustained  by  the  evidence,  or 
otherwise  unfounded. 

This  standard  of  proof  sometimes  found  in  draft  bylaws 
language  makes  no  sense.  The  burden  should  not  be  placed 
on  the  accused  staff  member  to  prove  the  "recommendation 
which  prompted  the  hearing  was  unreasonable."  The  original 
recommendation  may  have  been  reasonable,  but  after  con- 
sidering the  evidence  presented  at  the  hearing,  the  hearing 
panel  should  be  able  to  recommend  that  no  action  or  action 
different  from  that  proposed  be  taken.  Also,  the  staff  member 
who  has  privileges  should  be  able  to  retain  them  until  the 
evidence  dictates  otherwise.  Under  this  language,  the  per- 
son is  presumed  to  be  incompetent  in  every  circumstance.  A 
better  standard  would  be:  "After  hearing  all  the  evidence,  the 
hearing  panel  shall  make  findings  of  fact  and  recommenda- 
tions based  upon  the  evidence  presented." 

Hearings  without  panel  members  present 

The  hearing  shall  continue  even  though  certain  members  of 
the  Hearing  Panel  are  not  present  at  all  times. 

All  panel  members  should  be  present  at  the  hearing  at  all 
times  during  the  hearing.  Otherwise,  how  can  they  properly 
evaluate  the  evidence  presented?  Why  conduct  a hearing  if 
the  panel  members  need  not  attend? 

Binding  bylaws 

Procedural  requirements  for  amending  the  bylaws  should  be 
clearly  stated.  Medical  staff  members  should  question  lan- 
guage which  would  permit  the  governing  body  to  adopt 
amendments  to  meet  “technical  or  legal  modifications  or  clar- 
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ifications”  on  behalf  of  the  entire  staff.  The  staff  should  vote 
on  all  amendments.  Also,  in  light  of  Texas  case  law  (4),  the 
effect  of  the  bylaws  should  be  stated  in  language  similar  to 
that  below: 

Once  adopted  by  the  medical  staff  and  approved  by  the 
governing  body,  these  bylaws  will  provide  the  governance 
structure  for  the  medical  staff  and  be  adhered  to  by  the 
hospital  governing  body  in  its  dealing  with  the  medical  staff 
and  its  members. 

Mutually  dependent  roles 

The  governing  body  and  the  medical  staff  have  roles  and 
responsibilities  which  require  that  each  must  depend  upon 
the  other  to  act  responsibly.  Hospitals  cannot  practice  medi- 
cine, and  therefore,  must  rely  upon  the  medical  staff  to  help 
assure  that  patients  receive  high  quality  care.  Active  partici- 
pation by  the  medical  staff  in  quality  assurance  activities  is 
essential  if  the  hospital  is  to  carry  out  its  responsibilities.  In 
matters  involving  medical  judgment  and  medical  compe- 
tence, the  hospital  board  can  ill  afford  to  forego  the  collective 
knowledge  and  recommendations  of  the  medical  staff.  In 
Suckle  v Madison  General  Hospital  the  federal  court 
concluded: 

The  members  of  the  medical  staff  of  a hospital  are  ob- 
viously the  key  to  the  quality  of  the  hospital’s  performance. 
They  are  engaged  in  a joint  enterprise.  While  the  degree  of 
their  interdependence  varies  with  the  nature  of  their  re- 
spective specialties  and  skills,  there  is  a measure  of  inter- 
dependence which  underlies  their  total  relationship.  Each 
has  a stake  in  the  level  of  performance  of  the  other.  More- 
over, in  general,  members  of  the  medical  profession  are 
the  best  qualified  judges  of  the  professional  performance 
of  other  members  of  the  medical  profession.  Accordingly,  it 
is  wholly  understandable  that  when  a question  arises 
whether  the  membership  of  a medical  staff  member  should 
be  renewed,  and  when  the  question  relates  to  the  mem- 
ber’s professional  performance  in  relationship  to  the  hospi- 
tal, those  concerned  might  conclude  that  the  medical  staff 
should  have  a major  voice,  even  a controlling  voice,  in  the 
decision  (5). 

When  medical  staffs  and  hospitals  fail  to  cooperate  in 
carrying  out  their  duties  and  responsibilities  according  to  the 
adopted  and  approved  bylaws  and  rules,  courts  are  willing  to 
examine  the  failure  and  second  guess  the  decisions 
reached.  In  Giles  v Breaux,  the  court  instructed: 

Had  this  matter  been  thrashed  out  before  the  proper 
committees  and  in  the  proper  way,  it  would  probably  have 
been  settled  within  the  walls  of  the  hospital,  rather  than  the 
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walls  of  the  courtroom.  It  may  very  well  be  that  this  deci- 
sion would  not  be  the  same  had  an  adequate  system  of 
rules  and  regulations  been  enforced,  or  had  the  medical 
staff  of  the  hospital  policed  itself  and  required  of  its  mem- 
bers the  highest  standards  of  performance  of  their  medical 
duties  in  the  hospital.  However,  this  is  not  the  situation  . . . 
Neither  the  medical  staff  nor  the  board  has  fulfilled  its  re- 
sponsibilities to  the  public.  The  obvious  failure  of  the  board 
and  the  medical  staff ...  to  work  together  for  the  better- 
ment of  conditions  existing  at  the  hospital  demonstrates 
that  they  have  lost  sight  of  the  ultimate  purpose  of  having 
the  hospital  at  all:  the  welfare  of  the  patients  who  use  its 
facilities  (6). 

Cooperation  essential 

Power  plays  utilizing  artful  strategies  generally  backfire.  Co- 
operation— “working  together” — is  the  sine  qua  non  of  good 
patient  care.  Fair  provisions  encouraging  good  faith  efforts 
by  both  sides  should  guide  the  drafting  of  medical  staff  bylaw 
provisions.  Physicians,  hospitals,  and  most  importantly,  pa- 
tients will  benefit  from  fair  bylaws  that  permit  the  hospitals 
and  medical  staffs  to  fulfill  their  responsibilities,  while  enab- 
ling individual  practitioners  to  pursue  excellence  in  their  pro- 
fessions within  the  hospital. 

Donald  P.  “Rocky”  Wilcox,  JD 
TMA  General  Counsel 

REFERENCES 

1 . Johnson  v Misericordia  Community  Hospital,  301  NW2d  1 56  (Wis  1981). 

2.  Foote  v Community  Hospital  of  Beloit,  405  P2d  423  (Kansas  1965). 

3.  Medical  Staff  Standard  II,  as  amended  Dec  15, 1984:  Accreditation  Man- 
ual for  Hospitals.  Chicago  Joint  Commission  on  Accreditation  of  Hospitals, 

1984,  p 75. 

4.  For  a discussion  of  due  process  in  licensed  Texas  hospitals,  see  Alt  H: 
Due  process  protections  for  Texas  physicians.  Tex  Med  81 : 68-70,  October 

1985. 

5.  Suckle  v Madison  General  Hospital,  362  F Supp  1 196  (WD,  Wis  1973)  at 
1209,  aff  'd  499  F2d  1364  (7th  Cir  1974). 

6.  Giles  v Breaux,  106  SW2d  608  (La  1964). 


TEXAS  MEDICINE 


TABLETS 


Economy 


The  Upjohn  Company 
Kalamazoo,  Michigan  49001  USA 


© 1985  The  Upjohn  Company 


J-5491  June  1985 


o 


Once-daily  INDERAL  LA 
(propranolol  HCI)  for 
smooth  blood  pressure 
control  without  the 
potassium  problems 
of  diuretics 

Once-daily  INDERAL  LA  (propranolol  HCI) 
avoids  the  risk  of  diuretic-induced  ECG  ab- 
normalities due  to  hypokalemia.' 2 In  addi- 
tion, INDERAL  LA  preserves  potassium 
balance  without  additive  agents  or  supple- 
ments while  providing  simple,  well-tolerated 
therapy  with  broad  cardiovascular  benefits. 

Once-daily  INDERAL  LA 
for  the  cardiovascular 
benefits  of  the  world's 
leading  beta  blocker 

Simply  start  with  80  mg  once  daily.  Dosage 
may  be  increased  to  1 20  mg  to  160  mg  once 
daily  as  needed  to  achieve  additional  control 

Like  conventional  INDERAL  tablets, 
INDERAL  LA  should  not  be  used  in  the 
presence  of  congestive  heart  failure,  sinus 
bradycardia,  heart  block  greater  than  first 
degree,  and  bronchial  asthma. 


The  appearance  of  these  capsules 
is  a registered  trademark 
of  Ayersl  Laboratories 


80  mg  120  mg  160  mg 

Please  see  brief  summary  of  prescribing  information 


on  the  next  page  for  further  details. 


Once-daily 

*rbeta'bi!!&¥dilNDERAL  LA 

(PROPRANOLOL  HCI)  LCcapsulesG 

BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION,  SEE  PACKAGE  CIRCULAR ) 
INDERAL'  LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 
DESCRIPTION.  Inderal  LA  Is  formulated  to  provide  a sustained  release  of  propranolol 
hydrochloride.  Inderal  LA  is  available  as  80  mg,  120  mg,  and  160  mg  capsules. 
CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective  beta-adrenergic  receptor 
blocking  agent  possessing  no  other  autonomic  nervous  system  activity  It  specifically  com- 
petes with  beta-adrenergic  receptor  stimulating  agents  for  available  receptor  sites.  When 
access  to  beta-receptor  sites  is  blocked  by  INDERAL,  the  chronotropic,  inotropic,  and 
vasodilator  responses  to  beta-adrenergic  stimulation  are  decreased  proportionately 

INDERAL  LA  Capsules  (80, 120,  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate.  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours 
and  the  apparent  plasma  half-life  is  about  10  hours  When  measured  at  steady  state  over  3 24- 
hour  period  the  areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for  the 
capsules  are  approximately  60%  to  65%  of  the  AUCs  for  a comparable  divided  daily  dose  of 
INDERAL  tablets  The  lower  AUCs  for  the  capsules  are  due  to  greater  hepatic  metabolism  of 
propranolol,  resulting  from  the  slower  rate  of  absorption  of  propranolol  Over  a twenty-tour  (24) 
hour  period,  blood  levels  are  fairly  constant  for  about  twelve  (12)  hours  then  decline 
exponentially. 

INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  for  conventional 
propranolol  and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four 
times  daily  dosing  with  the  same  dose  When  changing  to  INDERAL  LA  from  conventional 
propranolol,  a possible  need  for  retitration  upwards  should  be  considered  especially  to 
maintain  effectiveness  at  the  end  of  the  dosing  interval.  In  most  clinical  settings,  however, 
such  as  hypertension  or  angina  where  there  is  little  correlation  between  plasma  levels  and 
clinical  effect,  INDERAL  LA  has  been  therapeutically  equivalent  to  the  same  mg  dose  of 
conventional  INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure  and  on  24-hour 
exercise  responses  of  heart  rate,  systolic  pressure  and  rate  pressure  product  INDERAL  LA 
can  provide  effective  beta  blockade  for  a 24-hour  period 

The  mechanism  of  the  antihypertensive  effect  of  INDERAL  has  not  been  established 
Among  the  factors  that  may  be  involved  in  contributing  to  the  antihypertensive  action  are  (1) 
decreased  cardiac  output,  (2)  inhibition  of  renin  release  by  the  kidneys,  and  (3)  diminution  of 
tonic  sympathetic  nerve  outflow  from  vasomotor  centers  in  the  brain.  Although  total  peripheral 
resistance  may  increase  initially,  it  readjusts  to  or  below  the  pretreatment  level  with  chronic 
use.  Effects  on  plasma  volume  appear  to  be  minor  and  somewhat  variable  INDERAL  has 
been  shown  to  cause  a small  increase  in  serum  potassium  concentration  when  used  in  the 
treatment  of  hypertensive  patients 

In  angina  pectoris,  propranolol  generally  reduces  the  oxygen  requirement  of  the  heart  at 
any  given  level  of  effort  by  blocking  the  catecholamine-induced  increases  in  the  heart  rate, 
systolic  blood  pressure,  and  the  velocity  and  extent  of  myocardial  contraction  Propranolol 
may  increase  oxygen  requirements  by  increasing  left  ventricular  fiber  length,  end  diastolic 
pressure  and  systolic  ejection  period  The  net  physiologic  effect  of  beta-adrenergic  blockade 
is  usually  advantageous  and  is  manifested  during  exercise  by  delayed  onset  of  pain  and 
increased  work  capacity 

In  dosages  greater  than  required  for  beta  blockade,  INDERAL  also  exerts  a quinidine-like 
or  anesthetic-like  membrane  action  which  affects  the  cardiac  action  potential  The  signifi- 
cance of  the  membrane  action  in  the  treatment  of  arrhythmias  is  uncertain 

The  mechanism  of  the  antimigraine  effect  of  propranolol  has  not  been  established.  Beta- 
adrenergic  receptors  have  been  demonstrated  in  the  pial  vessels  of  the  brain 

Beta  receptor  blockade  can  be  useful  in  conditions  in  which,  because  of  pathologic  or 
functional  changes,  sympathetic  activity  is  detrimental  to  the  patient  But  there  are  also 
situations  in  which  sympathetic  stimulation  is  vital.  For  example,  in  patients  with  severely 
damaged  hearts,  adequate  ventricular  function  is  maintained  by  virtue  of  sympathetic  drive 
which  should  be  preserved  In  the  presence  of  AV  block,  greater  than  first  degree,  beta 
blockade  may  prevent  the  necessary  facilitating  effect  of  sympathetic  activity  on  conduction 
Beta  blockade  results  in  bronchial  constriction  by  interfering  with  adrenergic  bronchodilator 
activity  which  should  be  preserved  in  patients  subject  to  bronchospasm. 

Propranolol  is  not  significantly  dialyzable. 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  manage- 
ment of  hypertension,  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive 
agents,  particularly  a thiazide  diuretic.  INDERAL  LA  is  not  indicated  in  the  management  of 
hypertensive  emergencies. 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated 
for  the  long-term  management  of  patients  with  angina  pectoris 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache 
The  efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been 
established  and  propranolol  is  not  indicated  for  such  use 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of 
hypertrophic  subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced 
angina,  palpitations,  and  syncope  INDERAL  LA  also  improves  exercise  performance  The 
effectiveness  of  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of 
the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta-receptor  stimulation 
Clinical  improvement  may  be  temporary. 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock;  2)  sinus 
bradycardia  and  greater  than  first  degree  block,  3)  bronchial  asthma;  4)  congestive  heart 
failure  (see  WARNINGS)  unless  the  failure  is  secondary  to  a tachyarrhythmia  treatable  with 
INDERAL. 

WARNINGS.  CARDIAC  FAILURE:  Sympathetic  stimulation  may  be  a vital  component  sup- 
porting circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta 
blockade  may  precipitate  more  severe  failure  Although  beta  blockers  should  be  avoided  in 
overt  congestive  heart  failure,  if  necessary,  they  can  be  used  with  close  follow-up  in  patients 
with  a history  of  failure  who  are  well  compensated  and  are  receiving  digitalis  and  diuretics 
Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart 
muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can,  in  some  cases,  lead  to  cardiac  failure.  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually,  if  possible) 

IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and,  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of 
INDERAL  therapy  Therefore,  when  discontinuance  of  INDERAL  is  planned  the  dosage 
should  be  gradually  reduced  over  at  least  a few  weeks,  and  the  patient  should  be 
cautioned  against  interruption  or  cessation  of  therapy  without  the  physician’s  advice  If 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advis- 
able to  reinstitute  INDERAL  therapy  and  take  other  measures  appropriate  for  the  man- 
agement of  unstable  angina  pectoris  Since  coronary  artery  disease  may  be 
unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients  considered  at  risk 
of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for  other 
indications. 

Nonallergic  Bronchospasm  (e.g.,  chronic  bronchitis,  emphysema)  — 

PATIENTS  WITH  BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA 
BLOCKERS  INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodila- 
tion  produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 
MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy 
prior  to  ma]or  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability  of 
the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthe- 
sia and  surgical  procedures 
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INDERAL  (propranolol  HCI),  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta 
receptor  agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  e g 
dobutamine  or  isoproterenol  However,  such  patients  may  be  sub|ect  to  protracted  seven 
hypotension  Difficulty  in  starting  and  maintaining  the  heartbeat  has  also  been  reported  will 
beta  blockers 

DIABETES  AND  HYPOGLYCEMIA:  Befa-adrenergic  blockade  may  prevent  the  ap 
pearance  of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  o 
acute  hypoglycemia  in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be  moi, 
difficult  to  adjust  the  dosage  of  insulin. 

THYROTOXICOSIS:  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptom 
of  hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid  function  tests 
IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  beei 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardi; 
requiring  a demand  pacemaker.  In  one  case  this  resulted  after  an  initial  dose  of  5 me 
propranolol 

PRECAUTIONS.  General  Propranolol  should  be  used  with  caution  in  patients  with  impairec 
hepatic  or  renal  function  INDERAL  (propranolol  HCI)  is  not  indicated  for  the  treatment  o 
hypertensive  emergencies 

Beta  adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure.  Patient! 
should  be  told  that  INDERAL  may  interfere  with  the  glaucoma  screening  test.  Withdrawal  mat 
lead  to  a return  of  increased  intraocular  pressure 

Clinical  Laboratory  Tests:  Elevated  blood  urea  levels  in  patients  with  severe  heart  disease 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 

DRUG  INTERACTIONS:  Patients  receiving  catecholamine-depleting  drugs  such  as  reset 
pine  should  be  closely  observed  if  INDERAL  is  administered  The  added  catecholamine 
blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic 
hypotension 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  Long-term  studies  in  animals  havt 
been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18-month  studies  ir 
both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no  evidence  of  sigmfican 
drug-induced  toxicity  There  were  no  drug-related  tumorigenic  effects  at  any  of  the  dosage 
levels  Reproductive  studies  in  animals  did  not  show  any  impairment  of  fertility  that  was 
attributable  to  the  drug. 

Pregnancy:  Pregnancy  Category  C.  INDERAL  has  been  shown  to  be  embryotoxic  ir 
animal  studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women.  INDERAL  shoulc 
be  used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
Nursing  Mothers:  INDERAL  is  excreted  in  human  milk.  Caution  should  be  exercised  wher 
INDERAL  is  administered  to  a nursing  woman 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established. 
ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have 
rarely  required  the  withdrawal  of  therapy 

Cardiovascular  bradycardia,  congestive  heart  failure,  intensification  of  AV  block;  hypo- 
tension,  paresthesia  of  hands,  thrombocytopenic  purpura,  arterial  insufficiency,  usually  of  the 
Raynaud  type 

Central  Nervous  System:  lightheadedness;  mental  depression  manifested  by  insomnia 
lassitude,  weakness,  fatigue:  reversible  mental  depression  progressing  to  catatonia;  visua 
disturbances,  hallucinations,  an  acute  reversible  syndrome  characterized  by  disorientation  foi 
time  and  place,  short-term  memory  loss,  emotional  lability,  slightly  clouded  sensorium,  anc 
decreased  performance  on  neuropsychometrics 

Gastrointestinal  nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea 
constipation,  mesenteric  arterial  thrombosis,  ischemic  colitis 

Allergic  pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching 
and  sore  throat,  laryngospasm  and  respiratory  distress 
Respiratory  bronchospasm 

Hematologic  agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic 
purpura 

Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  beer 
reported 

Miscellaneous:  alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impo- 
tence, and  Peyronie's  disease  have  been  reported  rarely.  Oculomucocutaneous  reaction: 
involving  the  skin,  serous  membranes  and  conjunctivae  reported  for  a beta  blocker  (practolof 
have  not  been  associated  with  propranolol 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  £ 
sustained-release  capsule  for  administration  once  daily.  If  patients  are  switched  from  INDERAL 
tablets  to  INDERAL  LA  capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic 
effect  is  maintained  INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  foi 
INDERAL  INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels  Retitration  may 
be  necessary  especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval 
HYPERTENSION — Dosage  must  be  individualized  The  usual  initial  dosage  is  80  me 
INDERAL  LA  once  daily,  whether  used  alone  or  added  to  a diuretic.  The  dosage  may  be 
increased  to  120  mg  once  daily  or  higher  until  adequate  blood  pressure  control  is  achieved 
The  usual  maintenance  dosage  is  120  to  160  mg  once  daily.  In  some  instances  a dosage  of  64C 
mg  may  be  required  The  time  needed  for  full  hypertensive  response  to  a given  dosage  is 
variable  and  may  range  from  a few  days  to  several  weeks 

ANGINA  PECTORIS — Dosage  must  be  individualized.  Starting  with  80  mg  INDERAL  LA 
once  daily,  dosage  should  be  gradually  increased  at  three  to  seven  day  intervals  until  optimum 
response  is  obtained  Although  individual  patients  may  respond  at  any  dosage  level,  the 
average  optimum  dosage  appears  to  be  160  mg  once  daily  In  angina  pectoris,  the  value  anc 
safety  of  dosage  exceeding  320  mg  per  day  have  not  been  established 

If  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  weeks 
(see  WARNINGS) 

MIGRAINE — Dosage  must  be  individualized  The  initial  oral  dose  is  80  mg  INDERAL  LA 
once  daily  The  usual  effective  dose  range  is  160-240  mg  once  daily  The  dosage  may  be 
increased  gradually  to  achieve  optimum  migraine  prophylaxis  If  a satisfactory  response  is  nol 
obtained  within  four  to  six  weeks  after  reaching  the  maximum  dose,  INDERAL  LA  therapy 
should  be  discontinued  It  may  be  advisable  to  withdraw  the  drug  gradually  over  a period  ol 
S6V6T3I  W66kS 

HYPERTROPHIC  SUBAORTIC  STENOSIS— 80-160  mg  INDERAL  LA  once  daily 
PEDIATRIC  DOSAGE — At  this  time  the  data  on  the  use  of  the  drug  in  this  age  group  are  toe 
limited  to  permit  adequate  directions  for  use 
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DEATHS 


O.B.  Faubion 

Darrell  B.  Faubion,  MD,  an  honorary  member  of  Texas  Medi- 
cal Association,  died  June  23,  1985,  at  age  68.  An  anesthe- 
siologist, Dr  Faubion  practiced  in  Austin  for  30  years. 

He  was  born  in  Llano,  Tex,  and  was  a 1 940  graduate  of 
The  University  of  Texas  at  Austin  and  a 1 944  graduate  of 
Southwestern  Medical  School.  During  World  War  II,  he 
served  in  the  US  Army  Medical  Corps  and  after  a residency 
at  the  University  of  Minnesota  Medical  School  he  moved  to 
Austin. 

Dr  Faubion  was  a past  president  of  the  Travis  County 
Medical  Society. 

Survivors  include  his  wife,  Martha  Bea  Houston  Faubion, 
Austin;  daughters,  Nancy  Faubion,  Austin,  and  Frances 
Vlezger,  Meridian,  Tex;  son,  Frank  Faubion,  Austin;  brother, 
Grady  Faubion,  Granite  Shoals,  Tex;  and  five  grandchildren. 

N.E.  Holt 

Norris  E.  Holt,  MD,  an  Athens,  Tex,  family  physician  for  27 
years,  died  July  17,  1985.  He  was  63. 

Born  in  Carthage,  Tex,  Dr  Holt  attended  Stephen  F.  Austin 
University  in  Nacogdoches.  His  education  was  interrupted  by 
service  in  the  US  Air  Force  during  World  War  II.  In  1 953  Dr 
Holt  received  his  medical  degree  from  Southwestern  Medical 
School  in  Dallas.  After  an  internship  at  the  Veterans  Admin- 
istration Hospital  in  Houston  and  a year  of  practice  in  Long- 
view, Tex,  he  moved  to  Athens.  He  retired  from  the  practice 
of  medicine  in  1982. 

Dr  Holt  served  as  a councilor  for  the  Texas  Medical  Associ- 
ation for  nine  years.  In  1 974  he  was  a physician  for  the  Texas 
Rehabilitation  Commission. 

Surviving  family  members  include  his  wife,  Willie  Lee  Holt, 
Athens;  and  daughter,  LeeAnn  Holt  McCausland,  Benbrook, 
Tex. 

J.S.  Kugler 

Joseph  Stanley  Kugler,  MD,  a retired  Dallas  area  psychia- 
trist, died  June  21 , 1985,  at  age  62. 

Dr  Kugler,  a native  of  Bridgeport,  Neb,  attended  Baylor 
University  in  Waco.  In  1949  he  received  his  medical  degree 
from  the  University  of  Colorado  School  of  Medicine  in  Den- 
ver. Dr  Kugler  served  in  the  US  Army  as  a military-sponsored 
intern  at  Harris  Hospital  in  Fort  Worth  July  1 , 1 949,  to  June 
30, 1 950,  followed  by  a two-year  tour  of  duty  in  Hawaii  during 
the  Korean  War.  Following  military  service,  he  was  in  private 
practice  in  Irving,  Tex.  During  1 961-1965  Dr  Kugler  com- 
'oleted  a residency  in  psychiatry  at  the  Timberlawn  Psychi- 
atric Center  and  Southwestern  Medical  School  in  Dallas  and 
then  was  in  the  private  practive  of  child  psychiatry  in  Dallas. 

In  April  1971  he  began  consulting  with  the  Texas  Youth 
Council  and  continued  until  his  retirement  in  late  1979. 

Survivors  include  Dr  Kugler's  wife,  Mary  Kugler,  Corpus 


Christi;  sons,  Joseph  Allan  Kugler,  New  Braunfels,  Tex,  and 
Jim  Kugler,  Irving,  Tex;  sister,  Kathryn  Phillips,  and  brother, 
Paul  Kugler,  both  of  Denver;  and  two  grandsons. 

G.T.  Ross 

Griff  Terry  Ross,  MD,  PhD,  died  July  1 , 1 985. 

Dr  Ross  was  born  in  Mount  Enterprise,  Tex,  and  received  a 
bachelor’s  degree  from  Stephen  F.  Austin  State  Teachers 
College  (now  University)  in  1939.  He  attended  graduate 
school  at  The  University  of  Texas  in  Austin  before  receiving 
an  MD  degree  from  UT  Medical  Branch  at  Galveston  in  1 945. 

Dr  Ross  practiced  medicine  in  his  hometown  from  1 946  to 
1 953.  After  completing  a tour  of  duty  as  a medical  officer  with 
the  Air  Force  during  1953-1955,  he  took  a fellowship  in 
medicine  at  the  Mayo  Foundation  in  Rochester,  Minn,  from 
1 955  to  1 960.  He  earned  a PhD  degree  from  the  Mayo  Grad- 
uate School  of  Medicine,  University  of  Minnesota  in  1 961 , 
and  received  an  honorary  doctor  of  science  degree  from 
George  Washington  University  in  1980. 

In  1 981  Dr  Ross  returned  to  Texas,  to  The  University  of 
Texas  Medical  School  at  Houston,  where  he  served  from 
1981  to  1 983  as  associate  dean  for  clinical  affairs.  In  1 983  he 
was  named  associate  dean  for  patient  services,  and  later 
was  named  professor  and  director  of  the  division  of  reproduc- 
tive sciences  in  the  department  of  obstetrics  and  gynecology 
and  special  assistant  to  the  president  of  The  University  of 
Texas  for  relations  with  The  University  of  Texas  at  Tyler. 

Before  joining  the  medical  school  facility,  Dr  Ross  spent  21 
years  at  the  National  Institutes  of  Health,  Bethesda,  Md, 
where  he  served  in  numerous  clinical  research  and  adminis- 
trative capacities,  the  latest  being  deputy  associate  director 
for  clinical  care  and  deputy  director  of  the  NIH  Clinical  Center. 

For  his  accomplishments,  Dr  Ross  received  numerous 
honors  and  awards,  among  them  the  Koch  Award,  the  high- 
est honor  of  the  Endocrine  Society;  the  Carl  C.  Hartman 
Award  of  the  Society  for  the  Study  of  Reproduction;  the 
Ashbel  Smith  Distinguished  Alumnus  Award  of  The  Univer- 
sity of  Texas  Medical  Branch  at  Galveston;  the  Mayo  Foun- 
dation Distinguished  Alumnus  Award;  and  election  to  the 
Alumni  Hall  of  Fall  at  Stephen  F.  Austin  State  University.  In 
1984  the  Griff  T.  Ross  Health  Care  Professorship  in  Human- 
ities and  Technology  was  established  at  the  School  of  Public 
Health,  UT  Health  Science  Center  at  Houston. 

His  scientific  legacy  is  recorded  in  more  than  250  publica- 
tions; he  is  designated  as  one  of  the  1 ,000  most  cited  con- 
temporary scientists  by  the  Science  Citation  Index.  Dr  Ross 
was  an  internationally  recognized  endocrinologist  and  re- 
productive biologist  whose  research  was  the  prime  force  be- 
hind the  development  of  technology  which  allowed  accurate 
and  specific  measures  by  bioassays  and  radioimmuno- 
assays of  protein  hormones,  in  particular  of  glycoprotein  hor- 
mones, focusing  on  the  human  female. 
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Surviving  family  members  inlcude  his  wife,  Ailene  (Pinky) 
McClaugherty  Ross,  Houston;  son,  Griff  Terry  Ross,  Jr,  PhD; 
Austin;  daughter,  Jane  Ross-Reynolds,  Thibodaux,  La; 
brother,  William  F.  Ross,  MD,  Dallas;  and  three  grandsons. 

A.  Rumelt 

Allen  Rumelt,  MD,  a Houston  family  physician,  died  July  18, 
1985,  at  age  76. 

Dr  Rumelt,  a native  of  Austria,  received  his  medical  educa- 
tion at  the  Royal  College  of  Physicians  and  Surgeons  in 
Glasgow,  Scotland.  In  1 937  he  moved  to  San  Antonio  for  an 
internship  at  Nix  Memorial  Hospital.  Dr  Rumelt  remained  in 
Texas,  practicing  in  Woodville  and  Beaumont  before  moving 
to  Houston  in  1963. 

He  is  survived  by  his  wife,  Rita  C.  Rumelt,  Pasadena;  son, 
Michael  B.  Rumelt,  MD,  Creve  Coeur,  Mo;  stepdaughter, 
Laura  Turner,  Houston;  stepsons,  Peter  Carr  and  Dick  Carr, 
both  of  Pasadena,  Tex;  two  grandsons;  and  two  step- 
granddaughters. 

T.P.  Sullivan 

Thomas  P.  Sullivan,  MD,  a San  Antonio  family  physician  for 
36  years,  died  June  26, 1 985. 

Dr  Sullivan,  60,  was  a native  of  Miami.  He  moved  to  San 
Antonio  in  1 940  and  was  graduated  from  high  school  there  at 
age  1 6.  During  World  War  II,  Dr  Sullivan  served  in  the  US 
Army.  Following  military  service,  he  earned  his  medical  de- 
gree from  Baylor  College  of  Medicine  in  1948.  He  began  the 
practice  of  medicine  in  San  Antonio,  was  called  into  the  Navy, 
and  then  returned  to  San  Antonio. 

Survivors  include  Dr  Sullivan’s  wife,  Ann  Sullivan,  and  son, 
William  Thomas  Sullivan,  both  of  San  Antonio;  daughter, 
Laura  Ann  Stilwell,  Longview,  Tex;  and  brother,  William  T. 
Sullivan,  Austin,  Tex. 


equation  equals  the  total  number  of  staff  members  in 
your  professional  practice  or  corporation.  Subtract 
from  that  number  all  but  one  staff  member  — yourself. 

ViTiat  do  you  get?  Freedom.  Freedom  from  the 
expense  and  bother  of  personnel- related 
administrative  chores. 

Freedom  to  design  a benefits  and  retirement 
package  which  best  fits  your  own  needs,  without 
the  financial  and  administrative  burden  of  supplying 
like  coverage  for  even1  member  of  your  staff. 

Freedom  to  offer  your  staff  “large  corporation" 
benefits,  even  if  your  professional  practice  or  company 
is  modest  in  size. 

The  equation  can  work  for  you,  through  the  services 
of  Staff  Leasing,  Inc.  The  concept  is  simple.  Our 
company  hires  your  employees  and  leases  them  back 
to  you.  Your  office  routine  remains  unchanged,  except 
that  Staff  Leasing,  Inc.  handles  all  facets  of  personnel 
administration.  We  assume  responsibility  for  payroll 
and  related  accounting,  make  all  employer  contributions 
to  taxes  and  insurance  on  behalf  of  employees,  and 
manage  the  withholding  and  deposit  of  all  employee 
payroll  deductions. 

Because  a large  number  of  men  and  women  are 
employed  by  Staff  Leasing,  Inc.,  our  company  can 
provide  a package  of  employee  benefits  second  to 
none.  Your  staff  will  enjoy  group  medical  insurance, 
including  maternity  benefits;  group  dental  insurance; 
group  life  insurance;  a sound  retirement  plan; 
professional  liability  insurance;  worker’s  compensation 
insurance;  and  more. 

Staff  leasing  is  also  a recognized  and  approved 
solution  to  the  affiliated  service  group 
problem  presented  by  Internal  Revenue  Code 
Section  4l4(m). 

Staff  Leasing,  Inc.  is  not  an  employment  agency. 

We  simply  make  it  easier  for  you  to  operate  your 
professional  practice  or  corporation  with  existing 
staff.  Or  wfe  staff  your  office  with  new  employees, 
subject  to  your  approval. 

Freedom.  It’s  writing  one  check  a month  and  letting 
Staff  Leasing,  Inc.  do  the  rest. 

Let  us  work  out  a staff  leasing  plan  for  you.  It 
adds  up  to  a better  way  of  doing  business. 


Texas  office: 

Staff  Leasing,  Inc. 
7557  Rambler  Road, 
Suite  610 

Dallas,  Texas  75231 
(214)  696-0808 


Oklahoma  office: 

Staff  Leasing,  Inc. 

P.O.  Box  12373 

Oklahoma  City,  Oklahoma  73157 
(405)  943-3310 
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IN  MEMORI  AM 

RECENTLY  DECEASED  MEMBERS  OF  THE  TEXAS  MEDICAL  ASSOCIATION 


D.  B.  FAUBION 
Austin,  1916-1985 

N.  E.  HOLT 
Athens,  1922-1985 

J.  S.  KUGLER 
Dallas,  1923-1985 


G.  T.  ROSS 
Houston,  1920-1985 

A.  RUMELT 
Houston,  1909-1985 

T.  P.  SULLIVAN 

San  Antonio,  1925-1985 


The  Memorial  Library  of  the  Texas  Medical 
Association  stands  as  a permanent  memorial 
to  physicians  who  have  served  their  patients, 
their  profession,  and  the  people  of  Texas. 

The  Friends  of  the  TMA  Memorial  Library 
is  an  organization  dedicated  to  enhancing  the 
Library  collection  through  support  by  individ- 
uals. Funds  for  this  organization  are  raised 
through  membership  recruitment  and  memo- 


rial donations  and  are  added  to  the  Texas  Me- 
morial Medical  Library  Fund. 

Contributions  to  the  Texas  Memorial  Medi- 
cal Library  Fund  provide  a valuable  support 
function  to  the  Memorial  Library  which  offers 
a full  range  of  medical  reference  and  audio- 
visual services  to  TMA  members  through- 
out the  state. 


THE  FRIENDS  OF  THE  TMA  MEMORIAL  LIBRARY  FUND 
1801  N.  Lamar  Blvd.,  Austin,  Texas  78701 


1 ANNUAL  MEMBERSHIP  ENROLLMENT 

wish  to  become  enrolled  as  a Friend. 

□ Student  $ 5.00  □ Patron  $ 100.00 

□ Sustaining  $15.00  □ Life  $1,000.00 

□ Subscribing  $25.00 

NAME 

ADDRESS 

CITV/STATE/ZIP 


HONOR  AND  MEMORIAL  GIFTS 

□ In  memory  of  □ In  honor  of 

NAME 

OCCASION 

PLEASE  NOTIFY: 
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Ray  Charles  has  a disability.  Yet  his  abilities  have  enriched  as  all. 

“35  million  disabled  Americans  want 
the  same  things  you  want  out  of  life!’ 


We  want  to  use  our  abilities  to  the 
fullest.  We  want  to  participate.  That 
means  being  able  to  get  in  and  out  of 
places  you  want  to  go  if  you  use  a wheel- 
chair; having  signs  in  braille;  getting 
extra  help  to  do  the  job  you  really  want. 


Because  this  is  the  Decade  of 
Disabled  Persons,  the  National  Organi- 
zation on  Disability  urges  us  all  to  lend 
a hand  right  in  our  own  community. 

Let’s  put  our  abilities  together  so  all 
Americans  gain. 


To  find  out  how  you  can  get  involved,  call  this  telephone  number  now: 

1-800-248-ABLE 

NATIONAL  ORGANIZATION  ON 

ISABIUTY 
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MEDICINE  IN  LITERATURE 


Medicine  in  Literature  is  a randomly  selected  sample  of 
medical  texts  recently  purchased  by  the  TMA  Memorial  Li- 
brary. In  1 985  the  library  will  add  more  than  600  book  titles 
to  its  56,000-volume  collection  of  books  and  bound  journals, 
and  regularly  increases  its  holdings  of  motion  pictures,  au- 
diocassettes, videocassettes,  and  slide  presentations.  In 
addition,  the  library  subscribes  to  1,045  medical  and  health- 
related  journals.  For  additional  information,  call  the  Memo- 
rial Ubrary  at  (512)477-6704. 


In  the  TMA  Library 

Al-Doory  Y (ed):  Aspergillosis.  Springfield,  III,  Charles  C 
Thomas,  1985. 

Arndt  R,  Horns  JW,  Gold  RH:  Clinical  Arthrography,  ed  2. 
Baltimore,  Williams  & Wilkins,  1985. 

Blum  Bl  (ed):  Information  Systems  for  Patient  Care.  New 
York,  Springer-Verlag,  1984. 

Brown  JE,  Nordby  EJ,  Smith  L:  Chemonucleolysis.  Thoro- 
fare,  NJ,  SLACK  Incorporated,  1985. 

Davis  RL,  Robertson  DM:  Textbook  of  Neuropathology.  Bal- 
timore, Williams  & Wilkins,  1985. 

DeHart  RL  (ed):  Fundamentals  of  Aerospace  Medicine.  Phil- 
adelphia, Lea  & Febiger,  1985. 

Eichenwald  HF,  Stroder  J (eds):  Practical  Pediatric  Therapy. 
VCH  Publishers,  1984. 

Emery  AEH,  Rimoin  DL  (eds):  Principles  and  Practice 
of  Medical  Genetics,  vols  1 & 2.  New  York,  Churchill 
Livingstone,  1983. 

Freeman  JM  (ed):  Prenatal  and  Perinatal  Factors  Associated 
with  Brain  Disorders.  US  Department  of  Health  and  Human 
Services,  National  Institutes  of  Health,  1985. 

Hart  FD  (ed):  French’s  Index  of  Differential  Diagnosis,  ed  12. 
Bristol,  England,  John  Wright  & Sons  Ltd,  1985. 

Hurwitz  S:  The  Skin  and  Systemic  Disease  in  Children.  Chi- 
cago, Year  Book  Medical  Publishers,  Inc,  1985. 

Hutchinson  RG:  Coronary  Prevention:  A Clinical  Guide.  Chi- 
cago, Year  Book  Medical  Publishers,  Inc,  1985. 


Klavins  JV:  Tumor  Markers.  Clinical  and  Laboratory  Studies. 
New  York,  Alan  R.  Liss  Inc,  1985. 

Korneluk  GN:  Practice  Enhancement.  The  Physician’s  Guide 
to  Success  in  Private  Practice.  New  York,  Macmillan  Pub- 
lishing Company,  1985. 

Mendelson  JH,  Mello  NK  (eds):  The  Diagnosis  and  Treat- 
ment of  Alcoholism,  ed  2.  New  York,  McGraw-Hill  Book  Com- 
pany, 1985. 

Miller  NR:  Walsh  and  Floyt’s  Clinical  Neuro-Ophthalmology, 
ed  4,  vol  2.  Baltimore,  Williams  & Wilkins,  1985. 

Nicholls  J,  Glass  R:  Coloproctology.  Diagnosis  and  Out- 
patient Management.  New  York,  Springer-Verlag,  1985. 

Nyhus  LM,  Baker  RJ  (eds):  Mastery  of  Surgery,  vol  2. 

Boston,  Little,  Brown  and  Company,  1984. 

Pappas  DG:  Diagnosis  and  Treatment  of  Hearing  Impair- 
ment in  Children.  A Clinical  Manual.  San  Diego,  Calif, 
College-Hill  Press,  1985. 

Pories  WJ,  Thomas  FT : Office  Surgery  for  Family  Physi- 
cians. Boston,  Butterworth  Publishers,  1985. 

Segraves  RT,  Schoenberg  HW  (eds):  Diagnosis  and  Treat- 
ment of  Erectile  Disturbances.  A Guide  for  Clinicians.  New 
York,  Plenum  Medical  Book  Company,  1985. 

Sigman  M (ed):  Children  with  Emotional  Disorders  and  De- 
velopmental Disabilities.  Orlando,  Fla,  Grune  & Stratton, 

Inc,  1985. 

Smith  HL,  Fottler  MD:  Prospective  Payment.  Managing  for 
Operational  Effectiveness.  Rockville,  Md,  Aspen  Systems 
Corporation,  1985. 

Spoor  TC  (ed):  Modern  Management  of  Ocular  Diseases. 
Thorofare,  NJ,  SLACK  Incorporated,  1985. 

Sweet  RL,  Gibbs  RS:  Infectious  Diseases  of  the  Female 
Genital  Tract.  Baltimore,  Williams  & Wilkins,  1985. 

Williams  WC:  The  Doctor  Stories.  New  York,  New  Directions 
Publishing  Corporation,  1984. 
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The  Great  American  Smokeout 

Help  your  patients  take  a day  off  from  smoking 

November  21, 1985 


Provide  your  smoking  patients  with  a gentle  reminder  to  "Please  Stop  Smoking!" 
with  these  American  Cancer  Society  "prescription”  forms.  Studies  show  that  there  is 
high  acceptance  of  health  messages  when  they  are  given  directly  to  the  patient  by 
his  or  her  physician.  Take  this  opportunity  to  ask  your  smoking  patients  to  give  it  up. 


AMERICAN 

CANCER 
i SOCIETY’ 

DEA# 

PRESCRIPTION 

NAME: 

AGE: 

ADDRESS: 

DATE: 

Be 

<o  L 

/ 

'plea**-  ! 

f’ 

Dr. 

JOIN  THE 

GREAT  AMERICAN 

SMOKEOUT 

and  show  yourself 

that  quitting  is  possible. 

No  5667 

DISPENSE  AS  WRITTEN 

A supply  of  these  prescription  forms  as  well  as  information  on 

other  Great  American  Smokeout  material  is  available  from  your 
local  American  Cancer  Society  unit  or  the  ACS  Texas  Division, 
P.O.  Box  9863,  Austin  78766,  telephone  512  345-4560. 
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TEAMWORK! 


Research  has  shown  that  doctors  with  an  ex- 
perienced practice  management  team  actually 
spend  more  productive  time  in  the  practice  of 
their  health  care  services.  And,  putting  to- 
gether the  right  team  can  be  very  expensive 
in  time  and  money. 

That’s  why  APS  has  brought  together  the 
most  experienced  and  comprehensive  practice 
management  group  available  in  health  care  to- 
day to  design  and  develop  practical,  workable, 


solutions.  The  four  officers  have  over  82  years 
combined  experience. 

• Practice  Evaluation  • Management  Support 
Service  • Staff  Leasing  • Billing/ Collection  Ser- 
vice • APS  Health  Systems  Network  • Staff 
Training  • Medical  Group  Management  Team  • 
Medical  Enterprise  Development  Systems 

Draft  The  APS  Team  For  Your  Practice 
Management.  It  Will  Save  You  Time  And 
Money. 


aps 

H Practice  Management,  Inc 

The  Health  Business  Professionals. 

1301  Capital  Of  Texas  Highway 
Suite  #B-220 
Austin,  Texas  78746 

National  800/626-2450,  Texas  800/252-3447 


. Yes.  I Would  Like  More  Time  To  Practice  Health  Care, 
i □ Rush  Me  Information  About  The  APS  Management 
Team  Concept. 

□ Please,  Have  One  Of  Your  APS  Team  Professionals 
Contact  Me  For  An  Appointment. 

Name 

Practice  Name 

Address 

City State Zip 

Phone  Number  1 l 

! Individual  Practice Group  Practice 
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Texas  Physicians’  Directory 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA 
members  at  $32.00  per  column  inch  per  month  and  list- 
ings must  run  for  a minimum  of  six  months.  A discount  of 
5%  is  allowed  for  six  months’  advance  payment.  New 
listings,  changes,  or  cancellations  should  be  sent  to 
Advertising  Manager,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701.  Deadline  is  the  5th  of  the 
month  preceding  publication  month. 


Allergy 


Cardiology 


DONALD  L.  LEVENE,  MD,  FACC 
Invasive  and  Nuclear  Cardiology 

Diplomate  American  Boards  of  Internal  Medicine,  Cardiology 
Medical  City  Dallas,  7777  Forest  Lane,  #B-241 
Dallas,  Texas  75230;  214  385-3257 


CORPUS  CHRISTI  ALLERGY  CLINIC 


Saul  Groumas.  MD.  FACA,  FAACLA,  Allergy-Dermatology 
Wallace  A.  Crozier.  MD.  FACA.  Certified  American  Boards  Pediatrics 
and  Allergy.  Diplomate  American  Board  of  Allergy  and  Immunology 
lames  A.  Caplin.  MD.  Allergy-Immunology 


2530  Morgan,  Corpus  Cbristi.  Texas;  882-3487 


CHARLES  A.  RUSH,  JR.  MD 

Diplomate/American  Board  of  Allergy  & Immunology 
Fellow,  AAA,  ACA,  AACIA 

Northeast  Medical  Clinic  Association 
7601  Glenview  Drive 
Fort  Worth.  Texas  76118 


JAMES  A.  AYERS.  MD 
F AACIA,  FAAA,  FACA 
Adult  and  Pediatric  Allergy 

3130  S.  Alameda,  Corpus  Christi,  Texas  78404 
512  884-2841;  exchange  512  884-0661 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  ol  Allergic  Diseases 

CONSULTANTS 


John  P.  McGovern.  MD 
DIRECTOR-CONSULTANT 


Theodore  1.  Haywood.  MD 
Orville  C.  Thomas,  MD 
Joseph  T.  Queng.  MD 
Lawrence  G.  Thorne,  MD 
Venugopal  K.  Menon.  MD 
Robert  E.  Smith,  MD 
Gerald  T.  Machinski,  MD 
Theresa  C.  Queng,  MD 
Waldo  M.  Martinez.  MD 
Lyna  Kit  Lee.  MD 
Harlan  W.  Sindell,  MD 


RESEARCH  ASSOCIATES 
Michael  H.  Smolensky.  PhD 
Alain  Reinberg,  MD,  PhD 
Chinavudh  Wanissorn,  PhD 
Glenna  M.  Kyle.  PhD 


Evan  M.  Hersh,  MD 
IMMUNOLOGY 

James  A.  Knight.  MD 
PSYCHIATRY 

R.  John  Prevost.  MS 
AIR  POLLUTION 

Reuben  D.  Wende.  PhD 
ANTIGEN  AND  CLINICAL 
LABORATORIES 

John  A.  Thomas,  PhD 
BIOMETRICS 

Warren  E.  Schaller.  HSD 
Charles  F.  Kegley.  PhD 
ALLIED  HEALTH  SCIENCES 

Hester  Beth  Bland.  HSD 
HEALTH  EDUCATION 

George  R.  Kerr,  MD 
NUTRITION 


Clinics 


Two  complete  neurological  and  behavioral  medicine  facilities  dedicated 
to  DIAGNOSIS  AND  COMPREHENSIVE  CARE  OF  PATIENTS  WITH 
CHRONIC  RECURRENT  HEADACHES  with  emphasis  on  prophylactic 
treatment. 


HOUSTON  HEADACHE 
CLINIC 

Park  Plaza  Prof.  Bldg. 
1213  Hermann  Dr.  #855 
Houston,  Texas  77004 
713  528-1916 


DALLAS  HEADACHE 

CLINIC 

Douglas  Plaza 

8226  Douglas  Ave.  #325 

Dallas,  Texas  75225 

214  692-7011 


CAT  scan;  EEG;  EMG;  Evoked  Potentials;  Thermography;  Personality, 
Behavioral  and  Psychological  Evaluations.  Multimodality  approach  to 
management  of  headache  including  prophylactic  medications,  bio- 
feedback  and  behavioral  therapy. 


NINAN  T.  MATHEW,  MD.  FRCP  (C) 
Neurologist-Director 


DALLAS  DIAGNOSTIC  ASSOCIATION 

7777  Forest  Lane.  Suite  303,  Dallas.  Texas  75230 


214  661-7770 

CARDIOLOGY 
J.  Edward  Rosenthal.  MD 
David  A.  Schwartz,  MD 

GASTROENTEROLOGY 
Paul  K.  Anderson.  MD 
Roger  C.  Camp,  MD 
Lannie  R.  Hughes.  MD 

HEMATOLOGY  AND  ONCOLOGY 
Barry  D.  Brooks,  MD 
Charles  S.  White.  III.  MD 

ADMINISTRATOR 
Carl  E.  Ikard 


ALLERGY  AND  IMMUNOLOGY 
William  R.  Lumry.  MD 

RHEUMATOLOGY 
Carlos  M.  Kier,  MD 

INTERNAL  MEDICINE 
Joan  P.  Donley,  MD 
Larry  Dossey,  MD 
Tom  L.  Hampton,  MD 
David  A.  Haymes,  MD 
C.  Thomas  Long.  Ill,  MD 
Jack  F.  Melton,  MD 
Joe  H.  Sample,  Jr.,  MD 
Peter  S.  Stack,  MD 
Rick  T.  Waldo,  MD 


Diplomates  American  Boards  of  Internal  Medicine. 
Cardiology,  Gastroenterology.  Hematology  and  Oncology 


SOUTHWEST  DAY  HOSPITAL 

4801  Woodway.  Suite  195  West.  Houston.  Texas  77056;  713  871-0266 

Partial  Hospitalization  Services 

Day,  night,  weekend 

Full  range  of  Psychotherapy  and  Activity  Services 
Biofeedback  and  Psychological  Testing 


Certified  American  Board  of  Allergy  and  Immunology 

Diplomates  American  Boards  of  Pediatrics  and  Allergy 

6969  Brompton  (at  Holcombe),  Houston.  Texas  77025;  713  661-1444 


Programs 

General  Psychiatric 
Eating  Disorders 
Chemical  Dependency 


Anesthesiology 


THOMAS  A.  BLOCHER,  MD 
Medical  Director 


EDWARD  A.  TALMAGE,  MD,  PA 
Pain  Management — Epidural  Steroid  Therapy 
Diagnostic  & Therapeutic  Nerve  Blocks 
Surgical  <&  Obstetrical  Anesthesiology 

Diplomate  American  Board  of  Anesthesiology 

7777  Southwest  Freeway,  Suite  1052.  Houston  77074;  713  988-7558 


TMA  Postgraduate  Courses 

. . . Another  service  of  your  association 
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Colon  & Rectal  Surgery 

Diagnostic  Radiology 

FT.  WORTH  PROCTOLOGIC  CLINIC.  PA 

Colon  and  Rectal  Surgery  and  Colonoscopy 

Sommai  Sehapayak,  MD,  FACS,  FICS 

Diplomat®  American  Board  oi  Colon  and  R®ctal  Surgery 

1050  West  Rosedale,  Fort  Worth,  Texas  76104; 

817  338-4501  (24  hours) 

COMPUTED  TOMOGRAPHY 

Temple  Independent  Scanner 

Stephen  J.  Vancura,  MD 

High  Resolution  In/Out  Patient  CT  (Head  or  Body) 

Including  Tumor  Biopsy,  Interventional  Radiology 

2027  S.  61st  St.,  Suite  116,  Temple,  Texas  76501 

817  774-9994 

Note:  24  hr.  Emergency  Services  Available 

DAVID  S.  PITA,  MD 

Colon  and  Rectal  Surgery 

Colonoscopy 

Endocrinology 

Barnett  Tower.  Baylor  Medical  Plasa 

3600  Gaston  Ave..  Suite  411 

Dallas.  Texas  75246 

Telephone  214  821-4300 

Dermatology 

ENDOCRINE  ASSOCIATES  OF  DALLAS.  PA 

Stanley  Feld,  MD,  FACP 

Richard  Sachson,  MD,  FACP 

Steven  Dorfman,  MD,  FACP 

Stephen  Aronoff,  MD,  FACP 

Diplomates  of  American  Board  of  Internal  Medicine 
and  Endocrinology  and  Metabolism 

Practice  Limited  to  Endocrinology  <&  Diabetes 

5480  LaSierra  Driv*.  Dallas.  Texas  75231;  214  363-5535 

DAVID  R.  WEAKLEY,  MD.  FACP 

Dermatology — Dermatological  Surgery 

Including  Dermabrasion,  Chemical  Peeling 
and  Collagen  Injections 

Medical  City  Dallas,  Suite  214.  7777  Forest  Lane 

Dallas.  Texas  75230;  Phone  214  661-7460 

ERIC  A.  ORZECK.  MD,  FACP 

Endocrinology  & Diabetes 

8181  North  Stadium  Drive,  Houston,  Texas  77054;  713  797-9922 

WILLIS  I.  COTTEL,  MD 

Practice  Limited  to  Skin  Cancer 

Gastroenterology 

Mohs  Chemosurgery 

Baylor  Medical  Plaza.  3600  Gaston  Avenue 

Suite  1154.  Dallas.  Texas  75246;  214  827-5960 

CECIL  O.  PATTERSON.  MD.  FACP 

Gastroenterology,  Gastroscopy,  Esophagoscopy 

DERMATOLOGY  ASSOCIATES  OF  SAN  ANTONIO 

James  Lewis  Pipkin,  MD  Mary  Jo  Montgomery,  MD 

Diseases  of  the  Skin,  Skin  Cancer, 

Mucocutaneous  Virology 

108  Tendick,  San  Antonio,  Texas  78209;  512  222-8651,  222-2001 

(East  at  2700  block  Broadway  on  Brackenridge  Ave;  up  hill  for  3 

blocks  to  Tendick  on  left.  Office  in  middle  of  clock.  Note  signs  and 

arrows.) 

9000  Harry  Hinas  Boulevard.  Dallas.  Texas  75235 

214  358-2545 

DRS.  BAILEY,  DOUGLAS  AND  DEVANEY 
ASSOCIATION 

3434  Swiss  Avenue.  Suite  303.  Dallas.  Texas;  214  823-5180 

DERMATOLOGY  ASSOCIATES  OF  DALLAS 

David  S.  Alkek,  MD 

Hair  Transplantation,  Scalp  Reduction, 

Dermabrasion,  Chemical  Peel  and  Collagen 

Medical  City  Dallas,  7777  Forest  Lane,  Building  B, 

Suite  309,  Dallas,  Texas  75230;  telephone  214  788-0088 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey.  MD 

F.  Clark  Douglas.  MD 

George  T.  DeVaney.  MD 

General  Surgery 

MOHS  SURGERY 

FOR  PRIMARY  AND  RECURRENT 

CANCER  OF  THE  SKIN 

Forrest  C.  Brown.  MD 

Medical  City  Hospital 

7777  Forest  Lane.  Dallas,  Texas  75230;  214  661-4537 

DRS.  VANDERPOOL.  LANE.  WINTER  & BONE 

David  Vanderpool.  MD.  FACS  John  W.  Winter.  MD.  FACS 

B.  Ward  Lane.  MD.  FACS  G.  Edward  Bone.  MD,  FACS 

Diplomates  American  Board  oi  Surgery 

General  & Peripheral  Vascular  Surgery 

1008  N.  Washington,  Dallas,  Texas  75204;  214  823-2650 

7777  Forest  Lane,  Suite  204,  Dallas,  Texas  75230;  214  661-7860 

ROBERT  P.  FULLER.  MD 

Mohs'  Skin  Cancer  Surgery  and  Cutaneous 

Cosmetic  Surgery 

909  Frostwood,  Suite  330,  Houston,  Texas  77024 

Telephone  713  464-9346 

ROBERT  J.  TURNER,  m.  MD.  FACS 

Diplomate  American  Board  oi  Surgery 

Surgery  and  Surgical  Oncology 

1350  South  Main.  Suite  1200. 

Fort  Worth  76104;  817  335-8311 

TMA  Physician  Placement  Service 

. . . Another  service  of  your  association 

TMA  Practice  Management  Workshops 

. . . Another  service  of  your  association 
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Hand  Surgery 


L.  LEE  LANKFORD,  MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 

DAVID  J.  ZEHR,  MD — Microsurgery 
ARNOLD  V.  DiBELLA,  MD 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas.  TX  75246;  214  823-5351 
LANKFORD  HAND  SURGERY  ASSN. 


ROBERT  E.  BUNATA,  MD.  PA 
B.  J.  WROTEN.  MD 

Surgery  of  the  Hand 

801  West  Terrell,  Ft.  Worth,  Texas  76104 
Telephone  817  335-5411 


DOCTORS  SMITH,  WHEELER  AND  PARKER.PA 

Ronald  Smith.  MD,  Retired 
Joe  Ellis  Wheeler.  MD 
Leighton  B.  Parker.  MD 
David  Allen  Cech.  MD 


920  South  Lake.  Fort  Worth.  Texas  76104 
Telephone  817  336-0551 


DALLAS  NEUROSURGICAL  ASSOCIATION 
Neurological  Surgery  and  Microneurosurgery 

Charles  W.  Simpson.  MD  Richard  H.  Jackson.  MD 

Morris  Sanders.  MD  Casey  E.  Patterson.  MD  (Retired) 

W.  Robert  Hudgins.  MD 


5959  Harry  Hines  Blvd..  St.  Paul  Professional  Bldg.  Suite  820. 
Dallas.  Texas  75235;  214  637-0420 


W.  DENNIS  STRIPLING,  MD.  PA 
MICHAEL  V.  DOYLE,  MD,  PA 

Diplomates  American  Board  of  Orthopaedic  Surgery 

Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

8220  Walnut  Hill  Lane.  Suite  606.  Dallas.  Texas  75231;  214  368-3776 


KENNETH  D.  GLASS,  MD.  FACS 

Hand  Surgery  and  Reconstructive  Surgery 

of  the  Upper  Extremity 

St.  Paul  Professional  Building,  Suite  812,  5959  Harry  Hines  Blvd., 
Dallas.  Texas  75235;  214  631-7488 

Medical  City  Dallas,  Suite  C-200,  7777  Forest  Lane,  Dallas,  Texas 
75230;  214  661-4797 

ADRIAN  E.  FLATT,  MD,  FRCS 

Chief,  Department  of  Orthopaedic  Surgery 
Baylor  University  Medical  Center 

Reconstructive  Surgery  of  the  Hand 

Suite  412.  Doctor's  Building.  3707  Gaston  Avenue, 

Dallas,  Texas  75246;  Office  214  823-9440 


8210  Walnut  Hill  Lane.  Presbyterian  Professional  Bldg..  Suite  905 
Dallas.  Texas  75231;  214  369-7596 


JACK  E.  McCALLUM,  MD,  PA 
PHILIP  C.  BECHTEL,  MD,  PA 
WARREN  D.  WILSON,  MD.  PA 

Diplomates  of  the  American  Board  of  Neurological  Surgery 
1522  Cooper,  Fort  Worth.  Texas  76104;  817  336-1300 


EL  PASO  NEUROLOGICAL  INSTITUTE 

Professional  Association 

Neurology,  Neurosurgery,  Electroencephalography 
Neuro-Radiology,  Computerized  Tomography 

John  T.  O'Neal,  MD,  Neurosurgery 

Robert  D.  Schneider.  MD,  Neurology  and  Electroencephalography 
Steven  E.  Crouse.  MD,  Neurology  and  Electroencephalography 


Murchison  Medical  Bldg..  Suite  307 

ROBERT  A.  ERSEK,  MD  1810  Murchison  Drive.  El  Paso,  Texas  79902 

Diplomate  of  American  Board  of  Plastic  Surgery  Telephone  915  532-8901 

Surgery  of  the  Hand  " 

30th  & Red  River,  Austin,  Texas  78704  NlICl©Cir  ^4©dicill© 

24  HR#  512  474-HAND 


WILLIAM  J.  VAN  WYK,  MD,  PA 
Surgery  of  the  Hand 


803  West  Terrell,  Fort  Worth,  Texas  76104 
Telephone  817  877-3113 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 
Phillip  E.  Hansen,  MD 

Surgery  of  the  Shoulder,  Elbow  & Hand 
Microsurgery  & Reimplantation 

Baytor  Medico1  Plaza,  3800  Gaston  Ave..  Suite  303,  Dallas  Texas  75246; 
214  823-7C90 

Medical  City  Dallas  II,  7777  Forest  Lane.  Suite  BI16.  Dallas,  Texas 
75230;  214  661-7010 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 
Radioactive  Tests  In:  Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology,  Obstetrics-Gynecology  and  Non-lnvasive 
Nuclear  Cardiology 

Herbert  C.  Allen.  Jr.  MD,  FACNM 
Director  — 713  790-0540 

Diplomate  American  Board  of  Nuclear  Medicine 


Neurological  Surgery 

DRS.  LONG,  SCOTT  <S  COON 

NEUROSURGERY  ASSOCIATION 
Neurological  Surgery  and  Microneurosurgery 

R.  Gordon  Long,  MD.  FACS 
Bennie  B.  Scott,  MD,  FACS 
John  V.  Coon,  MD 

Diplomates  American  Board  of  Neurological  Surgery 
Baylor  Medical  Plaza,  605  Barnett  Tower.  3600  Gaston  Avenue, 
Dallas.  Texas  75246;  Telephone  214  826-7060 


HERBERT  C.  ALLEN.  JR,  MD,  FACNM 
Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston,  Texas  77030;  713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 
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TFXAR  MFOICINI 


Oncology 


HAROLD  GRANEK.  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 


HEMATOLOGY-ONCOLOGY  ASSOCIATES  OF 
HOUSTON.  PA 

Gary  B.  Fleishman,  MD  Joel  W.  Abramowitz,  MD,  PhD 

Diplomates  of  the  American  Boards  of  Internal  Medicine  <£  Medical 
Oncology 

Diplomate  of  the  American  Board  of  Hematology  (IWA) 

909  Frostwood,  Suite  120,  Houston.  TX  77024;  713  467-1630 
6565  DeMoss.  Suite  211.  Houston.  TX  77074;  713  270-1188 


Ophthalmology 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser.  MD  Dwain  G.  Fuller.  MD 

William  B.  Snyder.  MD  Gary  Edd  Fish.  MD 

William  L.  Hutton.  MD  Rand  Spencer,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

5421  LaSierra.  Dallas.  Texas  75231;  214  692-6941 
3600  Gaston  Avenue,  Dallas,  Texas  75246;  214  821-4540 

BRUCE  C.  TAYLOR,  MD 
RICHARD  L.  WINSLOW,  MD 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

2811  Lemmon  Ave.  E.  Dallas,  Texas  75204 
214  521-1153;  1-800-442-5376 


1021  Washington  Avenue. 

Fort  Worth.  Texas  76104;  817  332-6200 


SOUTHWEST  RETINA  CONSULTANTS,  PA 

Diseases  and  Surgery  oi  the  Retina  and  Vitreous 

Roy  A.  Levit,  MD 
Clifford  M.  Ratner,  MD 

Sierra  Towers,  Suite  3800,  1700  Curie 
El  Paso.  Texas  799C2;  915  532-3912 


BRIAN  B.  BERGER.  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Park  St.  David  Professional  Building.  Suite  106. 

80C  East  30th  Street,  Austin  78705;  512  479-8101  day  or  night 


JUDSON  P.  SMITH,  MD 

Diplomate/American  Board  of  Ophthalmology 

General  Ophthalmology  and  Ophthalmic  Surgery 
of  the  Anterior  Segment 

1350  South  Main,  Suite  3100,  Fort  Worth,  Texas  76104;  817  338-4081 


EYE  ASSOCIATES 

Diseases  and  Surgery  of  the  Eye 

Charles  A.  Sargent,  MD 
Alan  C.  Baum.  MD 
R.  Edwin  Pitts,  MD 
William  Decker,  MD 

7777  Southwest  Freeway,  St.  916,  Houston,  Texas  77074;  713  777-7145 

STUART  A.  TERRY.  MD 
Sub-Specialty  Glaucoma 

M&S  Tower,  Suite  401.  730  N.  Main. 

San  Antonio.  Texae  78205;  512  226-5191 


OPHTHALMOLOGY  ASSOCIATES 

JOE  L.  BUSSEY,  MD — Cataract  and  Lens  Implant  Surgery 
RUFUS  A.  ROBERTS,  MD — Diseases  and  Surgery  of  the  Retina 
Cataract  and  Lens  Implant  Surgery 
THOMAS  H.  SMITH,  MD — Ophthalmic  Plastic  and  Reconstructive 
Surgery 

DAN  E.  BRUHL,  MD — Cataract  and  Lens  Implant  Surgery 
JOHN  W.  ZERDECKI.  MD — Cataract  and  Lens  Implant  Surgery 
Refractive  Surgery 

DORIS  E.  JENSEN.  MD — Medical  Ophthalmology 

DAVID  HENDRICKS.  MD— Medical  and  Surgical  Ophthalmology 

JAMES  A.  SAVAGE,  MD — Glaucoma  Consultation  and  Surgery 

308  S.  Henderson,  Fort  Worth,  Texas  76104 
817  355-5435,  appointments  817  335-6070 
se  habla  espanol 


LOUIS  M.  ALPERN,  MD,  MPH,  FACS.  PA 

Diplomate  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902;  915  545-2333 


JOHN  E.  BISHOP,  MD 

Sub-Specialty  Pediatric  Ophthalmology 

and  Adult  Strabismus 

3301  South  Alameda,  Suite  505 
Corpus  Christi,  Texas  78411;  512  857-6600 


EDWIN  C.  AUGUST  AT.  MD 

Ophthalmic  Plastic  and  Reconstructive  Surgery 

1400  South  Main.  Suite  503.  Fort  Worth.  Texas  76104;  817  338-4183 

RETINA-VITREOUS  ASSOCIATES 

W.  Rex  Hawkins,  MD 
Van  W.  Teeters,  MD 

Limited  to  Retina  and  Vitreous 

6436  Fannin.  Houston.  Texas  77030;  713  797-1531 

BELLAIRE  EYE  ASSOCIATES 
Warren  D.  Cross,  MD 

6802  Mapleridge,  Bellaire,  Texas  77401 
Telephone  713  666-4224 


HOUSTON  EYE  ASSOCIATES 

Charles  E.  Russo,  MD,  FACS 
Malcolm  L.  Mazow,  MD.  FACS 
Robert  H.  Stewart,  MD,  FACS 
Robert  B.  Wilkins,  MD,  FACS 
Jeffrey  D.  Lanier,  MD,  FACS 
Michael  A.  Bloome,  MD,  FACS 
Paul  C.  Salmonsen,  MD,  FACS 
Richard  L.  Kimbrough,  MD,  FACS 
Jeffrey  B.  Arnoult,  MD 
Louise  Cooley  Kaldis,  MD 
William  H.  Quayle,  MD 
Sylvan  Brandon,  MD,  FACS,  FICS 

Richard  S.  Ruiz,  MD,  FACS 
Charles  A.  Garcia,  MD,  FACS 
Jack  T.  Holladay.  MD,  FACS 
Rosa  A.  Tang,  MD 

Houston  Eye  Associates  Building,  2855  Gramercy,  Houston,  Texas 
77025;  713  668-6828 


South  Pennzoil  Tower,  711  Louisiana,  Houston,  Texas  77002; 

713  224-4433 

Fountain  View  Medical  Plaza.  1622  Fountain  View,  Houston,  Texas 
77057;  713  782-4406 

Hermann  Eye  Center,  1203  Ross  Sterling.  Houston,  Texas  77030; 

713  797-1777 
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Orthopedic  Surgery 


L.  Ray  Lawson,  MD  R.  Stephen  Curtis,  MD 

Robert  D.  Vandermeer.  MD  William  A.  Bruck,  MD 

Wynne  M.  Snoots,  MD  W.  Z.  Burkhead,  Jr.,  MD 

W.  B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 
Orthopedic  Surgery 

A Professional  Association 

2909  Lemmon  Ave.,  Dallas.  Texas  75204;  214  521-2191 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue.  Fort  Worth,  Texas;  817-335-4318 

Louis  J.  Levy.  MD.  PA 
Henry  C.  McDonald.  Jr.  MD 
Fred  W.  Sanders.  MD 
fames  M.  Beckley,  MD 
Joseph  H.  Gaines.  MD 
Steven  J.  Mackey.  MD.  PA 


F.  Carlton  Hodges.  MD 
I.  Price  Brock.  Jr.  MD 
Morvyn  B.  Fouse.  MD 
[ohn  H.  fudd,  Jr.,  MD 

ORTHOPEDIC  ASSOCIATES  OF  ABILENE 

Diplomates  American  Board  of  Orthopedic  Surgery 
1701  Pine  Street,  Abilene,  Texas  79601 


ANGELO  L.  OTERO.  MD.  AAOS,  FACS 

A Professional  Association 

Orthopedic  Surgery,  Arthroscopy, 

Arthroscopic  Surgery 

Medical  Tower  Building.  1550  West  Rosedale.  Suite  410. 

Fort  Worth.  Texas  76104;  817  336-3906 
Answered  24  Hours 

G.  S.  GILL.  MD,  PA 

Orthopedic  Surgery — Surgery  of  the  Hand 

3601  22nd  Place,  Lubbock,  Texas  79410 
Telephone  806  797-9119 

ORTHOPAEDIC  SURGERY  ASSOCIATES  OF 
SAN  ANTONIO,  PA 

Jesse  C.  DeLee,  MD  John  A.  Evans,  MD 

Diplomates  ABOS  Fellows  AAOS 

Athletic  Medicine,  Reconstructive  and  Traumatic 
Surgery  of  the  Foot,  Knee  and  Hip 

414  Navarro.  Suite  1128.  San  Antonio.  Texas  78205;  512  225-6045 
7711  Louis  Pasteur.  Suite  209,  San  Antonio.  Texas  78229;  512  697-9888 

Otolaryngology 


HOUSTON  ORTHOPEDIC  CENTER 

Donald  T.  Lazarz,  MD 
Lee  C.  Detenbeck,  MD 
Thomas  S.  Padgett,  MD 
John  J.  DeBender,  MD 

Twelve  Oaks  Tower,  4126  Southwest  Freeway,  Suite  200, 

Houston.  Texas  77027;  713  622-5100  and 

Parkway  Towers  Professional  Building,  Suite  202. 

150  West  Parker  Road.  Houston.  Texas  77076;  713  691-3905 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 
Orthopedic  Surgery — Surgery  of  the  Hand 

Royce  C.  Lewis.  Jr,  MD 
Kenneth  C.  Scholz.  DDS,  MD.  PA 
John  Paul  Theo.  MD,  PA 
Robert  A.  Peinert,  Jr.,  MD 

3702  21st  St.  Suite  9.  Lubbock.  Texas  79410;  806  795-8261 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel.  Jr.  MD 

E.  E.  Rising,  Jr.  MD.  Emphasis  on  Hand  Surgery 
C.  Poindexter,  MD 

C.  R.  Vavrin,  MD,  Emphasis  on  Sports  Medicine 
Diplomates  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road.  Arlinaton.  Texas  76012;  817  261-8284 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

John  B.  Gunn.  MD  James  M.  Lancaster.  MD 

Huntly  G.  Chapman,  MD  James  W.  Brodsky.  MD 

Phillip  E.  Hansen.  MD 

Orthopedic  Surgery 

3600  Gaston  Avenue.  Suite  303.  Dallas.  Texas  75246;  214  823-7090 
Medical  City  Dallas  II.  7777  Forest  Lane.  Suite  2116. 

Dallas.  Texas  75230;  214  661-7010 


HOUSTON  ORTHOPEDIC  CLINIC 


Joseph  Barnhart,  MD 
H.  Kendall  Hamilton,  MD 

5620  Greenbriar,  Houston,  Texas  77005 
Telephone  713  526-6262 


ORTHOPEDIC  FOOT  SURGERY  ASSOCIATES 
Surgery  & Diseases  of  the  Foot  and  Ankle 

Charles  E.  Graham.  MD 

8345  Walnut  Hill  Lane.  Suite  105.  Dallas  75231;  214  369-4361 
Donald  M.  Mauldin.  MD 

6161  Harry  Hines.  Suite  220.  Dallas  75235;  214  630-8646 


Drs.  Morton,  Blumenfeld  <&  Charbonneau,  PA 
ENT,  ENT  Allergy,  Cosmetic  Facial  Surgery 

R.A.D.  Morton.  Jr..  MD.  FACS 

Ronald  J.  Blumenield,  MD.  FACS 

Paul  A.  Charbonneau,  MD,  FACS 

Diplomates,  American  Board  oi  Otolaryngology 

1733  Curie.  Suite  100.  El  Paso.  Texas  79902;  915  533-5461 

9398  Viscount.  1-E,  El  Paso.  Texas  79925;  915  592-8666 


Pathology 


FORT  WORTH  MEDICAL  LABORATORIES 

Dorothy  Patras,  MD 

Anatomic  Pathology  and  Consultation  in 
Clinical  Pathology 

1400  Pennsylvania  Avenue.  Fort  Worth,  Texas  76104 
Mailing  address:  P.O.  Box  1118.  Fort  Worth.  Texas  76101 
Telephone  817  336-7137 


J.  S.  WILKENFELD,  MD.  MEDICAL  LABORATORIES. 
INC. 

J.  S.  Wilkenield.  MD 

Diplomate  oi  the  American  Board  oi  Pathology 

Anatomical  Pathology,  Clinical  Pathology 
Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.O.  Box  55008  Houston.  Texas  77055;  713  468-0738 
Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 


AUSTIN  PATHOLOGY  ASSOCIATES 
MEDICAL  PARKWAY  CLINICAL  LABORATORY 

Anatomic  and  Clinical  Pathology,  Electron 
Microscopy,  Cytology  and  Dermatopathology 

Computerized  Results  Reporting  With  Telecommunications  Available 


A.  Q.  Da  Silva,  MD 
Donald  A.  Parsons,  MD 
William  J.  Reitmeyer,  MD 


Paul  A.  LeBourgeois,  MD 
Phillip  C.  Collins,  MD 
David  R.  Ralph,  MD 


RENAL  PATHOLOGY;  Gerald  A.  Beathard,  MD 
Main  Lab:  711  W.  38th  Street— Suite  C-ll,  Austin,  Texas  78705 
Mailing  Address:  P.O.  Box  9806.  Austin.  Texas  78766-0806 
Telephone:  612  452-2529 

Specimens:  Mail  to  Main  Lab 
Office  Pickup  Service  in  Austin  Area 


Representing  TMA's  legislative  views 
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TEXAS  MEDICINE 


Physical  Medicine  & Rehabilitation 


WARM  SPRINGS  REHABILITATION  HOSPITAL 
GONZALES  WARM  SPRINGS  FOUNDATION.  INC. 

P.O.  Box  58.  Gonzales.  Texas  78629 
Facilities  lor  Physical  Restoration 

Physical  Therapy.  Occupation  Therapy.  Speech  Therapy. 

Recreational  Therapy.  School  lrom  first  grade  through  twelfth  grade 

David  E.  Gumper.  Administrator 
Larry  E.  Browne.  MD.  Medical  Director 


ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  226-2424 


Plastic  Surgery 


PLASTIC  SURGERY  ASSOCIATION 

Leonard  Koch,  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3601  21st  Street.  Suite  5.  Lubbock.  Texas  79410;  806  792-2313 


STEPHEN  C.  LESAUVAGE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

825  Medical  Drive,  Tyler,  Texas  75705;  214  593-8296 

JAMES  L.  MOORE,  MD,  FACS.  PA 

Diplomat*  American  Board  of  Plastic  Surgery 

Plastic  and  Reconstructive  Surgery 

1200  Binz,  Suite  730 

Houston,  Texas  77004;  713  526-6161 


Thomas  D.  Cronin,  MD,  FACS  Laurence  E.  Woll,  MD,  FACS 

Raymond  O.  Brauer,  MD,  FACS  Benjamin  E.  Cohen,  MD,  FACS 
Thomas  M.  Biggs,  MD,  FACS  Ernest  D.  Cronin,  MD,  FACS 

Diplomates  American  Board  oi  Plastic  Surgery 

PLASTIC  SURGERY 

7000  Fannin  St.,  Suit*  2400,  Houston,  Texas  77030;  713  795-5930 


HOUSTON  PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks.  MD,  FACS 
Jonathan  J.  Dora,  MD,  FACS 
David  J.  Katrana,  DDS.  MD,  FACS 
lames  B.  Statfori.  IV.  MD 
David  A.  Lee.  MD 

Aesthetic,  Plastic.  Reconstructive  and  Hand  Surgery 

6560  Fannin.  Suite  750.  Houston.  Texas  77030;  795-5575 


FORT  WORTH  PLASTIC  SURGERY  CLINIC 
David  A.  Grant,  MD,  FACS 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic  and  Reconstructive  Plastic  Surgery 
Raymond  A.  Faires,  MD 

Diplomats  American  Board  of  Surgery 

Plastic  and  Reconstructive  Surgery 
Hand  and  Micro  Surgery 

606  Medical  Plaza  Building 

800  Eighth  Avenue.  Fort  Worth,  Texas  76104 

817  335-4752  817  332-9441 


PLASTIC  SURGERY  CLINIC  OF  AUSTIN 

Robert  A.  Ersek,  MD 

Diplomate  of  American  Board  of  Plastic  Surgery 

Aesthetics,  Plastic,  Reconstructive, 
Suction  Lipectomy,  and  Hand  Surgery 

30th  & Red  River,  Austin,  Texas  78705 
24  HR#  512  479-6805  <5  512  474-HAND 


The  Burn  Care  Associates  has  been  organized  to  provide  care  for 
burned  patients.  Care  for  every  phase  of  burn  trauma  will  be  provided 
from  resuscitation  to  late  rehabilitation. 

John  E.  Carter,  MD  David  Mclnnis,  MD 

Lebaron  W.  Dennis,  MD  Donald  Novick,  MD 

Michael  M.  Duffy,  MD  Millie  Smith,  Coordinator 

Joe  Ford,  MD 

BURN  CARE  ASSOCIATES 

302  Oak  Hills  Building,  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 
Telephone  512  694-0973 

ROBERT  M.  WRIGHT.  JR..  MD 
VALERIE  WRIGHT,  MD 

Plastic,  Reconstructive.  Hand 
and  Microvascular  Surgery 

1700  Providence  Drive,  Waco,  Texas  76707 
Telephone  817  756-0111 


TEODORO  A.  SAIEH,  MD.  PA 

Plastic  and  Reconstructive  Surgery, 
Cosmetic  Surgery,  Hand  Surgery 

2601  Hospital  Blvd.,  202-B.  Corpus  Christi  78405 
Telephone  512  884-9575 


VALENTIN  GRACIA,  MD,  FACS.  FICS 

Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic  Surgery — Bums 

1001  W.  Rosedale.  P.O.  Box  2476.  Fort  Worth.  Texas  76113;  817  336-0446 


ROGER  D.  HARMAN.  MD 

Aesthetic,  Plastic  and  Reconstructive  Surgery 
Hand  and  Microsurgery 

747  Eighth  Avenue.  Fort  Worth.  Texas  76104 
817  335-4044 


WILLIAM  E.  BARNES.  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Cosmetic  Surgery 

Plastic  & Reconstructive  Surgery 

1301  West  38th  Street.  Suit*  608.  Austin.  Texas;  454-7659 

JOHN  E.  CARTER,  MD.  PA 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

7711  Louis  Pasteur  Drive,  Suite  801,  San  Antonio,  Texas  78229 
Telephone:  (Area  Code  512)  Ofiice  696-2390  Medical  Exchange  227-6331 


TMA  Physician  Health  and  Rehabilitation 
Hotline— 512  477-5575 

. . . Another  service  oi  your  association 
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Psychiatry 


ROBERT  E.  HAZLEWOOD,  MD 

Psychiatry,  Somatic  Therapies,  Alcoholism  and 
Drug  Abuse,  Individual  <S  Group  Psychotherapy, 

(Adult  <£  Adolescent — Hospitalization  <£  Outpatient) 

Medical  Science  Psychiatric  Center 

711  W.  38th,  Suite  C-4,  Austin,  Texas  78705;  512  458-9286 


GONZALO  A.  AILLON,  MD 
Psychiatry-Bilingual 


3450  Wheatland  Road,  Suite  120 
Dallas.  Texas  75211;  214  296-6241 


RICHARD  G.  JAECKLE,  MD 
Psychiatry 

Diplomate,  American  Board  Psychiatry  <S  Neurology,  Child  Psychiatry 
Diplomate,  American  Board  Psychiatry  <S  Neurology,  Psychiatry 

Presbyterian  Professional  Building  II,  Suite  404, 

8220  Walnut  Hill  Lane.  Dallas.  Texas  75231;  214  696-0964 


DALLAS  PSYCHIATRIC  ASSOCIATES. 
A PARTNERSHIP 


Inpatient  and  Outpatient  Services  for 
Adolescent  Psychiatry,  Adult  Psychiatry, 
Treatment  of  Alcoholism 


Larrie  W.  Arnold,  MD 
Gary  L.  Etter,  MD 
Bradford  M.  Goff,  MD 
Fred  L.  Griffin,  MD 
R.  Sanford  Kiser,  MD 
Grover  Lawlis,  MD 


Claude  R.  Nichols,  MD 
William  M.  Pederson,  MD 
Leslie  H.  Secrest.  MD 
Angela  M.  Wood,  MD 
John  M.  Zimburean,  MD 


Brookhaven  Professional  Plaza,  LBJ  at  Webbs  Chapel 

10  Medical  Parkway,  Suite  304,  Dallas,  Texas  75234 

Medical  City  Dallas,  7777  Forest  Lane,  Suite  2411,  Dallas,  Texas  75230 

Telephone  214  247-1150 


CONSIDINE/BLOCHER,  PA 
Psychiatry,  Chemical  Dependency, 

Individual  Psychotherapy 

(Adults/Adolescents,  Hospitalization,  Day  Hospital  or  Outpatient) 
James  F.  Considine,  MD 
Thomas  A.  Blocher,  MD 

5005  Woodway,  Suite  220,  Houston,  Texas  77056;  713  871-0855 


Pulmonary  Diseases 


C.  MARSHALL  BRADSHAW,  MD,  PA 
Psychiatry,  Somatic  Therapies 
Clinical  Electroencephalography 

Suite  722,  1550  W.  Rosedale,  Fort  Worth,  Texas  76104 
Telephone  817  335-9409 


TIMBERLAWN  PSYCHIATRIC  HOSPITAL 

Inpatient  and  Outpatient  Services  for  Child, 

Adolescent  and  Adult  Psychiatry 

Jerry  M.  Lewis,  MD 
Doyle  I.  Carson,  MD 
Keith  H.  Johansen,  MD 
James  K.  Peden,  MD 
Charles  G.  Markward,  MD 
Byron  L.  Howard,  MD 
Roy  H.  Fanoni.  MD 
Mark  P.  Unterberg,  MD 
John  G.  Looney,  MD 
Kathleen  B.  Erdman,  MD 
Don  C.  Payne,  MD 
Mark  J.  Blotcky,  MD 
L.  Dwight  Holden,  MD 

4600  Samuell  Blvd.,  Dallas,  Texas  75228 
214  381-7181 


TITUS  HARRIS  CLINIC 

Inpatient  & Outpatient  Services 
(Open  and  Closed  Units) 

Practice  limited  to  Psychiatry 

E.  C.  McDonald,  Jr.,  MD — Individual  and  Group  Psychotherapy 
Grace  K.  Jameson,  MD — Child,  Adolescent  and  Family  Psychiatry 
E.  Ahmed  Zein-Eldin,  MD — General  Psychiatry,  Somatic  Therapies 
William  W.  Bondurant,  III,  MD — General  Psychiatry,  Somatic  Therapies 
A.  O.  Singleton,  III,  MD — General  and  Adolescent  Psychiatry 
J.  B.  Rust,  MD — Substance  Abuse  Program,  Child  Psychiatry 
Constance  Stout,  ACSW — Individual  and  Family  Psychotherapy 
Pam  Peirsol,  ACSW — Individual  and  Family  Psychotherapy 
Ann  Brestrup,  ACSW — Individual  and  Family  Psychotherapy 
Mark  Middlebrooks,  MSW — Individual  and  Family  Psychotherapy 

200  University  Boulevard,  Suite  620,  Galveston,  Texas  77550 
Telephone  4C9  765-6321 


TMA  Memorial  Library 

. . . Another  service  of  your  association 


John  R.  Burk.  MD.  FACP  David  R.  Sloop,  MD,  FACP,  FCCP 

Mitchell  C.  Kuppinger,  MD,  FCCP  W.  Steven  Trombold.  MD,  FCCP 
David  M.  Webb,  MD,  FCCP  David  H.  Plump,  MD,  FCCP 

Diplomates  of  American  Board  of  Internal  Medicine 

PULMONARY  CONSULTANTS  OF  TEXAS,  PA 

Physiology,  Diagnosis  Therapy,  Bronchoscopy, 
Pulmonary  Function,  Intensive  Care,  Pulmonary 
Angiography.  Pulmonary  Rehabilitation, 

Sleep  Apnea 

1413  Eighth  Avenue,  Suite  A,  Fort  Worth,  Texas  76104;  817  926-0242 

801  Road  to  Six  Flags  West,  Suite  137,  Arlington,  Texas  76012; 

817  461-0201  (Metro) 


Radiology 


THERAPEUTIC  RADIOLOGY  AT 
MEMORIAL  HOSPITAL 

Radiotherapy  Department 
7600  Beechnut 
Houston,  Texas  77074 

713  776-5622  Day  Phone 

713  776-5170  Night  and  Weekends 

Carlos  H.  Fernandez,  MD 

Diplomate  American  Board  of  Therapeutic  Radiology 

Practice  Limited  to  Radiation  Oncology 
External  or  Internal  Irradiation 
Inpatient  and  Outpatient  Services 


Rheumatology 


DON  E.  CHEATUM,  MD.  FACP,  FCCP 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  <5  Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204;  823-4151 


Representing  the  Profession 

. . . Another  service  of  your  association 


Paul  M.  Hamilton,  MD 
Jerry  M.  Lewis,  III,  MD 
Tom  G.  Campbell,  MD 
Jeffrey  Glass,  MD 
Grover  M.  Lawlis,  MD 
Conway  McDonald,  MD 
Gary  L.  Malone,  MD 
Edgar  P.  Nace,  MD 
Ernest  N.  Brownlee.  MD 
Michael  Madigan,  MD 
Perry  Talkington,  MD 
Joseph  D.  Gaspari,  MD 
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TEXAS  MEDICINE 


Thoracic  Surgery 


ALLAN  L.  GRAHAM,  MD,  FACS* 

KARAMAT  U.  CHOUDHRY,  MD,  FACS 
ROBERT  W.  MILEY,  MD,  FACS 
RICHARD  L.  SHEPHERD,  MD 

Diplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 
* Also. certificate  of  special  qualification  in  general  vascular  surgery* 
American  Board  of  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 
515  South  Adams,  Fort  Worth,  Texas  76104;  817  332-7878 

RICHARD  E.  WOOD,  MD 
ROBERT  E.  RAWITSCHER,  MD 
THOMAS  P.  MEYERS,  MD 
Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue. 

Suite  404,  Dallas,  Texas  75246:  214  827-3890 
Hours  By  Appointment 


BERNARD  R.  JACK,  MD,  PA,  FACS 

Diplomate  American  Board  of  Surgery  and 
American  Board  of  Thoracic  Surgery 

Cardiac,  Vascular  <X  Thoracic  Surgery 

800  Eighth  Avenue,  Suite  432,  Fort  Worth,  Texas  76104 
817  336-1700 


JIM  S.  GARZA,  MD 
Cardiovascular  and  Thoracic  Surgery 

American  Board  of  General  Surgery 
American  Board  of  Thoracic  Surgery 

Practice  in  The  Methodist  Hospital 

Texas  Medical  Center,  7707  Fannin,  Suite  280, 

Houston  77054;  713  795-5527 


KIRBY  B.  TARRY,  MD,  FACS 

Diplomate.  American  Board  of  Urology 

Adult  and  Pediatric  Urology 

Impotence  with  Prosthesis-Vasovasostomy 

1405  West  Illinois,  Midland,  Texas  79701 
915  687-4553 

SOUTHWEST  UROLOGY  ASSOCIATES 
Adult  and  Pediatric  Urology 

Ted  Boone,  MD  Wm.  A.  Freeborn,  MD 

Warren  M.  Greene,  MD  H.  Pat  Hezmall.  MD 

James  T.  Coggins,  MD  Kenneth  I.  Licker,  MD 

Diplomates  ol  American  Board  of  Urology 
221  W.  Colorado,  #440,  Dallas,  Texas  752C8:  214  948-3101 
3450  W.  Wheatland  Road,  #60,  Dallas,  Texas  75211 


AMERICAN 
W CANCER 
? SOCIETY 


Urology 


ELGIN  W.  WARE.  JR.  MD 
GEORGE  E.  HURT,  JR.  MD 
L.  MICHAEL  GOLDSTEIN,  MD 
STEVE  M.  FROST.  MD 
Urology 

3600  Gaston  Avenue.  Dallas.  Texas  75246 


THE  UROLOGY  CLINIC 

Dolphus  E.  Compere,  MD  Ira  N.  Hollander,  MD 

Grant  F.  Beglev,  MD  J.  Daniel  Johnson,  MD 

Hugh  Lamensdorf,  MD  A.  E.  Thurman,  MD 

Diplomates  of  American  Board  of  Urology 

Box  11340,  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 
817  336-5711 


EUGENE  R.  TODD,  MD,  PA 

Diplomate  of  the  American  Board  of  Urology 
Fellow  of  the  American  College  of  Surgeons 
Fellow  of  the  Society  for  Pediatric  Urology 

Urology — Adult  and  Pediatric 

3600  Gaston  Avenue,  Baylor  Medical  Center  Plaza, 
Wadley  Tower,  Suite  755,  Dallas,  Texas  75246 

214  826-3500 


DALLAS  UROLOGY  ASSOCIATES 

David  D.  Reisman.  MD,  PA 
Donald  J.  Logan,  MD  PA 
Donald  L.  McKay,  MD,  PA 
Christopher  D Fetner,  MD,  PA 

Diplomates  of  American  Board  of  Urology 

Medical  City  Dallas,  7777  Forest  Lane,  Suite  230,  Dallas,  Texas  75230 
Telephone:  214  233-7765  Answered  24  Hours 


WILLIAM  L.  MULCHIN,  MD,  FACS 

Diplomate  of  American  Board  of  Urology 

Adult  and  Pediatric  Urology 

10  Medical  Parkway,  Suite  207,  Dallas,  Texas  75234; 

214  241-3975  (Answered  24  hrs) 

4100  W.  15th.  Suite  206,  Plano,  Texas  75075;  214  867-3928 
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Classified  Advertising 


Physicians  Wanted 


NEEDED:  EMERGENCY  PHYSICIANS,  North  Central  Texas  area,  lull 
and  part-time.  Tor  an  application  call  817-336-8600  or  write  Emergency 
Medicine  Consultants,  P.A.,  1533  Merrimac  Circle,  Suite  202,  Fort  Worth, 
Texas  76107. 


SAN  JACINTO  METHODIST  HOSPITAL,  BAYTOWN,  TEXAS.  General 
practitioner,  tamily  practitioner,  OB/Gyn,  psychiatrist.  Solo  or  group 
practice.  Home  ol  Exxon,  U.S.  Steel,  Gull.  High  income.  Bay  area  near 
Houston  Outstanding  schools,  colleges.  Contact  Administrator,  1101 
Decker  Drive,  Baytown,  Texas  77520;  713-422-3405. 


PHYSICIANS  WANTED — Progressive  hospital  in  East  Texas.  Contact 
Paul  Bennett,  Administrator,  Gladewater  Municipal  Hospital,  300  West 
Upshur,  Gladewater,  Texas  75647;  telephone  214  845-2281. 


WANTED:  ORTHOPEDIC  SURGEON.  Position  available  with  twelve 
doctor  multispecialty  group  located  in  the  Medical  City  Dallas  com- 
plex in  North  Dallas.  All  benefits  paid  lor  by  the  group,  afternoon 
off,  rotating  call  schedule.  Send  curriculum  vitae  to  Sharon  Phelps, 
Administrator,  7777  Forest  Lane,  Suite  240,  Dallas,  Texas  75230,  phone 
214  661-7707. 


WANTED:  GENERAL  PRACTITIONER/INDUSTRIAL  MEDICINE.  Position 
available  with  twelve  doctor  multispecialty  group.  All  benefits  paid 
by  the  group,  afternoon  off,  rotating  call  schedule.  Send  curriculum 
vitae  to  Sharon  Phelps,  Administrator,  Suite  240,  7777  Forest  Lane, 
Dallas,  Texas  75230.  Phone  214  661-7707. 


PHYSICIANS — We  have  positions  available  in  family  practice,  emer- 
gency medicine,  pediatrics,  Ob/Gyn,  internal  medicine,  gastroenterol- 
ogy and  orthopedic  surgery.  Call  Patsy  Bishop,  713  789-1550,  MEDEX, 
2401  Fountain  View,  Suite  510,  Houston,  Texas  77057.  From  outside 
Texas  call  800  231-7578. 


AGGRESSIVE  OB-GYN  to  practice  medicine  with  four  MDs  in  clinic 
located  in  community  of  approximately  4500  about  45  miles  northwest 
of  Fort  Worth.  Office  space  is  available.  Salary:  first  year,  $45,000- 
50,000  guaranteed;  second  year,  a percentage  of  what  you  make. 
Clinic  is  serviced  by  doctor-owned,  44-bed  hospital  which  is  equipped 
with  CRNA  on  staff,  physical  therapy,  radiology,  laboratory,  blood 
bank,  and  fully-equipped,  up-to-date  surgery.  Please  reply  to  Ad-523, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


ONE/TWO  BE/BC,  OB/GYNs  to  buy  out/take  over  established  young, 
expanding  OB/GYN  practice.  (Gross  $200-300,000).  Central  Texas. 
Ideally  would  suit  two  friends  finishing  their  residency  and  wishing 
to  set  up  practice  together.  Basically,  this  is  an  offer  of  a lifetime! 
Contact  early — "Time  is  of  the  essence."  Reply  to  Ad-530,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


ARE  YOU  LOOKING  FOR  A PAVED  HIGHWAY  toward  financial  suc- 
cess— where  you  will  receive  referrals  from  other  doctors  because  they 
are  too  busy  or  retiring — where  there  is  no  animosity  towards  new 
physicians?  Immediate  openings  for  family  physicians,  ob/gyns,  in- 
ternists, pedis,  orthopods,  and  surgeons  in  smaller  towns  in  Texas. 
Contact  Texas  Doctors  Group,  702  Colorado,  Suite  102,  Austin,  Texas 
78701;  512  476-7129.  Toll  free  in  Texas  1-800-331-8472. 


HCA  OWNS  OR  MANAGES  50  hospitals  in  Texas — Opportunities  for  all 
specialties  in  both  metropolitan  and  rural  areas.  Send  curriculum 
vitae  to:  Dan  Olphie,  HCA,  P.O.  Box  1575,  Nashville,  TN  37202  or  call 
1-800-251-1537 


ARIZONA-BASED  PHYSICIAN  RECRUITMENT  firm  has  positions  in 
Dallas/Ft.  Worth  area,  as  well  as  Central  and  West  Texas.  Profession- 
als working  with  professionals.  Over  13  years  experience.  Call  602 
795-7474,  or  send  CV  to:  Mitchell  & Associates,  Inc.,  2761  N.  Country 
Club  Rd.,  Suite  202,  Tucson,  AZ  85716. 


TEXAS— PRIMARY  CARE  PHYSICIANS  AND  OB/GYN  needed  for  locum 
and  permanent  placements.  Excellent  financial  package,  practice  man- 
agement and  affiliation  with  a dynamic  healthcare  company.  CV  to. 
Beverly  Froley,  Westworld  Healthcare  Resources,  23832  Rockfield  Road, 
Lake  Forest,  California  92630;  1-800-847-1596. 


(0161)  (EXEMPT)  PUBLIC  HEALTH  PHYSICIAN— $40, 620-$54, 420  annual- 
ly. Nature  of  work — This  is  professional  work  responsible  for  directing 
all  activities  performed  in  the  communicable  control  division  of  the 
Metropolitan  Health  Department.  Supervision  is  exercised  over  the 
following  areas:  Tuberculosis  Nursing  Services,  Tuberculosis  Chest 
Clinic,  Venereal  Disease  Clinic,  Immunization  section  and  general 
support  section  which  totals  approximately  70  employees.  Performs 
administrative  and  logistical  control  of  the  division  and  supporting 
sections  to  include  budgeting,  staffing  and  requisition  of  supplies. 
Maintains  operational  control  of  the  division  and  subordinate  sections 
and  coordinates  immunization  and  epidemiologic  problems  with  en- 
vironmental health  and  nursing  divisions.  Acts  as  liaison  between  other 
departments  and  with  the  public  and  private  sector.  Oversees  and 
maintains  anti-rabies  control  measures  by  working  closely  with  animal 
control  facility  and  Bexar  County  Hospital  services.  Monitors  com- 
municable diseases  in  Bexar  County  and  the  procurement  of  necessary 
vaccines  and  biologic  products  necessary  to  prevent  or  control  such 
outbreaks.  Researches,  develops  and  promulgates  criteria  for  com- 
municable disease  control  in  coordination  with  local,  state  and  federal 
guidelines.  Performs  other  tasks  assigned  by  the  director.  Minimum 
qualifications — Graduation  with  an  MD  degree  from  a medical  school 
of  Grade  A standing  with  the  American  Medical  Association,  plus  one 
year  of  internship  in  an  approved  hospital  and  one  year  of  full-time 
paid  experience  in  public  health  preferably  in  a recognized  public 
health  agency.  A license  to  practice  medicine  in  Texas  must  be  obtained 
prior  to  appointment.  To  apply — City  of  San  Antonio  Personnel  Depart- 
ment, 111  Plaza  De  Armas,  San  Antonio,  Texas  78205.  An  equal  oppor- 
tunity employer. 


WANTED:  BC  OR  BE  FAMILY  physician.  Practice  in  northeast  Texas, 
to  include  OB.  Call  or  write:  Ellington  Memorial  Clinic,  322  E.  Hiram, 
Atlanta,  Texas  75551;  214  796-2868. 


(1079)  (EXEMPT)  ASSISTANT  DIRECTOR  OF  HEALTH  $45,21 1-$66, 784 
yearly.  Nature  of  Work:  Acts  as  first  assistant  to  the  Health  Depart- 
ment Director  administering  a county-wide  public  health  program.  Acts 
on  behalf  of  the  director  in  all  phases  of  activities  involved  in  general 
health  maintenance.  Overall  goal  is  to  maintain  an  effective  community 
health  system.  Duties:  The  following  describes  some  of  the  major  duties 
and  responsibilities,  but  does  not  depict  all  of  the  other  duties  that 
may  be  assigned.  Assists  the  director  in  making  employee  appoint- 
ments, dismissals,  and  any  other  personnel  changes;  supervises  the 
preparation  of  the  budget  and  monitors  financial  transactions  and  ac- 
counting activities  of  the  financial  transactions  and  accounting  activities 
of  the  department  for  review  by  the  director;  supervises  preventive 
measures  for  contagious  diseases  of  public  health  concern;  maintains 
understanding  and  cooperation  with  local  organizations  through  meet- 
ings and  attendance  at  public  health  related  functions;  gives  medical 
and  administrative  direction  on  special  surveys  regarding  pertinent 
local  health  problems;  plans  and  conducts  inservice  training  programs 
for  personnel.  Preferred  Qualifications:  Licensed  to  practice  medicine 
in  Texas  by  the  State  Board  of  Medical  Examiners.  Three  years  admin- 
istrative experience  in  public  health.  Considerable  knowledge  of  modern 
principles  and  methods  of  business  administration  in  municipal  govern- 
ment. To  apply:  City  of  San  Antonio  Personnel  Department,  111  Plaza 
De  Armas,  San  Antonio,  Texas  78205.  An  equal  opportunity  employer. 


IMMEDIATE  OPENING:  EXCELLENT  opportunity  for  a specialist  in 
FP,  OB/GYN,  IM,  general  surgery,  or  industrial  medicine  to  join  well- 
established  and  rapidly  expanding  family  practice  group  in  San  An- 
tonio. Our  facility  is  fully  equipped  as  a total  health  care  center  with 
laboratory,  x-ray,  stress  testing,  holter  monitoring,  and  pulmonary 
function  testing  already  established.  Plans  are  underway  to  move  to 
a larger  facility  and  offer  increased  services.  We  offer  competitive 
guaranteed  salary,  corporate  benefits  with  paid  professional  liability, 
administrative  and  support  staff,  affiliation  with  large  community  hos- 
pitals, and  call  sharing  opportunities.  Requires  well-rounded  abilities 
m both  an  out-patient  and  hospital  practice.  Board  certification  or 
eligibility  required.  Dedication  to  high  quality,  excellent  patient 
empathy  and  communicative  skills  mandatory.  Leadership  skills  and 
entrepreneural  interest  in  practice  desirable.  Tremendous  growth  po- 
tential. Immediate  opening  due  to  building  expansion  and  broadening 
patient  base.  Send  CV,  references  to:  William  Gonzaba,  MD,  PA, 
c/o  The  Doctor's  Office,  2101  Lockhill-Selma,  Suite  208,  San  Antonio, 
Texas  78213. 


TEXAS  EMERGENCY  MEDICINE — full  and  part-time  positions  available 
in  the  Central  and  South  Texas  areas.  Excellent  pay.  Primary  con- 
siderations given  to  applicants  with  two  years  experience  in  emergency 
medicine  or  board  certified  or  board  eligible  in  emergency  medicine, 
family  practice,  internal  medicine  or  surgery.  Contact  Arthur  Allison, 
MD,  or  Susan  Dill,  Emergency  Physicians  Associates,  604  Richmond 
Avenue,  San  Antonio,  Texas  78215;  512  222-0746. 


PRACTICE  OPPORTUNITIES  AVAILABLE  in  North  Central  and  North- 
eastern Texas  for  family  practice,  OB/Gyn,  Internal  medicine,  pedi- 
atrics, general  surgery,  anesthesiology,  and  more.  Send  curriculum 
vitae  to  Deborah  McNairn,  Dept.  101,  Baylor  Health  Care  System, 
Physician  Recruitment,  P.O.  Box  26265,  Dallas,  Texas  75226;  214 
820-2891. 


WANTED:  IN  SUBURBAN  TEXAS,  family  practitioner  to  join  group  of 
two  in  which  one  doctor  is  retiring  soon.  Obstetrics  and  geriatrics  in 
practice.  Please  contact  817  481-6541. 


EMERGENCY  MEDICINE  AND/OR  FAMILY  PRACTICE  physician  needed 
for  family  practice  and  acute  care  facility  located  in  attractive,  progres- 
sive city  with  numerous  cultural,  educational  and  recreational  oppor- 
tunities. Salary  in  six  figures.  Contact:  Midland  Minor  Emergency 
Center,  2310  W.  Ohio,  Midland,  Texas  79701;  phone  915  686-9708. 


EMERGENCY  PHYSICIAN — Local  Houston  ER  group  needs  experienced 
ER  physician.  Fee  for  service  with  guarantee.  Contact  Greater  Houston 
Emergency  Physicians  Associates,  P.O.  Box  7445,  Houston,  Texas  77248; 
713  861-7942. 


A VARIETY  OF  PRIVATE  PRACTICE  opportunities  available  in  attrac- 
tive urban,  suburban,  and  rural  areas  of  Texas.  Group  and  solo 
situations  open  in  family  practice,  internal  medicine,  ob/gyn,  and 
pediatrics.  Send  CV  in  confidence  or  contact:  Physician  Resource 
Network,  P.O.  Box  37102,  Fort  Worth,  Texas  76117;  817  595-1128. 


PHYSICIAN  RECRUITING  COMMITTEE  in  rural  North  Central  Texas 
community  seeking  recent  US-trained  pediatrician.  Board  certified  or 
board  eligible.  Potential  50,000  population  market.  Beautiful  country 
one  hour  from  Metroplex.  Excellent  hospital,  unlimited  opportunity  for 
energetic  doctor.  Send  CV  to  Ad-563,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd  , Austin,  Texas  78701. 


SOUTHEAST  TEXAS:  ESTABLISHED  three  clinic  operation  looking  for  a 
family  practitioner  or  general  practitioner  with  experience.  Excellent 
hunting  and  fishing.  Only  l>/2  hour  drive  to  Houston.  Paid  malpractice 
and  attractive  compensation  package.  Send  CV  to  Robert  Morris,  2497 
Liberty,  Beaumont,  Texas  77702,  or  call  409-838-2636. 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $30.00  (U.S.  currency)  per  issue  for  50  words  or 
less,  payable  in  advance.  Ad  numbers  can  be  substituted 
for  formal  addresses  upon  request  at  no  extra  cost.  Name 
and  address  of  ad  number  listings  cannot  be  given  out 
unless  specific  permission  to  do  so  has  been  given.  The 
advertising  office  will  not  contact  ad  number  holders  ex- 
cept by  mail.  Federal  laws  prohibit  references  to  race, 
color,  religion,  sex,  national  origin,  or  age  unless  bona  fide 
occupational  qualifications.  Copy  deadline  is  the  5th  of 
the  month  preceding  publication.  Send  copy  to  Advertising 
Manager,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd. 
Austin,  Texas  78701. 
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PHYSICIAN  RECRUITING  COMMITTEE  seeking  recent  US  trained  oph- 
thalmologist. Board  certilied  or  board  eligible.  Beautiful  rural  north 
central  'lexas  area  near  metroplex.  Excellent  hospital.  Potential  50,000 
plus  population  market.  Send  CV  to  Ad-564,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 


PEDIATRICIAN  WANTED:  JCAH  accredited  hospital  in  the  northeast 
Texas  area.  Contact  Paul  R Bennett,  300  West  Upshur  Avenue,  Glade- 
water,  Texas  75647;  phone  214  845-2281. 


WANTED:  FAMILY/GENERAL  PRACTITIONER  to  locate  in  northeast 
Texas  area  Group  setting.  Contact  Paul  R.  Bennett,  300  West  Up- 
shure,  Gladewater,  Texas  75647;  phone  214  845-2281. 


TEXAS— PADRE  ISLAND— CORPUS  CHRISTI.  Full  time  positions.  Prefer 
board  certified.  Available  in  established,  expanding  family  practice/ 
minor  emergency  clinic  system.  Send  CV  or  call  A Lichtenberg,  MD, 
9450  S.  Padre  Island  Drive,  Corpus  Christi,  Texas  78418,  512  937-3123. 


FAMILY  OR  GENERAL  PRACTITIONER— Unique  opportunity.  Beautiful 
new  family  clinic  well  equipped  and  across  the  street  from  excellent 
hospital.  Will  consider  association  or  leasing  space.  Call  Robert  N. 
Silva,  MD  at  214  391-1158,  Dallas,  Texas. 


FAMILY  PRACTITIONER — ESTABLISHED  medical  group  needs  a family 
practitioner.  Guaranteed  salary  and  early  partnership  for  the  con- 
scientious person.  Contact  clinic  administrator,  10737  Gateway  West, 
El  Paso,  Texas  79935  or  call  915  592-0201. 


TEXAS:  EMERGENCY  MEDICINE  AND  TRAUMA  program  in  a new 
300-bed  university-affiliated  hospital  has  vacancies  for  physicians  who 
have  completed  an  approved  emergency  medicine  residency  or  a 
board  certified  surgeon,  internist  or  family  practitioner.  Designated 
regional  trauma  center  serving  a 660,000  population  catchment  area. 
Involvement  may  include  ICU  supervision,  general  surgery  and  trauma 
management.  Excellent  compensation  including  malpractice  insurance. 
For  more  information  contact  William  Gill,  MD,  P.O.  Box  1110,  Ama- 
rillo, Texas  79175;  806  378-4651. 


FULL  AND  PART-TIME  EXPERIENCED  PHYSICIANS  for  established  and 
expanding  family  care  clinic  in  northwest  Houston.  Excellent  remuner- 
ation and  working  conditions,  flexible  scheduling.  Contact  Director, 
Medical  Center,  7925  FM  1960  West,  Houston,  Texas  77070;  713  469-4560. 


POSITION  AVAILABLE  IMMEDIATELY— Seeking  BC/BE,  OB/GYN 
HEM/ONC,  PLS,  general  internist,  endocrinologist  to  join  a rapidly  ex- 
panding multi-specialty  clinic  in  the  sunbelt.  Contact:  Robert  J.  Knapp, 
Administrator,  Skinner  Clinic,  124  Dallas  Street,  San  Antonio,  Texas 
78205. 


PRACTICE  OPPORTUNITIES — Outstanding  practice  opportunities  for 
general  practitioners,  internal  medicine,  pediatricians,  cardiologists, 
ophthalmologists  and  minor  emergency  medicine  in  an  attractive 
growing  west  Texas  city.  Financial  incentives  are  available.  Please 
direct  inquiries  to:  Monzar  Attar,  MD,  1401  9th  Street,  Lubbock,  Texas 
79461,  806  765-8153. 


PATHOLOGIST  NEEDED — Bellaire  General  Hospital,  Houston,  Texas, 
JCAH-owned  by  AMI.  Board  certified  in  clinical/anatomical  pathology, 
recent  lab  experience  with  administrative  ability.  Texas  license,  posi- 
tion is  private  practice,  fee-for-service  basis.  Apply  with  CV  to: 
Search  Committee,  Bellaire  General  Hospital,  P.O.  Box  1169,  Bellaire, 
Texas  77401. 


INTERNIST/NEPHROLOGIST  DESIRES  to  share  1800  square  foot  office 
I space  and  staff  adjoining  local  hospital.  Suburban  Houston  area- 
x-ray  and  lab  facilities  in  office.  Terms  negotiable.  Call  713  332-7551  for 
information. 


SOUTH  TEXAS,  PROGRESSIVE  COMMUNITY,  needs  qualified  neurolo- 
gist to  take  over  practice.  Two  well  equipped  hospitals  with  supportive 
services  Attractive  area  near  Mexico  and  Souh  Padre  Island.  Inquire 
at  144  E.  Price  Road,  Brownsville,  Texas  78521,  telephone  512  544-2701. 


EMERGENCY/FAMILY  PHYSICIAN  SOUGHT  for  ED  with  adjacent, 
actively  growing,  walk-in  clinic.  Young,  progressive  colleagues,  abun- 
dant local  hunting,  fishing,  and  water  sports.  Must  be  interested  in 
quality  doctor-patient  relationships.  FFS  with  minimum  guarantee, 
$100K/yr.,  eventual  full  partnership.  Contact  David  Herbert,  MD,  915 
949-5111,  San  Angelo. 


FAMILY  PHYSICIAN  WANTED — to  associate  with  family  physician  in 
clinic  in  beautiful,  small  town  in  the  scenic  Hill  Country  north  of  San 
Antonio  Primarily  ambulatory/emergency  care  with  hospital  25  miles 
away.  No  OB.  Partnership  possible.  Reply  to  Ad-570,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


CITIZENS  GENERAL  HOSPITAL,  GREENVILLE,  Texas,  is  seeking  a 
hospital-based,  board  certified,  radiologist  for  active  96  bed  hospital 
expanding  to  150  beds.  Diagnostic  radiology,  nuclear  medicine,  ultra- 
sound, and  CT  scanning  services  offered.  Contact  Homer  Horton,  Jr., 
District  Administrator,  4215  Joe  Ramsey  Blvd.,  Greenville,  Texas,  or  call 
collect  214  454-1323  or  214  454-2120. 


FAMILY  PHYSICIAN  NEEDED  to  serve  20  bed  hospital  in  high  oil- 
producing  county  Above  average  salary  guaranteed  first  year.  Contact 
Leon  Feuge,  Administrator,  Rankin  County  Hospital  District  by  calling 
915  693-2443. 


TEXAS — NORTH  OF  DALLAS — Immediate  full-time  and  part-time  posi- 
| tions  in  hospital  affiliated  family  practice  clinic.  Hospital  offering 
attractive  incentive  for  purchase  of  clinic  as  practice.  Beautiful  resort 
area  has  stable  patient  population  with  great  growth  potential.  Con- 
tact: Emergency  Consultants,  Inc.,  2240  South  Airport  Road,  Room  29, 
Traverse  City,  MI  49684;  or  call  1-800-253-1795  or  in  Michigan  1-800- 
i 632-3496. 


I OCCUPATIONAL  PHYSICIAN — DOE  plant  has  a position  available  in 
our  established,  comprehensive  health  service  facility.  Previous  expe- 
! rience  in  industrial  medicine  preferred  Primary  care  background  in 
toxicology  and/or  epidemiology  desired  Send  qualifications  to:  Per- 
sonnel Department,  Mason  & Hanger-Silas  Mason  Co.,  Inc.,  Pantex 
Plant,  P.O.  Box  30020,  Amarillo,  TX  79177.  EOE. 


TEXAS  PRIVATE  PRACTICES  DFW,  Houston,  San  Antonio,  and  other 
areas  in  many  fields  Solo,  associate,  and  group.  Please  send  CV 
with  area  preference  to  W.  Sanford  Smith,  Professional  Practice  Man- 
agement, Inc.,  900  Rockmead,  Kingwood,  Texas  77339 


OB/GYN — Join  a growing  medical  staff  at  a community  supported  hos- 
pital. Rural  setting  near  major  metropolitan  area.  Guaranteed  income, 
office  rent,  practice  building  support  plus  other  financial  incentives. 
Contact  Cheryl  Newman,  Director  of  Physician  Recruitment,  Summit 
Health  Ltd.,  1800  Avenue  of  the  Stars,  Los  Angeles,  California  90067; 
213  201-4000. 


PATHOLOGIST  WANTED:  Houston  area.  Busy  Medicare,  Medicaid 
approved  independent  laboratory.  Reply  to  Ad-571,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


FAMILY  PRACTICE,  OB/GYN,  AND  UROLOGIST:  Join  a growing  medi- 
cal staff  at  a community  supported  hospital  in  West  Texas.  Urban  and 
rural  settings  available.  Warm,  sunny  climate,  low  real  estate  costs 
and  extremely  low  malpractice  insurance.  Guaranteed  income,  office 
rent  and  practice  building  support,  plus  other  financial  incentives. 
Contact  Cheryl  Newman,  Director  of  Physician  Recruitment,  Summit 
Health  Ltd.,  1800  Avenue  of  the  Stars,  Los  Angeles,  CA  90067;  213 
201-4000. 


IMMEDIATE  OPPORTUNITIES  IN  OB/GYN,  NON-INVASIVE  CARDI- 
OLOGY, orthopedic  surgery,  ophthalmology  and  internal  medicine. 
Enjoy  practicing  medicine  in  20  physician  multispecialty  group  in 
friendly  West  Texas  city.  Above  average  first  year  guarantee  and 
relocation  expenses.  Excellent  benefits.  Send  CV  to  Tammy  Stripling, 
Physician  Recruiter,  Malone  and  Hogan  Clinic,  1501  West  11th  Place, 
Big  Spring,  Texas  79720. 


EXCELLENT  POSITION  FOR  FAMILY  PRACTICE,  board  certified  or 
board  qualified  doctor.  Small  East  Texas  town.  New  clinic,  three  FPs 
presently.  Solo  practice  but  expense  sharing  partnership.  Excellent 
recreational  area.  Good  schools  and  churches.  Active  hospital  and 
referral  hospitals  in  two  metropolitan  centers  nearby.  Active  practice 
in  three  months.  Please  reply  to  Ad-572,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


PEDIATRICIAN — TEXAS,  opportunity  for  solo  practice  in  a non-competi- 
tive environment.  Service  area  of  25,000+  with  no  pediatric  coverage. 
Thriving  economy,  good  schools,  superb  recreational  opportunities. 
Hospital  offers  incentives  including  relocation  expenses,  substantial 
income  guarantee,  paid  malpractice,  etc.  Send  CV  or  call  J.  R Wurts, 
Memorial  Hospital,  224  East  2nd  St.,  Dumas,  Texas  79029;  806  935-7171. 


FAMILY  PRACTICE — TEXAS  opportunities  to  assume  practices  of  re- 
tiring physicians.  Community  with  thriving  economy,  excellent  schools 
and  superb  recreational  opportunities.  Hospital  offers  incentives  in- 
cluding relocation  expenses,  substantial  income  guarantee,  paid  mal- 
practice, etc.  Send  CV  or  call  J R Wurts,  Memorial  Hospital,  224 
East  2nd  St.,  Dumas,  Texas  79029;  806  935-7171. 


LOOKING  FOR  A CREATIVE  CHALLENGE  IN  CLINICAL  PSYCHIATRY? 
Tired  of  urban  crush?  DRG  blues?  Why  not  a correctional  career? 
Texas  Department  of  Corrections  needs  full-time,  dynamic,  board 
eligible/board  certified  psychiatrists  for  our  renovating  delivery  sys- 
tem. Starting  annual  salary  is  $56,856  with  excellent  benefit  package, 
including  $6,000  annual  housing  allowance  if  not  living  in  state  hous- 
ing; an  additional  $5,000  per  annum  may  be  added  to  salary  at  the 
discretion  of  the  Deputy  Director  of  Health  Services.  For  information 
contact:  Health  Services  Division  Personnel,  Texas  Department  of 
Corrections,  P.O.  Box  99,  Huntsville,  Texas  77340,  409  294-2755.  We 
know  you'll  like  the  difference!  Equal  opportunity  employer. 


TEXAS:  DALLAS-FORT  WORTH  & EAST  TEXAS.  Full-time  positions 
available  at  several  hospitals  in  the  Dallas-Ft.  Worth  and  East  Texas 
areas,  with  extremely  attractive  fee-for-service  compensation  and 
hourly  guarantees.  Compensation  ranges  from  $65,000  to  $105,000  an- 
nually. Very  desirable  geographic  locations  include  Tyler,  Longview, 
Greenville  and  Marshall,  Texas.  Association  with  a strong  physician- 
oriented  group  provides  attractive  professional  opportunities  for  emer- 
gency physicians.  Positions  are  also  available  for  primary  care  physi- 
cians in  clinic  settings.  Contact  Brenda  Lancaster,  Vice  President 
Professional  Services,  EmCare,  Inc.,  3310  Live  Oak,  Suite  400,  Dallas, 
Texas  75204,  or  call  toll  free  800  527-2145. 


PSYCHIATRIST — The  Laredo  State  Center  has  an  opening  for  a full- 
time psychiatrist.  Valid  Texas  license.  Board  certified  or  eligible. 
Coordinates  and  supervises  all  medical  and  psychiatric  treatment  ser- 
vices. Salary  up  to  $71, 304/year  (DOE).  If  interested,  contact  the 
Laredo  State  Center,  512  723-2926,  P.O  Box  1835,  Laredo,  Texas  78044- 
1835.  EOE. 


CLINICAL  INSTRUCTOR  (part-time):  Department  of  Family  Practice 
and  Community  Medicine.  Requires  health  sciences  related  master's 
degree,  minimum  five  years  progressive  experience  in  health  services 
research;  must  be  knowledgeable  about  medical  care  delivery  pro- 
grams; expertise  in  computers,  biometry,  program  evaluation,  health 
systems  planning  and  conduct  of  special  studies.  Duties  include  teach- 
ing, research  and  consultation  with  a variety  of  health  and  related 
organizations.  Send  curriculum  vitae  to  Marion  R.  Zetzman,  DrPH, 
Vice  Chairman,  Department  of  Family  Practice  and  Community  Medi- 
cine, University  of  Texas  Health  Science  Center  at  Dallas,  5323  Harry 
Hines,  Dallas,  Texas  75235.  An  equal  opportunity  employer. 


STUDENT  HEALTH  PHYSICIAN — An  opening  for  a physician  to  join 
staff  of  five  MDs  providing  ambulatory  care  for  students  of  Texas  Tech 
University  Requires  a physician  licensed  in  Texas  to  provide  general 
medical  and  trauma  care  and  one  who  can  relate  well  with  students. 
Hours  8 am  to  6 pm,  Monday  through  Friday.  Competitive  salary  and 
benefits  Contact  M.  G MacDonald,  MD,  Student  Health  Service, 
Thompson  Hall,  Texas  Tech  University,  Lubbock,  Texas  79430;  tele- 
phone 806  743-2844. 


FULL  <S  PART  TIME  EXPERIENCED  PHYSICIANS  wanted  for  minor 
emergency  center  in  Dallas/Ft.  Worth  area.  Requires  well  rounded 
abilities  in  office  based  orthopedics,  minor  surgery,  pediatrics,  and 
family  medicine.  Replv  to  Ad-573,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


PSYCHIATRIST/ASSOCIATE  CLINICAL  DIRECTOR  for  modern  44  bed 
inpatient  psychiatric  unit  at  Wadley  Regional  Medical  Center  metro- 
politan Texarkana,  Texas  Immediate  opening  for  board  certified/ 
eligible  psychiatrist.  As  an  independent  contractor  Mental  Health 
Management,  Inc.  offers  you  a generous  income  well  in  excess  of 
$100k,  excellent  professional  opportunity  and  growth  potential  in  a 
nationwide  network,  top-notch  support  staff  and  state-of-the-art  pro- 
gramming. Send  resume  in  confidence  to:  Michael  E.  Kuber,  Physician 
Recruiter,  Mental  Health  Management,  Inc.,  1500  Planning  Research 
Drive,  Suite  250,  McLean,  VA  22102  or  call  1 -800-368-3589 
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EMERGENCY  MEDICINE  OPPORTUNITIES— Part-time  and  full-time  posi- 
tions available  in  more  than  40  facilities  throughout  Texas.  Competi- 
tive hourly  income,  flexible  scheduling  without  on-call,  and  occur- 
rence malpractice  coverage.  For  details  respond  in  confidence  to 
Spectrum  Emergency  Care,  Inc.,  P.O.  Box  27352,  St.  Louis,  MO  63141, 
1-800-325-3982,  314  878-2280. 


INTERNIST — to  associate  with  solo  practitioner  in  Central  Texas.  200 
bed  hospital.  Terms  negotiable.  Great  environment  for  busy  practice 
and  recreation.  Contact  C.  G.  Stephens,  MD;  915  643-1364. 


PHYSICIAN/FAMILY  PRACTICE — Fee  paid,  relocation  expenses  paid, 
guaranteed  salary  plus  percentage.  American  trained.  Office  building 
furnished.  Candidate  must  devote  time  and  energy  to  build  a private 
practice.  West  Texas  area.  For  more  information  call  Staff  Specialists, 
Bettie  Bruton,  806  745-9595,  night  806  793-2501,  281 1-A  74th,  Lubbock, 
Texas  79423. 


TWO  PSYCHIATRISTS  NEEDED  to  work  at  MHMR  facility  in  Austin  to 
provide  psychiatric  treatment  of  chronic  and  acute  psychiatric  pa- 
tients including  evaluation  of  mentally  ill,  substance  abusers,  or  men- 
tally retarded.  Formulate  treatment  plan  when  indicated  and  ongoing 
medication  and  medical  maintenance  of  patients.  Participates  in  ad- 
ministrative responsibilities  and  rotates  "on  call"  services  with  other 
physicians.  Must  have  Texas  medical  license,  three  years'  training  plus 
two  years'  experience  as  a psychiatrist.  Salary  $65,112  per  year;  40 
hours  per  week.  Apply  or  send  resume  to  Texas  Employment  Commis- 
sion, TEC  Building,  Austin,  Texas  78778,  J.O.  #4274605.  Ad  paid  for 
by  an  equal  employment  opportunity  employer. 


TEXAS— DENTON,  GAINESVILLE,  SHERMAN  and  more:  Full-time  posi- 
tions available  in  these  growing  Texas  cities.  Small  group  serves  both 
EDs  and  FECs.  US  education  required.  Call  Mr.  Rasberry,  Numed 
Systems,  Inc.,  817  566-1936. 


POSITIONS  FOR  TEXAS  LICENSED  PHYSICIANS  in  emergency  de- 
partment of  Dallas  based  hospital  system.  Experience  in  emergency 
medicine  and  trauma  preferred.  Competitive  compensations  and  paid 
malpractice.  For  additional  information,  call  or  write  Nina  Powell,  Phy- 
sicians Emergency  Care  Associates,  1315  Stemmons  Avenue,  Dallas, 
Texas  75208,  214  942-5733. 


FAMILY  PHYSICIAN  NEEDED  to  work  at  minor  emergency  center  in 
Dallas,  Texas  to  provide  medical  services  to  patients  including  pedi- 
atrics, geriatrics,  surgery,  obstetrics/gynecology  and  emergency  room. 
Comprehensive  medical  services  for  members  of  families  on  continuing 
basis.  Examine  patients;  elicit  and  record  information  about  patients' 
health;  order  or  execute  various  tests  and  x-rays  on  patients'  condi- 
tion. Analyze,  report  and  diagnose  condition;  administer  treatments 
and  medications.  Vaccinate  patients  to  immunize  them  from  commu- 
nicative disease.  Refer  patients  to  specialists  when  necessary.  Must 
have  one  year's  experience  in  family  practice.  Salary  $50,000  per  year; 
40  hours  per  week.  Apply  at  the  Texas  Employment  Commission,  Dal- 
las, Texas  or  send  resume  to  Texas  Employment  Commission,  TEC 
Building,  Austin,  Texas  78778,  J.O.  #4420801.  Ad  paid  for  by  an  equal 
employment  opportunity  employer. 


FAMILY  PHYSICIAN  NEEDED  to  work  for  another  physician  in  Dallas, 
Texas  to  provide  medical  services  to  patients  including  pediatrics, 
geriatrics,  surgery,  obstetrics/gynecology  and  emergency  room.  Com- 
prehensive medical  services  for  members  of  families  on  continuing 
basis.  Examine  patients;  elicit  and  record  information  about  patients' 
health;  order  or  execute  various  tests  and  x-rays  on  patients'  condition. 
Analyze,  report  and  diagnose  condition;  administer  treatments  and 
medications.  Vaccinate  patients  to  immunize  them  from  communicative 
disease.  Refer  patients  to  specialists  when  necessary.  Must  have  Texas 
medical  license,  one  year's  internship  and  one  year's  experience  in 
family  practice.  Salary  $50,000  per  year;  40  hours  per  week.  Apply  at 
the  Texas  Employment  Commission,  Dallas,  Texas  or  send  resume  to 
Texas  Employment  Commission,  TEC  Building,  Austin,  Texas  78778, 
J.O.  #4420800.  Ad  paid  for  by  an  equal  employment  opportunity  em- 
ployer. 


SOLO  PRACTICE  FOR  AMBITIOUS  PHYSICIAN  interested  in  establish- 
ing active  community  based  general  practice.  Obstetric,  surgical  and 
ER  duties  shared  with  others  in  community.  Assistance  in  relocating 
and  establishing  practice  available  if  required.  Contact  Richard  D. 
Arnold,  Administrator,  Hemphill  County  Hospital,  1020  South  4th, 
Canadian,  Texas  79014,  806  323-6422  or  323-8873 


FAMILY  PRACTICE  OR  GENERAL  PRACTICE  PHYSICIAN  wanted  to 
run  a family  practice  and  emergency  room  clinic.  Salary  with  incen- 
tives to  start.  Partnership  later  on.  Should  have  a Texas  license.  Tele- 
phone 713  697-0907,  Houston,  Texas,  Monday-Friday,  9 am  to  5 pm. 


Situations  Wanted 


WE  HAVE  PHYSICIANS  WHO  ARE  LOOKING  TO  JOIN  solo,  partner- 
ships, or  multispecialty  groups  in  the  Texas  area.  For  more  information 
call  Medical  Advisorv  Group,  Inc.;  214  758-9939- 


LOCUM  TENENS— EXPERIENCED,  dependable  board  certified  diag- 
nostic radiologist  with  additional  expertise  in  CT  and  ultrasound. 
Available  for  locum  tenens  coverage  effective  July  1,  1985.  CV  sent 
on  request.  Please  reply  to  Ad-548,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


GENERAL  INTERNIST— FAMILY  PRACTITIONER,  38  years  old.  American 
graduate  seeking  assumption/purchase/association  with  active  pri- 
mary care  practice.  Extensive  experience.  Available  December  1985. 
Reply  to  Ad-565,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701 . 


LOCUM  TENENS — Ten  years  of  experience  in  general  radiology,  ultra- 
sound, and  CT.  Board  certified,  rates  negotiable.  References  and  CV 
available.  Short  term,  long  term,  weekend,  midweek.  Dependable, 
personal  service.  Lawrence  W.  Hurdiss,  MD,  DABR,  8050  South  Padre 
Island  Drive,  1-04,  Corpus  Christi,  Texas  78412. 


For  Sale  or  For  Rent 


FOR  SALE:  Quality  internal  medicine  practice  for  sale  in  elite  North 
Dallas.  Gross  $300,000  plus.  Available  immediately.  Asking  $175,000. 
P.O.  Box  670913,  Dallas,  Texas  75367-0913. 


ONE/TWO  BE/BC,  OB/GYN's  to  buy  out/take  over  established  young, 
expanding  OB/GYN  practice.  (Gross  $200-300,000).  Central  Texas. 
Ideally  would  suit  two  friends  finishing  their  residency  and  wishing 
to  set  up  practice  together.  Basically,  this  is  an  offer  of  a lifetime! 
Contact  early — "Time  is  of  the  essence."  Reply  to  Ad-530,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


50%  OFF  PREVIOUSLY  OWNED  MEDICAL,  LABORATORY,  office,  x-ray, 
ultra-sound  equipment  in  excellent  condition.  We  buy,  sell,  broker 
and  repair.  Appraisals  by  Certified  Surgical  Consultants.  Medical 
Equipment  Resale,  Inc.,  24026  Haggerty  Rd.,  Farmington,  Michigan 
48018.  313  569-4407  anytime. 


AUSTIN,  TEXAS— GENERAL  INTERNIST  desires  to  share  2200  square 
feet  in  Medical  Arts  complex  near  St.  David's  Hospital,  Austin,  Texas. 
Six  examination  rooms,  chest  x-ray  facilities,  large  waiting  room,  free 
parking.  Prefer  non-internist  or  medical  subspecialist.  Full  or  part-time 
occupancy.  Terms  negotiable.  Call  512  476-9145. 


FAMILY  PRACTICE  in  Central  Texas  for  sale  including  building  and 
equipment.  Excellent  future  and  employees  available.  Contact  Doctors 
Management  Services,  PM  Group,  P.O.  Box  9063,  Waco,  Texas  76714. 


HOUSTON— OFFICE  SPACE  AND  EQUIPMENT,  EMG  and  thermography 
to  sell  or  lease.  Contact  Mrs  Walker,  713  774-2805. 


AUSTIN— NEW  MEDICAL  CENTER  on  Capitol  of  Texas  Highway 
(Loop  360)  in  Austin's  rapidly  growing  northwest  area.  Space  avail- 
able for  family  practitioner  and/or  specialist.  Beautiful  new  facility 
offers  unique  features  for  an  enjoyable  practice.  Located  at  the  hub 
of  Austin's  northwest  economic  growth  corridor,  two  miles  from  Lake 
Austin,  and  just  minutes  from  Westlake  Hills,  Northwest  Hills,  multiple 
new  neighborhoods,  and  Lake  Travis.  512  454-2596,  8010  Shoal  Creek, 
Austin,  Texas  78758. 


PRACTICE  FOR  SALE — Eight  years  established  family  practice  in 
southwest  Houston.  Physician  relocating.  Excellent  office  set-up  with 
x-ray  facility.  Unique  solo  practice  with  convenient  office  snaring 
arrangement  and  weekend  coverage  with  other  family  practitioners. 
Price  negotiable.  Contact  early.  Reply  to  Ad-566,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


FOR  SALE — $360,000  gross,  $240,000  net.  Thriving  solo  family  practice 
for  sale.  Nice  Texas  city,  population  over  100,000.  4'/2  days  a week 
with  excellent  call  coverage  and  lots  of  time  off  No  OB.  Very  enjoy- 
able patients.  Available  immediately  or  later,  whichever  you  prefer. 
Well  equipped  office  in  professional  building  next  to  hospital  with 
favorable  leasing  arrangement.  I am  leaving  the  country.  Will  intro- 
duce. Appraised  at  over  $225,000.  Price  and  terms  are  negotiable. 
Seriouly  interested  parties  please  reply  to  Ad-S69,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701,  with  your  day  and  eve- 
ning phone  number  and  you  will  be  promptly  and  discretely  contacted. 


SKI  COLORADO!  Vail  Racquet  Club,  3 BR,  3 BA  lux  townhome.  Sleeps 
6-8.  Indoor  tennis,  jacuzzi,  racquetball,  squash.  Well  below  market 
rates.  Lee  or  Patty  Grant,  303  482-6485;  1612  Linden  Lake  Road,  Ft. 
Collins,  CO  80524. 


HOUSTON:  FAMILY  PRACTICE  for  sale,  close  to  Medical  Center.  Large 
patient  flow.  Good  gross  and  excellent  net.  Well  established  practice. 
Doctor  retiring.  Contact  Business  & Professional  Associates  at  713 
771-5011  (TMH413) 


GENERAL  MEDICAL  PRAiCTICE  50  miles  south  of  Dallas.  Growing 
area.  Doctor  retiring.  No  OB.  little  surgery.  Opportunity  to  purchase 
1/3  of  medical  building.  Excellent  potential.  Contact  Business  & Profes- 
sional Associates  at  713  771-5011.  (TMH419) 


GENERAL  INTERNAL  MEDICINE.  No  surgery.  North  of  Dallas.  Doctor 
retiring.  Excellent  location  next  to  hospital.  Shared  expenses  with 
other  physicians.  Contact  Business  & Professional  Associates  at  713 
771-5011.  (TMH418) 


OFFICE  FURNITURE  AND  SOME  EOUIPMENT— Very  cheap.  Includes 
exam  tables,  Mayos,  instrument  cabinets  (antique),  copier  (TA211), 
EKG,  centrifuges,  chemistry  machine  and  more.  Will  make  deal  for 
all  or  buy  separately.  Call  409  846-3064.  Moving — anxious  to  sell. 


PRIVATE  PRACTICE  OPPORTUNITY  in  Temple,  Texas.  Ideal  for  family 
practice,  internist  and  other  specialties.  In  professional  plaza  with 
supportive  doctors/owners.  Good  community  hospital.  Rent  subsidy 
first  six  months  to  qualified  tenant.  Contact  C.  Cobb,  817  773-7785. 


WEST  AUSTIN— SETON  HOSPITAL  5 minutes  from  this  well-built  one- 
story  brick  hillside  home.  Private  view  of  lake  on  quiet  street.  Acre 
lot  with  room  for  pool.  Three  bedrooms,  three  baths,  five  walk-in 
closets,  study;  Austin  High  district.  $389,500.  Call  Lael  Seagert  512 
452-6583,  Evelyn  Hereford  Realtor  512  459-3359 


FOR  SALE— NATIONWIDE  PRACTICE  BROKER  HAS  OPHTHALMOLOGY 
PRACTICES  Austin — (A)  $600,000  gross  (B)  Recently  closed,  past  gross 
$500  000.  Midland.  $300,000  gross;  Arlington,  $180,000  gross;  Panhandle 
$450,000  gross.  Call  or  write  RH+  Medical  Group,  Inc.,  12651  Briar 
Forest  #180,  Houston,  Texas  77077;  713  496-7777.  Mr.  Holdren. 


PHYSICAL  THERAPY  SERVICES— HOUSTON.  This  practice  provides 
contract  services  to  hospitals,  nursing  homes,  and  some  industrial 
accounts.  There  are  established  contracts  and  management  in  place. 
Excellent  cash  flow.  Contact  Mr.  Adam.  Corporate  Investment.  713 
467-6363. 


HOUSTON  SUBURB — S.E  medical  clinic,  family  practice  and  general 
surgery  established  18  years.  Includes  practice,  equipment,  real  estate. 
Free  standing  building,  3350  SF,  17  rooms,  5 baths,  x-ray  lab.  Ample 
parking.  Contact  Mr.  Jennings.  Corporate  Investment.  713  467-6363. 


IMMEDIATE  OPPORTUNITY  AVAILABLE  for  physician  to  enter  into  a 
lease/purchase  agreement  for  large  general  practice  in  North  Houston. 
This  practice  includes  a large  clinic,  housing  of  pharmacy,  and  den- 
tist's office.  Facility  includes  laboratory  and  x-ray  equipment,  as  well 
as  space  suitable  for  outpatient  surgery.  Send  resume  to  BDO,  1300 
Post  Oak,  Suite  1950,  Houston,  Texas  77057. 


INTERNAL  MEDICINE  PRACTICE  FOR  SALE  in  South  Texas.  Gross 
income  $85,000-90,000  while  working  only  a 30  hour  week.  Great 
potential  for  growth.  Please  reply  to  Ad-574,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 
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FOR  SALE:  Medical  Condominiums,  St.  Paul/Medical  Arts/Parkland 
Medical  District.  Walking  distance  to  St.  Paul  Hospital  and  related 
support  services.  Easy  access  to  primary  north/south  roads  lor  pa- 
tient driving  convenience.  1540  SF  and  728  SF  available,  both  with 
upgraded  interior  finishes  at  well  below  comparable  market  rates. 
Exclusive.  Alex  Petrilak,  Merrill  Lynch  Commercial  Real  Estate,  1500 
One  Galleria  Tower,  13355  Noel  Hoad,  Dallas,  Texas  75240-6612,  214 
385-3900 


Business  and  Financial  Services 


PHYSICIAN'S  SIGNATURE  LOANS  to  $50,000  Up  to  seven  years  to  re- 
pay. No  prepayment  penalties  Prompt,  courteous  service.  Competitive 
fixed  rate,  with  no  points,  fees  or  charges  of  any  kind.  Physicians 
Service  Association,  Atlanta,  Georgia  Toll  free  800-241-6905.  Serving 
MDs  for  over  ten  years. 


DESIGNED  FOR  DOCTORS.  Invest  in  real  estate  that  has  an  above 
average  potential  for  appreciation.  Invest  in  real  estate  that  has  a 
fixed  cost  that  includes  management,  repairs  and  maintenance.  Shelter 
a portion  of  your  income  during  the  term  of  your  investment.  Now  is 
the  time  to  take  advantage  of  the  turnaround  in  Houston's  real  estate 
market.  See  display  advertisement  this  issue.  Houston,  Texas,  Ran- 
cliffe  Conyers  Investments,  713  847-8228. 


Miscellaneous 


ABORTION  ALTERNATIVES!  Licensed  maternity  service  oilers  residen 
tial  and  non-residential  program  with  counseling  and  medical  plan  lor 
the  expectant  mother  who  is  planning  adoption  for  her  baby  Costs 
adjusted  to  ability  to  pay.  MARYWOOD,  510  West  26th  Street,  Austin, 
Texas  78705.  Phone  512-472-9251.  (Formerly  HOME  OF  THE  HOLY  IN 
FANCY.) 


DOCTOR,  YOU  CAN'T  BEAT  THE  quality  or  the  price!  Holter  Monitor 
Scanning  Service.  Physician  owned,  trained,  and  supervised.  Now 
using  UP  Service  for  faster  turnaround  time.  No  contracts  to  sign.  We 
can  arrange  for  lease/purchase  of  Holter  equipment.  New  Holter 
recorders  $1,550.  DCG  Interpretation  (313)  879-8860. 


WEEKLY  SEMINARS — Most  major  ski  areas,  Club  Med,  Disney  World, 
cruising  aboard  sailboats  in  the  Virgin  Islands  or  a Mississippi  pad- 
dlewheeler. Topic:  Medical-Legal  Issues.  Accredited.  Current  Concept 
Seminars,  Inc.  (since  1980),  3301  Johnson  St.,  Hollywood,  Florida 
33021;  800  428-6069.  $175. 


Starlite  Village 
Hospital 


Center  Point,  Texas 

Ph.  634-2212 
634-2213 


A specialized  hospital  dedicated  to  the 


physical,  mental  and  spiritual  treatment 


of  men  and  women  suffering  from 
alcoholic  and  similar  disturbances. 


F.  E.  Seale,  M.D.  Annabelle  Lindner 

Medical  Director  Administrator 

CHAMPUS  APPROVED 
JCAH:  ACCREDITED 


GOOSE  <S  DUCK  HUNTERS.  Day  hunting  and  season  leases.  Guides 
and  decoys  furnished.  Hunting  on  ponds  with  blinds,  rice,  corn,  maize, 
beans.  Also  good  dove  huntinq  For  more  information  call  409  543-5236 
day,  409  543-5365  nite.  Pat  Norton,  owner,  Wetlands  Hunting  Club, 
1200  E.  Jackson,  El  Campo,  Texas  77437. 


DUCK  AND  GOOSE  HUNTERS.  Group  or  company  season  lease.  700  + 
acres  rice,  corn,  maize.  75,  50  acre  ponds  with  blinds.  Transportation 
to  and  from  blinds  with  tractors  and  trailers  Decoys,  guides  included. 
Two  story,  4 bedroom  furnished  house  on  premises.  Bird  processing 
facility  convenient.  Some  deer  hunting  Call  409  543-5236  day,  409  543- 
5365  nite.  Pat  Norton,  Wetlands  Hunting  Club,  1200  E.  Jackson,  El 
Campo,  Texas  77437. 
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CONTINUING  EDUCATION  DIRECTORY 


COURSES 


DECEMBER 

Anesthesiology 

Dec  7,  1985 

A DAY  IN  ANESTHESIA:  PRESBYTERIAN  HOSPITAL  OF  DALLAS 
(COMMON  PROBLEMS  IN  ANESTHESIA).  Sheraton-Dallas  Hotel 
and  Towers,  Dallas.  Fee  $1 25.  Category  1 , AMA  Physician’s  Recog- 
nition Award;  5 hours.  Category  2-D  AOA  prescribed,  5 hours.  Con- 
tact Lela  Breckenridge,  Continuing  Medical  Education,  Presbyterian 
Hospital  of  Dallas,  8200  Walnut  Hill  Lane,  Dallas,  TX  75231 
(214)696-8458 

General  Medicine 

Dec  7,  1985 

ALZHEIMER'S  DISEASE  AND  UNRELATED  DEMENTIAS.  The  Uni- 
versity of  Texas  Health  Science  Center,  San  Antonio,  Tex.  Fee  $85- 
physicians  before  Nov  7,  $1 00-physicians  after  Nov  7;  $60-other 
professionals  before  Nov  7,  $85-other  professionals  after  Nov  7. 
Category  1 , AMA  Physician's  Recognition  Award;  7 hours.  Contact 
Continuing  Education  Services,  UTHSC,  7703  Floyd  Curl  Dr,  San 
Antonio,  TX  78284  (512)691-6295 

Dec  9-10,  1985 

THE  ELITE  RUNNER.  Westin  Oaks  Hotel,  Houston.  Fee  TBA.  Credit 
TBA.  Contact  Michael  Pollock,  PhD,  Universal  Services  Rehabilita- 
tion and  Development,  Inc,  Travis  Centre,  Suite  500,  6655  Travis, 
Houston,  TX  77030  (713)630-6525 

Geriatrics 

Dec  6-8,  1985 

THE  GERIATRIC  FOOT.  Marriott  Hotel  on  the  River,  San  Antonio,  Tex. 
Fee  $1 75.  Category  1 , AMA  Physician's  Recognition  Award;  14 
hours.  Contact  Marjorie  Foutz,  EdD,  Medical  School  Continuing 
Education  Services,  The  University  of  Texas  Health  Science  Center, 
7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (512)691-6295 

Internal  Medicine 

Dec  6-7,  1985 

UPDATE  IN  SEXUALLY  TRANSMITTED  DISEASES.  The  University  of 
Texas  Health  Science  Center,  D1 .600,  Dallas.  Fee  TBA.  Category  1 , 
AMA  Physician’s  Recognition  Award;  13  hours.  Contact  Gale  Quilter, 
Division  of  Continuing  Education,  5323  Harry  Hines  Blvd,  Dallas,  TX 
75235  (214)688-2166 

Ophthalmology 

Dec  5-7,  1985 

26TH  ANNUAL  COURSE  IN  CONTACT  LENS  TECHNOLOGY.  Inter- 
Continental Hotel,  Houston.  Fee  TBA.  Credit  TBA.  Contact  Bette 
McAinch,  Contact  Lens  Technology  Course,  Cullen  Eye  Institute, 
Baylor  College  of  Medicine,  Houston,  TX  77030  (713)799-5942 

Pathology 

Dec  14,  1985 

42ND  PATHOLOGY  SEMINAR.  The  University  of  Texas  Health  Sci- 
ence Center,  San  Antonio,  Tex.  Fee  TBA.  Category  1 , AMA  Physi- 
cian’s Recognition  Award;  6 hours.  Contact  Marjorie  Foutz,  EdD, 
Continuing  Education  Services,  UTHSC,  7703  Floyd  Curl  Dr,  San 
Antonio,  TX  78284  (512)691-6295 


Plastic  Surgery 

Dec  6-7,  1985 

DERMATOLOGIC  ASPECTS  OF  PLASTIC  SURGERY.  Marriott  Hotel- 
Medical  Center,  Houston.  Fee  TBA.  Credit  TBA.  Contact  Lila  Lerner 
or  Carol  Soroka,  Office  of  Continuing  Education,  Baylor  College  of 
Medicine,  One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

Psychiatry 

Dec  7,  1985 

UPDATE  IN  PSYCHIATRY:  DEMENTIA.  The  University  of  Texas 
Health  Science  Center,  San  Antonio,  Tex.  Fee  TBA.  Category  1 , Phy- 
sician's Recognition  Award;  6 hours.  Contact  Marjorie  Foutz,  EdD, 
Medical  School  Continuing  Education  Services,  UTHSC,  7703  Floyd 
Curl  Dr,  San  Antonio,  TX  78284  (51 2)691  -6295 

Dec  7,  1985 

UPDATE  IN  PSYCHOPHARMACOLOGY.  The  University  of  Texas 
Medical  Branch,  Galveston,  Tex.  Fee  TBA.  Category  1 , AMA  Physi- 
cian’s Recognition  Award;  hours  TBA.  Contact  Martha  Berlin,  Office 
of  Continuing  Education,  3.324  Learning  Center,  UTMB,  Galveston, 
TX  77550  (409)761-2934 

Urology 

Dec  6-7,  1985 

INNOVATIVE  APPROACHES  TO  UROLOGIC  PROBLEMS  IN  THE 
1980s.  Marriott  Hotel-Medical  Center,  Houston.  Fee  $250-physi- 
cians;  $1 25-non-Baylor  fellows,  residents  and  nurses.  Category  1 , 
Physician’s  Recognition  Award;  18  hours.  AAFP  prescribed,  18 
hours.  Contact  Lila  Lerner  or  Carol  Soroka,  Office  of  Continuing 
Education,  Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston, 
TX  77030(713)799-6020 

JANUARY 

General  Medicine 

Jan  27-31,  1986 

ANATOMY  FOR  RADIOTHERAPY  TREATMENT  PLANNING.  Loca- 
tion TBA.  Fee  TBA.  Credit  TBA  Contact  Marjorie  Foutz,  EdD,  Medi- 
cal School  Continuing  Education  Services,  The  University  of  Texas 
Health  Science  Center,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
(512)691-6295 

Physical  Medicine  and  Rehabilitation 

Jan  30-Feb 1 , 1986 

13TH  ANNUAL  SYMPOSIUM  ON  SPORTS  MEDICINE.  Location 
TBA.  Fee  TBA.  Credit  TBA.  Contact  Marjorie  Foutz,  EdD,  Medical 
School  Continuing  Education  Services,  The  University  of  Texas 
Health  Science  Center,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
(512)691-6295 

Radiology 

Jan  6-10,  1986 

RADIATION  SAFETY  OFFICER'S  COURSE.  The  University  of  Texas 
Health  Science  Center,  San  Antonio,  Tex  Fee  $650.  Category  1 , 
AMA  Physician's  Recognition  Award;  36  hours.  Contact  Marjorie 
Foutz,  EdD,  Medical  School  Continuing  Education  Services, 

UTHSC,  7.703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (512)691-6295 

Jan  19-24,  1986 

SOCIETY  OF  GASTROINTESTINAL  RADIOLOGISTS  15TH  ANNUAL 
MEETING  AND  POSTGRADUATE  COURSE.  Acapulco  Princess 
Hotel,  Acapulco,  Mexico.  Fee  $450-physicians;  $300-residents. 
Category  1 , AMA  Physician’s  Recognition  Award;  23  hours.  Contact 
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Lynne  Tiras  or  Carol  Soroka,  Office  of  Continuing  Education,  Baylor 
College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 
(713)799-6020 

Jan  27-31, 1986 

RADIOTHERAPY  TREATMENT  PLANNING  ANATOMY.  The  Univer- 
sity of  Texas  Health  Science  Center,  San  Antonio,  Tex.  Fee  $650. 
Credit  TBA,  36  hours.  Contact  Marjorie  Foutz,  EdD,  Continuing  Edu- 
cation Services,  UTHSC,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
(512)691-6295 

Urology 

Jan  30-Feb  2,  1986 

GU  PATHOLOGY  AND  RADIOLOGY  Houston.  Fee$250-members; 
$325-nonmembers.  Category  1 , AMA  Physician’s  Recognition 
Award;  1 6 hours.  Contact  Monica  Smith,  Office  of  Education,  Ameri- 
can Urological  Association,  PO  Box  25147,  Houston,  TX  77265 
(713)791-1470 

FEBRUARY 

Aerospace  Medicine 

Feb  10-13,  1986 

7TH  INTERNATIONAL  MAN  IN  SPACE  SYMPOSIUM— SPACE  AD- 
APTATION: PHYSIOLOGIC  ADAPTATIONS  OF  MAN  IN  SPACE.  Mar- 
riott Hotel  Astrodome,  Houston.  Fee  $50.  Contact  Carol  Soroka 
Office  of  Continuing  Education,  Baylor  College  of  Medicine,  One 
Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

Anesthesiology 

Feb  21-23,  1986 

TACO  II  2ND  TEXAS  ANESTHESIA  CONFERENCE  FOR 
OBSTETRICS.  Lincoln  on  Post  Oak,  Houston.  Fee  $250;  $150- 
CRNAs.  Category  1 , AMA  Physician’s  Recognition  Award,  1 7 hours; 

1 7 AANA  continuing  education  credits.  Contact  Lila  Lerner  or  Carol 
Soroka,  Office  of  Continuing  Education,  Baylor  College  of  Medicine, 
One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

Dermatology 

Feb  21-22,  1986 

I"  5TH  ANNUAL  SOUTH  CENTRAL  TEXAS  DERMATOPATHOLOGY 
COURSE  AND  ROBERT  FREEMAN  HONORARY  DER- 
MATOPATHOLOGY LECTURE  SERIES.  The  University  of  Texas 
Health  Science  Center,  San  Antonio,  Tex.  Fee  $150.  Category  1 , 
AMA  Physician’s  Recognition  Award;  12  hours.  Contact  Continuing 
Education  Services,  UTHSC,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
; 78284(512)691-6295 

Ophthalmology 

Feb  28-March  1 , 1986 

' CLINICAL  ADVANCES  IN  OPHTHALMOLOGY  FOR  THE  PRACTIC- 
ING OPHTHALMOLOGIST  Houstonian  Hotel  and  Conference  Cen- 
ter, Houston.  Fee  $250-physicians;  $125-non-Baylor  residents  and 
fellows.  Category  1 , AMA  Physician's  Recognition  Award;  13  hours. 

■ Contact  Lila  Lerner  or  Lynne  Tiras,  Office  of  Continuing  Education, 

I Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 
(713)799-6020 

Plastic  Surgery 

Feb  28-March  1,  1986 

BASIC  RHINOPLASTY — 1986.  The  University  of  Texas  Health  Sci- 
ence Center,  D1 .600,  Dallas.  Fee  $200,  $1 50-residents.  Category  1 , 


AMA  Physician's  Recognition  Award,  1 3 hours.  Contact  Division  of 
Continuing  Education,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235 
(214)688-2166 

Radiology 

Feb  10-14,  1986 

BASIC  RADIOLOGICAL  HEALTH.  The  University  of  Texas  Health 
Science  Center,  San  Antonio,  Tex.  Fee  $500.  Credit  TBA;  40  hours. 
Contact  Continuing  Education  Services,  The  University  of  Texas 
Health  Science  Center,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
(512)691-6295 

Urology 

Feb  27-March  1,  1986 

BASIC  ENDOUROLOGY.  New  Orleans.  Fee  $225-members;  $325- 
nonmembers.  Credit  TBA;  1 6 hours.  Contact  Alice  Henderson, 
Office  of  Education,  American  Urological  Association,  PO  Box 
25147,  Houston,  TX  77265  (713)791-1470 

MARCH 

General  Medicine 

March  24-29,  1986 

COUNSELING  STRATEGIES  FOR  PHYSICIANS.  Oahu,  Hawaii.  Con- 
tact Division  of  Continuing  Education,  PO  Box  20367,  Houston,  TX 
77225  (800)392-4900  ext  437 

Obstetrics  and  Gynecology 

March  14-15,  1986 

CURRENT  CONCEPTS  IN  OBSTETRICS  AND  GYNECOLOGY  Inn 
on  the  Park,  Houston.  Contact  Lynne  Tiras  or  Carol  Soroka,  Office  of 
Continuing  Education,  One  Baylor  Plaza,  Houston,  TX  77030 
(713)799-6020 

Ophthalmology 

March  21-22,  1986 

8TH  ANNUAL  DALLAS  SPRING  OPHTHALMOLOGY  SYMPOSIUM 
Doubletree  Hotel,  Dallas.  Contact  Lela  Breckenridge,  Continuing 
Medical  Education,  8200  Walnut  Hill  Lane,  Dallas,  TX  75231 
(214)696-8458 

Physical  Medicine  and  Rehabilitation 

March  20-22,  1986 

4TH  ANNUAL  CHRONIC  PAIN  COURSE:  EVALUATION  AND  MAN- 
AGEMENT. Marriott  Hotel,  Medical  Center,  Houston.  Contact  Carol 
Soroka,  Office  of  Continuing  Education,  Baylor  College  of  Medicine, 
One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

APRIL 

Anesthesiology 

April  18-20,  1986 

MANAGEMENT  OF  RISKY  SITUATIONS  IN  ANESTHESIOLOGY. 
Westin  Hotel,  Galleria,  Dallas.  Contact  Barbara  Grayson,  A.  Webb 
Roberts  Center  for  Continuing  Education,  Baylor  University  Medical 
Center,  3500  Gaston  Ave,  Dallas,  TX  75246  (214)820-2317 
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Pediatrics 

April  2-5,  1986 

6TH  ANNUAL  NATIONAL  PEDIATRIC  INFECTIOUS  DISEASE  SEMI- 
NAR Hyatt  Regency  Hotel,  New  Orleans,  La.  Contact  Marian  Troup, 
The  University  of  Texas  Southwestern  Medical  School,  5323  Harry 
Hines  Blvd,  Dallas,  TX  75235  (214)688-3439 

April  4-5,  1986 

PEDIATRIC  POSTGRADUATE  SYMPOSIUM:  PEDIATRICS  1986. 
Houston  Marriott  Hotel-Medical  Center,  Houston.  Contact  Lynne 
Tiras  or  Carol  Soroka,  Office  of  Continuing  Education,  Baylor  Col- 
lege of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 
(713)799-6020 

Physical  Medicine  and  Rehabilitation 

April  7-1 7,  1986 

20TH  COMPREHENSIVE  REVIEW  COURSE  IN  PHYSICAL  MEDI- 
CINE AND  REHABILITATION.  Marriott  Hotel-Medical  Center,  Hous- 
ton. Contact  Vicki  Forgac  or  Lila  Lerner,  Office  of  Continuing 
Education,  Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston, 
TX  77030  (713)799-6020 

MAY 

Family  Medicine 

May  12-16,  1986 

10TH  ANNUAL  REVIEW  COURSE  IN  FAMILY  PRACTICE.  Marriott 
Hotel  at  the  Astrodome,  Houston.  Contact  Lynne  Tiras  or  Lila  Lerner, 
Office  of  Continuing  Education,  Baylor  College  of  Medicine,  One 
Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

Internal  Medicine 

May  27-30,  1986 

9TH  ANNUAL  UPDATE  IN  INTERNAL  MEDICINE  The  University  of 
Texas  Health  Science  Center,  D1 .600,  Dallas.  Contact  Division  of 
Continuing  Education,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235 
(214)688-2166 

Sports  Medicine 

May  22-24,  1986 

SPORTS  MEDICINE.  Houstonian  Hotel  and  Conference  Center, 
Houston.  Contact  Vicki  Forgac,  Office  of  Continuing  Education,  Bay- 
lor College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 
(713)799-6020 

Orthopedic  Surgery 

May  2-4,  1986 

22nd  ANNUAL  ST  LUKE’S  HOSPITAL  ORTHOPEDIC  SYMPOSIUM: 
CONTROVERSIES  IN  LUMBAR  SPINE  SURGERY  Houstonian  Hotel 
and  Spa,  Houston.  Contact  Alexander  Brodsky,  MD,  St  Luke’s  Epis- 
copal Hospital,  PO  Box  20269,  Houston,  TX  77225 

May  30-June  1 , 1986 

SOUTHWESTERN  ORTHOPEDIC  SURGERY  REVIEW.  Loews  Anat- 
ole  Hotel,  Dallas.  Contact  June  Bovill,  Division  of  Continuing  Educa- 
tion, The  University  of  Texas  Health  Science  Center,  5323  Harry 
Hines  Blvd,  Dallas,  TX  75235  (214)688-2166 


Pathology 

May  15-17,  1986 

CURRENT  ISSUES  IN  SURGICAL  PATHOLOGY,  V.  The  University  of 
Texas  Health  Science  Center,  D1 .600,  Dallas.  Contact  Division  of 
Continuing  Education,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235 
(214)688-2166 


REGULARLY  SCHEDULED  ACTIVITIES 


Monday-Friday 

POSTGRADUATE  WORKSHOP  IN  NEURORADIOLOGY.  (Date  as- 
signed by  individual  request.)  Methodist  Hospital,  Houston.  Fee 
$450.  Category  I,  AMA  Physician's  Recognition  Award;  40  hours. 
Contact  Vicki  Sayre,  Office  of  Continuing  Education,  Baylor  College 
of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

Monday-Friday 

POSTGRADUATE  WORKCOURSE  IN  DIAGNOSTIC  ULTRASOUND. 
(Date  assigned  by  individual  request.)  Ben  Taub  General  Hospital, 
Houston.  Fee  $600  Category  1 , AMA  Physician’s  Recognition 
Award;  40  hours.  Contact  Vicki  Sayre,  Office  of  Continuing  Educa- 
tion, Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)799-6020 

Tuesdays,  12  pm 

MEDICAL  AND  SURGICAL  REVIEWS.  Sierra  Medical  Center,  El 
Paso,  Tex.  Category  1 , AMA  Physician’s  Recognition  Award;  1 hour 
weekly.  Contact  M.  Nazemi,  MD,  Sierra  Medical  Center,  1625  Medi- 
cal Center  Dr,  El  Paso,  TX  79902 

Tuesdays  (all  but  last  Tuesday  of  each  month) 

SURGICAL  GRAND  ROUNDS.  Board  Room,  Brackenridge  Hospital, 
Austin,  Tex.  Free.  Category  1 , AMA  Physician’s  Recognition  Award; 

1 hour-session.  Contact  Nancy  Strandhagen,  Surgery  Education, 
Central  Texas  Medical  Foundation,  601  E 15th  St,  Austin,  TX  78701 
(512)476-6461  ext  51 72 

Wednesdays,  12  pm 

CONTINUOUS  REVIEW  OF  INTERNAL  MEDICINE.  Sid  Richardson 
Auditorium,  Scott  and  White  Memorial  Hospital,  Temple,  Tex.  Cate- 
gory 1,  AMA  Physician's  Recognition  Award;  1 hour  weekly.  Contact 
Lynn  Calvert,  Office  of  Continuing  Medical  Education,  Scott  and 
White  Memorial  Hospital,  2401  S 31st,  Temple,  TX  76508 
(817)774-2350 

Thursdays,  8 am 

INTERNAL  MEDICINE  GRAND  ROUNDS.  Brackenridge  Hospital, 
Austin,  Tex.  Category  1 , AMA  Physician’s  Recognition  Award;  1 hour 
weekly.  Contact  Marianne  Foley,  MS,  Central  Texas  Medical  Founda- 
tion, 1500  E Ave,  Austin,  TX  78701  (512)476-6461  ext  5606 

Thursdays,  12  pm 

UROLOGY  CORE  CURRICULUM  Scott  and  White  Memorial  Hospi- 
tal, Temple,  Tex.  Category  1 , AMA  Physician's  Recognition  Award;  1 
hour  weekly.  Contact  Lynn  Calvert,  Office  of  Continuing  Medical 
Education,  Scott  and  White  Memorial  Hospital,  2401  S31st,  Temple, 
TX  76508  (817)774-2350 

Thursday-Friday 

POSTGRADUATE  WORKSHOP  IN  REAL-TIME  OBSTETRICAL  UL- 
TRASONOGRAPHY. (Date  assigned  by  individual  request.)  Jeffer- 
son Davis  Hospital,  Houston.  Fee  $375.  Category  1 , AMA 
Physician’s  Recognition  Award;  16  hours;  16  cognates  ACOG.  Con- 
tact Vicki  Sayre,  Office  of  Continuing  Education,  Baylor  College  of 
Medicine,  One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 
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Fridays,  12  pm 

NEUROLOGY  GRAND  ROUNDS.  Sid  Richardson  Auditorium,  Scott 
and  White  Memorial  Hospital,  Temple,  Tex.  Category  1 , AMA  Physi- 
cian's Recognition  Award;  1 hour  weekly.  Contact  Lynn  Calvert, 
Office  of  Continuing  Medical  Education,  Scott  and  White  Memorial 
Hospital,  2401  S 31  st,  Temple,  TX  76508  (81 7)774-2350 

Fridays,  12  pm  (2nd  and  4th) 

TEACHING  CASE  CONFERENCE.  Park  Place  Hospital,  Port  Arthur, 

: Tex.  Category  1 , AMA  Physician's  Recognition  Award;  2 hours 
! monthly.  Contact  Phil  Newman,  MD,  Box  1648,  Port  Arthur,  TX  77640 
(409)983-4951 

Date  assigned  by  individual  request 

POSTGRADUATE  WORKSHOP  IN  CLINICAL  NMR  Biomedical 
NMR  Center,  Baylor  College  of  Medicine,  Houston.  Fee  $1 ,000; 
$500-lecture  series  only.  Category  1 , AMA  Physician's  Recognition 
Award;  40  hours.  Contact  Vicki  Sayre,  Office  of  Continuing  Educa- 
tion, Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)799-6020 


TELECONFERENCE  NETWORK  OF  TEXAS 


Every  other  Thursday,  1 2:30  pm 

CLINICAL  TOPICS  IN  MEDICINE.  The  University  of  Texas  Health 
Science  Center,  San  Antonio,  Tex,  and  teleconference  network  sites. 
Fee  $35-program,  hospital  subscription  program.  Category  1 , AMA 
Physician's  Recognition  Award.  Contact  Phyllis  Wood,  Acting  Direc- 
tor, Teleconference  Network  of  Texas,  7703  Floyd  Curl  Dr,  San  An- 
tonio, TX  78284  (512)691-7291 


OTHER  TELECONFERENCES 


Nov  22, 1985 

4TH  ANNUAL  VIDEOCONFERENCE:  SURGERY  OF  THE  MALE 
URETHRA  AND  GENITALIA  Dallas,  Houston,  and  San  Antonio,  Tex. 
Fee  $145.  Category  1 , AMA  Physician's  Recognition  Award;  6 hours. 
Contact  Monica  Smith,  Office  of  Education,  PO  Box  25147,  Houston, 
TX  77265(713)791-1470 

Dec  7,  1985,  9-1 1 am 

COSMETIC  RHINOPLASTY.  Baptist  Medical  Center,  San  Antonio, 
Tex.  Fee  $1 00.  Category  1 , AMA  Physician's  Recognition  Award;  2 
hours.  Contact  EF  Teleplast  Registrar,  233  N Michigan  Ave,  Suite 
1900,  Chicago,  IL  60601  (312)856-1818 


PRACTICE  MANAGEMENT  WORKSHOPS 


The  following  are  practice  management  workshops  and  seminars 
sponsored  by  the  Texas  Medical  Association.  Participants  in  the 
workshops  and  seminars  will  receive  Category  1 credit  toward  the 
AMA  Physician's  Recognition  Award  where  indicated.  For  further  in- 
formation, contact  the  Department  of  Practice  Management,  Texas 
Medical  Association,  1801  N Lamar  Blvd,  Austin,  TX  78701 
(512)477-6704 

NOVEMBER 

PERSONAL  INCOME  AND  ESTATE  TAX  PLANNING 
Nov  8-9,  1985,  Marriott  Hotel  Galleria,  Houston 


DECEMBER 

MEDICAL  MANAGEMENT  TEXAS  CONFERENCE  AND 
EXPOSITION 

Dec  4-6,  1 985,  Hyatt  Regency  at  Reunion,  Dallas 

JANUARY 

HOW  TO  GET  STARTED  IN  MEDICAL  PRACTICE— 1 1 hours 

Jan  14-15,  1986,  Hilton  Inn,  Lubbock 

Jan  16-17,  1986,  Sheraton-Mockingbird  West,  Dallas 

Jan  28-29,  1986,  Marriott-Medical  Center,  Houston 

Jan  30-31 , 1 986,  Wyndham  Southpark  Hotel,  Austin 

FEBRUARY 

HOW  TO  GET  STARTED  IN  MEDICAL  PRACTICE— 1 1 hours 

Feb  18-19,  1986,  The  Tremont  House,  Galveston 

Feb  20-21 , 1 986,  Holiday  Inn  Northwest  Loop,  San  Antonio 

IMPROVING  THIRD-PARTY  REIMBURSEMENT  FOR  YOU  AND 

YOUR  PATIENTS— 2 hours 

Feb  26,  1 986,  Sheraton  Tyler  Inn  and  Towers,  Tyler 

Feb  27,  1986,  The  Regent  Hotel,  Dallas 


CALENDAR  OF  MEETINGS  ^Denotes  Texas  Meetings 


NOVEMBER 

AMERICAN  ASSOCIATION  FOR  CANCER  EDUCATION,  INC,  San 
Francisco,  Calif,  Nov  12-16,  1985.  Stephen  M Stowe,  MD,  New 
Jersey  Medical  School  CRTC  Bldg,  Room  A-1020,  Newark,  NJ 
07103 

AMERICAN  ASSOCIATION  FOR  LABORATORY  ANIMAL  SCIENCE, 
Baltimore,  Nov  3-8,  1985.  Donald  W.  Keene,  210  N Hammes,  Suite 
205,  Joliet,  IL  60435 

■AMERICAN  COLLEGE  OF  PHYSICIANS,  Austin,  Nov  7-8,  1 985. 
William  Livesay,  Medical  Clinic  of  Houston,  1707  Sunset  Blvd,  Hous- 
ton, TX  77005 

AMERICAN  DENTAL  ASSOCIATION,  San  Francisco,  Nov  2-5,  1985. 
Edward  T.  Jeske,  21 1 E Chicago  Ave,  Suite  21 31 , Chicago,  IL  6061 1 

AMERICAN  MEDICAL  CARE  & REVIEW  ASSOCIATION,  Hilton  Head 
Island,  SC,  Nov  1-3,  1985.  Jannis  L Warren,  5410  Grosvenor  Ln, 
Suite  210,  Bethesda,  MD  20814 

ASSOCIATION  OF  MILITARY  SURGEONS  OF  THE  UNITED  STATES, 
Anaheim,  Calif,  Nov  10-15,  1985.  Linda  Hines,  Box  104,  Kensington, 
MD  20895 

INTERNATIONAL  COLLEGE  OF  SURGEONS,  UNITED  STATES 
SECTION,  Lake  Buena  Vista,  Fla,  March  25-28,  1985.  Robert  T. 
Shirley,  1516  N Lakeshore  Dr,  Chicago,  IL  60610 

NATIONAL  CONFERENCE  ON  HEALTH  POLICY  AND  QUALITY  OF 
CARE  FOR  OLDER  AMERICANS.  Alexandria,  Va,  Nov  12-13,  1985. 
Co-sponsored  by  the  American  Hospital  Association,  American 
Association  of  Retired  Persons,  American  Nurses'  Association,  and 
American  Medical  Association.  James  Sammons,  MD,  AMA,  535  N 
Dearborn  St,  Chicago,  IL  6061 0 

SOUTHERN  MEDICAL  ASSOCIATION,  Orlando,  Fla,  Nov  1 7-20, 

1 985.  Robert  P.  Mosca,  Box  2446,  Birmingham,  AL  35201 
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■TEXAS  ACADEMY  CHAPTER  OF  THE  AMERICAN  COLLEGE  OF 
PHYSICIANS,  Austin,  Nov  7-8,  1985.  D.  Michael  Highbaugh,  MD, 
3434  Swiss  Ave,  Suite  305,  Dallas,  TX  75204 

■TEXAS  MEDICAL  ASSOCIATION,  Austin,  Nov  22-23, 1985  C, 
Lincoln  Williston,  CAE,  1801  N Lamar  Blvd,  Austin,  TX  78701 

■TEXAS  PSYCHIATRIC  SOCIETY,  Corpus  Christi,  Nov  8-1 0,  1 985. 
Carrie  Laymon,  1801  N Lamar  Blvd,  Austin,  TX  78701 

■TEXAS  SOCIETY  OF  ALLIED  HEALTH  PROFESSIONS  8TH  AN- 
NUAL MEETING,  Dallas,  Nov  19-20,  1985.  Joy  Boone,  Rt  2,  Box 
291 -S,  San  Marcos,  TX  78666 

■TEXAS  SOCIETY  OF  INTERNAL  MEDICINE,  Austin,  Nov  7-8,  1985. 
Pat  Loder,  1801  N Lamar  Blvd,  Austin,  TX  78701 

DECEMBER 

■42ND  ANNUAL  PATHOLOGY  SOCIETY  MEETING,  San  Antonio, 
Dec  14,  1985.  Marjorie  Foutz,  EdD,  Continuing  Education  Services, 
The  University  of  Texas  Health  Science  Center,  7703  Floyd  Curl  Dr, 
San  Antonio,  TX  78284 

AMERICAN  ACADEMY  OF  DERMATOLOGY,  Las  Vegas,  Dec  7-1 2, 

1 985  Bradford  W.  Claxton,  1 567  Maple  Ave,  Evanston,  IL  60201 

AMERICAN  MEDICAL  ASSOCIATION,  Washington,  DC,  Dec  8-1 1 , 
1985.  Gail  H.  Biddle,  535  N Dearborn  St,  Chicago,  IL  60610 

JANUARY 

HEALTHCOM  86,  Las  Vegas,  Jan  30-Feb  2,  1 986.  Lin  Fish,  Fleish- 
man and  Linden  Expositions  Group,  Inc,  2401  Plum  Grove  Rd,  Pal- 
atine, IL 60067 

NIH  CONSENSUS  DEVELOPMENT  CONFERENCE  ON  HEALTH  IM- 
PLICATIONS OF  SMOKELESS  TOBACCO  USE,  Bethesda,  Md,  Jan 
13-15,  1986.  Michael  Bernstein,  Office  of  Medical  Applications  and 
Research,  Department  of  Health  and  Human  Services,  Bldg  1 , Rm 
216,  Bethesda,  MD  20205 

SOCIETY  OF  GASTROINTESTINAL  RADIOLOGISTS  1 5TH  ANNUAL 
MEETING,  Acapulco,  Mexico,  Jan  19-24,  1986.  Lynne  Tiras  or  Carol 
Soroka,  Office  of  Continuing  Education,  Baylor  College  of  Medicine, 
One  Baylor  Plaza,  Houston,  TX  77030 


Great 

Expectat 


Marriott  now  offers 
personalized  luxury  in  the 
Texas  Medical  Center. 


Our  new  full-service  luxury  hotel 
is  located  minutes  from  downtown 
Houston,  Hobby  Airport,  Astrodome, 
and  only  steps  from  healthcare  facili- 
ties and  Rice  University. 

This  hotel  is  designed  to  meet 
the  expectations  of  every  guest  and 
conference  group,  with... 398  guest 
rooms,  suites,  concierge  floors,  spe- 
cialty restaurants  and  lounges,  indoor 
pool  and  adjoining  fitness  center,  and 
9000  sq.  ft.  of  conference  space. 

See  how  accommodating  a Medical 
Center  hotel  can  be.  For  reservations 
and  information  call  your  travel  agent 
or  call  us  toll  free  (800)  228-9290. 


HOUSTON 


Marriott 

W ™ MEDICAL  CENTER 


6580  Fannin  Street,  Houston,  Texas  77030  (713)  796-0080 


98 


TEXAS  MEDICINE 


>ec85  TexasMedicine 


nosemide,  “salt  poor”  albumin,  and  hypernatremia 
aque  right  hemithorax:  identifying  the  diaphragm  with  ultrasound 
rdiac  transplantation  at  Texas  Heart  Institute 
os  health  care  expenditures 


A questionnaire  for  prenatal  diagnosis 


3Tox*bctt-i3utd|tng5-^mttlt  ^Memorial  hospital 

nnb  ©orbett-^utcfymgs-Jimtttl]  (ttltmc 


322  COLEMAN  STREET 
POST  OFFICE  BOX  60 


GENERAL  SURGERY 

Howard  L.  Smith,  M.D.,  F.A.C.S. 
D.  R.  Swetland,  M.D.,  F.A.C.S. 
INTERNAL  MEDICINE 
W F.  McKinley,  Jr,  M.D. 

James  S.  Bussell,  M.D. 

C.  G.  Brown,  M.D. 

EYE,  EAR,  NOSE,  AND  THROAT 
S W Hughes,  M.D. 

ALLERGY 

S.  W Hughes,  M.D. 

TRAUMATIC  AND  ORTHOPEDIC 
SURGERY 

D.  R.  Swetland,  M.D.,  F.A.C.S. 
CARDIOLOGY 

W.  F McKinley,  Jr,  M.D 


jHarlm,  ®cxaa  76661 


FAMILY  PRACTICE 
OBSTETRICS  AND  PEDIATRICS 
William  Pickvance,  M.D. 

Barry  E.  Phillips,  M.D. 
GENERAL  DENTISTRY 
G.  Glenn  Rose,  D.D.S. 
*DENTISTRY  FOR  CHILDREN 
T.  Brad  Willis,  D.D.S. 
RADIOLOGY 
J.  M.  Brown,  M.D.,  F.A.C  R 
^PATHOLOGY 

Ronald  E.  Henderson,  Jr.,  M.D. 
David  M.  McTaggart,  M.D. 

S.  M.  Bunn,  Jr.,  M.D. 

E.  B.  Morrison,  M.D. 
UROLOGY 

Howard  L.  Smith,  M.D.,  F.A.C.S. 


TELEPHONE: 
(817)  883-3561 


* NEUROPSYCHIATRY 

S.  B.  Morrison,  M.D. 

* NEUROSURGERY 

Harry  W Slade,  M.D.,  F.A.C.S. 

* DERMATOLOGY 

Maurice  C.  Barnes,  M.D.,  D.A.B.D. 
ADMINISTRATOR 
J.  D.  Norris,  Jr. 

ASSISTANT  ADMINISTRATOR 
W R.  Lux,  Jr. 

DIRECTOR-COORDINATOR,  NURSING 
SERVICE 

Diane  Howton,  R.N. 

DIRECTOR  OF  PATIENT  CARE 
Marie  Kotch,  R.N. 


The  original  hospital  was  founded  by  Dr.  J.  W.  Torbett  in  1898,  and  Howard  O.  Smith,  M.D.,  FACS,  past  president,  expired  May  17,  1977. 
* Consultants 


THE  DALLAS  MEDICAL  & SURGICAL 
CLINIC  AND  HOSPITAL 


4105  Live  Oak  Street 


DALLAS,  TEXAS  75204 


Telephone  823-4151 


INTERNAL  MEDICINE 
Morris  E Magers,  M I)  . I)  A B I M 
Charming  Woods,  M.D. 

Richard  C.  Stone,  M.D  Gastroenterology  & Endoscopy 

I.andon  W.  Stewart,  M.D  , I)  A HIM 

Cloyce  L.  Stetson,  Jr  , M.D  , DAB  I M 

David  S.  Sowell,  III,  M.D.,  D.A.B.I.M.,  Cardiology 

Don  E Cheatum,  M.I),  D A B I M , and  DAB  Rhu, 

F A C E,  F.C.C.P.,  Rheumatology 
W Mark  Armstrong,  M D , I)  A B I M 
Sam  W.  Waters,  M.D. 

Steven  P Bowers,  M.D  , D A B1M 
Elizabeth  M Polanco,  M.D  , D A B.I.M 
Robert  C.  Dinwiddie,  M.D.,  D.A.B  I.M. 

Endocrinology  and  Diabetes 

OBSTETRICS  AND  GYNECOLOGY 
John  B Miller,  III,  M D , D A B.O  G„  F.A.C.O.G. 

Vernie  D Bodden,  M.D,  D A B O G , F.A.C.O.G. 

Graig  W Smith,  MD 

PEDIATRICS 

Halcuit  Moore,  M.D,  D.A.B. P.,  F.A.A.P. 

P E.  Luecke,  Jr.,  M D,  D A B P,  F.A.A.P 
Peter  C Ray,  M.D 

GENERAL  SURGERY 

George  P Fosmire,  M.D  , DABS,  F A.C.S. 

Charles  W Coleman,  M.D  , DAB  S. 

UROLOGY 

Harry  M.  Spence,  M l)  , D A B.U.,  F.A.C.S. 

William  H Hoffman,  M D,  D.A.B.U,  F.A.C.S. 

Richard  B Dulany,  M D,  D.A.B.U.,  F.A.C.S. 


RADIOLOGY 

Joe  B Caldwell,  M.D  , D.A.B. R. 

James  B.  Evans,  M.D,  D.A.B  R 

DERMATOLOGY 

William  N New,  M.D,  F.A.A.D,  FA.C.P 
Constance  Shadwick,  M.D,  D.A.B.D. 

OTOLARYNGOLOGY  AND  OTOLOGIC  SURGERY 
D W Shuster,  M.D  . D A B O 

George  A.  Toledo,  M.D,  Head  and  Neck  Surgery,  Facial 
Plastic  and  Reconstructive  Surgery 

OPHTHALMOLOGY 
James  M Copps,  M.D,  D.A.B  O 
R Roy  Whitaker,  M.D.,  D A B O 

DENTISTRY  AND  DENTAL  SURGERY 
William  F Walton,  D.D.S. 

George  E.  Sanders,  D.D.S. 

ADMINISTRATION 

Alan  G Kennon,  Administrator 

Russell  E.  McKee,  Associate  Administrator  for  Financial 
Affairs 

Mrs.  Connie  S.  McNamire,  R.N.  B.S.N,  Associate  Admin- 
istrator of  Hospital  Operations  and  Personnel 

INACTIVE  STATUS 
Adam  D.  Green,  M.D,  Surgery 
John  B Bourland,  M.D  , D A. B O G. 


EXCERPTS  FROM  A SYMPOSIUM 
"THE  TREATMENT  OF  SLEEP  DISORDERS”8 


•• 


••  . highly  effective 
for  both  sleep  induction  and 
sleep  maintenance  ft 

Sleep  Laboratory  Investigator 
Pennsylvania 


onset  of  action  is 
rapid. . . provides  sleep  with 
no  rebound  effect  to  agitate  the 
patient  the  following  day  £ £ 


Psychiatrist 

California 


••  . . appears  to  have 
the  best  safety  record  of  any 
of  the  benzodiazepines  ft 


Psychiatrist 

California 
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Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized 
by  difficulty  in  falling  asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits,  in  acute  or  chronic  medical 
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necessary  or  recommended  Repeated  therapy  should  only 
be  undertaken  with  appropriate  patient  evaluation 
Contraindications:  Known  hypersensitivity  to  flurazepam  HCI, 
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benzodiazepine  use  during  the  first  trimester  Warn  patients 
of  the  potential  risks  to  the  fetus  should  the  possibility  of  be- 
coming pregnant  exist  while  receiving  flurazepam  Instruct 
patients  to  discontinue  drug  prior  to  becoming  pregnant  Con- 
sider the  possibility  of  pregnancy  prior  to  instituting  therapy. 
Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants  An  additive  effect 
may  occur  if  alcohol  is  consumed  the  day  following  use  for 
nighttime  sedation.  This  potential  may  exist  for  several  days 
following  discontinuation  Caution  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g , operating 
machinery,  driving).  Potential  impairment  of  performance  of 
such  activities  may  occur  the  day  following  ingestion  Not 
recommended  for  use  in  persons  under  15  years  of  age 
Withdrawal  symptoms  rarely  reported,  abrupt  discontinuation 
should  be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  of  time  Use 
caution  in  administering  to  addiction-prone  individuals  or 
those  who  might  increase  dosage 
Precautions:  In  elderly  and  debilitated  patients  it  is  recom- 
mended that  the  dosage  be  limited  to  15  mg  to  reduce  risk  of 
oversedation,  dizziness,  confusion  and/or  ataxia  Consider 
potential  additive  effects  with  other  hypnotics  or  CNS  depres- 
sants. Employ  usual  precautions  in  severely  depressed 
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excitement,  stimulation  and  hyperactivity 
Dosage:  Individualize  for  maximum  beneficial  effect  Adults 
30  mg  usual  dosage,  1 5 mg  may  suffice  in  some  patients 
Elderly  or  debilitated  patients:  15  mg  recommended  initially 
until  response  is  determined 
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102  Continuing  education  directory 

On  the  cover 


In  "A  questionnaire  for  identifying  the  preg- 
nant patient  in  need  of  prenatal  diagnosis," 
page  30,  authors  Robert  S.  Young,  PhD, 
and  Charleen  M.  Moore,  PhD,  discuss  the 
evaluation  of  the  pregnant  patient,  including 
the  assessment  of  and  counseling  for  ge- 
netic and  environmental  risks.  To  aid  in  the 
discussion  the  authors  present  a question- 
naire developed  for  such  an  evaluation. 
Cover  design  by  Ed  Triggs. 


Coming  next  month 

In  January,  Texas  Medicine  begins  its  Heri- 
tage Series  of  articles  in  recognition  of 
Texas'  Sesquicentenmal  with  "Medicine  in 
Texas:  the  historical  literature."  Other  ar- 
ticles scheduled  for  the  coming  month  deal 
with  brain  and  meningeal  biopsy  in  patients 
with  AIDS,  long-term  pH  monitoring  in  the 
evaluation  of  gastro-esophageal  reflux,  and 
breastfeeding  and  neonatal  screening  for 
congenital  hypothyroidism. 


Turn  of  the  century 
trephine  forcranial  surgery 
and  tonsillotome  for 
removing  tonsils. 


We’ve  been  defending 
doctors  since 
these  were  the 
state  of  the  art. 


These  instruments  were  the  best  available  at 
the  turn  of  the  century.  So  was  our  professional 
liability  coverage  for  doctors.  In  fact,  we 
pioneered  the  concept  of  professional 
protection  in  1899  and  have  been  providing 
this  important  service  exclusively  to  doctors 
ever  since. 


You  can  be  sure  we’ll  always  offer  the  most 
complete  professional  liability  coverage  you 
can  carry.  Plus  the  personal  attention  and 
claims  prevention  assistance  you  deserve. 

For  more  information  about  Medical 
Protective  coverage,  contact  your  Medical 
Protective  Company  general  agent. 


tifwo fti4\ r,  ;<f/ 1' sj.cf'i I- 1 y w 


Bruce  Crim,  Keith  H.  Prince,  Charles  F.  Curtice,  Daniel  S.  Marley  Wayne  L.  Kirk,  Mark  Lee  Gunter 

Suite  570.  Allied  Lakewood  Bank  Center,  6301  Gaston  Avenue  Suite  155,  7887  Katy  Freeway 

Dallas  TX  75214,  (214)  821-4640  Katy  Hollow  Office  Park 

Houston,  TX  77024,  (713  ) 682-8024 


Michael  Rollans 
Thomas  A.  Weisman 
512  GPM  Life  Building 
San  Antonio,  TX  78216,  (512)  344-5901 
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EDITORIAL 


Twenty  years  of  prenatal  diagnosis 

Prenatal  diagnosis  by  amniocentesis  was  first  applied  to  the 
determination  of  fetal  sex  by  Barr  body  identification  in  the 
1950s  (Fuchs  and  Riss,  1956)  (1).  Within  ten  years  it  was 
demonstrated  that  chromosomal  analysis  could  be  per- 
formed on  amniotic  fluid  cells,  and  the  first  prenatal  diagnosis 
of  a chromosomal  abnormality  was  reported  by  Jacobsen 
and  Barter  in  1967.  Shortly  thereafter,  Nadler  demonstrated 
the  use  of  the  technique  to  diagnose  inborn  errors  of  metabo- 
lism (3).  These  events  stimulated  considerable  controversy 
in  the  medical  community.  Changing  attitudes  in  regard 
to  abortion  in  combination  with  the  technical  advances  in 
cell  culture,  chromosomal  analysis,  and  enzymatic  assay 
aroused  the  interest  of  geneticists  and  obstetricians  in  am- 
niocentesis. Many  pediatricians,  however,  were  aghast  at  the 
thought  of  piercing  the  uterus. 

Much  has  happened  since  that  occasion.  Many  methods  of 
prenatal  diagnosis  are  now  available  including  amniocen- 
tesis, placentocentesis,  fetoscopy,  ultrasonography,  radi- 
ography, and  analysis  of  maternal  serum  and  urine.  More 
recently,  techniques  such  as  DNA  hybridization,  restriction 
endonuclease  analysis,  and  gene  linkage  studies  have  also 
been  used  to  diagnose  genetic  disorders. 

In  1979,  the  National  Institute  of  Child  Health  and  Human 
Development  sponsored  a Consensus  Development  Con- 
ference on  antenatal  diagnosis.  General  agreement  was 
reached  on  the  effectiveness,  safety,  and  proper  use  of  the 
techniques.  Cultured  amniotic  cells  are  appropriately  used 
for  diagnosis  of  cytogenetic  aberrations  and  disorders  of  pro- 
tein synthesis,  while  amniotic  fluid  is  used  to  study  neural 
tube  defects. 

In  the  last  ten  years  the  public  has  become  more  educated 
about  risks  of  advanced  maternal  age  and  prenatal 
diagnosis.  Use  of  these  procedures  has  increased  exponen- 
tially and  they  are  most  often  applied  to  detect  congenital 
defects  which  would  result  in  significant  disability  or  pre- 
mature death.  In  current  practice,  the  most  common  amnio- 
centesis indication  for  chromosomal  analysis  is  advanced 
maternal  age,  but  the  majority  of  birth  defects  occur  in  preg- 
nancies where  the  risk  factors  are  harder  to  detect. 

Hence  the  importance  of  a new  questionnaire,  reported 
by  Young  and  Moore  in  this  issue,  which  is  designed  to 
identify  pregnancies  at  risk  for  congenital  defects.  This  in- 
strument elicits  information  not  only  concerning  the  medical 
history  of  the  mother,  but  also  risks  associated  with  mater- 
nal age  and  teratogenic  exposure.  Despite  technological  ad- 
vances, the  first  and  most  crucial  step  in  prenatal  diagnosis 
is  and  will  remain  the  identification  of  pregnancies  at  risk. 
Further  analysis  of  risk  factors  and  education  of  the  public 
to  recognize  these  risk  factors  are  needed  to  extend  the 
benefits  of  prenatal  diagnosis  to  more  families. 

A complex  set  of  legal,  moral,  ethical,  and  emotional  is- 


sues also  surround  this  problem,  and  our  progress  in  these 
areas  has  not  kept  pace  with  technical  advances  in  the  field. 
Families  need  the  compassionate  care  of  all  who  are  in- 
volved. They  often  already  have  the  heartbreak  and  fi- 
nancial burden  of  a child  with  a significant  handicapping 
condition.  Many  want  a healthy  child  but  would  not  attempt 
another  pregnancy  without  prenatal  diagnosis.  Yet  it  is  diffi- 
cult to  wait  until  16  weeks  gestation  to  initiate  studies,  and 
even  more  difficult  to  wait  for  the  results.  Perhaps  chorionic 
villus  biopsy  will  help  to  resolve  some  of  these  very  real 
problems. 

It  is  likely  that  the  biochemical  defect  for  many  more  in- 
herited disorders  will  be  defined  over  the  next  decade.  In 
particular,  identification  of  the  fetus  with  cystic  fibrosis 
should  be  possible  in  the  near  future.  There  are,  however, 
only  a few  disorders  that  can  be  treated  when  diagnosed 
prenatally.  Advances  in  prenatal  diagnosis  during  the  past 
20  years  are  among  of  the  most  remarkable  in  this  century,  yet 
the  majority  of  birth  defects  still  go  undiagnosed  until  birth. 

Lillian  H.  Lockhart,  MD 

Professor  of  Pediatrics  and  Genetics,  The  University  of  Texas  Medical 

Branch,  Galveston,  TX  77550. 
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LETTERS 


Anisocoria  from  nasal  spray:  a professional  hazard 

In  order  to  constrict  the  nasal  vasculature  prior  to  placement 
of  a nasogastric  tube,  Nasal  Relief  Spray  (oxymetazoline  HCI 
0.05%)  was  applied  to  both  nostrils  of  a patient  under  general 
anesthesia.  Subsequently,  a small  amount  of  fluid  drained 
from  the  patient's  nose,  and  the  anesthesiologist,  a healthy 
young  white  female,  used  a gauze  pad  to  wipe  the  patient's 
nose.  Approximately  30  minutes  later,  the  anesthesiologist 
noted  blurry  vision  in  her  right  eye  while  others  noticed  my- 
driasis in  the  right  eye  (Fig  1 ).  All  physicians  present  consid- 
ered the  differential  diagnoses  of  intracranial  neoplasm, 
subdural  hematoma,  aneurysm,  acute  narrow  angle  glau- 
coma, and  Adie’s  pupil  (myotonic  pupil  reaction).  Most  likely 
when  the  anesthesiologist  wiped  the  patient’s  nose,  some  of 
the  vasopressor  seeped  through  the  gauze  pad  and  re- 
mained on  her  fingertips.  The  anesthesiologist  remembered 
that  she  had  scratched  the  inner  canthus  of  her  right  eye 
after  inserting  the  nasogastric  tube.  A residue  of  the  vaso- 
pressor could  have  gained  access  to  the  conjunctiva,  pro- 
ducing the  observed  effect  which  diminished  over  the  follow- 
ing 24  hours.  No  other  ill  effects  were  noticed. 

Vasoconstrictors,  such  as  oxymetazoline  0.05%  are  rec- 
ommended to  facilitate  transnasal  placement  of  tubes  (1 ). 
Sympathomimetic  drugs  such  as  phenylephrine  are  com- 
monly used  to  facilitate  ophthalmoscopy.  Recently,  aniso- 
coria was  observed  in  a 4-year-old  child  after  phenylephrine 
application  to  the  left  nostril  prior  to  nasotracheal  intubation. 
Accidentally,  a portion  of  a drop  had  splashed  off  the  tip  of 
the  patient's  nose  and  entered  the  left  eye  (2).  Similar  epi- 
sodes of  anisocoria  can  result  from  accidental  finger-eye 
contamination  after  manipulation  of  scopolamine  patches 
(3,4). 

Accidental  instillation  of  atropine  has  been  reported  after 
administration  of  eye  drops  to  patients  (4).  Use  of  perfumes 
containing  belladonna  alkaloid  (5),  spraying  with  pesticides, 


or  handling  an  anticholinergic  plant  have  been  described  as 
causes  of  accidental  anisocoria  (6). 

In  order  to  avoid  considerable  anxiety  and  an  expensive 
neurological  work-up,  physicians  examining  or  treating  pa- 
tients should  make  a conscious  effort  to  avoid  hand-to-face 
or  hand-to-eye  contact  and  should  be  reminded  to  practice 
careful  hand-washing  techniques. 

Furthermore,  this  case  dramatically  illustrates  a route  by 
which  infectious  particles  from  the  patient  may  gain  access 
to  mucous  membranes  of  the  health  care  professional. 

H. A.  Tillmann  Hein,  MD 

M.  Lanette  Howell,  MD 

Jan-Peter  A.H.  Jantzen,  MD,  PhD 

The  University  of  Texas  Southwestern  Medical  School,  Department  of 

Anesthesiology,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235. 
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MANAGE  YOUR  OFFICE  MORE  EFFECTIVELY  WITH 
THE  MPM  1000  SYSTEM  AVAILABLE  THROUGH 
SOUTHERN  MEDICAL  ASSOCIATIONS 
PHYSICIANS’  PURCHASING  PROGRAM 


Manage  your  office  more 
effectively  with  the  MPM 
1000  System  available 
through  the  Physicians’ 
Purchasing  Program. 

Managing  your  office 
shouldn’t  be  hard; 
however,  with  the  current 
insurance  requirements  and 


the  impending  Medicare 
changes  looming  on  the 
horizon,  it  will  get  more 
difficult.  You  should  call 
Curtis  1000  Information 
Systems  or  Southern 
Medical  Association  to  find 
out  how  the  MPM  1000  can 
help  make  your  practice 
run  more  effectively. 


AVAILABLE  ON  IBM  A/T 


MPM  1000  Simplifies  Your  Paperwork 

You  will  be  able  to  reduce  the  mountains  of  paper- 
work by  using  your  MPM  1000  system  to  process  all 
your  insurance,  complete  your  billing  plus  instan- 
taneously sort  and  file  necessary  information. 

MPM  1000  Speeds  Up  Your  Cash  Flow 

The  MPM  1000  system  will  increase  your  daily  bank 
deposits  by  processing  all  your  insurance  and  pa- 
tients’ receivables  quickly. 

MPM  1000  Improves  Your  Practice  Management 

With  the  MPM  1000  system  you  can  easily  and  intel- 
ligently manage  your  practice  with  computer  gene- 
rated reports.  Trends  and  problems  are  easily  iden- 
tified so  you  can  take  corrective  action  before  they 
become  serious. 


MPM  1000  Is  A One  Source  Solution 

The  MPM  1000  is  a one  source  solution.  With  your 
system  you  receive  all  hardware  (IBM  or  Texas  In- 
struments), software,  complete  five  day  training  pro- 
gram and  responsive  after  sale  support. 

IBM  PC/AT  At  Discount 

Best  of  all,  these  systems  are  available  through  SMA 
Services,  Inc.,  Physicians’  Purchasing  Program  with 
substantial  discounts  on  IBM  and  Texas  Instrument 
equipment. 

FOR  MORE  INFORMATION,  please  fill  out  the 
coupon  below  and  mail  it  to  Southern  Medical  Asso- 
ciation, or  for  faster  service  call  Southern  Medical  at 
(205)  945-1840  or  Curtis  1000  Information  Systems  at 
800-241-4780. 


□ YES!  i would  like  more  information  on  MPM  1000 

My  interests  are:  □ Immediate  □ Long  term  □ Please  contact  me  for  a survey 
I am  a member  of  SMA  □ 


Name 

(Please  Print) 

Address 

City 

State 

Zip 

( ) 

Specialty  Office  Phone 

Mail  to:  CURTIS  1000  INFORMATION  SYSTEMS 


2296  Henderson  Mill  Road 
Suite  402 

Atlanta,  Georgia  30345 
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Thanks  to  Brown  and  Goldstein, 
over  40  million  Americans  may  win 

the  biggest  prize  of  all. 


The  chance  to  lead  a long  and  rewarding  life. 

Every  year,  millions  of  us  are  afflicted  with  cardiovas- 
cular disease  and  other  related  illnesses.  But  thanks 
to  the  discoveries  of  Mike  Brown  and  Joe  Goldstein  at  the 
University  of  Texas  Health  Science  Center  here  in  Dallas, 
there’s  new  hope. 

Together,  they've  invested  years.  Searching.  Sifting. 


'faking  step  after  painstaking  step.  Detecting,  for  the  first 
time, processes  that  will  help  medicine  better  understand, 
and  ultimately,  better  treat  heart  disease. 

It  is,  we  think.a  magnificent  example  of  why  we  should 
never  underestimate  the  power  of  momentum. 

Our  congratulations  to  Mike  Brown,  Joe  Goldstein, 
and  their  colleagues  on  their  work.  And  (heir  Nobel  Prize. 


U MBanks 

The  Momentum  Banks 
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TMA  IN  ACTION 

Most  members  experience 
liability  action,  survey  says 

More  than  half  of  Texas  Medical  Asso- 
ciation members  have  experienced  one 
or  more  malpractice  claims  or  suits,  ac- 
cording to  a recent  survey. 

The  survey  also  shows  that  more 
than  one  fourth  of  those  who  have  been 
sued  have  experienced  two  or  more 
claims.  According  to  the  respondents, 
the  most  frequent  reasons  for  the  suits 
were  improper  treatment,  surgery,  fail- 
ure to  diagnose,  and  negligence. 

TMA  and  the  Texas  Medical  Liability 
Trust  funded  the  survey,  the  results  of 
which  will  support  tort  reform  efforts  in 
the  Texas  Legislature.  The  survey 
sample  of  928  physicians  provides  95% 
accuracy,  with  a plus  or  minus  2.5%  er- 
ror factor. 

The  survey  also  shows  that: 

1 . Ninty-six  percent  of  TMA  mem- 
bers have  professional  liability 
insurance. 

2.  When  grouped  by  specialty,  1 9% 
to  32%  of  physicians  within  each  group 
have  been  refused  coverage  by  a car- 
rier. The  most  commonly  cited  reasons 
for  refusal  were  that  the  applicants  had 
claims  made  against  them  and  the  in- 
surance company  had  stopped  writing 
in  that  area. 

3.  About  one  fourth  of  the  physicians 
indicated  that  claims  or  suits  filed 
against  them  resulted  from  care  to  indi- 
gent patients  not  under  their  continuing 
care. 

4.  A high  percentage  of  the  physi- 
cians order  more  lab  tests  (79%),  order 
more  x-rays  (81  %),  and  seek  consulta- 
tion more  frequently  (82%)  as  part  of 
their  “defensive  medicine"  activities. 
Forty  percent  of  the  physicians  say  that 
1 1 % to  20%  of  their  bill  can  be  allo- 
cated to  the  practice  of  defensive 
medicine. 

5.  About  50%  of  Texas  physicians 
have  raised  their  average  medical  fees 
due  to  the  cost  of  professional  liability 
insurance. 


More  than  300  physicians  responded 
with  their  opinions  and  suggestions. 

One  wrote,  “I  have  become  so  discour- 
aged with  the  malpractice  trends,  gov- 
ernment control,  and  decaying  public 
image  that  I have  talked  two  sons  out  of 
medicine  and  comtemplate  retirement 
as  soon  as  feasible!’’ 

Another  physician  said,  "My  alleged 
malpractice  suits  have  all  been  settled 
favorably  to  me.  I wish  there  was  some 
way  to  clear  my  records  of  the  suits 
filed.” 

A third  doctor  sent  a succinct  plea  for, 
“Help!” 

The  survey  originated  with  TMA's 
Committee  on  Professional  Liability, 
chaired  by  Bernard  W.  Palmer,  MD, 

San  Antonio. 

HMSS  to  meet  Feb  9 
in  Austin 

Texas  Medical  Association's  Hospital 
Medical  Staff  Section  (HMSS)  will 
meet  Sunday,  Feb  9,  1986,  at  the 
Hyatt  Regency  Austin. 

Registration  begins  at  8 am.  The 
meeting  convenes  at  8:30  am  and  con- 
tinues through  the  afternoon.  The  pro- 
gram features  a panel  discussion  of 
professional  review  organizations' 
standards,  waivers,  and  sanctions.  An- 
other program  topic  is  professional  lia- 
bility insurance. 

The  HMSS  has  241  members,  and 
its  meetings  are  open  to  all  TMA  mem- 
bers. For  further  information,  contact 
Sharon  Townsend,  1801  N Lamar 
Blvd,  Austin,  TX  78701,  phone 
(512)477-6704. 

TMA  to  offer  courses 
in  conjunction  with  conference 

Texas  Medical  Association  will  offer 
three  postgraduate  courses  in  conjunc- 
tion with  the  1 986  Winter  Conference  in 
Austin. 

A course  titled  Basic  Life  Support  for 
Physicians  is  scheduled  for  Saturday, 
Feb  8,  1 986,  from  1 to  5 pm.  Two 
courses  will  be  available  Sunday,  Feb 
9, 1986.  Office  Colorectal  Problems,  is 


scheduled  for  8 am  to  1 pm.  Ernest 
Max,  MD,  Houston,  is  the  course  direc- 
tor. Primary  Care  for  Critical  Conditions 
is  scheduled  for  8 am  to  1 pm  Sunday, 
under  the  direction  of  Wayne  R. 
Snodgrass,  MD,  Galveston.  All  of  the 
courses  qualify  for  credit  under  Cate- 
gory 1 of  the  American  Medical  Associ- 
ation Physician's  Recognition  Award. 

The  new  Austin-Town  Lake  Embassy 
Suites  Hotel  is  the  site  of  the  courses. 
Further  information  regarding  registra- 
tion and  fees  is  available  from  the 
Department  of  Annual  Session  and  Sci- 
entific Programming,  Texas  Medical 
Association,  1801  N Lamar  Blvd,  Aus- 
tin, TX  78701 , phone  (51 2)477-6704. 

Committee  prepares  brochure 
on  blood  donation 

Texas  Medical  Association's  Commit- 
tee on  Blood  Banking  and  Blood  Trans- 
fusion has  prepared  a brochure  on 
blood  donation  for  distribution  to  pa- 
tients through  physicians'  offices. 

The  brochure  is  titled,  "Give  Blood 
...  So  Others  Can  Live!"  and  it  ex- 
plains why  volunteer  donors  are 
needed  and  how  blood  is  used.  It  also 
discusses  autologous  donations  and 
the  donation  process. 

Copies  of  the  brochure  are  available 
from  Texas  Medical  Association,  1801 
N Lamar  Blvd,  Austin,  TX  78701 . 

Jan  15  is  deadline 
for  Anson  Jones  entries 

Jan  1 5,  1 986,  is  the  deadline  for  enter- 
ing Texas  Medical  Association's  Anson 
Jones  Award  competition. 

The  1986  award  recognizes  excel- 
lence in  communicating  health  informa- 
tion to  the  public  through  the  media 
between  Jan  1 , 1 985,  and  Dec  31 , 

1985.  The  award  in  each  of  nine  cate- 
gories consists  of  a framed  certificate 
and  a $500  cash  prize.  The  categories 
include  newspapers,  magazines/news- 
letters, radio,  and  television. 

The  award  is  named  in  honor  of 
Anson  Jones,  a pioneer  Texas  physi- 
cian who  served  the  Republic  of  Texas 
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as  a member  of  Congress,  as  secretary 
of  state,  and  as  its  last  president.  He 
also  was  a prolific  writer. 

Trustees  approve 
summer  travel  programs 

Texas  Medical  Association’s  Board  of 
Trustees  has  approved  six  trips  to  com- 
plete the  association’s  travel  program 
for  the  summer  of  1 986. 

A tour  of  ' Romantic  Rivers  and  Cas- 
tles of  Europe”  will  offer  1 4 days  in 
which  to  cruise  the  Rhine  and  Mosel 
rivers,  and  tour  Luxembourg  and 
Munich.  A ‘‘New  England/Cape  Cod 
Yacht  Cruise”  of  eight  days  takes  visi- 
tors to  Boston,  Nantucket  Island,  Mar- 
tha’s Vineyard,  Newport,  New  Bedford, 
and  Plymouth.  The  “Swiss/Tyrolean 
Alps  Adventure”  is  1 4 days  of  taking  in 
the  sights  of  Montreaux,  Zermatt,  St 
Moritz,  Salzburg,  and  Vienna. 

Another  two-week  adventure,  "Eu- 
rope, Alps  to  the  North  Sea,”  takes 
tourists  to  Lucerne,  West  Berlin,  and 
Hamburg.  The  “Scandinavian  Capitals 
Air/Sea  Cruise”  on  the  Royal  Viking 
Sea  will  take  passengers  to  Copen- 
hagen, Stockholm,  Leningrad,  Helsinki, 
Hamburg,  and  Oslo.  And,  the  “Alaska/ 
Canada-Expo  '86  Air/Sea  Cruise”  of- 
fers ten  days  to  view  Vancouver,  Can- 
ada, and  Alaska. 


“I’ll  have  to  call  in  a specialist;  you  have 
what  we  master  plumbers  call  a plugged 
lateral." 


All  of  the  tours  offer  continuing  medi- 
cal education  programs. 

Participation  in  TMA  travel  programs 
has  increased  during  the  past  three 
years.  In  1982,  programs  registered 
583  travelers;  there  were  647  in  1 983, 
and  678  as  of  September  1 985.  The 
participants  consistently  have  given  the 
program  high  ratings. 

For  further  information  on  TMA’s 
travel  programs,  contact  the  Travel 
Office,  1801  N Lamar  Blvd,  Austin,  TX 
78701 , or  phone  (51 2)477-6704. 

HEALTH  LINE 

Seat  belt  law  violations 
subject  to  fines  Dec  1 

Effective  Dec  1 , any  person  failing  to 
wear  a seat  belt  while  driving  or  riding  in 
the  front  seat  of  a safety  belt-equipped 
car  or  truck  of  3/4-ton  capacity  and  be- 
low is  subject  to  a fine  of  not  less  than 
$25  nor  more  than  $50.  If  the  pas- 
senger is  under  1 5 years  of  age,  the 
driver  is  responsible  and  subject  to  the 
fine.  If  the  passenger  is  over  1 5 years  of 
age,  that  individual  is  subject  to  the 
fine. 

A person  may  be  exempt  from  the 
safety  belt  law  if  he  or  she  has  a written 
statement  from  a licensed  physician 
stating  that  for  medical  reasons,  the 
person  is  unable  to  wear  a safety  belt. 

The  law  does  not  change  the  require- 
ments of  the  child  safety  law.  Children 
under  2 years  of  age  still  must  be  se- 
cured in  a federally-approved  child 
safety  seat  system  when  they  are  riding 
in  any  seat  equipped  with  a safety  belt 
in  a passenger  car  or  light  truck.  Chil- 
dren from  2 to  4 years  of  age  must  be 
secured  by  a safety  belt  or  child  safety 
seat  system  when  riding  in  any  seat 
equipped  with  a safety  belt  in  a car  or 
light  truck. 

Sulfite-sensitive  individuals 
protected  by  FDA  proposal 

The  American  Medical  Association 
(AMA)  announced  its  support  of  the 


Food  and  Drug  Administration’s  (FDA) 
efforts  to  protect  sulfite-sensitive  in- 
dividuals from  unknowingly  eating 
raw  fruits  and  vegetables  that  have 
been  treated  by  sulfites  to  preserve 
freshness. 

Under  the  FDA  proposal,  use  of  sul- 
fiting  agents  on  fruits  and  vegetables  in- 
tended to  be  served  in  restaurants  or 
sold  raw  in  grocery  stores  would  be 
prohibited.  The  FDA-designated  “gen- 
erally-recognized-as-safe”  status  would 
be  revoked. 

In  a letter  to  FDA  Commissioner 
Frank  Young,  MD,  the  AMA  stated  that 
while  the  proportion  of  the  population 
sensitive  to  sulfites  is  not  known,  it  is 
well  documented  that  sulfites  have 
caused  severe  adverse  reactions — 
hives,  respiratory  distress  and  shock, 
and  even  death — in  some  individuals. 
Most  have  been  asthmatics. 

Prohibiting  such  use  of  sulfites  poses 
no  problem  for  fruit  and  vegetable 
growers  and  distributors,  according  to 
the  AMA,  since  adequate  alternative 
chemicals  that  preserve  freshness  are 
available.  While  not  quite  as  effective 
as  sulfites,  their  use  will  afford  impor- 
tant public  health  protection,  said  the 
association. 

Emphysema  treatment  study 
under  way  at  Tyler  center 

The  University  of  Texas  Health  Center 
at  Tyler  has  been  awarded  a research 
grant  from  the  National  Heart,  Lung 
and  Blood  Institute  of  the  National  Insti- 
tutes of  Health  to  study  a new  approach 
to  the  treatment  of  emphysema. 

Both  clinicians  and  researchers  at 
the  health  center  are  involved  in  the 
three-year  study  which  began  Sept  1 . 

Principle  investigator  for  the  project, 
Allen  B.  Cohen,  MD,  said  the  study  will 
involve  treating  emphysema  patients 
with  the  drug,  colchicine,  for  a three- 
week  period. 

‘‘We  will  then  make  certain  measure- 
ments to  see  if  the  drugs  have  de- 
creased these  indicators  of  lung  de- 
struction,” Dr  Cohen  said.  “The  exciting 
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Sounds  good,  it  is  good,  and  it  happened.  During  1984,  100  percent 
of  the  premium  was  directed  towards  providing  insurance  benefits  to 
participants.  All  expenses  of  the  TMA  Insurance  Service  Office  and 
the  entire  retention  of  our  underwriting  company,  Prudential,  were  paid 
from  interest  earned  on  reserve  funds. 

rEXAS  MEDICAL  ASSOCIATION  INSURANCE  PROGRAM 

underwritten  by 

PRUCO  LIFE  INSURANCE  COMPANY  OF  TEXAS 

a subsidiary  of  The  PRUDENTIAL 
FOR  MORE  INFORMATION  CALL: 

TEXAS  MEDICAL  ASSOCIATION  INSURANCE  SERVICE  OFFICE 

1-800-252-9318 
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thing  about  the  study  is  that  it  is  the  first 
attempt  to  attack  the  causes  of  the  un- 
derlying disease.  If  it  is  successful,  we 
hope  to  be  able  to  stop  the  progress  of 
the  disease  . . . our  aim  would  be  to  find 
people  in  the  very  early  stages  of  the 
disease . . 

Assisting  Dr  Cohen  in  the  project  are 
William  Girard,  MD,  associate  professor 
of  clinical  medicine;  Brooke  Nicotra, 

MD,  chief  of  chronic  respiratory  disease 
and  professor  of  clinical  medicine; 

Barry  Starcher,  PhD,  research  pro- 
fessor of  biochemistry;  and  Jerry 
McLarty,  PhD,  research  associate  pro- 
fessor and  chairman  of  the  department 
of  epidemiology  and  biomathematics. 

Foundation  provides  grants 
for  bowel  disease  research 

The  National  Foundation  for  Ileitis  and 
Colitis  (NFIC)  announced  the  avail- 
ability of  grants  and  research  training 
awards  for  the  1 986-1 987  fiscal  year. 
Applications  must  be  submitted  by  Feb 
1,  1986. 

Established  in  1978,  the  foundation 
encourages  research  in  the  basic  bio- 
medical and  clinical  sciences  that  are 
likely  to  increase  understanding  of  the 
etiology,  pathogenesis,  therapy,  and 
prevention  of  inflammatory  bowel  dis- 
eases. The  NFIC  supports  research 
ideas  that  are  not  yet  sufficiently  mature 
to  attract  funding  by  federal  agencies. 

In  addition  to  funding  research 
grants,  the  foundation  also  offers  ca- 
reer development  awards  and  research 
fellowship  awards  to  encourage  the  de- 
velopment of  individuals  with  research 
potential  and  help  them  prepare  for  ca- 
reers of  independent  research  in  areas 
of  Crohn’s  disease  and  ulcerative  colitis. 

To  receive  guidelines  and  applica- 
tions for  the  research  grant  program  or 
the  research  training  awards  programs, 
write  to  Penny  Steiner,  Director  of  Re- 
search and  Education,  National  Foun- 
dation for  Ileitis  and  Colitis,  444  Park 
Ave  South,  Dept  1 A,  New  York,  NY 
10016. 


SOCIOECONOMICS 

Texas  physicians  to  receive 
Nobel  Prize  in  Stockholm 

Texas  physicians  Michael  Brown,  MD, 
and  Joseph  Goldstein,  MD,  are  sched- 
uled to  receive  the  Nobel  Prize  in  medi- 
cine Dec  10  in  Stockholm.  Drs  Brown 
and  Goldstein,  researchers  at  The 
University  of  Texas  Health  Science 
Center  at  Dallas,  are  the  winners  of  the 
Nobel  Prize  in  medicine. 

The  molecular  geneticists  were  rec- 
ognized for  their  discoveries  about  the 
role  of  cholesterol  in  heart  attacks  and 
strokes.  The  two  physicians  have  col- 
laborated on  their  work  at  UTHSC  since 
1972. 

Dr  Goldstein,  45,  is  a 1966  graduate 
of  Southwestern  Medical  School, 

Dallas.  He  became  head  of  the  school’s 
medical  genetics  division  in  1972.  Dr 
Brown,  44,  is  a graduate  of  the  Univer- 
sity of  Pennsylvania  School  of 
Medicine. 

HMSS  receives  $5,000  grant 
from  Marion  Laboratories 

Texas  Medical  Association’s  Hospital 
Medical  Staff  Section  is  the  recipient  of 
a $5,000  educational  grant  from  Marion 
Laboratories,  Inc,  Kansas  City,  Mo. 

The  grant  supported  the  HMSS  edu- 
cational program  during  TMA's  fall 
conference  and  will  support  another 
program  in  conjunction  with  the  winter 
conference,  Sunday,  Feb  9,  1986. 

97%  pass  licensure  exam 
by  Board  of  Medical  Examiners 

Almost  97%  of  the  applicants  for  medi- 
cal licensure  in  Texas  passed  the  test 
administered  by  the  State  Board  of 
Medical  Examiners  in  June  1985. 

Of  the  1 ,066  physicians  who  took  the 
examinations,  1,036  passed  compo- 
nent one  (basic  sciences),  and  1 ,047 
passed  component  two  (clinical).  Of 
those  taking  the  test,  1 ,006  were  doc- 
tors of  medicine  and  60  were  doctors  of 
osteopathy.  The  MDs  had  a 98%  pass 


rate  for  component  one,  and  a 99% 
pass  rate  for  component  two.  The  DOs 
had  an  82%  pass  rate  for  component 
one  and  a 95%  pass  rate  for  compo- 
nent two. 

The  pass  rate  for  this  year  is  4.4% 
higher  than  that  of  June  1 984,  and 
4.1%  higher  than  in  June  1983. 

The  board  offers  the  test  twice  each 
year.  During  the  past  two  years,  the 
winter  tests  have  had  a lower  pass  rate 
than  the  June  tests.  In  December  1984, 
the  pass  rate  was  87.7%,  and  in  De- 
cember 1983,  the  pass  rate  was  84.9%. 

TMAA  contributes  $124,000 
to  philanthropic  funds 

The  Texas  Medical  Association  Auxil- 
iary contributed  almost  $1 24,000  to 
various  philanthropic  projects  during 
1984-1985. 

Physicians  added  $20,580  to  the 
auxiliary's  $53,847  to  enable  Texas  to 
contribute  $74,427  to  the  American 
Medical  Association  Education  and  Re- 
search Fund. 

The  auxiliary  also  supported  the 
TMA  Physicians  Benevolent  Fund  in 
the  amount  of  $38,008.  This  fund  pro- 
vides financial  assistance  for  incapaci- 
tated physician  members  and  for  survi- 
vor families  of  physician  members.  Also 
at  the  state  level,  the  auxiliary  added 
$5,000  to  the  Texas  Medical  Education 
and  Research  Fund  and  contributed 
another  $5,000  toward  the  restoration 
of  the  Texas  Senate’s  Great  Room. 

Auxiliary-sponsored  boutiques,  a 
fund-raising  event  at  the  Annual  Ses- 
sion with  a cruise  as  a prize,  and  book 
sales  enabled  the  auxiliary  to  add 
$21 , 1 1 3 to  its  student  loan  fund.  And, 
TMAA  contributed  $1 ,000  to  TMA’s  Me- 
morial Library  Fund. 

Thirty-one  county  auxiliaries  awarded 
1 87  scholarships  to  assist  students  in- 
terested in  health  careers.  The  schol- 
arships amounted  to  $127,239.  County 
auxiliaries  provided  another  12  stu- 
dents with  $60,000  in  low  interest 
loans. 


12 


TEXAS  MEDICINE 


AMA  to  streamline  operations 
with  reorganization 

The  American  Medical  Association  has 
reorganized  its  staff  in  an  effort  to 
streamline  operations  and  address 
emerging  problems  and  opportunities. 

Among  the  changes  are: 

— Whalen  M.  Strobhar  is  deputy  ex- 
ecutive vice-president  and  will  serve  as 
chief  operating  officer.  The  offices  of  fi- 
nance and  corporate  planning,  commu- 
nications (formerly  public  relations), 
and  human  resources  will  report  to  him. 

— Theodore  Chilcoat  will  continue  to 
serve  as  an  assistant  vice  president, 
and  will  be  responsible  to  Strobhar  for 
communications  and  human  resources, 
as  well  as  other  assignments. 

— Kenneth  Monroe  will  become  as- 
sistant executive  vice  president  for 
health  services  and  professional  rela- 
tions. His  responsibilities  will  encom- 
pass public  affairs,  including  medical 
society  relations;  health  service  policy; 
policy  planning,  including  special 


projects;  and  a new  professional  activi- 
ties department.  Comprising  the  de- 
partment will  be  membership,  the 
hospital  medical  staff  section,  the  resi- 
dent physicians  section,  and  the  medi- 
cal student  section. 

According  to  an  announcement  from 
James  H.  Sammons,  MD,  and  James  S. 
Todd,  MD,  this  last  move  signals  the 
association's  “clear  intention  to  get 
closer  to  and  better  serve  all  segments 
of  the  federation,  producing  meaningful 
programs  to  attract  and  help  those  phy- 
sicians not  now  members  of  the  AMA.” 

Dr  Sammons  is  executive  vice  presi- 
dent of  the  AMA,  and  Dr  Todd  is  senior 
deputy  executive  vice  president. 

CAPITAL  COMMENTS 

PPOs  necessary  in  Florida, 
physician  tells  task  force 

A Florida  physician  told  Texas  Medical 
Association’s  Task  Force  on  Contract 


Michael  Brown,  MD,  (left)  and  Joseph  Goldstein, 
MD,  researchers  at  The  University  of  Texas  Health 


Science  Center  at  Dallas,  are  the  recipients  of  the 
Nobel  Prize  in  medicine. 


Provider  Organizations  that  member- 
ship in  a preferred  provider  organiza- 
tion is  necessary  for  survival  in  his 
home  state,  where  the  legislature  has 
authorized  contracting  for  medical 
services. 

Nicholas  S.  Petkas,  MD,  Lake  Park, 
Fla,  was  one  of  three  speakers  who  ad- 
dressed the  members  of  the  task  force 
during  their  meeting  Saturday,  Oct  1 9, 
1985,  in  Austin.  Michael  L.  McCullough, 
MD,  Dallas,  said  that  Baylor  Hospital 
has  established  a PPO  in  an  effort  to 
prepare  for  the  future.  The  third  speaker, 
attorney  Elizabeth  A.  Snelson,  dis- 
cussed contract  provisions  worthy  of 
careful  consideration  and  legal  analy- 
sis. Ms  Snelson  manages  the  Contract 
Evaluation/Negotiation  Services  Divi- 
sion of  the  California  Medical 
Association. 

TMA  created  a task  force  in  response 
to  proposed  legislation  relating  to  pre- 
ferred provider  health  insurance  plans, 
which  were  considered  during  the  regu- 
lar session  of  the  1 985  Texas  Legis- 
lature. Texas  lawmakers  did  not  pass 
the  legislation,  but  will  conduct  an  in- 
terim study  to  prepare  legislation  for 
1 987.  TMA's  Executive  Board  and 
House  of  Delegates  will  look  to  the  task 
force  for  a recommended  policy  on  this 
issue. 

TMA  Vice-President  Max  C.  Butler, 
MD,  Houston,  chairs  the  15-member 
task  force. 


NEWSMAKERS 

KEMP  CLARK,  MD,  Dallas,  has  been 
elected  president  of  the  World  Federa- 
tion of  Neurosurgical  Societies.  Dr 
Clark  is  a professor  of  neurosurgery  at 
Southwestern  Medical  School  and  a 
former  chairman  of  the  division  of 
neurosurgery. 

DONALD  PINKEL,  MD,  former  chair- 
man of  the  department  of  pediatrics  at 
Temple  University  School  of  Medicine, 
has  been  appointed  to  head  a new  pe- 
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Well  Steer 


Make  one  phone  call  to  Trans-Texas  Leasing  and  we  will  deliver  any  make 
anywhere  in  Texas  right  to  your  doorstep.  It's  yours  for  the  asking. 

Call  today  and  we  will  explain  the  tax  advantages,  low  monthly  payments, 
100%  financing,  premium  trade-in  allowances,  and  guaranteed  residual  value 
available  to  you  when  you  lease  a car  from  us. 

We  are  endorsed  by: 


1 -800-442-61 58 


Introductory  Rate 

$55  per  Day 


The  first  class  accommodations  of  the  Clarion  Hotel  offer  the  medical 
business  traveler  special  services  at  very  affordable  rates.  Located 
on  world  famous  Canal  Street  with  easy  access  from  the  airport  and 
I- 10;  near  the  historic  French  Quarter,  Superdome,  and  the  St.  Charles 
trolley  line,  we’re  the  closest  of  the  Central  Business  District  hotels 
to  the  Downtown  Medical  Complex. 

We  offer  759  richly  decorated  guest  rooms  and  25  meeting  and 
conference  rooms  to  accommodate  groups  of  10  to  2,000. 

Special  commercial  rates  and  valet  parking  make  business  at  the 

Clarion  a true  pleasure. 

Savor  the  pleasures  of  Clarion, 

WE  D LOVE  TO  HAVE  YOU! 

OARION  HOTEL 

NEW  ORLEANS 

1500  Canal  Street  New  Orleans,  LA  70112  504-522-4500 

or  make  the  Clarion  Call" 
toll  free:  1-800-824-3359 
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diatric  leukemia  research  program  at 
The  University  of  Texas  M.D.  Anderson 
Hospital  and  Tumor  Institute.  His  ap- 
pointment to  the  Kelcie  Margaret  Kana 
Research  Chair  at  M.D.  Anderson  took 
effect  Sept  1 and  he  will  serve  as  chief 
of  pediatric  leukemia  in  the  division  of 
pediatrics.  Dr  Pinkel  was  medical  direc- 
tor of  the  St  Jude  Children’s  Research 
Hospital  in  Memphis  from  1961  to  1973. 

JOHN  J.  HINCHEY,  MD,  San  Antonio, 
has  received  the  Golden  Aesculapius 
Award  from  the  Bexar  County  Medical 
Society.  Dr  Hinchey's  accomplishments 
are  many  and  varied.  He  is  a past  presi- 
dent of  the  American  Academy  of 
Orthopaedic  Surgeons  and  the  Bexar 
County  Medical  Society.  Active  in  the 
Texas  Medical  Association,  he  most  re- 
cently served  on  the  Council  on  Medi- 
cal Education  (1974-1983).  He 


currently  is  a member  of  the  San  An- 
tonio Medical  Foundation  board  of 
trustees  and  a member  of  the  develop- 
ment board  for  The  University  of  Texas 
Medical  School  at  San  Antonio. 

JO  ESTRADA,  RN,  CMA-AC,  San  An- 
tonio, has  been  elected  national  vice 
president  of  the  American  Association 
of  Medical  Assistants  (AAMA).  Em- 
ployed by  ALBERT  FISCHER,  MD,  Ms 
Estrada  has  served  in  a wide  variety  of 
positions  at  the  national,  state,  and  lo- 
cal levels  of  the  AAMA,  most  recently 
as  a trustee  at  the  national  level.  She 
was  instrumental  in  establishing  an  as- 
sociate degree  program  in  medical  as- 
sisting at  San  Antonio  College  and  is  an 
instructor  there  in  medical  secretarial 
procedures  and  certification  review 
classes. 


F.  WARREN  TINGLEY,  MD,  an  Arling- 
ton internist,  has  been  elected  presi- 
dent-elect of  the  American  Society  of 
Internal  Medicine  (ASIM).  A member  of 
the  society’s  board  of  trustees  since 
1 979,  Dr  Tingley  currently  is  a member 
of  the  ASIM/Socioeconomic  Research 
and  Education  Foundation  board  of 
trustees,  the  Public  Relations  Advisory 
Committee,  and  the  Task  Force  on 
Cognitive  Services.  A past  president  of 
the  Texas  Society  of  Internal  Medicine 
and  the  Texas  Chapter  of  the  American 
College  of  Physicians,  Dr  Tingley 
serves  a number  of  positions  within  the 
Texas  Medical  Association,  including 
treasurer,  member  of  the  board  of  trust- 
ees, chairman  of  the  Long  Range  Plan- 
ning Committee,  and  alternate  delegate 
to  the  American  Medical  Association. 


ANNOUNCING 

CURRENT  CONCEPTS  IN  THE-MflNRGEMENT  OF  CRNCER 

SOUTH  PADRC  ISLAND 
February  21-22,  1986 


TOPICS 


• ADVANCES  IN  CLINICAL  INVESTIGATION  AND  CANCER 
CARE 

"Interferon" 

"Innovations  in  Radiation  Therapy" 

"Gl  Hormones  in  Gastrointestinal  and  Pancreatic 
Cancers" 

"Subrenal  Capsule  Assay" 

"Urinary  Tract  Infections,  Carcinogens,  and  Bladder 
Neoplasia" 

"An  Innovative  Method  for  Detection  of  Colo-Rectal 
Cancer” 

FEES  LOCATION  _ 


• ALTERNATIVES  IN  THE  MANAGEMENT  OF  PRIMARY 

BREAST  CANCER 

• ADJUVANT  TREATMENT  FOR  BREAST  CANCER 

• VOICE  RESTORATION  AFTER  LARYNGECTOMY 

• RECENT  PROGRESS  IN  THE  TREATMENT  OF  OVARIAN 

CANCER 

• COMBINATION  TREATMENT  IN  ESOPHAGEAL  CANCER 

• INNOVATIONS  IN  GU  SURGERY  FOR  PROSTATE 

CANCER 

• MELANOMA:  EARLY  DIAGNOSIS  AND  MANAGEMENT 

FOR  FURTHER  INFORMATION 


$95  Physicians  South  Padre  Hilton  Resort  Contact  Martha  Berlin 

$20  Residents/Medical  Students  500  Padre  Boulevard  UTMB  Office  of  Continuing  Education 


$50  Other  Health  Professionals  South  Padre  Island,  Texas  (409)  761  -2934 


Credit  9 5 hours  AMA  Category  7 and  9 5 Prescribed  Hours  AAFP 


SPONSORED  BY 


The  University  of  Texas  Medical  Branch 
Cancer  Center 


and 


The  Office  of 

CONTINUING 

EDUCATION 

The  University  of  Texas 
Medical  Branch  at  Galveston 
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Consider  the 
causative  organisms . . . 


250- mg  Pulvules  t.i.d. 

offers  effectiveness  against 
the  major  causes  of  bacterial  bronchitis 

H.  influenzae,  H.  influenzae,  S.  pneumoniae,  S.  pyogenes 

(ampicillin-susceptible)  (ampicillin-resistant) 


Brief  Summary  Consult  the  package  literature  for  prescribing 
information 


Indications  and  Usage:  Ceclor'  (cefaclor  Lilly)  is  indicated  in  the 
treatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 

Lower  respiratory  infection^  including  pneumonia  caused  by 
Streptococcus  pneumoniae  tDiplococcus  pneumoniae ).  Haemoph- 
ilus influenzae  and  S pyogenes  (group  A beta-hemolytic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be 
performed  to  determine  susceptibility  of  the  causative  organism 
to  Ceclor 


Contraindication  Ceclor  is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics 


Warnings  IN  PENICILLIN-SENSITIVE  PATIENTS.  CEPHALO- 
SPORIN ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY 
THERE  IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL 
CROSS-ALLERGENICITY  OF  THE  PENICILLINS  AND  THE 
CEPHALOSPORINS.  ANr>  THERE  ARE  INSTANCES  IN  WHICH 
PATIENTS  HAVE  HAD  REACTIONS.  INCLUDING  ANAPHYLAXIS, 
TO  BOTH  ORUG  CLASSES 

Antibiotics,  including  Ceclor.  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy, 
particularly  to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  (including  macrolides.  semisynthetic 
penicillins,  and  cephalosporins),  therefore,  it  is  important  to 
consider  its  diagnosis  in  patients  who  develop  diarrhea  in 
association  with  the  use  of  antibiotics  Such  colitis  may  range  in 
severity  from  mild  to  life-threatening 
Treatment  with  broad-spectrum  antibiotics  alters  the  normal 
flora  ol  the  colon  and  may  permit  overgrowth  of  Clostridia  Studies 
indicate  that  a toxin  produced  by  Clostridium  difficile  is  one 
primary  cause  of  antibiotic-associated  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to 
drug  discontinuance  alone  In  moderate  to  severe  cases,  manage- 


ment should  include  sigmoidoscopy,  appropriate  bacteriologic 
studies,  and  fluid,  electrolyte,  and  protein  supplementation 
When  the  colitis  does  not  improve  after  the  drug  has  been 
discontinued,  or  when  it  is  severe,  oral  vancomycin  is  the  drug 
of  choice  for  antibiotic-associated  pseudomembranous  colitis 
produced  by  C difficile  Other  causes  of  colitis  should  be 
ruled  out 

Precautions  General  Precautions  - It  an  allergic  reaction  to 
Ceclor'  (cefaclor,  Lilly)  occurs,  the  drug  should  be  discontinued, 
and,  if  necessary,  the  patient  should  be  treated  with  appropriate 
agents,  e g , pressor  amines,  antihistamines,  or  corticosteroids 
Prolonged  use  of  Ceclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  If  superinfection  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs'  tests  have  been  reported  during  treat- 
ment with  the  cephalosporin  antibiotics  In  hematologic  studies 
or  in  transfusion  cross-matching  procedures  when  antiglobulm 
tests  are  performed  on  the  minor  side  or  in  Coombs'  testing  of 
newborns  whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition,  it  should  be  recognized  that  a positive 
Coombs'  test  may  be  due  to  the  drug 
Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  sale  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Ceclor.  a false-positive  reaction 
for  glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict  s and  Fehling's  solutions  and  also  with  Clinitest* 
tablets  but  not  with  Tes  Tape’  (Glucose  Enzymatic  Test  Strip, 
USP.  Lilly) 

Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis 

Usage  in  Pregnancy  - Pregnancy  Category  B - Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  12 
times  the  human  dose  and  in  ferrets  given  three  times  the  maximum 


human  dose  and  have  revealed  no  evidence  of  impaired  fertility 
or  harm  to  the  fetus  due  to  Ceclor’  (cefaclor,  Lilly)  There  are. 
however  no  adequate  and  well-controlled  studies  in  pregnant 
women  Because  animal  reproduction  studies  are  not  always 
predictive  of  human  response,  this  drug  should  be  used  during 
pregnancy  only  if  clearly  needed 
Nursing  Mothers  - Small  amounts  of  Ceclor  have  been  detected 
in  mother  s milk  following  administration  of  single  500-mg  doses 
Average  levels  were  0 18.  0 20,  0 21 , and  0 16  mcg/ml  at  two 
three,  lour,  and  five  hours  respectively  Trace  amounts  were 
detected  at  one  hour  The  effect  on  nursing  infants  is  not  known 
Caution  should  be  exercised  when  Ceclor  is- administered  to  a 
nursing  woman 

Usage  in  Children  - Safety  and  effectiveness  of  this  product  for 
use  in  infants  less  than  one  month  of  age  have  not  been  established 
Adverse  Reactions:  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 
Gastrointestinal  symptoms  occur  in  about  2 5 percent  of 
patients  and  include  diarrhea  (1  in  70) 

Symptoms  of  pseudomembranous  colitis  may  appear  either 
during  or  after  antibiotic  treatment  Nausea  and  vomiting  have 
been  reported  rarely 

Hypersensitivity  reactions  have  been  reported  in  about  15 
ercent  of  patients  and  include  morbilitorm  eruptions  (1  in  100) 
ruritus,  urticaria,  and  positive  Coombs'  tests  each  occur  in  less 
than  1 in  200  patients  Cases  of  serum-sickness-like  reactions 
(erythema  multiforme  or  the  above  skin  manifestations  accompanied 
by  arthritis/arthralgia  and.  frequently,  fever)  have  been  reported 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor  Such  reactions  have  been  reported  more  frequently 
in  children  than  in  adults  Signs  and  symptoms  usually  occur  a few 
days  after  initiation  of  therapy  and  subside  within  a few  days 
after  cessation  of  therapy  No  serious  sequelae  have  been  reported 
Antihistamines  and  corticosteroids  appear  to  enhance  resolution 
of  the  syndrome 

Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 


occurred  in  patients  with  a history  of  penicillin  allergy 

Other  effects  considered  related  to  therapy  included 
eosmophilia  (1  in  50  patients)  and  genital  pruritus  or  vaginitis 
(less  than  1 in  100  patients) 

Causal  Relationship  Uncertain  - Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported  Although  they 
were  of  uncertain  etiology,  they  are  listed  below  to  serve  as 
alerting  information  for  the  physician 

Hepatic  - Slight  elevations  in  SGOT,  SGPT,  or  alkaline 
phosphatase  values  (1  in  40) 

Hematopoietic  - Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  (1  in  40) 

Renal  - Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200) 

I061782R) 


Note  Ceclor*  (cefaclor.  Lilly)  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporins  and  should  be  given 
cautiously  to  penicillin-allergic  patients 
Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  ol  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever  See  prescribing  information 
©1984,  ELI  LILLY  AND  COMPANY 


Additional  information  available  to 
the  profession  on  request  from 
Eli  Lilly  and  Company 
Indianapolis.  Indiana  46285 

Ell  Lilly  Industries.  Inc 

Carolina  Puerto  Rico  00630 
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After  a nitrate, 
add  1S0PT1N 

(verapamil  HCl/Knoll) 


To  protect  your  patients,  as  well  as  their  quality  of  life, 
add  lsoptin  instead  of  a beta  blocker. 


First,  lsoptin  not  only  reduces  myocardial  oxygen  demand 
by  reducing  peripheral  resistance,  but  also  increases  coro- 
nary perfusion  by  preventing  coronary  vasospasm  and 
dilating  coronary  arteries  — both  normal  and  stenotic. 
These  are  antianginal  actions  that  no  beta  blocker 
can  provide. 

Second,  lsoptin  spares  patients  the 
beta-blocker  side  effects  that  may 
compromise  the  quality  of  life. 

With  lsoptin,  fatigue,  bradycardia  and  mental 
depression  are  rare.  Unlike  beta  blockers, 
lsoptin  can  safely  be  given  to  patients  with 
asthma,  COPD,  diabetes  or  peripheral 
vascular  disease.  Serious  adverse 
reactions  with  lsoptin  are  rare 
at  recommended  doses;  the 
single  most  common  side 
effect  is  constipation  (6.3%). 

Cardiovascular  contra- 
indications to  the  use  of 
lsoptin  are  similar  to  those 
of  beta  blockers:  severe 
left  ventricular  dysfunction, 
hypotension  (systolic  pres- 
sure <90  mm  Hg)  or  cardio- 
genic shock,  sick  sinus  syndrome 
(if  no  artificial  pacemaker  is  present) 
and  second-  or  third-degree  AV  block. 

So,  the  next  time  a nitrate  is  not  enough,  add 
lsoptin ...  for  more  comprehensive  antianginal 
protection  without  side  effects  which  may 
cramp  an  active  life  style. 


1SOPT1N.  Added 
antianginal  protection 
without  beta-blocker 
side  effects. 


Please  see  brief  summary  on  following  page 


ISOPTIN 

(verapamil  HCI/Knoll) 

80  mg  and  120  mg  scored, film-coated  tablets 

Contraindications:  Severe  left  ventricular  dysfunction  (see  Warnings),  hypo- 
tension (systolic  pressure  < 90  mm  Hg)  or  cardiogenic  shock,  sick  sinus  syn- 
drome (except  in  patients  with  a functioning  artificial  ventricular  pacemaker), 
2nd-  or  3rd-degree  AV  block.  Warnings:  ISOPTIN  should  be  avoided  in  patients 
with  severe  left  ventricular  dysfunction  (eg.,  ejection  fraction  < 30%  or 
moderate  to  severe  symptoms  of  cardiac  failure)  and  in  patients  with  any 
degree  of  ventricular  dysfunction  if  they  are  receiving  a beta  blocker.  (See 
Precautions .)  Patients  with  milder  ventricular  dysfunction  should,  if  possible,  be 
controlled  with  optimum  doses  of  digitalis  and/or  diuretics  before  ISOPTIN  is 
used.  (Note  interactions  with  digoxin  under  Precautions.)  ISOPTIN  may  occa- 
sionally produce  hypotension  (usually  asymptomatic,  orthostatic,  mild  and  con- 
trolled by  decrease  in  ISOPTIN  dose).  Elevations  of  transaminases  with  and 
without  concomitant  elevations  in  alkaline  phosphatase  and  bilirubin  have  been 
reported.  Such  elevations  may  disappear  even  with  continued  treatment;  how- 
ever, four  cases  of  hepatocellular  injury  by  verapamil  have  been  proven  by  re- 
challenge Periodic  monitoring  of  liver  function  is  prudent  during  verapamil 
therapy.  Patients  with  atrial  flutter  or  fibrillation  and  an  accessory  AV  pathway 
(e  g.  W-P-W  or  L-G-L  syndromes)  may  develop  increased  antegrade  conduction 
across  the  aberrant  pathway  bypassing  the  AV  node,  producing  a very  rapid 
ventricular  response  after  receiving  ISOPTIN  (or  digitalis).  Treatment  is  usually 
D C. -cardioversion,  which  has  been  used  safely  and  effectively  after  ISOPTIN. 
Because  of  verapamil's  effect  on  AV  conduction  and  the  SA  node,  1°  AV  block 
and  transient  bradycardia  may  occur.  High  grade  block,  however,  has  been 
infrequently  observed.  Marked  1°  or  progressive  2°  or  3°  AV  block  requires  a 
dosage  reduction  or,  rarely,  discontinuation  and  institution  of  appropriate 
therapy  depending  upon  the  clinical  situation.  Patients  with  hypertrophic  car- 
diomyopathy (IHSS)  received  verapamil  in  doses  up  to  720  mg/day.  It  must  be 
appreciated  that  this  group  of  patients  had  a serious  disease  with  a high  mor- 
tality rate  and  that  most  were  refractory  or  intolerant  to  propranolol.  A variety 
of  serious  adverse  effects  were  seen  in  this  group  of  patients  including  sinus 
bradycardia,  2°  AV  block,  sinus  arrest,  pulmonary  edema  and/or  severe  hypo- 
tension. Most  adverse  effects  responded  well  to  dose  reduction  and  only  rarely 
was  verapamil  discontinued  Precautions:  ISOPTIN  should  be  given  cautiously 
to  patients  with  impaired  hepatic  function  (in  severe  dysfunction  use  about 
30%  of  the  normal  dose)  or  impaired  renal  function,  and  patients  should  be 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  exces- 
sive pharmacologic  effects.  Studies  in  a small  number  of  patients  suggest  that 
concomitant  use  of  ISOPTIN  and  beta  blockers  may  be  beneficial  in  patients 
with  chronic  stable  angina.  Combined  therapy  can  also  have  adverse  effects  on 
cardiac  function.  Therefore,  until  further  studies  are  completed,  ISOPTIN  should 
be  used  alone,  if  possible.  If  combined  therapy  is  used,  close  surveillance  of  vital 
signs  and  clinical  status  should  be  carried  out.  Combined  therapy  with  ISOPTIN 
and  propranolol  should  usually  be  avoided  in  patients  with  AV  conduction 
abnormalities  and/or  depressed  left  ventricular  function.  Chronic  ISOPTIN  treat- 
ment increases  serum  digoxin  levels  by  50%  to  70%  during  the  first  week  of 
therapy,  which  can  result  in  digitalis  toxicity.  The  digoxin  dose  should  be  re- 
duced when  ISOPTIN  is  given,  and  the  patients  should  be  carefully  monitored  to 
avoid  over-  or  under-digitalization.  ISOPTIN  may  have  an  additive  effect  on 
lowering  blood  pressure  in  patients  receiving  oral  antihypertensive  agents. 
Disopyramide  should  not  be  given  within  48  hours  before  or  24  hours  after 
ISOPTIN  administration.  Until  further  data  are  obtained,  combined  ISOPTIN  and 
quimdine  therapy  in  patients  with  hypertrophic  cardiomyopathy  should  prob- 
ably be  avoided,  since  significant  hypotension  may  result.  Clinical  experience 
with  the  concomitant  use  of  ISOPTIN  and  short-  and  long-acting  nitrates  sug- 
gest beneficial  interaction  without  undesirable  drug  interactions.  Adequate  ani- 
mal carcinogenicity  studies  have  not  been  performed-  One  study  in  rats  did  not 
suggest  a tumorigemc  potential,  and  verapamil  was  not  mutagenic  in  the  Ames 
test.  Pregnancy  Category  C:  There  are  no  adequate  and  well-controlled  studies 
in  pregnant  women.  This  drug  should  be  used  during  pregnancy,  labor  and 
delivery  only  if  clearly  needed  It  is  not  known  whether  verapamil  is  excreted  in 
breast  milk;  therefore,  nursing  should  be  discontinued  during  ISOPTIN  use. 
Adverse  Reactions:  Hypotension  (2.9%),  peripheral  edema  (1 .7%),  AV  block: 
3rd  degree  (0.8%),  bradycardia:  HR  < 50/min  (1.1%),  CHF  or  pulmonary 
edema  (0.9%),  dizziness  (3.6%),  headache  (1  8%),  fatigue  (1.1%),  constipa- 
tion (6.3%),  nausea  (1.6%),  elevations  of  liver  enzymes  have  been  reported. 
(See  Warnings.)  The  following  reactions,  reported  in  less  than  0.5%,  occurred 
under  circumstances  where  a causal  relationship  is  not  certain:  ecchymosis, 
bruising,  gynecomastia,  psychotic  symptoms,  confusion,  paresthesia,  insomnia, 
somnolence,  equilibrium  disorder,  blurred  vision,  syncope,  muscle  cramp,  shaki- 
ness,  claudication,  hair  loss,  macules,  spotty  menstruation  How  Supplied: 
ISOPTIN  (verapamil  HCI)  is  supplied  in  round,  scored,  film-coated  tablets  con- 
taining either  80  mg  or  120  mg  of  verapamil  hydrochloride  and  embossed  with 
"ISOPTIN  80"  or  "ISOPTIN  120"  on  one  side  and  with  "KNOLL"  on  the  reverse 
side.  Revised  August,  1984  2385 
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EMPLOYEES 
APPRECIATE 
THE  PAYROLL 
SAVINGS  PLAN. 

JUST  ASK  THE 
PEOPLE  AT 
GEORGIA-PACIFIC . 

“For  me,  buying 
Savings  Bonds  is  an 
efficient  way  to  save 
for  a rainy  day.” 

— Laura  Schafer 


“Savings  Bonds  allow 
me  to  put  some 
money  away  before  I 
get  a chance  to  spend 
it.” 

—Rick  Crews 


“Besides  being  a good 
investment  in  my 
country,  Bonds  help 
me  save  for  my  two 
daughters.” 

—Craig  Heimbigner 


U.S.  Savings  Bonds  now 
offer  higher,  variable  interest 
rates  and  a guaranteed  return. 
Your  employees  will  appreciate 
that.  They’ll  also  appreciate  your 
giving  them  the  easiest,  surest 
way  to  save. 

For  more  information, 
write  to:  Steven  R.  Mead, 
Executive  Director,  U.S.  Savings 
Bonds  Division,  Department  of 
the  Treasury,  Washington,  DC 
20226. 


- . 

US  SAVINGS  BONDS* ^ 

Paying  Better  Than  Ever ' 

A public  service  of  this  publication. 


Our  new  full-service  luxury  hotel 
is  located  minutes  from  downtown 
Houston,  Hobby  Airport,  Astrodome, 
and  only  steps  from  healthcare  facili- 
ties and  Rice  University. 

This  hotel  is  designed  to  meet 
the  expectations  of  every  guest  and 
conference  group,  with... 398  guest 
rooms,  suites,  concierge  floors,  spe- 
cialty restaurants  and  lounges,  indoor 
pool  and  adjoining  fitness  center,  and 
9000  sq.  ft.  of  conference  space. 

See  how  accommodating  a Medical 
Center  hotel  can  be.  For  reservations 
and  information  call  your  travel  agent 
or  call  us  toll  free  (800)  228-9290. 


HOUSTON 


Harriott 

^ ^ A I nCMTUD 


MEDICAL  CENTER 

6580  Fannin  Street,  Houston,  Texas  77030  (713)  796-0080 


Great.  , 
Expectations 


Marriott  now  offers 
personalized  luxury  in  the 
Texas  Medical  Center. 


WEST  TEXAS 
CANCER 
CONFERENCE 

January  25  and  26,  1986 
Midland,  Texas 

The  West  Texas  Cancer  Conference  was  insti- 
tuted to  present  physicians  and  allied  health  pro- 
fessionals current  information  on  the  care  and 
treatment  of  cancer. 

Fourteen  leading  oncologists  will  present  sessions 
on  breast,  colorectal,  lung  and  gynecological 
cancer.  Surgical  intervention,  medical  oncology 
and  radiation  oncology  will  all  be  covered  during 
this  1986  conference. 


For  More  Information  Contact: 

Allison  Permian  Basin  Cancer  Therapy  Center 
Midland  Memorial  Hospital 
2200  W.  Illinois  • Midland,  Texas  79701 
(915)  685-1564 


The  West  Texas  Cancer  Conference  is  sponsored 
by  the  Allison  Permian  Basin  Cancer  Therapy 
Center. 


Starlite  Village 
Hospital 

Center  Point,  Texas 

Ph.  634-2212 
634-2213 

A specialized  hospital  dedicated  to  the 

physical,  mental  and  spiritual  treatment 
of  men  and  women  suffering  from 
alcoholic  and  similar  disturbances. 

F.  E.  Seale,  M.D.  Annabelle  Lindner 

Medical  Director  Administrator 
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Finally — 

Rx  for  patient  satisfaction 

that  works 


In  a survey  conducted  for  the  Texas  Medical  Associa- 
tion, Texas  patients  said  waiting  time  and  scheduling 
problems  are  the  greatest  negatives  in  the  doctor- 
patient  relationship. 

Find  out  if  you  have  a waiting  time  problem  in  your 
office  and  how  to  solve  it — 


Is  there 
a doctor 
in  the 
office? 


Send  for  these  two  TMA  brochures,  Is  There  a Doctor 
in  The  Office?  and  The  Waiting  Game — How  Does 
Your  Office  Rate?  They’re  free! 


Write  or  call 

Texas  Medical  Association 
Communication  Department 
1801  North  Lamar  Blvd. 
Austin,  Texas  78701 
512/477-6704  ext.  212 


The 
Waiting 
Game — 

How  Does 
Your  Office 
Rate? 
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TEXAS  MEDICINE 


Confronting 
the  Forces 
of  Change 


Texas  Medical  Association 
1986  Winter  Conference 

February  8,  1986 
9 a.m.-5  p.m. 

Hyatt  Regency  Austin 


The  TMA  1986  Winter  Conference  is  designed  to  broaden  your 
knowledge  of  the  challenges  confronting  both  the  medical  profession 
as  a whole  and  you  as  a physician  striving  to  provide  effective  medical  care. 


Highlights  of  the  conference  include  guest  speakers  and  breakout 
sessions  covering  the  topics  of  professional  liability,  competition  in  the 
medical  arena,  and  the  impact  of  changes  in  Medicare  and  Medicaid. 


Vdditional  Programs 

i county  medical  society  new  officers' 
irogram  will  be  held  in  conjunction 
dth  the  conference.  On  Sunday,  the 
Hospital  Medical  Staff  Section  will 
ponsor  a special  program  which  is 
>pen  to  all  TMA  members.  Resident 
nd  student  section  meetings  will 
>e  held  Saturday,  and  postgraduate 
ourses  will  be  held  February  8 and  9. 
4ost  TMA  committees,  councils,  and 
>oards  will  also  meet  in  conjunction 
vith  the  conference. 


Hospitality 

Conference  participants  and  their 
guests  are  invited  to  a luncheon  on 
Saturday,  and  to  a hospitality  hour  fol- 
lowing the  conference.  The  reception 
will  be  hosted  by  the  Pruco  Life  Insur- 
ance Company  of  Texas,  a subsidiary 
of  The  Prudential  Insurance  Company 
of  America,  underwriter,  TMA  Insur- 
ance Program. 

Provisional  Member 
Requirement 

If  you  are  a provisional  member,  you 
may  fulfill  the  requirement  to  attend  a 
state-level  meeting  by  attending  the 
regular  conference  sessions  on  Satur- 
day, February  8 from  9 a.m.  to  5 p.m. 


Registration  and  Housing 

There  is  no  fee  or  pre-registration  for 
the  conference.  However,  you  are  en- 
couraged to  use  the  accompanying 
official  housing  request  form  to  make 
hotel  reservations.  Housing  is  limited; 
deadline  for  reservations  is  January  24, 
1986. 

Further  details  about  the  1986 
Winter  Conference  will  be  in  the 
January  issue  of  Texas  Medicine. 
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Texas  Medical  Association 
Winter  Conference 


FOR  HOUSING  BUREAU  USE  ONLY 

February  7-9,  1986 

MAIL  TO: 

Austin,  Texas 

CENTRAL  HOUSING  BUREAU 

P 0.  BOX  1967 

OFFICIAL  HOUSING  REQUEST  FORM 

AUSTIN,  TX  78767 

• PLEASE  READ  CAREFULLY  • 


PLEASE  PRINT  OR  TYPE  ALL  ITEMS  TO  ASSURE  ACCURACY. 

COMPLETE  EACH  PART  BELOW  IN  DETAIL  FOR  CORRECT  AND  RAPID  PROCESSING. 

SHOULD  MORE  THAN  TWO  (2)  ROOMS  BE  NEEDED,  FORM  MAY  BE  DUPLICATED,  OR  SUPPLEMENTAL  ROOM  LIST  MUST  BE 

ATTACHED  USING  SAME  FORMAT  AS  IN  PART  III. 

ALL  CONFIRMATIONS  WILL  BE  SENT  TO  INDIVIDUAL  INDICATED  IN  PART  I. 


INSTRUCTIONS:  Complete  requested  data  using  abbreviations  as  necessary. 
NAME  OF  PERSON  REQUESTING  ROOMS 


(First  Name) 

(Last  Name) 

(M.  Initial; 

(Name  of  Company  or  Firm) 

(Street  Address  or  P.O.  Box  Number) 

(City) 

(State) 

(Zip) 

(Country) 

(Area  Code) 

(Phone  Number) 

(Credit  Card) 

(Number) 

(Expiration  Date) 

PART  II 

INSTRUCTIONS:  Select  THREE  Hotel/Motels  of  your  choice.  No  request  will  be  processed  without  THREE  choices. 


(FIRST  CHOICE) 


(SECOND  CHOICE) 


PART 


(THIRD  CHOICE) 


INSTRUCTIONS:  1.  PRINT  OR  TYPE  NAMES  OF  ALL  PERSONS  OCCUPYING  EACH  ROOM. 

2.  SELECT  TYPE  ROOM  DESIRED  WITH  ARRIVAL  AND  DEPARTURE  DATES. 

3.  SUPPLEMENTAL  LIST  FOR  ADDITIONAL  ROOMS  MUST  USE  SAME  FORMAT. 

4.  PRINT  OR  TYPE  LAST  NAME  FIRST. 


OCCUPANTS  NAME/S  (PRINT  LAST  NAME  FIRST) 

ROOM 

NO.  1 

1. 

2. 

3. 

4. 

OCCUPANTS  NAME/S  (PRINT  LAST  NAME  FIRST) 

ROOM 

NO.  2 

1. 

2. 

3. 

4. 

CHECK  ONE 

□ SINGLE  (1RM-1  per.-l  Bed) 

□ DOUBLE  (1RM-2  per.-l  Bed) 

□ DBUDBL  (1RM-2  per.-2  Beds) 

□ TRIPLE  (1RM-3  per.-2  Beds) 

□ QUAD  (1RM-4  per. -2  Beds) 

□ P +1  (Parlor  & 1 bedroom) 

□ P + 2 (Parlor  & 2 bedrooms) 


ARR.  DATE  _ 
DEP.  DATE  _ 
ARR.  TIME  _ 

AM PM 

(Check  One) 


CHECK  ONE 

□ SINGLE  (1RM-1  per.) 

□ DOUBLE  (1RM-2  per.) 

□ DBUDBL  (1RM-2  beds) 

□ TRIPLE 

□ QUAD 

□ P +1  (Parlor  & 1 bedroom) 

□ P + 2 (Parlor  & 2 bedrooms) 


ARR.  DATE  _ 
DEP.  DATE  _ 
ARR.  TIME  _ 

AM  PM 

(Check  One) 


NOTE:  Reservation  will  be  held  only  until  6 p.m.  unless  a credit  card  number  is  provided  or  a deposit  sent  to  the  hotel. 


FOR  USE  OF 
ASSN.  ONLY 


PLEASE  RECHECK  ALL  ITEMS  FOR  CORRECT  INFORMATION. 


Hotel  Information 

Hyatt  Regency  Austin 

208  Barton  Springs  Road 
S $75  D $85 


Embassy  Suites 

300  South  Congress 
(Across  from  Hyatt) 
S $69  D $69 
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Sheraton  Crest  Inn 

1 1 1 East  First  Street 
S $71  D $81 
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exas  Medical  Association 
ostgraduate  Courses 
ebruary  8-9,  1986 

conjunction  with  the  TMA  1986  Winter 
inference,  a review,  update,  and  presen- 
on  of  practical  information  in  three  es- 
ltial  fields  will  be  offered. 

an  organization  accredited  by  the  Ac- 
■ditation  Council  for  Continuing  Medical 
ucation  to  sponsor  continuing  education 
physicians,  the  Texas  Medical  Associa- 
n designates  these  continuing  medical 
ucation  activities  as  meeting  the  criteria 
hour-for-hour  credit  in  Category  1 of 
Physician's  Recognition  Award  of  the 
lerican  Medical  Association. 

register,  complete  the  postgraduate 
urse  form  and  return  it  with  your  check 
ore  February  7,  1986.  Your  registration 
II  be  acknowledged.  Make  your  check 
yable  to  Texas  Medical  Association.  Re- 
ids will  be  made  through  February  7. 

urses  are  primarily  offered  to  TMA 
■mbers.  Nonmembers  will  be  admitted 
a space-available  basis. 

idents,  residents,  and  retired  physicians 
y one-half  the  nonmember  fee. 

courses  will  be  taught  in  the  Austin- 
wn  Lake  Embassy  Suites  Hotel,  directly 
mss  the  street  from  the  Hyatt  Regency. 


Additional  information  about  the  courses 
will  be  contained  in  the  January  issue  of 
Texas  Medicine,  or  you  may  contact  Texas 
Medical  Association,  Department  of  An- 
nual Session  and  Scientific  Programming, 
1801  North  Lamar  Blvd.,  Austin,  Texas 
78701,  512/477-6704. 

Saturday,  February  8 

W-i 

Basic  Life  Support  for  Physicians 

1-5  p.m. 

Fee:  Member,  $40;  Nonmember,  $45 
Credit:  4 hours,  Category  1 , AMA  PRA 
Sponsored  in  conjunction  with  the  Ameri- 
can Heart  Association,  Texas  Affiliate, 
Inc. 

At  the  conclusion  of  the  course,  a partici- 
pant should  be  able  to  define  sudden  death, 
state  two  lifestyle  changes  which  will  re- 
duce the  risk  of  heart  attack,  describe  risk 
factors  precluding  heart  attack,  identify  sig- 
nals of  heart  attack,  recognize  the  need  for 
cardiopulmonary  resuscitation;  describe 
how  and  when  to  call  for  help;  state  EMS 
emergency  number,  and  perform  accord- 
ing to  American  Heart  Association  Stan- 
dards and  Guidelines  for  Cardiopulmonary 
Resuscitation  and  Emergency  Cardiac 
Care:  (a)  rescue  breathing;  (b)  one-rescuer 
cardiopulmonary  resuscitation;  (c)  two- 
rescuer  cardiopulmonary  resuscitation;  (d) 
infant/child  rescues;  and  (e)  management 
of  obstructed  airway — conscious  and  un- 
conscious victim. 


Final  written  and  manikin  examinations 
will  be  given.  Those  completing  the  exam- 
inations satisfactorily  will  receive  certifi- 
cation as  providers  in  Basic  Life  Support 
for  Physicians  from  the  American  Heart 
Association. 

Sunday,  February  9 

W-2 

Office  Colorectal  Problems 

8 a.m.-l  p.m. 

Fee:  Member,  $75;  Nonmember,  $80 
Credit:  5 hours,  Category  1,  AMA  PRA 
Course  Director:  Ernest  Max,  M.D., 
Clinical  Assistant  Professor  of  Surgery, 
Baylor  College  of  Medicine,  Houston. 


8 a.m.-l  p.m. 

Fee:  Member,  $75;  Nonmember,  $80 
Credit:  5 hours,  Category  1,  AMA  PRA 
Course  Director:  Wayne  R.  Snodgrass, 
M.D.,  Department  of  Pediatrics,  The 
University  of  Texas  Medical  Branch  at 
Galveston. 


Registration  for  Postgraduate  Courses 

Check  must  accompany  request  for  course  registration.  Make  check  payable  to  Texas  Medical  Associa- 
tion, and  mail  to  Texas  Medical  Association,  Business  Office,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701.  No  refunds  after  February  7 


Saturday,  February  8 

W-1  Basic  Life  Support  For  Physicians  $ 

Member  $40;  Nonmember  $45 

Sunday,  February  9 

W-2  Office  Colorectal  Problems  $ 

Member  $75;  Nonmember  $80 

W-3  Primary  Care  for  Critical  Conditions  $ 

(First  Two  Hours) 

Member  $75;  Nonmember  $80 

Total  $ 


name 

address 


city 


state 


zip  code 
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Finally, 

A Medical  Management 
System  that  Speaks 
Doctor’s  Language* 

Logos  MDIT"  is  the  pre- 
ferred database  man- 
agement system  for 
growing  practices. 

Logos  MD1I  is  much 
more  than  just  a 
sophisticated  billing 
system.  It  has  advanced 
and  physician-tested  fea- 
tures that  address  the  intricacies  of  the  modem 
medical  practice.  And,  the  system  allows  your 
practice  to  grow  without  adding  office  personnel. 

■ Easy  to  Learn  and  Use:  Logos  MD11  is  fully 
menu  directed.  The  exclusive  Action  Block1'1 
on  every  screen  guides  office  and  medical  per- 
sonnel with  no  computer  experience. 

■ Fast  and  Flexible:  With  the  AutoLeam1'1  fea- 
ture, there  is  no  need  to  add  information  to 
your  database  prior  to  using  Logos  MDI1,  or  to 
move  from  screen  to  screen  to  do  so. 

■ Gives  You  More  Control:  Logos  MD11  displays 
and/or  prints  over  twenty  vital  reports  to  help 
improve  practice  efficiency  and  aid  in  research. 

■ Choose  Special  Features:  The  optional 
DocuFileIM  lets  you  personalize  documents  and 
orders  for  patients  and  other  correspondents. 
X-Ray  Log  module  and  24-hour  Appointments 
Calendar  are  also  available. 


To  find  out  more  about  Logos 
MDII,  write  for  our  informative 
brochure.  Or,  call  our  toll-free 
number  (800)  231-0709.  In 
Texas,  (800)  392-5374. 


Logos  MicroSystems 

An  IBM  Value  Added  Dealer 


6565  West  Loop  South,  Suite  520 
Bellaire  (Houston),  Texas  77401 

(713)  661-9504 


Is  Your 
Medical  Staff 
Represented? 


Texas  Medical  Association 
Hospital  Medical  Staff  Section 

TMA  HMSS  is 

• a forum  to  provide  education  on  issues  affecting 
the  practice  of  medicine  in  the  hospital  setting 

• a network  to  encourage  medical  staffs  to  share 
problems  and  work  together  on  solutions 

• a pathway  to  provide  direct  access  to  the  policy- 
making body  of  the  Texas  Medical  Association 

• a resource  to  assist  medical  staff  leaders  in  their 
efforts  to  keep  medical  staff  affairs  in  the  hands 
of  physicians 

• a voice  to  increase  awareness  of  issues  that 
affect  physicians  as  members  of  the  hospital 
medical  staff 

The  Texas  Medical  Association  encourages  the 
participation  of  the  medical  staff  of  every  licensed 
acute  care  hospital  in  Texas  in  the  activities  of  the 
Hospital  Medical  Staff  Section. 

The  next  meeting  will  be  held  Sunday,  February  9,  in 
conjunction  with  the  Association’s  Winter  Conference. 


For  additional 
information,  write  or  call: 

Texas  Medical  Association 
Hospital  Medical  Staff  Section 

1801  North  Lamar  Blvd. 

Austin,  Texas  78701 
512/477-6704 
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MALPRACTICE 

It’s  an  allegation  that  can  happen  to  anyone. 


You  don't  have 

We  wrote  the  book  on  malpractice  insur- 
ance. We  started  writing  professional  liability 
insurance  over  10  years  ago,  when  the  other 
insurance  companies  were  looking  for  a way  out. 

Why?  Because  we’re  100%  owned  and 
controlled  by  physicians.  We  know  a physician 
can’t  operate  his  practice  without  malprac- 
tice insurance. 

api 

1301  Capital  Of  Texas  Highway 
Suite  #B-320 
Austin,  Texas  78746 
Texas  800/252-3628,  Arkansas  800/527-1414 


to  stand  alone! 

We  know  a good  insurance  company  must 
insure  all  specialties.  And  we  have  never 
settled  a claim  without  the  physician’s  written 
consent.  We  believe  that  you  shouldn’t  have 
to  stand  alone.  If  you’re  concerned  about  your 
insurance  company’s  commitment  to  you,  give 
us  a call  or  send  us  the  coupon  in  this  ad. 

I 

□ Rush  Me  Information  About  the  API  Professional 
Liability  Programs. 

□ Please,  Have  One  Of  Your  API  Team  Professionals 
Contact  Me. 

Name 

Practice  Name 

Address 

City State Zip 

Phone  Number  1 l 

Individual  Practice Group  Practice 
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Doctors . . . . 


are  you  drenched  by 
for  a ‘ ‘ Shelter 


Invest  in 
Real  Estate 
Tax  Shelters 


Enjoy  a fixed  cost 
that  includes: 

- Full  Management 
• All  Maintenance 

■ All  Repairs 

■ and  substantial  Tax  Write-offs! 


The  time  is  now!  Benefit  from  the 
“ soft ” Houston  real  estate  market! 


Rancliffe  Conyers  Investments,  Inc. 

Houston,  Texas 

(Texas)  800-442-4799  Ext  895  ■ (U.S)  800-752-7001  Ext  895 
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TEXAS  MEDICAL  LIABILITY  TRUST 


The  Texas  Medical  Liability 
Trust  is  an  organization  offer- 
ing professional  liability  insur- 
ance responsive  to  the  needs 
of  Texas  physicians. 

Our  philosophy  is  to  pro- 
vide an  enduring  source  of  lia- 
bility insurance,  impact  on  the 
overall  malpractice  insurance 
market  by  our  presence,  pro- 
vide loss  prevention  and  risk 
management  education  to 
minimize  malpractice  prob- 
lems and  to  effectively  handle 
claims  with  personal  attention 
to  our  policyholders.  This  phi- 
losophy results  in  the  highest 
quality  liability  insurance  for 
Texas  physicians. 

Today,  the  health  care  in- 
dustry is  in  an  era  of  change. 
Cost  containment  incentives, 
DRG  systems,  competitive  en- 


vironment, and  rising  costs  of 
health  care;  plus  new  laws  and 
liberal  legal  trends  are,  more 
than  ever  before,  affecting  the 
Texas  physician.  The  Texas 
Medical  Liability  Trust  is 
acutely  aware  of  these  trends. 
Our  priority  to  anticipate  the 
future  and  understand  the 
staggering  problems  of  profes- 
sional liability  are  a vital  part 
of  the  quality  service  offered. 
And  it  is  because  of  this 
awareness  and  our  understand- 
ing of  the  industry  that  TMLT 
has  emerged  as  a dynamic 
leader  in  the  field  of  profes- 
sional liability  insurance. 

The  Texas  Medical  Liability 
Trust  . . . quality  insurance 
services  to  match  quality 
medical  practices. 


TmLT 


THE  HIGHEST  QUALITY  LIABILITY  INSURANCE  FOR  TEXAS  PHYSICIANS. 

Created  by  the  Texas  Medical  Association 


Statewide  Service  Center:  1-800-252-91 79/P.O.  Box  14746,  Austin,  Texas  78761 
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Robert  S.  Young,  PhD  Charleen  M.  Moore,  PhD 

Robert  S.  Young,  PhD,  Division  of  Clinical  Genetics,  Department  of  Pediatric 
Dentistry;  and  Charleen  M Moore,  PhD,  Division  of  Genetics,  Department  of 
Cellular  and  Structural  Biology,  The  University  of  Texas  Health  Science  Center 
at  San  Antonio,  Send  reprint  requests  to  Dr  Young,  Department  of  Pediatric 
Dentistry,  The  University  of  Texas  Health  Science  Center,  7703  Floyd  Curl  Dr, 
San  Antonio,  TX  78284 


A questionnaire  for 
identifying  the 
pregnant  patient  in 
need  of  prenatal 
diagnosis 

Because  of  major  advances  and  increasing  litigation  in 
the  field  of  prenatal  diagnosis,  the  evaluation  of  the 
pregnant  patient  must  include  assessment  of  and  coun- 
seling for  genetic  and  environmental  risks  for  that  preg- 
nancy. To  aid  in  this  assessment,  we  have  developed  a 
questionnaire  to  investigate  the  major  areas  of  concern. 
The  discussion  of  each  question  provides  information 
about  the  current  status  of  prenatal  diagnosis  for  many 
of  the  common  inherited  diseases  such  as  chromosomal 
abnormalities,  single  gene  diseases,  multifactorial  dis- 
orders, and  teratogenic  insults. 


The  area  of  prenatal  diagnosis  has  expanded  dramatically  in 
the  past  15  years:  detailed  information  is  now  available  about 
the  genetic  constitution  and  health  status  of  the  fetus  through 
ultrasonography,  amniocentesis,  fetoscopy,  and  various 
other  procedures.  With  increased  knowledge,  however, 
comes  increased  responsibility,  not  only  ethically  and  mor- 
ally, but  legally  as  well.  With  growing  numbers  of  carrier  de- 
tection tests  and  prenatal  diagnosis  of  hundreds  of  genetic 
diseases  (1 ),  there  is  a dramatic  rise  in  litigation  against  the 
physician,  especially  involving  prenatal  diagnosis  (eg,  wrong- 
ful birth  and  wrongful  life  suits)  (2).  Because  of  these  recent 
trends,  the  physician  must  be  mindful  of  the  risk  for  genetic 
disease  in  the  offspring  of  patients  under  his  or  her  obstetric 
care. 

To  facilitate  the  acquisition  of  pertinent  information  for 
identifying  the  high-risk  patient,  we  have  developed  a ques- 
tionnaire (Fig  1 ) which  addresses  the  major  areas  of  con- 


This  article  has  been  named  a recipient  of  the  Harriet  Cunningham  Citation  for 
Meritorious  Scientific  Writing.  The  award,  named  in  memory  of  a longtime 
managing  editor  of  Texas  Medicine,  recognizes  review  articles  of  exceptional 
scientific  quality  published  in  the  journal. 
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cern.  Although  no  questionnaire  will  cover  every  situation, 
the  information  gathered  from  these  questions  will  be  bene- 
ficial in  beginning  discussions  with  the  pregnant  patient  and 
in  assessing  the  genetic  and  environmental  risks  for  the  cur- 
rent pregnancy. 

Discussion 

QUESTION  1 

The  increased  incidence  of  Down  syndrome  infants  born  to 
older  women  is  well  established  (3),  and  the  most  common 
referral  for  amniocentesis  is  for  pregnant  women  35  years  of 
age  or  older  at  the  time  of  delivery  (Fig  2).  Although  most 
genetic  counseling  emphasizes  the  risk  for  the  occurrence  of 
Down  syndrome  only,  the  true  risk  should  include  any  chro- 
mosomal aneuploidy  resulting  in  trisomy,  since  studies  on 
parental  ages  in  offspring  with  trisomies  18  and  13,  XXX  and 
XXY  also  reveal  a maternal  age  effect  (4)  (Fig  3).  Whenever 
an  amniocentesis  is  recommended,  the  patient  should  be 
told  in  advance  of  potential  complications  and  difficulties  as- 
sociated with  the  procedure  (Fig  4)  to  avoid  any  misunder- 
standings later  on,  if  a problem  develops.  Depending  on  its 
availability,  the  newly  developed  prenatal  diagnostic  tech- 
nique of  chroionic  villus  sampling  performed  at  8-1 1 weeks’ 
gestation  may  be  considered  as  an  alternative  to  amniocen- 
tesis (5). 

QUESTION  2a 

One  should,  of  course,  be  aware  of  possible  Rh  incompatibil- 
ity in  any  pregnancy  and  obtain  blood  typing  early  in  the  pa- 
tient's prenatal  care.  Should  she  be  Rh0(D)  negative,  the 
husband  should  be  tested.  Based  on  his  genotype,  the  risk 
for  erythroblastosis  fetalis  can  be  assessed  and  the  proper 
precautions  taken.  If  the  patient  is  already  sensitized,  careful 
and  extensive  counseling  is  needed  to  advise  her  of  the  risks 
for  an  affected  fetus  and  possible  treatment  prenatally  (eg, 
intrauterine  fetal  transfusions)  (6).  For  the  at-risk  woman  un- 
dergoing genetic  amniocentesis,  Rh0(D)  immune  prophylaxis 
may  be  recommended  because  of  possible  maternal  sen- 
sitization by  fetal  blood  during  the  procedure  (6). 

QUESTIONS  2b,  2c,  2d 

Ethnicity  is  a concept  that  encompasses  the  religious,  racial, 
national,  and  geographic  origins  of  a family.  It  is  important 
from  a genetic  standpoint  because  of  the  tendency  for  people 
to  marry  within  their  own  ethnic  group.  This  mild  form  of  in- 
breeding  concentrates  genes  and  increases  the  likelihood  for 
autosomal  recessive  and  multifactorial  disorders  to  occur  in 
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their  offspring.  Fig  5 identifies  some  of  the  diseases  that  oc- 
cur with  much  higher  frequency  in  certain  ethnic  groups  and 
indicates  the  diseases  for  which  carrier  and  prenatal  testing 
exists  (7,8).  Progress  is  occurring  in  the  prenatal  diagnosis  of 
cystic  fibrosis,  but  currently  no  reliable  test  exists  (9). 

QUESTION  3 

Consanguineous  couples  are  more  likely  to  share  genes 
which  are  identical  by  virtue  of  having  inherited  them  from  a 
common  ancestor(s).  Common  last  names  may  be  an  indica- 
tion of  unknown  consanguinity.  If  the  couple’s  families  have 
one  or  more  last  names  in  common,  the  issue  of  consanguin- 


ity should  be  raised  and,  if  possible,  ruled  out. 

Practically  speaking,  the  only  legal  consanguineous 
unions  at  increased  risk  over  the  general  population  are 
unions  of  first  cousins  and  first  cousins  once  removed  (ie,  an 
individual  and  the  child  of  his  or  her  first  cousin).  The  risk  of 
stillbirth,  infant  or  childhood  death,  multiple  congenital  anom- 
alies, or  reduced  cognitive  performance  in  the  offspring  of 
first  cousin  marriages  is  about  twice  the  general  population's 
risk,  or  8%,  and  about  1 Vz  times  the  risk  (6%)  in  the  offspring 
of  first  cousins  once  removed  (10,11).  Occasionally,  more 
closely  related  (incestuous)  unions  occur;  the  offspring  of 
these  matings  are  presumably  at  greater  risk  for  the  above 


1.  Assessment  questionnaire  tor  prenatal  diagnosis. 

1 Age  of  mother  at  due  date: 

2.  a.  Blood  type  b.  Race 

Mother 

Father 

3.  Are  parents  related?  

If  yes,  relationship:  

Are  there  common  last  names  in  the  couple's  families? 
If  yes,  identify  relatives  and  common  name(s): 


4.  Health  of  mother:  Good Fair Poor 

Chronic  disease(s): 

Occupation: 

5.  Health  of  father:  Good Fair Poor 

Chronic  disease(s): 

Occupation: 

6.  Past  pregnancies  of  mother:  (Were  all  these  by  father  of  present  pregnancy?  If  not,  indicate  different  fathers.) 

a.  Number  of  liveborn  males 

b.  Number  of  liveborn  females 

c.  Number  of  stillbirths 

d.  Number  of  spontaneous  abortions 

Trimesters) 

e.  Complications  in  past  pregnancies: 


f.  Difficulty  in  conceiving: 


7.  Birth  defects  in  family  (including  distant  relatives)  Member  Affected 

a.  Down  syndrome  (mongolism)  

b.  Other  chromosomal  abnormalities  

c.  Mental  retardation/learning  disabilities  

d.  Neural  tube  defects  (spina  bifida,  meningomyelocele,  anencephaly,  hydrocephaly)  

e.  Blood  disorders  (hemophilias,  sickling  diseases,  thalassemias)  

f.  Skeletal  problems  

g.  Short  stature  

h.  Neuromuscular  disease  

i.  Heart  malformations  or  disease  

j.  Enzyme  or  metabolic  disease  

k.  Death  in  infancy  or  early  childhood  

l.  Health  problems  in  infancy  or  early  childhood  

m.  Multiple  miscarriages  in  relatives  

n.  Multiple  family  members  with  same  trait  or  disease  (“runs"  in  family)  

8.  Current  pregnancy: 

a.  Maternal  illness  (lupus,  tumor,  VD,  bleeding,  PKU,  diabetes) 

Specify: 

b.  Maternal  drug  intake  (alcohol,  tobacco) 

Specify: 

c.  Maternal  medications  (progestins,  anticoagulants,  isotretinoin,  diphenylhydantoin) 

Specify: 

d.  Maternal  x-ray  exposure  or  chemotherapy 

Specify: 

e.  Other  maternal  exposure  (contagious  illnesses,  methyl  mercury) 

Specify: 


c.  National  (geo- 
graphic) origin 


d.  Religion 
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2.  Indications  tor  prenatal  diagnosis. 


4.  Complications  or  difficulties  with  amniocentesis. 


Chromosomal  studies 

Advanced  maternal  age  (s35  years) 

Previous  offspring  with  chromosomal  abnormality 
Balanced  translocation  or  other  chromosomal  abnormality  in  parent 
Carrier  of  X-linked  disease  (not  diagnosable  biochemically)  for  sex 
determination 

Biochemical  studies 

History  of  neural  tube  defect  in  parent,  offspring  or  close  relative 
Carriers  for  disorders  identifiable  in  amniocytes,  fetal  blood,  or  fetal  tissue 
biopsy  (inborn  errors  of  metabolism,  hemoglobinopathies,  etc) 

Visualization  by  ultrasound,  radiography,  or  fetoscopy 
History  of  neural  tube  defects 

Pregnancy  at  risk  for  congenital  abnormalities  (cardiac,  renal,  skeletal, 
etc) 


3.  Frequency  of  chromosomal  abnormalities  in  live  births  (maternal  age  is  at 
time  of  delivery). 

All  Chromosomal 


Maternal  Age 

Trisomy  21 

Disorders 

30 

1/952 

1/385 

31 

1/909 

1/365 

32 

1/769 

1/323 

33 

1/588 

1/286 

34 

1/455 

1/244 

35 

1/313 

1/179 

36 

1/244 

1/149 

37 

1/189 

1/123 

38 

1/149 

1/105 

39 

1/116 

1/81 

40 

1/90 

1/63 

41 

1/69 

1/49 

42 

1/54 

1/39 

43 

1/41 

1/31 

44 

1/32 

1/24 

45 

1/25 

1/19 

46 

1/19 

1/15 

47 

1/15 

1/11 

48 

1/11 

1/9 

49 

1/9 

1/7 

From  Hook  (4) 


Medical  complications 
Fetal  injury  or  demise 

Maternal  infection,  hemorrhage,  or  amniotic  fluid  leakage 
Spontaneous  abortion 

Obstetric  complications  of  second  trimester  abortion 
Technical  difficulties 

Twin  or  multiple  gestation 
Inability  to  obtain  amniotic  fluid 
Inability  to  obtain  cellular  growth 
Contamination  by  maternal  cells 
Accuracy  <100%  (false  positives  and  false  negatives) 
Unexpected  or  difficult-to-interpret  results 
Sex  chromosome  abnormality 
Mosaicism  or  pseudomosaicism 
Trisomy  20 

De  novo  apparently  balanced  translocation 


Personal  dilemmas 

Decisions  concerning  elective  abortion 


5.  Ethnic  groups  at  high  risk  for  specific  genetic  diseases,  including  the  dis- 
ease(s)  in  question  and  the  availability  of  prenatal  and  carrier  detection. 

Ethnic  Group 

Disease 

Prenatal 

Diagnosis 

Carrier 

Testing 

Afroamericans 

Sickle  cell  anemia 

Yes 

Yes 

Alpha  thalassemia 

Yes 

Yes 

Beta  thalassemia 

Yes 

Yes 

Greeks,  Italians 
Southeast  Asians 

Beta  thalassemia 

Yes 

Yes 

and  Chinese 

Alpha  thalassemia 

Yes 

Yes 

Ashkenazi  Jews 

Tay-Sachs 

Yes 

Yes 

Euroamericans 

Cystic  fibrosis" 

No 

No 

Phenylketonuria 

Yes 

Yes 

Irish,  Welsh,  Sikhs 

Neural  tube  defects 

Yes 

No 

"The  accuracy  of  amniotic  fluid  microvillar  enzymatic  analysis  is  currently 
being  evaluated.  See  reference  9. 

6.  Risk  for  recurrence  of  trisomy  21.  * 

If  the  pregnant  woman  or  her  husband 

Then  the  couple's  risk*  to  have  a 

has  a relative  with  trisomy  21 : 

child  with  trisomy  21  is: 

Relative 

Risk 

Child 

1 in  60  (1.66%) 

Sister  or  brother 

1 in  1 50  (0.67%) 

Aunt,  uncle,  niece,  nephew 

1 in  175  (0.57%) 

or  grandchild 

First  cousin  or  more  distant 

No  increased  risk 

relative 

beyond  maternal  age 

' It  is  assumed  that  the  pregnant  woman  in  question  is  less  than  35  years  of 
age  Otherwise,  assume  age-related  risks. 

From  Tamaren  et  al  ( 1 9). 
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mentioned  problems.  However,  if  there  is  no  known  reces- 
sive or  multifactorial  disorder  in  the  family,  prenatal  diagnosis 
is  not  a reasonable  option  for  consanguineous  couples. 

QUESTIONS  4,  5 

Several  maternal  diseases  are  known  to  have  teratogenic 
effects  on  the  fetus.  One  of  the  most  common  is  insulin- 
dependent  diabetes.  This  gives  an  increased  risk  for  malfor- 
mations in  the  fetus  such  as  congenital  heart  disease  and  the 
caudal  regression  syndrome  even  when  the  diabetes  is 
under  good  control  (12).  Lupus  erythematosus  in  the  mother 
may  produce  complete  heart  block  in  the  newborn  (13),  while 
maternal  phenylketonuria  can  produce  physical  and  mental 
defects  in  the  heterozygous  offspring  of  women  with  this  dis- 
ease (14).  Controversy  continues  over  the  efficacy  of  a low 
phenylalanine  diet  in  reducing  the  fetal  effects  of  maternal 
PKU  (15). 

Information  concerning  the  father's  health  could  be  signifi- 
cant if  he  has  developed  a condition  that  is  the  consequence 
of  genetic  disease  (eg,  dislocated  lenses  secondary  to  Mar- 
fan syndrome).  Occupation  may  also  be  important  for  par- 
ents who  work  with  chemicals,  radiation,  or  other  potential 
teratogenic  or  mutagenic  agents. 

QUESTION  6 

Many  studies  of  couples  with  multiple  spontaneous  abortions 
indicate  that  there  is  a significant  risk  (~  10%)  that  one  of  the 
partners  has  a chromosomal  rearrangement  (translocation 
carrier)  or  other  chromosomal  anomaly  even  if  normal  preg- 
nancies have  occurred  (16).  The  increased  risk  for  these  ab- 
normalities also  applies  to  the  infertile  couple  or  those  who 
have  difficulty  in  conceiving  (17). 

The  physician  may  consider  chromosomal  studies  on  the 
parents  if  there  have  been  two  or  more  spontaneous  abor- 
tions with  or  without  liveborn  offspring,  if  the  male  has  a 
sperm  count  of  less  than  20,000,000/mL,  or  if  infertility  exists 
for  no  apparent  reason.  In  such  couples  there  is  a five  to 
twelve  fold  increased  risk  for  a chromosomal  anomaly  in  one 
parent  compared  with  the  general  population  (16,17). 

QUESTION  7 

In  questioning  the  patient  about  birth  defects  or  genetic  dis- 
ease in  family  members,  it  is  often  best  to  give  examples  of 
various  types.  The  general  question,  “Are  there  birth  defects 
in  the  family?”  may  elicit  an  unqualified  “No,’'  while  individual 
questions  may  identify  problems  not  always  thought  of  by 
the  patient  as  a birth  defect.  The  questions  should  also  be 


phrased  in  terms  that  the  patient  can  understand  (eg,  water 
on  the  brain  and  open  spine  for  hydrocephaly  and  spina 
bifida). 

QUESTION  7a,  7b 

There  is  good  evidence  that  women  under  35  years  who 
have  had  a child  with  a trisomy  are  at  a 1 % to  2%  risk  of 
having  a similarly  affected  child  in  a subsequent  pregnancy 
(18).  What  is  less  well  documented,  but  suspected  by  many, 
is  that  there  is  an  increased  risk  for  aneuploid  offspring  in 
close  relatives  of  such  women.  A recent  study  by  Tamaren 
et  al  (1 9)  has  attempted  to  quantify  the  risk  for  trisomy  21 
among  first-,  second-,  and  third-degree  relatives  of  patients 
with  this  chromosomal  abnormality.  Their  conclusions,  based 
on  data  derived  from  21 9 kindreds  of  trisomy  21  probands, 
are  summarized  in  Fig  6. 

QUESTION  7c 

Mental  retardation  and  learning  disabilities  may  have  a ge- 
netic basis  or  may  be  due  to  environmental  agents  (20,21 ). 
Specific  questioning  about  retarded  family  members  and 
their  relationship  to  the  patient  is  often  necessary.  One  dis- 
ease that  deserves  special  consideration  is  the  X-linked  form 
of  mental  retardation  identified  by  a fragile  site  on  the  long 
arm  of  the  X chromosome,  a disorder  found  in  as  many  as 
1/1,100  male  births  (22).  Affected  males  and  carrier  females 
can  be  identified,  and  prenatal  diagnosis  is  being  developed 
(23).  Here  a detailed  pedigree  is  helpful  in  establishing  an  X- 
linked  pattern  of  inheritance,  and  chromosomal  studies  are 
warranted  to  identify  the  fragile  X. 

QUESTION  7d 

A family  history  of  spina  bifida,  meningomyelocele,  or  anen- 
cephaly  may  indicate  increased  risk  for  neural  tube  defects. 
Maternal  serum  and  amniotic  fluid  alpha-fetoprotein  and 
acetylcholinesterase  assays  in  addition  to  ultrasonography 
are  available  to  diagnose  these  disorders. 

QUESTION  7e 

A family  history  of  bleeding  disorders  and  the  hemoglobino- 
pathies should  be  explored  carefully  since  prenatal  testing  is 
available  for  many,  including  hemophilia,  sickle  cell  anemia, 
and  the  thalassemias. 

QUESTIONS  7f,  7g,  7h 

Skeletal  abnormalities,  short  stature,  or  neuromuscular  dis- 
ease may  be  caused  by  single  gene  disorders,  such  as 
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achondroplasia  and  Duchenne  muscular  dystrophy,  or  by 
chromosomal  abnormalities,  such  as  Turner  syndrome.  Pre- 
natal diagnosis  is  available  for  some  of  these  disorders  (1 ). 

QUESTION  7i 

Heart  malformations  may  occur  as  isolated  events  or  as  one 
of  many  manifestations  of  a syndrome.  Identification  of  many 
types  of  congenital  heart  defects  is  now  possible  through  ul- 
trasonography or  fetal  echocardiograms  (1 ). 

QUESTIONS  7j,  7k,  71 

Problems  or  even  death  in  the  newborn  period  may  indicate 
specific  gene  disorders  or  a chromosomal  imbalance  (24); 


feeding  difficulties,  failure  to  thrive,  and  early  death  may 
identify  rare  metabolic  diseases  most  often  inherited  as  auto- 
somal or  X-linked  recessives. 

QUESTION  7m 

Multiple  miscarriages  in  close  relatives  may  indicate  the  exis- 
tence of  a balanced  translocation  in  the  family.  The  etiology 
of  the  miscarriages  should  be  pursued  and  chromosomal 
studies  offered  based  on  the  patient’s  concern  and  the  ab- 
sence of  an  alternate  explanation  (see  question  6). 

QUESTION  7n 

Certain  traits  or  characteristics  which  in  themselves  may  be 


7.  List  of  known  and  suspected  teratogenic  agents  in  man,  including  percent  of  offspring  who  are  affected  after  exposure  and  major  problems  encountered. 


Category 

Teratogen 

Approximate  % 

Affected  of  Those 
Exposed 

Major  Problems  Encountered 

Reference 

Infectious 

Cytomegalovirus 

10 

IUGR,  MC,  hepatosplenomegaly,  jaundice,  thrombocytopenia 

(27) 

Agents 

Herpes  simplex  virus 

? 

MC,  intracranial  calcifications,  eye  defects 

(28) 

Rubella  virus 

50 

SAB,  stillbirth,  deafness,  blood  dyscrasias,  CHD,  dental  & bony 
deformities 

(29) 

Syphilis 

80 

Prematurity,  hemolytic  anemia,  hepatosplenomegaly,  skin  lesions 

(30) 

Toxoplasmosis 

15 

Stillbirth,  CNS  malformations,  eye  defects 

(31) 

Varicella-zoster  virus 

? 

Cicatricial  skin  scarring,  muscle  atrophy  and  hypoplasia  of  extremities 

(32) 

Chemical 

Alcohol 

30 

IUGR,  MR,  MC,  craniofacial  malformations 

(33) 

Agents 

Aminopterin 

20 

SAB,  stillbirth,  MC,  craniofacial  malformations 

(34) 

Anesthesia 

? 

SAB,  malformations 

(35,36) 

Coumarin  derivatives 
(warfarin) 

20 

Nasal  hypoplasia,  stippling  of  uncalcified  epiphyses,  CNS  malforma- 
tions ±MR 

(37) 

Diethylstilbestrol 

very  low 

Frank  adenocarcinoma 

(38) 

Diphenylhydantoin 

30 

Mild  MR  & growth  deficiency,  unusual  facies,  digital  & nail  hypoplasia 

(39) 

Isotretinoin  (oral) 

20 

CNS  malformations,  MC,  ear  anomalies,  facial  nerve  paresis,  CHD 

(40) 

Lithium 

? 

Ebstein's  anomaly  & other  CHDs 

(41) 

Methyl  mercury 

high 

Growth  deficiency,  MC,  deafness,  MR,  blindness 

(42) 

Progestins 

high 

Masculinization  of  female  fetus 

(43) 

Smoking 

? 

SAB,  low  BW 

(44) 

Thalidomide 

50 

Phocomelia 

(45) 

Trimethadione 

high 

SAB,  MR  & growth  deficiency,  MCA 

(46) 

Physical 

Agents 

Ionizing  radiation 

dose 

dependent" 

IUGR,  MC,  CNS  defects 

(47) 

Maternal 

Diabetes  mellitus 

5 

Stillbirth,  caudal  regression  syndrome,  CHD 

(12) 

Disease 

Lupus  erythematosus 

? 

Congenital  heart  block 

(13) 

Phenylketonuria 

(untreated) 

? 

SAB,  MR,  MC,  CHD,  low  BW 

(14,15) 

Virilizing  tumors 

high 

Masculinization  of  female  fetus 

(48) 

Nutritional 

Deficiency 

Low  iodine 
(endemic  cretinism) 

very  high 

MR,  spasticity,  deafness 

(49) 

‘Negligible  at  <5  rad. 


Abbreviations: 


BW 

birthweight 

MC 

microcephaly 

CHD 

congenital  heart  disease 

MCA 

multiple  congenital  anomalies 

CNS 

central  nervous  system 

MR 

mental  retardation 

IUGR 

intrauterine  growth  retardation 

SAB 

spontaneous  abortion 
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benign  and  ''run"  in  families  may  often  be  a clue  to  a specific 
genetic  disease.  For  example,  a white  forelock  may  suggest 
Waardenburg  syndrome,  while  cafe-au-lait  spots  may  be  a 
manifestation  of  neurofibromatosis. 

QUESTION  8 

It  is  often  difficult  to  estimate  the  teratogenic  effect  of  a par- 
ticular agent  on  a human  embryo  or  fetus  because  of  data 
based  on  limited  numbers  of  cases,  the  bias  of  ascertain- 
ment, and  the  difficulty  of  establishing  a cause-effect  rela- 
tionship. Fig  7 attempts  to  identify  those  agents  for  which  the 
evidence  for  teratogenicity  is  strong  or  highly  suggestive, 
while  providing  an  approximate  risk  for  a malformed  or  still- 
born infant.  In  most  cases,  the  time  of  exposure  and,  in  some 
cases,  the  amount  of  exposure  to  the  agent  is  critical.  Fur- 
thermore, infectious  agents  are  teratogenic  typically  only 
when  the  mother’s  primary  infection  occurred  shortly  before 
or  after  conception. 

Fetal  exposure  to  the  majority  of  the  teratogens  in  Fig  7 
carries  a significant  probability  of  malformation,  and  this  in- 
formation should  be  imparted  to  the  pregnant  woman.  In 
many  of  these  cases,  it  may  be  possible  by  direct  or  indi- 
rect fetal  visualization  to  determine  if  the  fetus  has  been 
damaged. 

Conclusions 

The  cornerstone  of  genetic  counseling  is,  of  course,  an  accu- 
rate diagnosis.  Risks  for  well  documented  diseases  can  often 
be  explained  effectively  during  the  initial  pregnancy  evalua- 
tion. However,  in  some  cases  the  family  history  may  be  so 
complex  as  to  require  an  extensive  pedigree  analysis,  exam- 
ination of  medical  records,  and/or  further  documentation  of 
the  diseases  in  question.  Thorough  physical  examinations 
and  special  testing  (eg,  chromosomal  studies  or  bio- 
chemical analysis)  may  be  required  on  one  or  more  family 
members  for  definitive  counseling.  In  many  cases  the  physi- 
cian may  wish  to  refer  the  couple  for  more  extensive  genetic 
counseling  to  a board  certified  clinical  geneticist,  PhD  medi- 
cal geneticist,  or  genetic  counselor.  Several  sources  are 
available  for  locating  such  individuals,  including  the  Interna- 
tional Directory  of  Genetic  Services  (25)  and  the  American 
Board  of  Medical  Genetics  (26). 

A prenatal  diagnosis  counseling  session  should  include  a 
discussion  of  the  disease  for  which  the  fetus  is  at  increased 
risk,  an  accurate  estimate  of  the  risk  for  the  disease,  and  the 
method  of  diagnosis.  If  amniocentesis,  fetoscopy,  or  other 
diagnostic  technique  is  to  be  performed,  an  explanation  of 


the  procedure  should  also  be  undertaken,  discussing  the 
possible  complications  in  relation  to  the  information  to  be 
gained.  The  physician  must  also  address  any  misconcep- 
tions that  the  patient  may  have  (eg,  that  prenatal  diagnosis 
cannot  guarantee  the  birth  of  a normal  infant  regardless  of 
the  number  of  tests  performed).  Discussions  should  be  docu- 
mented in  the  chart  and  a properly  completed  informed  con- 
sent form  obtained  for  the  diagnostic  procedure(s).  But, 
always,  the  best  legal  defense  for  any  physician  is  a good 
rapport  and  open  communication  with  the  patient. 

Since  the  field  of  prenatal  diagnosis  is  expanding  dramati- 
cally, greater  burdens  are  being  placed  on  the  physician  to 
have  up-to-date  information  that  can  help  families  make  ap- 
propriate reproductive  decisions.  It  is  hoped  that  the  use  of 
this  simple  questionnaire  will  assist  the  physician  in  identify- 
ing those  pregnancies  at  high  risk  for  birth  defects. 
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The  opaque  right 
hemithorax:  identifying 
the  diaphragm  with 
ultrasound 

Ultrasound  is  the  most  useful  imaging  tool  for  localiz- 
ing suspected  juxtadiaphragmatic  disease  in  patients 
whose  chest  radiographs  show  an  opaque  right  hemi- 
thorax. Ultrasound  has  this  advantage  over  comput- 
erized tomography  and  radionuclide  liver-lung  perfusion 
scans  because  it  directly  images  the  diaphragm  in  a sag- 
ittal plane,  thus  demonstrating  the  disease  process  on 
one  or  both  sides  of  the  diaphragm.  We  base  this  conclu- 
sion on  observations  made  in  our  general  experience, 
illustrated  here  by  a retrospective  review  of  ten  repre- 
sentative cases. 


Partial  or  complete  opacification  of  the  right  hemithorax  with 
obliteration  of  the  diaphragm  on  a chest  radiograph  often 
presents  a diagnostic  and  management  problem.  This  is  par- 
ticularly true  when  the  clinical  findings  suggest  a disease 
process  that  may  originate  beneath  the  diaphragm.  Is  the 
disease  process  above,  below,  or  on  both  sides  of  the  di- 
aphragm? In  this  kind  of  case,  the  basic  problem  is  locating 
the  diaphragm. 

The  advent  of  diagnosis  related  groups  (DRGs)  and  a new 
cost  consciousness  adds  another  dimension  to  the  radio- 
logical investigation  of  an  opaque  hemithorax.  The  answers 
must  be  provided  not  only  reliably,  but  also  quickly  and  eco- 
nomically. Ultrasound  has  the  unique  ability  to  demonstrate 
anatomy  quickly  in  a sagittal  plane,  which  is  essential  for  vi- 
sualization of  the  diaphragm.  In  addition,  reliable  distinction 
between  fluid  collections  and  solid  abnormalities  is  usually 
possible,  thereby  narrowing  the  diagnostic  considerations. 
Computed  tomography,  with  or  without  sagittal  reconstruc- 
tion, has  been  described  as  capable  of  distinguishing  be- 
tween pleural  effusion,  subdiaphragmatic  abscess,  and 
ascites  (1  -3),  but  it  provides  only  indirect  evidence  of  the 
location  of  the  disease  process,  often  without  visualizing  the 
diaphragm  at  all. 


Materials  and  methods 

Information  for  this  report  was  obtained  from  ten  patients 
who  were  referred  to  the  Division  of  CT  and  Ultrasound.  In 
each  case  there  was  clinical  suspicion  of  disease  involving 
the  juxtadiaphragmatic  area,  and  there  was  opacification  of 
the  right  hemithorax  shown  on  a chest  radiograph.  Since  our 
division  combines  CT  and  ultrasound,  there  was  no  competi- 
tive conflict  involved,  and  our  efforts  were  directed  at  provid- 
ing answers  to  the  clinicians  by  performing  as  few 
examinations  as  possible  to  minimize  costs.  Therefore,  this 
is  not  a prospective  comparison  of  ultrasound,  CT,  and 
radionuclide  liver-lung  perfusion  scans  for  all  patients; 
rather,  we  tried  to  provide  the  diagnosis  by  performing  a 
single  study  at  first,  proceeding  to  other  types  of  examina- 
tion only  if  necessary.  Any  of  these  three  examinations  was 
performed  as  the  initial  study,  depending  on  the  clinical  cir- 
cumstances of  the  case. 

All  CT  scans  were  done  on  a GE  8800  scanner.  Criteria 
already  described  by  Alexander  et  al  (1)  and  Dwyer  (3) 
were  used  to  differentiate  between  supra-  and  infra- 
diaphragmatic  abnormalities. 

Ultrasound  scans  were  performed  with  modern,  com- 
mercially available  sector  scanners  and  static  scanners.  We 
initially  performed  a real-time  study  with  the  patient  in  the 
supine  position.  Real-time  images  were  supplemented  by 
static  scans. 

Results 

Conventional  radiographs  demonstrated  complete  opacifica- 
tion of  the  hemithorax  in  one  case  and  partial  opacification  in 
the  other  nine.  Identification  of  the  hemidiaphragm  on  the 
films  was  not  possible  in  any  of  the  cases.  Lateral  decubitus 
views  of  the  chest  showed  a mobile  pleural  effusion  in  two 
patients.  In  one  of  these,  the  lung  base  and  hemidiaphragm 
became  apparent  on  the  decubitus  projection. 

As  shown  in  Fig  1 , a liver-lung  perfusion  scan  was  done  in 
four  patients.  In  all  of  them,  there  was  a nonspecific  zone  of 
no  radionuclide  activity  between  the  isotope  activity  in  the 
lung  and  liver.  This  finding  was  reported  as  a pleural  effusion 
in  all  four  cases.  Three  had  pleural  effusions;  one  had  an 
amebic  liver  abscess  that  was  below  the  diaphragm  and  un- 
associated with  pleural  fluid. 

Computed  tomography  was  performed  in  only  three  cases 
and  failed  to  accurately  localize  the  disease  in  all  three.  In 
one  instance  (case  1 , Fig  2),  a solid  chest  mass  (unusual 
neuroblastoma)  was  reported  to  be  possibly  extending  below 
the  diaphragm,  whereas  ultrasound  showed  it  to  be  limited 
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7.  Diagnostic  workup  on  ten  patients  with  an  opaque  right  hemithorax. 


Case  No. 

Clinically 

Suspected 

Diagnosis 

Free  Fluid  on 
Decubitus 

Chest  Film' 

CT-SCAN 

Radionuclide 

Live-Lung 

Perfusion 

Scan 

Ultrasound 

Final  Diagnosis 

1.  4 yr  M 

Chest 

neoplasm 

Not  done 

Solid  chest 
mass  with 
possible 
abdominal 

involvement 

Not  done 

Solid  mass  confined  to  chest 
with  normal  diaphragm  and 
liver 

Neuroblastoma  in  chest  only 
proved  at  surgery 

2.  2 yr  M 

? Liver 

abscess 

Low-density 
liver  lesion; 
pleural  space 
fluid  density 

Not  done 

Complex  liver  lesion  with  sub- 
phrenic  sonolucency  and 
extension  through  the  di- 
aphragm into  the  chest 

Amebic  liver  abscess  with 
subphrenic  and  pleural  in- 
volvement confirmed  by 
drainage 

3.  50  yr  F 

Known  ovarian 
carcinoma;  ? 
pleural 
effusion 

Not  done 

Not  done 

Complex  lesion  above  the 
diaphragm  only 

Ovarian  carcinoma  with 
pleural  metastasis,  proved  by 
thoracentesis 

4.  36  yr  M 

Drop  in  hemo- 
globin post- 
liver biopsy;  ? 
hematoma 

4- 

Not  done 

Wide  zone  of 
absent  isotope 
activity  be- 
tween liver 
and  lung 

Sonolucency  in  the  pleural 
space  and  subcapsular 
hepatic  area 

Subcapsular  hepatic  hema- 
toma shown  to  be  resolving 
on  follow-up  scans,  with  a 
pleural  effusion  on 
thoracentesis 

5.  17  yr  M 

? Liver 

abscess 

Not  done 

Wide  zone  of 
absent  isotope 
activity 
between  liver 
and  lung 

Sonolucent  pleural  space  with 
few  scattered  echoes;  normal 
liver 

Empyema  complicating  a 
right  lower  lobe  pneumonia, 
confirmed  on  bronchoscopy 
and  thoracentesis 

6.  65  yr  M 

Known  bron- 
chogenic 
carcinoma;  ? 
pleural 
effusion 

Not  done 

Not  done 

Solid  lesion  in  lung  base 

Pleural  metastasis  proved  by 
thoracentesis 

7.26  yr  M 

? Liver 

abscess 

Not  done 

Wide  zone  of 
absent  activity 
between  liver 
and  lung 

Sonolucent  liver  lesion  with 

extension  into  the  chest 
through  the  diaphragm 

Positive  immunology  for 
amebic  liver  abscess;  produc- 
tive cough  indicated  lung 
involvement 

8.  56  yr  F 

? Pleural 

effusion 

+ 

Not  done 

Zone  of  absent 
activity 
between  liver 
and  lung;  liver 
cirrhosis 

Large  pleural  sonolucency 

Liver  cirrhosis  with  a pleural 
effusion  proved  by  biopsy  and 
thoracentesis 

9.  45  yr  F 

? Right  upper 

quadrant 

abscess 

Not  done 

Not  done 

Loculated  liver  sonolucency 
with  small  pleural 
sonolucency 

Pyogenic  liver  abscess 
proved  by  aspiration;  sympa- 
thetic pleural  effusion  cleared 
spontaneously 

10.  52  yr  F 

? Liver 

abscess 

Low-density 
liver  lesion 

Not  done 

Sonolucent  liver  lesion  with 
subphrenic  extension 

Pyogenic  liver  abscess  with 
subphrenic  involvement 
proved  by  drainage 

* PA  and  lateral  chest  radiographs  showed  varying  degrees  of  hemithorax  opacification  in  all  patients. 
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to  the  chest.  At  surgery,  there  was  no  abdominal  tumor.  In 
case  2,  although  CT  showed  a low-density  liver  lesion  and  a 
pleural  effusion,  it  did  not  demonstrate  the  diaphragmatic 
perforation  and  subphrenic  involvement  seen  on  sonography 
(Fig  3).  The  findings  represented  an  amebic  abscess  extend- 
ing through  the  diaphragm  into  the  chest  cavity. 

2.  Neuroblastoma  of  the  right  hemithorax  (case  1).  A frontal  film  of  the  chest 
showed  an  opaque  right  hemithorax  ACT  image  (A)  shows  tumor  in  the 
chest,  blending  in  with  the  liver.  One  cannot  determine  if  the  process  extends 
or  originates  below  the  diaphragm.  A longitudinal  ultrasound  scan  (B)  cor- 
rectly shows  the  tumor  to  be  above  the  diaphragm  only.  Note  the  combined 
diaphragm  and  liver  capsule  surfaces  (white  and  black  arrows ). 


Sonography  demonstrated  the  diaphragm  directly,  permit- 
ting localization  of  the  disease  process  in  all  cases.  In  case  2, 
it  was  even  possible  to  see  actual  extension  of  the  abscess, 
through  a rent  in  the  diaphragm,  into  the  right  hemithorax.  In 
case  3 (Fig  4),  the  solid  pleural  metastases  from  ovarian  car- 
cinoma were  clearly  demonstrated  by  ultrasound  to  be  lim- 
ited to  the  thorax,  with  a normal  liver. 

Although  the  solid  or  fluid  nature  of  the  lesions  was  sono- 
graphically  evident  in  all  our  cases,  pleural  lesions  can  some- 
times have  confusing  sonographic  features  (4-  6). 

Discussion 

A chest  radiograph  showing  an  opaque  hemithorax  obscur- 
ing the  hemidiaphragm  is  a common  finding  in  a variety  of 
chest  cavity  and  right  upper  quadrant  abdominal  abnormali- 
ties. The  differential  diagnosis  of  this  radiographic  finding  in- 
cludes the  following:  (a)  chest  abnormalities  involving  the 
lung  base,  pleural  space,  the  pleura  itself,  or  a combination  of 
these  structures;  (b)  an  abnormality  of  the  diaphragm  itself 
(uncommon);  (c)  an  abnormality  of  the  right  upper  quadrant 
of  the  abdomen. 

Although  these  conditions  appear  to  be  etiologically  dis- 
tinct, diagnosis  can  be  difficult.  Some  disease  processes 
present  findings  in  both  the  chest  and  abdominal  cavities, 
resulting  in  an  opaque  hemithorax  that  does  not  permit  one 
to  see  the  origin  or  extent  of  the  abnormality.  For  example, 
a hepatic  abscess,  particularly  an  amebic  abscess,  may  ex- 
tend from  the  liver  into  the  subphrenic  space  and  through  the 
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3.  Amebic  abscess  of  the  liver,  with  subphrenic  and  pleural  involvement 
(case  2).  The  frontal  chest  radiograph  showed  opacification  of  the  right  lower 
hemithorax  with  nonvisualization  of  the  diaphragm.  Although  a CT  scan 
through  the  abdomen  demonstrated  a liver  abscess  and  pleural  effusion  at 
higher  levels  (not  shown),  the  exact  extent  of  involvement  was  notobvious.  A 
longitudinal  ultrasound  scan  shows  not  only  the  liver  abscess,  but  also  a de- 
fect in  the  diaphragm  (small  arrow)  with  loculated  abscess  material  in  the 
pleural  space. 


diaphragm  into  the  pleural  space.  The  opaque  right  hemi- 
thorax that  results  from  this  particular  abnormality  is  indis- 
tinguishable from  several  chest  cavity  abnormalities  which 
might  involve  only  the  lung,  pleura,  or  pleural  space.  In  most 
of  these  cases,  the  disease  process  is  inflammatory  or  neo- 
plastic, and  its  management  depends  on  whether  there  is 
extension  of  the  process  across  the  diaphragm.  Lateral  de- 
cubitus views  of  the  chest  are  usually  obtained  to  evaluate 
the  opaque  hemithorax  seen  on  conventional  frontal  and  lat- 
eral views.  These  additional  views  may  show  freely  moving 
pleural  fluid  and  even  permit  visualization  of  a lung  base  that 
was  initially  obscured  by  the  opacity.  However,  the  decubitus 
views  give  no  information  concerning  a subdiaphragmatic  or 
hepatic  lesion.  This  point  is  illustrated  in  case  4,  where  a 
pleural  effusion  was  seen  on  a decubitus  film  (Fig  5A)  but 
there  was  no  evidence  of  a large  subcapsular  liver  hema- 
toma, later  identified  by  sonography  (Fig  5B). 

A liver-lung  perfusion  radionuclide  scan  also  has  been 
used  in  an  attempt  to  localize  abnormalities  in  relationship  to 
the  diaphragm.  This  study  usually  shows  separation  of  radio- 
nuclide activity  in  the  lung  and  liver,  indicating  the  presence 
of  a non-nuclide-bearing  abnormality  between  the  two  struc- 


4.  Pleural  metastasis  from  ovarian  carcinoma  (case  3).  The  diaphragm  was 
not  identified  through  a right  lower  hemithorax  opacity.  A longitudinal  ultra- 
sound scan  shows  a complex  mass  (asterisk— pleural  metastasis  from 
ovarian  carcinoma)  above  the  hemidiaphragm  and  confined  to  the  right 
hemithorax. 
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5.  Liver  hematoma  (case  4).  A lateral  decubitus  view  of  the  chest  (A)  shows 
mobile  fluid  in  the  pleural  space  (white  arrow)  permitting  visualization  of  the 
right  lung  base  and  the  right  hemidiaphragm.  The  etiology  of  the  fluid  is  not 
apparent.  A longitudinal  ultrasound  scan  (B)  confirms  the  chest  film  findings 
of  a pleural  effusion  (asterisk).  In  addition,  beneath  the  diaphragm,  there  is  a 
sharply  marginated,  localized  sonolucency  consistent  with  a subcapsular 
hematoma  in  the  region  of  the  dome  of  the  liver. 


1 


tures.  There  is  no  localization  of  the  diaphragm.  The  abnor- 
mality can  be  in  the  supra-  or  infradiaphragmatic  area.  The 
finding  is  nonspecific  and  does  not  permit  differentiation 
between  a pleural  effusion  and  a subdiaphragmatic  fluid 
collection. 

Diagnostic  pneumoperitoneum,  which  has  been  used  to  vi- 
sualize the  undersurface  of  the  diaphragm,  is  an  invasive 
procedure  and  impractical  in  modern  radiology. 

Computed  tomography  has  limitations  in  identifying  the  di- 
aphragm. An  inherent  lack  of  contrast  often  merges  the  liver 
and  diaphragm.  Although  it  may  be  possible  to  distinguish 
between  pleural  effusion  and  subdiaphragmatic  abscess,  as 
described  by  Alexander  et  al  (1),  when  the  disease  process 
contains  relatively  solid  tissue  such  as  a tumor,  the  dia- 
phragm is  usually  obliterated  on  the  CT  scans  (Fig  2A).  In 
addition,  different  depths  of  inspiration  on  successive  scans, 
as  well  as  breathing  and  cardiac  motion,  are  common  and 
formidable  obstacles  to  defining  the  diaphragm.  In  cases  1 
and  2,  the  correct  location  of  the  disease  was  recognized 
only  by  ultrasound,  although  the  presence  of  the  abnor- 
mality was  also  seen  on  CT. 

Reconstructed  CT  images  in  the  sagittal  plane  can  be  use- 
ful in  defining  the  diaphragm  (2).  However,  since  sonography 
is  not  only  simpler  and  faster  to  perform  but  also  produces 
better  sagittal  images  of  the  diaphragm,  the  use  of  recon- 
structed CT  images  as  an  initial  examination  is  unneces- 
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sary.  CT  may,  however,  be  utilized  when  ultrasound  proves 
unsatisfactory. 

In  our  experience,  sonography  more  often  evaluates  the 
juxtadiaphragmatic  area  with  greater  reliability,  speed,  and 
ease  than  do  computerized  tomography  and  radionuclide 
scans.  Other  authors  confirm  this  opinion  (7-8).  Ultrasound 
is  particularly  suited  to  the  evaluation  of  the  right  lung  base 
and  right  upper  abdominal  quadrant  because  of  its  ability  to 
detect  reliable  landmarks  such  as  the  liver,  diaphragm,  and 
right  kidney.  Even  the  thoracic  side  of  the  diaphragm  is  often 
well  defined  by  a pleural  effusion,  a solid  tumor,  or  even  an 
aerated  lung. 

Although  sonography  is  useful  on  both  sides  of  the  body,  it 
is  clearly  superior  on  the  right  side  due  to  the  acoustic  win- 
dow provided  by  the  liver.  The  choice  of  sonography  over  CT 
is  questionable  on  the  left  side.  Even  though  the  spleen  oc- 
casionally allows  partial  visualization  of  the  left  hemi- 
diaphragm,  this  is  difficult  in  many  circumstances  due  to  the 
adjacent  stomach  and  colon  gas.  This  is  further  complicated 
in  cases  of  splenectomy,  when  loops  of  air-containing  bowel 
move  into  the  vacant  splenic  bed.  Nevertheless,  since 
sonography  is  simpler  to  perform,  it  should  be  attempted  first. 
If  a fresh  incision  with  bandages  or  sutures  does  not  provide 
a scanning  plane  for  ultrasound,  CT  is  certainly  more 
practical. 

Conclusion 

In  our  review  of  ten  patients,  which  accurately  reflects  our 
broader  experience,  when  CT  or  radionuclide  scans  are  used 
for  the  initial  investigation  of  an  opaque  right  hemithorax,  it  is 
usually  necessary  to  proceed  to  ultrasonography  to  accu- 
rately define  the  diaphragm.  When  ultrasound  is  used  as  the 
first  method  of  imaging,  it  is  usually  not  necessary  to  perform 
any  other  examinations.  This  conclusion  is  particularly  impor- 
tant in  view  of  DRGs  and  cost-containment  efforts. 
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Hypernatremia  in 
cancer  patients 
receiving  normal 
saline,  furosemide,  and 
“salt-poor”  albumin 

Hypernatremia  is  an  uncommon  clinical  entity.  Yet, 
within  a short  time  span,  three  critically  ill  cancer  pa- 
tients developed  this  syndrome.  All  were  treated  with 
normal  saline,  furosemide,  and  albumin.  Common  to  all 
the  patients  was  an  inability  to  communicate  a need  for 
water,  free  water  loss  induced  by  furosemide,  and  solute 
loading  by  albumin.  We  remind  physicians  of  the  ten- 
dency for  hypernatremia  to  develop  in  these  circum- 
stances, and  we  recommend  more  physiologic  means  of 
protein  repletion,  such  as  enteral  or  parenteral  hyper- 
alimentation. 


Hypernatremia  is  an  uncommon  complication  which  may  su- 
pervene late  in  the  course  of  chronic,  debilitating  diseases 
(1  -3).  The  cause  often  can  be  traced  to  iatrogenic  factors 
such  as  injudicious  intravenous  fluid  therapy  and  diuretics, 
although  other  factors  such  as  increased  insensible  or  renal 
water  losses  and  decreased  thirst  often  are  present  as  well. 
We  were  impressed  by  the  development  of  hypernatremia  in 
three  patients  within  a relatively  short  time  on  an  oncology 
service.  All  three  patients  were  critically  ill  and  developed  hy- 
pernatremia during  treatment  with  intravenous  normal  saline, 
furosemide,  and  albumin.  This  report  describes  these  three 
patients  and  discusses  the  pathophysiology  of  the 
derangement. 

Case  reports 

CASE  1 

A 56-year-old  man  being  treated  at  M.D.  Anderson  Hospital 
for  acute  myelogenous  leukemia  (M2)  had  a remission  in- 
duced after  two  courses  of  AMSA-OAP  (M-amsacrine,  vin- 
cristine, Ara  C,  and  prednisone).  Approximately  two  months 
after  the  initiation  of  chemotherapy,  the  patient  developed 
non-A,  non-B  hepatitis  and  acute  hepatic  necrosis  with  liver 


failure  and  hepatic  encephalopathy.  Fresh  frozen  plasma  and 
vitamin  K were  administered  for  his  altered  coagulation  pro- 
file. Ticarcillin  and  tobramycin  along  with  steroids,  normal  sa- 
line, and  dopamine  were  begun  for  presumed  sepsis  when 
he  developed  fever  and  hypotension.  Salt-poor  albumin 
(25%)  1 2.5  gm  was  administered  intravenously  every  six 
hours  in  an  attempt  to  correct  his  hypoalbuminemia  (serum 
albumin  value  2.3  g/dL).  The  serum  sodium  concentration 
was  1 39  mEq/L  with  a BUN  value  of  28  mg/dL.  The  serum 
creatinine  value  was  1 .6  mg/dL,  and  total  bilirubin  concentra- 
tion was  26.9  mg/dL.  His  serum  albumin  concentration  rose 
to  2.9  g/dL,  but  he  developed  edema  and  was  given  20  mg  of 
furosemide  intravenously  after  every  other  dose  of  albumin. 
Within  three  days,  his  serum  sodium  concentration  rose  to 
153  mEq/L,  the  urine  osmolality,  measured  ten  hours  after  a 
dose  of  furosemide,  was  408  mOsm/L.  Despite  stopping  the 
albumin  and  furosemide  and  changing  to  a hypotonic  intra- 
venous solution,  his  serum  sodium  concentration  rose  to  a 
high  of  162  mEq/L.  His  hypernatremia  eventually  improved 
with  hypotonic  fluids,  but  his  overall  condition  deteriorated 
and  he  died  one  week  after  first  developing  the  hyper- 
natremia. 

CASE  2 

A 67-year-old  man  with  diabetes  and  acute  leukemia  diag- 
nosed in  July  1981  entered  a complete  remission  on  AMSA- 
OAP  chemotherapy  (VS)  and  remained  in  continuous  com- 
plete remission  until  November  1982,  when  he  relapsed  and 
was  treated  with  ECHO  chemotherapy  (VP-16,  Cytoxan, 
Adriamycin,  and  vincristine).  He  developed  marrow  aplasia 
and  bilateral  pneumonia.  Piperacillin,  vancomycin,  and 
normal  intravenous  saline  solutions  were  administered. 

The  piperacillin  was  stopped,  and  amphotericin  B and 
trimethoprim-sulfamethoxazole  were  added  after  three  days. 
Periodic  doses  of  40  to  80  mg  of  furosemide  were  admin- 
istered intravenously  to  control  peripheral  edema.  Before 
receiving  furosemide,  the  patient's  serum  sodium  concentra- 
tion was  1 31  mEq/L,  the  BUN  value  was  1 7 mg/dL,  and  the 
serum  creatinine  value  was  1 .3  mg/dL.  In  an  effort  to  in- 
crease his  intravascular  volume  and  correct  his  hypo- 
albuminemia  (serum  albumin  concentration  2.7  g/dL),  he  was 
given  albumin,  1 2.5  g intravenously  every  1 2 hours,  with 
each  dose  followed  by  furosemide,  20  mg  intravenously. 
Within  four  days  his  serum  sodium  concentration  had  risen  to 
155  mEq/L.  The  furosemide  and  albumin  and  normal  saline 
were  discontinued  and  hypotonic  dextrose  (D5W)  solutions 
were  infused  intravenously.  The  serum  sodium  concentration 
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fell  to  146  mEq/L.  Nonetheless,  his  condition  continued  to 
deteriorate  and  he  died  five  days  later. 

CASE  3 

An  83-year-old  man  with  mycosis  fungoides  and  subsequent 
transformation  to  a large  cell  lymphoma  was  admitted  in  De- 
cember 1982  following  his  second  course  of  CHOP-Bleo.  He 
was  suffering  from  myelosuppression  with  pneumonia  and 
bi-microbial  sepsis  (Pseudomonas  aeruginosa  and  Sta- 
phylococcus aureus).  An  antibiotic  regimen  of  vancomycin, 
piperacillin,  tobramycin,  and  amphotericin  B was  begun 
on  Jan  10, 1983.  The  serum  sodium  concentration  was 
134  mEq/L,  the  BUN  value  was  20  mg/dL,  serum  creatinine 
value  was  1 .5  mg/dL,  and  serum  albumin  concentration  was 
2.0  g/dL.  He  had  pedal  edema.  He  received  nasogastric 
feedings  with  half-strength  Isocal  at  50  cc/hr  and  albumin 
12.5  g intravenously  every  six  hours,  each  dose  followed  by 
20  mg  intravenous  furosemide.  His  intravenous  fluid  was  nor- 
mal saline  at  50  cc/hr.  On  Jan  1 7, 1 983,  both  his  nasogastric 
feeding  and  his  intravenous  fluids  were  increased  to  75  cc/hr. 
On  Jan  1 8, 1 983,  the  intravenous  fluid  was  changed  to  D5W 
plus  1 50  mEq  NaHC03.  By  Jan  21 , 1 983,  his  serum  sodium 
concentration  had  risen  to  149  mEq/L,  and  his  serum 
creatinine  value  was  still  1 .5  mg/dL.  The  albumin  and 
furosemide  were  discontinued  and  the  intravenous  solutions 
changed  to  D5W  with  50  mEq  NaHC03/L.  The  serum  sodium 
concentration  fell  to  140  mEq/L.  The  urine  output  during  this 
period  was  consistently  2,500  to  3,000  cc  per  day. 

Discussion 

Hypernatremia  is  a relatively  rare  condition  in  today’s  medi- 
cal practice.  The  development  of  hypernatremia  and  its  at- 
tendant shrinkage  of  cell  volume  is  defended  against  by  a 
sensitive  and  powerful  water  repletion  reaction  (4).  The  water 
repletion  reaction  is  a two-armed  response  to  hyperosmolal- 
ity involving  increased  oral  water  intake  and  ADH-mediated 
renal  water  conservation.  Generally,  both  arms  of  the  water 
repletion  reaction  must  fail  before  hypernatremia  will  occur; 
for  instance,  patients  with  pituitary  diabetes  insipidus  will 
have  near-normal  serum  osmolalities  unless  their  access  to 
water  is  restricted.  Occasionally,  hypernatremia  will  develop 
in  adipsic  patients  in  spite  of  normal  renal  water  conservation 
because  of  extra-renal  water  losses. 

The  three  patients  described  in  this  article  demonstrate 
abnormalities  of  both  water  intake  and  renal  water  conserva- 
tion. All  three  had  a depressed  mental  status  and  were  un- 
able to  communicate  their  need  for  water;  one  was  receiving 
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mechanical  ventilation.  Thus  they  were  dependent  on  their 
physician  to  provide  them  with  adequate  water  intake. 

All  three  also  had  an  impaired  ability  to  reclaim  water  from 
the  glomerular  filtrate.  The  elaboration  of  a concentrated 
urine,  and  hence  reabsorption  of  free  water,  depends  on  the 
maintenance  of  a hypertonic  medullary  interstitium  as  well  as 
permeability  of  the  collecting  duct  to  water.  The  former  is  a 
function  of  salt  abstraction  from  the  thick  ascending  limb  of 
Henle  (5),  and  the  latter  depends  on  an  intact  response  to 
ADH  by  the  collecting  duct  (6).  These  patients  had  no  reason 
to  have  either  decreased  ADH  or  tissue  unresponsiveness  to 
ADH,  but  all  had  salt  reabsorption  from  the  thick  ascending 
limb  decreased  by  furosemide. 

The  role  of  albumin  infusion  in  the  development  of  hyper- 
natremia is  less  clear.  In  all  three  cases  the  hypernatremia 
developed  shortly  after  the  albumin  infusions  were  begun. 
One  mechanism  whereby  the  albumin  infusion  might  contrib- 
ute to  hyperosmolality  is  by  causing  a solute  diuresis.  These 
patients’  illnesses  are  associated  with  a high  rate  of  tissue 
catabolism;  furthermore,  the  infusion  of  albumin  has  been 
reported  to  cause  an  increased  catabolic  rate  for  albumin  it- 
self (8).  If  most  of  the  infused  albumin  were  degraded  to  urea, 
then  this  additional  solute  would  obligate  further  water  loss 
and  further  blunt  the  concentrating  ability  of  the  kidney  inde- 
pendent of  ADH  effects.  This  situation  is  analogous  to  the 
hyperosmolality  occurring  with  certain  gastric  feeding  for- 
mulas first  described  by  Engle  in  1 954  (9).  Kinetic  modeling 
techniques  predict  the  generation  of  over  400  mOsm  of  urea 
from  the  catabolism  of  50  g of  protein  (such  as  albumin).  The 
sodium  content  of  the  albumin  itself,  130  to  160  mEq/L,  may 
also  contribute  slightly  to  the  development  of  hypernatremia 
in  a manner  similar  to  that  observed  during  combined  lithium 
and  sodium  ticarcillin  therapy  (10). 

The  benefit  of  albumin  infusion  to  correct  hypoalbumi- 
nemia  in  chronic  disease  has  not  been  clearly  demonstrated. 
The  intravenous  or  oral  administration  of  amino  acids  or  pro- 
tein is  a far  more  physiologic  approach  (8).  Yet,  the  use  of 
albumin,  particularly  in  conjunction  with  furosemide,  is  fairly 
common  in  surgical  and  medical  intensive  care  units. 

In  addition  to  the  high  cost  ($245  for  50  g intravenous 
albumin)  and  the  relative  ineffectiveness  of  albumin,  we 
suggest  that  the  possibility  of  exacerbating  water  balance 
disturbances  is  yet  another  reason  to  avoid  its  use  in  these 
settings.  Rather,  we  recommend  more  physiologic  means  of 
protein  repletion  such  as  enteral  or  parenteral  hyper- 
alimentation. 
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Cardiac  transplantation 
at  the  Texas  Heart 
Institute:  recent 
experience 

In  July  1982,  a cardiac  transplantation  program  using 
cyclosporine  and  steroids  for  immunosuppression  be- 
gan at  the  Texas  Heart  Institute.  From  July  1 982  to  No- 
vember 1984, 189  patients  were  evaluated  for  trans- 
plantation; 70  were  approved  by  the  medical  review 
board,  and  40  underwent  operation.  Cumulative  follow- 
up of  this  group  of  patients  is  31 5 patient-months  (range, 
3 weeks  to  30  months).  The  one-year  actuarial  survival 
rate  is  75%.  Rejection  was  diagnosed  in  29  recipients 
and  was  fatal  in  five  recipients  (17%  mortality  rate).  The 
linearized  rate  of  rejection  was  16.5  episodes  per  100 
patient-months.  Thirty-five  patients  developed  106  epi- 
sodes of  infection  (2.65  per  patient,  34  per  100  patient- 
months).  Three  patients  died  from  infection.  The  surviv- 
ing patients  have  reached  New  York  Heart  Association 
(NYHA)  Functional  Class  I cardiac  status  and  are  leading 
productive  lives.  In  our  experience,  the  use  of  cyclospor- 
ine for  immunosuppression  in  patients  who  have  under- 
gone cardiac  transplantation  offers  a better  prognosis 
than  conventional  immunosuppressive  treatment,  with 
fewer  life-threatening  complications. 


The  first  cardiac  transplantation  program  at  the  Texas  Heart 
Institute  began  in  1968  (1).  Within  18  months,  19  patients 
had  received  cardiac  transplants.  Because  of  a high  inci- 
dence of  rejection  and  infection,  the  program  was  aban- 
doned until  suitable  immunosuppressive  drugs  were  devel- 
oped. With  the  availability  of  the  potent  and  more  selective 
immunosuppressant  cyclosporine  (2-4),  in  July  1 982  we  be- 
gan a new  program  in  cardiac  transplantation  at  the  Texas 
Heart  Institute. 

Patients  and  methods 

Between  July  1 982  and  November  1 984,  1 89  patients  were 
evaluated  for  cardiac  transplantation  at  the  Texas  Heart  Insti- 
tute. Seventy  patients  were  accepted  into  the  program,  and 
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40  patients  have  subsequently  undergone  cardiac  transplan- 
tation. Twelve  patients  accepted  into  the  program  died  while 
awaiting  donors.  Cardiac  transplantation  is  indicated  for  pa- 
tients with  end-stage  cardiac  disease  that  is  refractory  or 
unsuitable  to  any  standard  medical  or  surgical  therapy.  Con- 
ventional contraindications  to  cardiac  transplantation  include 
severe  and  irreversible  pulmonary  hypertension  (greater 
than  8 Wood  units),  age  over  60  years,  recent  (less  than  4 
weeks)  or  unresolved  pulmonary  infarction,  active  infection, 
carcinoma,  noncardiac  lethal  condition,  cardiac  cachexia,  se- 
vere liver  or  renal  dysfunction,  and  insulin-dependent  diabe- 
tes. However,  patients  have  successfully  received 
transplants  in  our  current  program  despite  evidence  of  recent 
pulmonary  infarction,  active  infection,  and  insulin-dependent 
diabetes.  Significant  psychological  abnormalities  and  lack  of 
compliance  to  chronic  management  are  also  considered 
contraindications. 

After  a detailed  pretransplantation  work-up  comprising 
medical  history,  clinical  examination,  laboratory  studies,  car- 
diac catheterization,  and  radiologic  evaluation,  patients  are 
presented  to  the  medical  review  board  of  our  institution.  This 
board,  which  is  composed  of  medical  doctors,  immunolo- 
gists, administrative  officers,  and  social  workers,  studies  the 
suitability  of  each  patient  for  entry  into  the  transplant  program. 

The  surgical  procedure  itself  has  been  described  previ- 
ously (3,5).  Cyclosporine  was  given  orally  (14  mg/kg)  four  to 
five  hours  before  surgery.  Postoperatively,  cyclosporine  was 
administered  intravenously  (2  mg/kg/day)  as  a continuous 
infusion  until  the  patient  was  able  to  take  fluids  orally.  Cyclo- 
sporine trough  serum  levels  were  determined  daily  and  were 
maintained  between  200-400  ng/cc  by  adjustments  of  the 
daily  dosage.  The  recipients  received  0.5  gm  of  methyl- 
prednisolone  intravenously  at  the  time  of  cardiectomy  and 
1 25  mg  intravenously  every  8 hours  postoperatively  for  24 
hours.  Thereafter,  prednisone  was  given  orally  starting  at 
1 20  mg  the  day  after  transplantation  and  tapered  daily  so 
that  by  60  days  after  transplantation,  the  recipient  received 
30  mg/day.  After  two  months  at  this  level,  the  dosage  was 
tapered  to  20  mg/day,  achieved  by  the  120th  day. 

Reverse  isolation  was  not  used.  Patients  require  constant 
monitoring  for  infections  and  appropriate  treatment  when 
necessary. 

Donor  procurement 

Adequate  selection  and  management  of  potential  donors  are 
mandatory.  The  donor  must  be  young  and  in  good  health 
prior  to  brain  death.  Contraindications  to  donation  include  ac- 
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tive  infection,  previous  cardiopulmonary  resuscitation,  a his- 
tory of  cardiac  trauma,  and  hemodynamic  instability  requiring 
large  doses  of  inotropic  support.  The  final  decision  to  pro- 
ceed with  the  transplantation  is  made  in  the  operating  room 
after  visually  inspecting  the  heart  following  sternotomy. 

Other  criteria  for  donor  acceptance  are  ABO  blood-type 
compatibility  and  appropriate  weight  and  size  match  (6).  A 
search  for  recipient  antibodies  against  donor  lymphocytes  is 
performed  routinely  by  direct  cross-match  between  the  re- 
cipient serum  and  the  donor  lymphocytes.  A positive  test  is  a 
contraindication  to  transplantation  in  our  unit,  except  in  cases 
of  extreme  emergency  when  demise  is  imminent.  Two  such 
transplants  have  been  performed,  and  one  of  these  has  been 
successful. 

Since  August  1983,  cardiac  grafts  have  been  procured 
when  necessary  from  cities  as  distant  as  540  miles.  Ischemic 
time  is  reduced  by  coordination  of  ground  and  air  travel  and 
the  use  of  jet  transportation  for  longer  procurements.  The 
mean  ischemic  time  for  locally-procured  hearts  was  48  ± 1 0 
min  while  that  for  hearts  procured  from  distant  cities  was  1 59 
±19  min  (range,  121  -188  min). 

A cardiectomy  is  performed  by  inducing  cardiac  arrest  with 
cold  cardioplegic  solution  and  then  removing  the  heart  with  a 
good  length  of  the  ascending  aorta  and  pulmonary  artery. 
The  heart  is  protected  by  submersion  in  a bag  containing 
saline  solution  at  4°  C (39.2°  F). 

Management  of  rejection 

Right  heart  catheterization  and  right  endocardial  biopsies  are 
performed  weekly  during  the  first  four  weeks  following  trans- 
plantation and  frequently  during  periods  of  rejection.  Clinical 
and  histopathological  diagnosis  of  rejection  is  based  upon 
criteria  outlined  by  the  Stanford  University  group  (8-10). 
Moderate  episodes  of  rejection  are  treated  with  0.5  gm  of 
methylprednisolone  intravenously  every  1 2 hours  for  three 
days,  followed  by  a cardiac  biopsy  48  hours  after  the  last 
dose.  Lack  of  adequate  clinical  or  histological  response  is 
managed  by  infusions  of  equine  antithymocyte  globulin 
(ATG)  at  7 mg/kg  over  six  hours  twice  a day  for  1 4 days,  with 
1 gm  of  Solu-Medrol  daily  for  three  days. 

Results 

Forty  patients  underwent  orthotopic  allograft  cardiac  trans- 
plantation. The  mean  age  of  the  group  was  42.4  years  (range, 
eight  months  to  59  years).  There  were  six  women  and  34 
men.  The  indications  for  transplantation  in  these  patients  in- 
cluded ischemic  cardiomyopathy  in  15  (37.5%),  idiopathic 


cardiomyopathy  in  22  (55%),  congenital  heart  disease  (atrio- 
ventricular canal)  in  1 (2.5%),  rheumatic  heart  disease  in 
1 (2.5%),  and  endocardial  fibroelastosis  in  1 (2.5%).  Fifteen 
(37.5%)  of  the  recipients  had  previously  undergone  heart 
surgery. 

Cumulative  follow-up  was  31 5 patient-months  (range,  0.5 
to  29  months;  mean,  eight  months).  Ten  of  the  40  transplant 
patients  have  died.  Five  patients  died  of  rejection  at  25,  32, 
55,  113,  and  139  days  postoperatively;  one  died  of  arrhyth- 
mia 22  days  postoperatively;  and  one  patient  died  in  a shoot- 
ing accident  18  months  post-transplantation.  At  postmortem, 
there  was  no  evidence  of  rejection  or  infection  in  the  patient 
who  died  of  arrhythmia. 

Twenty-nine  patients  were  treated  for  62  episodes  of  rejec- 
tion for  an  incidence  of  1 6.5  episodes  per  1 00  patient-months 
(1 .3  episodes  per  recipient).  The  rejection-related  mortality 
rate  was  12.5%  for  all  recipients.  By  actuarial  analysis,  the 
overall  survival  rate  at  1 2 months  was  75%  (Fig  1 ).  Freedom 
from  rejection  and  freedom  from  fatal  rejection  were  20%  and 
83%  respectively  (Fig  2).  Most  rejection  episodes  (90%) 
were  diagnosed  two  to  23  days  postoperatively.  Late  rejec- 
tions (after  six  months)  were  frequently  associated  with  low 
cyclosporine  trough  levels.  A high  percentage  of  the  patients 
treated  for  rejection  subsequently  developed  infection,  in- 
dicating the  close  relationship  between  infection  and 
rejection. 

Infections  are  common  in  the  immunosuppressed  host. 

The  bulk  (60%)  of  the  infections  were  bacterial,  including  four 
cases  of  septicemia.  Most  of  the  serious  bacterial  infections 
were  pulmonary.  Infections  of  the  urinary  tract,  skin,  gallblad- 
der, and  blood  (septicemia)  were  also  encountered.  Entero- 
bacter  organisms  and  Staphylococcus  aureus  were  the 
most  common  bacteria  involved  in  these  infections.  So  far,  no 
patient  has  died  as  a result  of  bacterial  infection.  Twenty-five 
percent  of  the  episodes  of  infection  were  viral  in  origin. 

Most  of  the  viral  infections  were  caused  by  Herpes  sim- 
plex, but  these  were  not  life-threatening.  Cytomegalovirus  in- 
fections caused  serious  problems,  including  pneumonia, 
severe  gastroenteritis,  gastrointestinal  bleeding,  and  pro- 
longed debilitation.  Pneumonia  necessitated  endotracheal 
intubation  and  mechanical  ventilation  for  several  days  in  four 
patients.  Three  cases  of  Herpes  zoster  have  been  encoun- 
tered. All  cases  of  Herpes  simplex  and  Herpes  zoster  have 
responded  satisfactorily  to  acyclovir  therapy. 

Fifteen  percent  of  all  infections  encountered  were  caused 
by  fungal  and  protozoal  organisms.  Of  these,  Candida  al- 
bicans was  responsible  in  most  cases  (greater  than  80%). 
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Pneumocystis  carinii  has  been  the  most  common  cause  of 
protozoal  infections  in  our  series.  At  one  year,  the  actuarial 
freedom  from  infection  was  20%,  and  freedom  from  fatal  in- 
fection was  90%  (Fig  3). 

Other  complications 

Sixteen  recipients  (40%)  developed  cyclosporine-related 
nephrotoxicity  during  the  first  month  after  transplantation. 
Nephrotoxicity  was  diagnosed  by  elevated  blood  urea  nitro- 
gen levels  (more  than  50  mg/cc),  high  serum  creatinine 
levels  (2.5  to  3 mg/cc),  and  persistent  hyperkalemia  (more 
than  5 mEq/L).  Eight  of  the  patients  required  hemodialysis. 
Oliguria  was  frequently  associated  with  nephrotoxicity,  but 
not  always.  More  than  85%  of  the  patients  required  treatment 
for  arterial  hypertension  in  the  first  week.  Twenty  patients 
needed  long-term  treatment  for  hypertension.  Transient 
hepatic  dysfunction  occurred  in  seven  recipients.  Seizures 
occurred  in  nine  patients  but  did  not  recur  in  patients  dis- 
charged from  the  hospital.  Other  mild  side  effects  of  cyclo- 
sporine included  tremors,  hirsutism,  transient  paresthesia, 
and  gum  hypertrophy.  None  of  these  were  of  clinical  signifi- 
cance. Five  patients  developed  burning  pains  in  their  feet  in 
the  first  month,  unrelated  to  steroid  pulses.  We  attributed  this 
to  cyclosporine. 

Pancreatitis  was  seen  in  six  recipients  (15%)  and  resolved 
in  three  patients  without  serious  complications.  In  one  re- 
cipient, it  progressed  to  pseudocyst  formation  and  later  to 
chronic  recurrent  pancreatitis.  Endoscopic  retrograde  cho- 
langiopancreatography (ERCP)  showed  widespread  abnor- 
mality of  the  pancreatic  ductal  system.  Another  patient 
developed  acute  hemorrhagic  pancreatitis  within  one  month 

7 . Actuarial  survival  at  12  months. 
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of  transplantation.  He  required  multiple  abdominal  opera- 
tions, but  he  is  still  alive  and  so  far  has  not  shown  signs  of 
chronic  pancreatitis.  Two  patients  had  cholelithiasis  prior  to 
transplantation.  Acute  cholecystitis  was  seen  in  five  recip- 
ients within  the  first  month  of  transplantation,  and  two  pa- 
tients required  emergency  cholecystectomy. 

The  average  initial  hospital  stay  following  transplantation 
was  49  days  (range,  1 7 to  1 41  days).  All  survivors  who  were 
discharged  are  in  NYHA  Functional  Class  I and  have  re- 
turned to  previous  occupations  and  activities. 

Discussion 

Cardiac  transplantation  has  become  a widely  accepted  sur- 
gical procedure  for  patients  with  end-stage  cardiac  disease 
who  cannot  be  helped  with  conventional  (medical  or  surgical) 
therapy  (11).  Prior  to  the  introduction  of  cyclosporine,  infec- 
tion occurring  during  antirejection  therapy  was  the  major 
cause  of  death  (12).  The  bone  marrow  depressive  effects  of 
azathioprine  and  antihuman  thymocyte  globulin  contributed 
to  the  severity  of  these  infectious  episodes. 

The  actuarial  survival  rate  for  cardiac  transplantation  at 
one  year  and  five  years  are  reaching  80%  and  50%,  respec- 
tively (13,14).  This  significant  improvement  over  the  last  dec- 
ade can  be  explained  by  several  factors:  strict  guidelines  for 
selection  of  recipients  and  donors;  optimal  management  of 
the  recipient:  improved  techniques  of  graft  preservation;  and 
better  immunosuppressive  drugs. 

Although  the  incidence  of  rejection  using  cyclosporine  has 
been  reduced  in  our  experience  when  compared  to  conven- 
tional immunosuppression,  the  diagnosis  and  management 
of  rejection  still  present  problems.  The  most  notable  feature 
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of  rejection  using  cyclosporine  for  immunosuppression  is  a 
subacute  onset.  In  addition,  with  cyclosporine  there  is  a lack 
of  correlation  between  the  clinical  symptoms  and  histological 
findings.  In  40%  of  our  patients  who  had  rejection  episodes, 
rejection  was  clinically  silent,  despite  significant  myocardial 
damage.  In  symptomatic  patients,  signs  and  symptoms  are 
inconsistent  and  nonspecific.  Clinical  evidence  of  low  output 
syndrome  occurs  very  late.  When  this  occurs,  however,  it 
indicates  significant  myocardial  damage  and  carries  a high 
risk  of  death.  The  histological  diagnosis  of  rejection  in 
cyclosporine-treated  patients  is  more  difficult.  Other  factors 
that  can  limit  the  effectiveness  of  histological  sampling  are  an 
inadequate  amount  of  tissue,  sampling  on  a previous  biopsy 
site,  and  false  negative  samples  (ie,  since  rejection  pro- 
gresses randomly,  there  is  a greater  risk  of  misinterpretation 
from  the  biopsy).  The  degree  of  infiltration  is  not  proportional 
to  the  intensity  of  rejection  and  can  be  partially  induced  by 
cyclosporine  (9).  Cytolysis  may  be  advanced  despite  minimal 
infiltration  of  lymphocytes.  Significant  cytolysis  with  moderate 
to  mild  infiltrate  was  the  initial  finding  in  four  patients.  Once 
cytolysis  occurs,  controlling  it  with  a steroid  pulse  is  difficult 
(15).  Eight  rejection  episodes  with  concomitant  cytolysis  re- 
quired the  addition  of  ATG. 

Perhaps  the  most  striking  impact  of  cyclosporine  has  been 
the  dramatic  reduction  in  the  severity  of  infections  (16).  The 
effects  may  be  explained  by  the  presumed  mode  of  action  of 
cyclosporine:  inhibition  of  T-lymphocyte  antigenic  stimulation 
and  lymphokine  production  without  significant  bone  marrow 
depression  and  without  affecting  the  phagocytic  cells.  We 
have  been  able  to  successfully  implant  hearts  in  patients  who 
were  receiving  intra-aortic  balloon  support  and  who  were 
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septic  at  the  time  of  transplantation.  Nine  diabetics  have  un- 
dergone cardiac  transplantation.  Six  of  our  patients  received 
cardiac  transplants  after  recent  pulmonary  infarctions.  One 
was  still  on  heparin  infusion  when  a donor  was  found.  Only 
two  patients  required  pulmonary  resections  later.  Thus,  con- 
traindications which  were  absolute  using  conventional  im- 
munosuppression may  now  be  relative,  based  upon  our 
experience  with  cyclosporine  for  immunosuppression. 

Cyclosporine  is  known  to  produce  side  effects  such  as 
nephrotoxicity,  hepatotoxicity,  flushing,  tremor,  limb  pain,  and 
hirsutism.  These  effects  are  usually  dose-related,  reversible, 
and  preventable  by  maintaining  the  serum  trough  level  below 
its  toxic  level  (approximately  400  ng/mL).  There  are,  how- 
ever, individual  variations,  and  toxic  effects  have  been  seen 
even  at  therapeutic  levels. 

Thus  far,  we  have  not  seen  any  correlation  between  the 
duration  of  ischemia  and  the  degree  of  myocardial  fibrosis. 
The  fibrotic  histologic  pattern  we  have  seen  has  appeared  as 
early  as  two  weeks  after  transplantation  and  was  not  re- 
ported in  cardiac  recipients  treated  with  conventional  immu- 
nosuppression. The  risk  of  developing  subsequent  restrictive 
cardiomyopathy  remains  uncertain.  Evaluation  of  the  signifi- 
cance of  post-transplant  myocardial  fibrosis  awaits  long-term 
follow-up  (16-18). 

Age  of  recipients  is  an  important  factor  in  long-term  sur- 
vival. In  our  current  series,  we  have  implanted  hearts  in  19 
patients  less  than  45  years  of  age,  and  only  one  has  died. 
However,  in  the  21  patients  over  45,  there  have  been  nine 
deaths  (one  due  to  an  accidental  shooting  18  months  after 
transplantation).  The  oldest  patient  is  59  and  has  been  work- 
ing for  six  months  (as  of  January  1 985)  after  being  a cardiac 
cripple  for  three  years.  We  do  not  believe  that  older  patients 
should  be  denied  the  benefits  of  cardiac  transplantation 
when  younger  recipients  are  not  waiting  for  a donor  heart.  A 
higher  mortality  rate  will  occur  in  this  group  of  older  patients, 
however. 

Conclusion 

Experience  with  cardiac  transplantation  at  the  Texas  Heart 
Institute  indicates  that  transplantation  offers  a chance  for 
resumption  of  normal  activities  in  patients  with  otherwise 
terminal  illness.  Cyclosporine  has  certainly  improved  the 
prognosis  for  transplant  patients  and  has  been  particularly 
helpful  in  reducing  fatal  infectious  complications.  However, 
complications  (particularly  renal  and  hepatic)  from  the  drug 
exist,  and  close  monitoring  of  patients'  serum  levels  with  ap- 
propriate dose  adjustments  is  necessary.  The  ability  to  deal 
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with  these  complications  has  improved  with  experience.  The 
benefits  of  cardiac  transplantation  should  not  be  denied  to 
the  terminal  cardiac  patient  with  otherwise  normal  organ 
function,  and  the  majority  of  patients  can  be  expected  to  re- 
sume employment  and  activities  compatible  with  their  age. 
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TEXAS  MEDICINE 


BALANCED 
CALCIUM 


Low  incidence  of  side  effects 

CARDIZEM®  (diltiazem  HC1) 
produces  an  incidence  of  adverse 
reactions  not  greater  than  that 
reported  with  placebo  therapy, 
thus  contributing  to  the  patient’s 
sense  of  well-being. 

'Cardizem  is  indicated  in  the  treatment  of  angina  pectoris  due  to 
coronary  artery  spasm  and  in  the  management  of  chronic  staple 
angina  (classic  effort-associated  angina)  in  patients  who  cannot 
tolerate  therapy  with  beta-blockers  and/or  nitrates  or  who  remain 
symptomatic  despite  adequate  doses  of  these  agents. 

References: 

1.  Strauss  WE,  McIntyre  KM,  Paris!  AF,  et  al:  Safety  and  efficacy 

of  diltiazem  hydrochloride  for  the  treatment  of  stable  angina 
pectoris:  Report  of  a cooperative  clinical  trial.  Am  J Cardiol 
49:560-566,  1982.  " 

2.  Pool  PE,  Seagren  SC,  Bonanno  JA,  et  al:  The  treatment  of  exercise- 
inducible  chronic  stable  angina  with  diltiazem:  Effect  on  treadmill 
exercise.  Chest  78  (July  suppl): 234-238,  1980. 


Reduces  angina  attack  frequency 

42%  to  46%  decrease  reported  in 
multicenter  study.1 

Increases  exercise  tolerance* 

In  Bruce  exercise  test?  control 
patients  averaged  8.0  minutes  to 
onset  of  pain;  Cardizem  patients 
averaged  9.8  minutes  (PC.005). 

CARDIZEM 

(diltiazem  HC1) 

THE  BALANCED 
CALCIUM  CHANNEL  BLOCKER 


Please  see  full  prescribing  information  on  following  page. 
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PROFESSIONAL  USE  INFORMATION 

cardizem 

(dilfazem  HCI) 

30  mg  and  60  mg  tablets 

DESCRIPTION 

CARDIZEM’  (diltiazem  hydrochloride]  Is  a calcium  ion  influx 
Inhibitor  (slow  channel  blocker  or  calcium  antagonist).  Chemically, 
diltiazem  hydrochloride  is  1 ,5-Benzothiazepin-4(5H)one,3-(acetyloxy) 
-5-[2-(dimethylamino)ethyl]-2,3-dihydro-2-(4-methoxyphenyl)-, 
monohydrochloride, (+)  -cis-  The  chemical  structure  is: 


Diltiazem  hydrochloride  is  a white  to  off-white  crystalline  powder 
with  a bitter  taste.  It  is  soluble  in  water,  methanol,  and  chloroform 
It  has  a molecular  weight  ol  450.98.  Each  tablet  of  CARDIZEM 
contains  either  30  mg  or  60  mg  diltiazem  hydrochloride  for  oral 
administration, 

CLINICAL  PHARMACOLOGY 

The  therapeutic  benefits  achieved  with  CARDIZEM  are  believed 
to  be  related  to  its  ability  to  inhibit  the  influx  of  calcium  ions 
during  membrane  depolarization  of  cardiac  and  vascular  smooth 
muscle. 

Mechanisms  of  Action.  Although  precise  mechanisms  of  its 
antianginal  actions  are  still  being  delineated,  CARDIZEM  is  believed 
to  act  in  the  following  ways: 

1.  Angina  Due  to  Coronary  Artery  Spasm  CARDIZEM  has  been 
shown  to  be  a potent  dilator  of  coronary  arteries  both  epicardial 
and  subendocardial.  Spontaneous  and  ergonovine-induced  cor- 
onary artery  spasm  are  inhibited  by  CARDIZEM. 

2.  Exertional  Angina:  CARDIZEM  has  been  shown  to  produce 
increases  in  exercise  tolerance,  probably  due  to  its  ability  to 
reduce  myocardial  oxygen  demand.  This  is  accomplished  via 
reductions  in  heart  rate  and  systemic  blood  pressure  at  submaximal 
and  maximal  exercise  work  loads. 

In  animal  models,  diltiazem  interferes  with  the  slow  inward 
(depolarizing)  current  in  excitable  tissue.  It  causes  excitation-contraction 
uncoupling  in  various  myocardial  tissues  without  changes  in  the 
configuration  of  the  action  potential.  Diltiazem  produces  relaxation 
of  coronary  vascular  smooth  muscle  and  dilation  of  both  large  and 
small  coronary  arteries  at  drug  levels  which  cause  little  or  no 
negative  inotropic  effect.  The  resultant  increases  in  coronary  blood 
flow  (epicardial  and  subendocardial)  occur  in  ischemic  and  nonischemic 
models  and  are  accompanied  by  dose-dependent  decreases  in  sys- 
temic blood  pressure  and  decreases  in  peripheral  resistance. 

Hemodynamic  and  Electrophysiologic  Effects.  Like  other 
calcium  antagonists,  diltiazem  decreases  sinoatrial  and  atrioventricu- 
lar conduction  in  isolated  tissues  and  has  a negative  inotropic  effect 
in  isolated  preparations.  In  the  intact  animal,  prolongation  of  the  AH 
interval  can  be  seen  at  higher  doses. 

In  man,  diltiazem  prevents  spontaneous  and  ergonovine-provoked 
coronary  artery  spasm.  It  causes  a decrease  in  peripheral  vascular 
resistance  and  a modest  fall  in  blood  pressure  and,  in  exercise 
tolerance  studies  In  patients  with  ischemic  heart  disease,  reduces 
the  heart  rate-blood  pressure  product  for  any  given  work  load. 
Studies  to  date,  primarily  in  patients  with  good  ventricular  function, 
have  not  revealed  evidence  of  a negative  inotropic  effect;  cardiac 
output,  ejection  fraction,  and  left  ventricular  end  diastolic  pressure 
have  not  been  affected.  There  are  as  yet  few  data  on  the  interaction 
of  diltiazem  and  beta-blockers.  Resting  heart  rate  is  usually  unchanged 
or  slightly  reduced  by  diltiazem. 

Intravenous  diltiazem  in  doses  of  20  mg  prolongs  AH  conduction 
time  and  AV  node  functional  and  effective  refractory  periods  approxi- 
mately 20%.  In  a study  involving  single  oral  doses  of  300  mg  of 
CARDIZEM  in  six  normal  volunteers,  the  average  maximum  PR 
prolongation  was  14%  with  no  instances  of  greater  than  first-degree 
AV  block.  Diltiazem-associated  prolongation  of  the  AH  interval  is  not 
more  pronounced  in  patients  with  first-degree  heart  block.  In  patients 
with  sick  sinus  syndrome,  diltiazem  significantly  prolongs  sinus 
cycle  length  (up  to  50%  in  some  cases). 

Chronic  oral  administration  of  CARDIZEM  in  doses  of  up  to  240 
mg/day  has  resulted  in  small  increases  in  PR  interval,  but  has  not 
usually  produced  abnormal  prolongation.  There  were,  however,  three 
instances  of  second-degree  AV  block  and  one  instance  of  third- 
degree  AV  block  in  a group  of  959  chronically  treated  patients. 

Pharmacokinetics  and  Metabolism.  Diltiazem  is  absorbed 
from  the  tablet  formulation  to  about  80%  of  a reference  capsule  and 
is  subject  to  an  extensive  first-pass  effect,  giving  an  absolute 
bioavailability  (compared  to  intravenous  dosing)  of  about  40%.  CARDIZEM 
undergoes  extensive  hepatic  metabolism  in  which  2%  to  4%  of  the 
unchanged  drug  appears  in  the  urine.  In  vitro  binding  studies  show 
CARDIZEM  is  70%  to  80%  bound  to  plasma  proteins  Competitive 
ligand  binding  studies  have  also  shown  CARDIZEM  binding  is  not 
altered  by  therapeutic  concentrations  of  digoxin,  hydrochlorothiazide, 
phenylbutazone,  propranolol,  salicylic  acid,  or  warfarin.  Single  oral 
doses  of  30  to  120  mg  of  CARDIZEM  result  in  detectable  plasma 
levels  within  30  to  60  minutes  and  peak  plasma  levels  two  to  three 
hours  after  drug  administration.  The  plasma  elimination  half-life 
following  single  or  multiple  drug  administration  is  approximately  3.5 
hours.  Desacetyl  diltiazem  is  also  present  in  the  plasma  at  levels  of 
10%  to  20%  of  the  parent  drug  and  is  25%  to  50%  as  potent  a 
coronary  vasodilator  as  diltiazem.  Therapeutic  blood  levels  of 
CARDIZEM  appear  to  be  in  the  range  of  50  to  200  ng/ml.  There  is  a 
departure  from  dose-linearity  when  single  doses  above  60  mg  are 
given;  a 120-mg  dose  gave  blood  levels  three  times  that  of  the  60-mg 
dose.  There  is  no  information  about  the  effect  of  renal  or  hepatic 
impairment  on  excretion  or  metabolism  of  diltiazem. 

INDICATIONS  AND  USAGE 

1 Angina  Pectoris  Due  to  Coronary  Artery  Spasm.  CARDIZEM 


is  indicated  in  the  treatment  of  angina  pectoris  due  to  coronary 
artery  spasm,  CARDIZEM  has  been  shown  effective  in  the 
treatment  of  spontaneous  coronary  artery  spasm  presenting  as 
Prinzmetal's  variant  angina  (resting  angina  with  ST-segment 
elevation  occurring  during  attacks). 

2 Chronic  Stable  Angina  (Classic  Effort-Associated  Angina). 
CARDIZEM  is  indicated  in  the  management  of  chronic  stable 
angina.  CARDIZEM  has  been  effective  in  controlled  trials  in 
reducing  angina  frequency  and  increasing  exercise  tolerance. 

There  are  no  controlled  studies  of  the  effectiveness  of  the  concomi- 
tant use  of  diltiazem  and  beta-hlockers  or  of  the  safety  of  this 
combination  in  patients  with  impaired  ventricular  function  or  conduc- 
tion abnormalities. 

CONTRAINDICATIONS 

CARDIZEM  is  contraindicated  in  (1)  patients  with  sick  sinus 
syndrome  except  in  the  presence  of  a functioning  ventricular  pacemaker, 
(2)  patients  with  second-  or  third-degree  AV  block  except  in  the 
presence  of  a functioning  ventricular  pacemaker,  and  (3)  patients 
with  hypotension  (less  than  90  mm  Hg  systolic). 

WARNINGS 

1 Cardiac  Conduction.  CARDIZEM  prolongs  AV  node  refrac- 
tory periods  without  significantly  prolonging  sinus  node  recov- 
ery time,  except  in  patients  with  sick  sinus  syndrome.  This 
effect  may  rarely  resuit  in  abnormally  slow  heart  rates  (particularly 
in  patients  with  sick  sinus  syndrome)  or  second-  or  third-degree 
AV  block  (six  of  1243  patients  for  0 48%)  Concomitant  use  of 
diltiazem  with  beta-blockers  or  digitalis  may  result  in  additive 
effects  on  cardiac  conduction.  A patient  with  Prinzmetal's 
angina  developed  periods  of  asystole  (2  to  5 seconds)  after  a 
single  dose  of  60  mg  of  diltiazem. 

2.  Congestive  Heart  Failure.  Although  diltiazem  has  a negative 
inotropic  effect  in  isolated  animal  tissue  preparations,  hemodynamic 
studies  in  humans  with  normal  ventricular  function  have  not 
shown  a reduction  in  cardiac  index  nor  consistent  negative 
effects  on  contractility  (dp/dt)  Experience  with  the  use  of 
CARDIZEM  alone  or  in  combination  with  beta-blockers  in  patients 
with  impaired  ventricular  function  is  very  limited  Caution  should 
be  exercised  when  using  the  drug  in  such  patients. 

3.  Hypotension.  Decreases  in  blood  pressure  associated  with 
CARDIZEM  therapy  may  occasionally  result  in  symptomatic 
hypotension. 

4 Acute  Hepatic  ln|ury.  In  rare  instances,  patients  receiving 
CARDIZEM  have  exhibited  reversible  acute  hepatic  injury  as 
evidenced  by  moderate  to  extreme  elevations  of  liver  enzymes. 
(See  PRECAUTIONS  and  ADVERSE  REACTIONS.) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is  extensively  metab- 
olized by  the  liver  and  excreted  by  the  kidneys  and  in  bile.  As  with  any 
new  drug  given  over  prolonged  periods,  laboratory  parameters  should 
be  monitored  at  regular  intervals.  The  drug  should  be  used  with 
caution  in  patients  with  impaired  renal  or  hepatic  function.  In  sub- 
acute and  chronic  dog  and  rat  studies  designed  to  produce  toxicity, 
high  doses  of  diltiazem  were  associated  with  hepatic  damage  In 
special  subacute  hepatic  studies,  oral  doses  of  125  mg/kg  and 
higher  in  rats  were  associated  with  histological  changes  in  the  liver 
which  were  reversible  when  the  drug  was  discontinued.  In  dogs, 
doses  of  20  mg/kg  were  also  associated  with  hepatic  changes; 
however,  these  changes  were  reversible  with  continued  dosing 

Drug  Interaction.  Pharmacologic  studies  indicate  that  there 
may  be  additive  effects  in  prolonging  AV  conduction  when  using 
beta-blockers  or  digitalis  concomitantly  with  CARDIZEM.  (See 
WARNINGS) 

Controlled  and  uncontrolled  domestic  studies  suggest  that  con- 
comitant use  of  CARDIZEM  and  beta-blockers  or  digitalis  is  usually 
well  tolerated.  Available  data  are  not  sufficient,  however,  to  predict 
the  effects  of  concomitant  treatment,  particularly  in  patients  with  left 
ventricular  dysfunction  or  cardiac  conduction  abnormalities.  In  healthy 
volunteers,  diltiazem  has  been  shown  to  increase  serum  digoxin 
levels  up  to  20%. 

Carcinogenesis,  Mutagenesis,  Impairment  ol  Fertility.  A 

24-month  study  in  rats  and  a 21 -month  study  in  mice  showed  no 
evidence  of  carcinogenicity.  There  was  also  no  mutagenic  response 
in  in  vitro  bacterial  tests.  No  intrinsic  effect  on  fertility  was  observed 
in  rats 

Pregnancy.  Category  C.  Reproduction  studies  have  been  con- 
ducted in  mice,  rats,  and  rabbits  Administration  of  doses  ranging 
from  five  to  ten  times  greater  (on  a mg/kg  basis)  than  the  daily 
recommended  therapeutic  dose  has  resulted  in  embryo  and  fetal 
lethality.  These  doses,  in  some  studies,  have  been  reported  to  cause 
skeletal  abnormalities.  In  the  perinatal/postnatal  studies,  there  was 
some  reduction  in  early  individual  pup  weights  and  survival  rates. 
There  was  an  increased  incidence  of  stillbirths  at  doses  of  20  times 
the  human  dose  or  greater. 

There  are  no  well-controlled  studies  in  pregnant  women;  therefore, 
use  CARDIZEM  in  pregnant  women  only  if  the  potential  benefit 
justifies  the  potential  risk  to  the  fetus 

Nursing  Mothers.  It  is  not  known  whether  this  drug  is  excreted 
in  human  milk.  Because  many  drugs  are  excreted  in  human  milk, 
exercise  caution  when  CARDIZEM  is  administered  to  a nursing 
woman  if  the  drug  s benefits  are  thought  to  outweigh  its  potential 
risks  in  this  situation. 

Pediatric  Use.  Safety  and  effectiveness  in  children  have  not 
been  established 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies  carried  out  to 
date,  but  it  should  be  recognized  that  patients  with  impaired  ventricu- 
lar function  and  cardiac  conduction  abnormalities  have  usually  been 
excluded. 

In  domestic  placebo-controlled  trials,  the  incidence  of  adverse 
reactions  reported  during  CARDIZEM  therapy  was  not  greater  than 
that  reported  during  placebo  therapy 

The  following  represent  occurrences  observed  in  clinical  studies 
which  can  be  at  least  reasonably  associated  with  the  pharmacology 
of  calcium  influx  inhibition.  In  many  cases,  the  relationstvn  to 
CARDIZEM  has  not  been  established.  The  most  common  occurrences, 
as  well  as  their  frequency  of  presentation,  are  edema  (2.4%), 


headache  (2.1%),  nausea  (1.9%),  dizziness  (1.5%),  rash  (1.3%), 
asthenia  (1.2%),  AV  block  (1.1%).  In  addition,  the  following  events 
were  reported  infrequently  (less  than  1%)  with  the  order  of  presenta- 
tion corresponding  to  the  relative  frequency  of  occurrence. 


Cardiovascular 


Nervous  System 
Gastrointestinal: 

Dermatologic 

Other 


Flushing,  arrhythmia,  hypotension,  bradycar- 
dia, palpitations,  congestive  heart  failure, 
syncope 

Paresthesia,  nervousness,  somnolence, 
tremor,  insomnia,  hallucinations,  and  amnesia. 
Constipation,  dyspepsia,  diarrhea,  vomiting, 
mild  elevations  of  alkaline  phosphatase,  SGOT 
SGPT,  and  LDH 

Pruritus,  petechiae,  urticaria,  photosensitivity. 
Polyuria,  nocturia. 


The  following  additional  experiences  have  been  noted: 

A patient  with  Prinzmetal's  angina  experiencing  episodes  of 
vasospastic  angina  developed  periods  of  transient  asymptomatic 
asystole  approximately  five  hours  after  receiving  a single  60-mg 
dose  of  CARDIZEM. 

The  following  postmarketing  events  have  been  reported  infre- 
quently in  patients  receiving  CARDIZEM:  erythema  multiforme;  leu- 
kopenia; and  extreme  elevations  of  alkaline  phosphatase,  SGOT, 
SGPT,  LDH,  and  CPK  However,  a definitive  cause  and  effect  between 
these  events  and  CARDIZEM  therapy  is  yet  to  be  established. 


OVERDOSAGE  OR  EXAGGERATED  RESPONSE 

Overdosage  experience  with  oral  diltiazem  has  been  limited. 
Single  oral  doses  of  300  mg  of  CARDIZEM  have  been  well  tolerated 
by  healthy  volunteers.  In  the  event  of  overdosage  or  exaggerated 
response,  appropriate  supportive  measures  should  be  employed  in 
addition  to  gastric  lavage  The  following  measures  may  be  considered: 


Bradycardia 

High-Degree  AV 
Block 

Cardiac  Failure 
Hypotension 


Administer  atropine  (0.60  to  1.0  mg).  If  there 
is  no  response  to  vagal  blockade,  administer 
isoproterenol  cautiously. 

Treat  as  for  bradycardia  above.  Fixed  high- 
degree  AV  block  should  be  treated  with  car- 
diac pacing 

Administer  inotropic  agents  (isoproterenol, 
dopamine,  or  dobutamine)  and  diuretics. 
Vasopressors  (eg,  dopamine  or  levarterenol 
bitartrate). 


Actual  treatment  and  dosage  should  depend  on  the  severity  of  the 
clinical  situation  and  the  judgment  and  experience  of  the  treating 
physician 

The  oral/LD50's  in  mice  and  rats  range  from  415  to  740  mg/kg 
and  from  560  to  810  mg/kg,  respectively.  The  intravenous  LD^'s  in 
these  species  were  60  and  38  mg/kg,  respectively.  The  oral  LD50  in 
dogs  is  considered  to  be  in  excess  of  50  mg/kg,  while  lethality  was 
seen  in  monkeys  at  360  mg/kg  The  toxic  dose  in  man  is  not  known, 
but  blood  levels  in  excess  of  800  ng/ml  have  not  been  associated 
with  toxicity. 


DOSAGE  AND  ADMINISTRATION 

Exertional  Angina  Pectoris  Due  to  Atherosclerotic  Coro- 
nary Artery  Disease  or  Angina  Pectoris  at  Rest  Due  to  Coro- 
nary Artery  Spasm.  Dosage  must  be  adjusted  to  each  patient's 
needs  Starting  with  30  mg  four  times  daily,  before  meals  and  at 
bedtime,  dosage  should  be  increased  gradually  (given  in  divided 
doses  three  or  four  times  daily)  at  one-  to  two-day  intervals  until 
optimum  response  is  obtained  Although  individual  patients  may 
respond  to  any  dosage  level,  the  average  optimum  dosage  range 
appears  to  be  180  to  240  mg/day.  There  are  no  available  data  concern- 
ing dosage  requirements  in  patients  with  impaired  renal  or  hepatic 
function.  If  the  drug  must  be  used  in  such  patients,  titration  should  be 
carried  out  with  particular  caution 

Concomitant  Use  With  Other  Antianginal  Agents: 

1.  Sublingual  NTG  may  be  taken  as  required  to  abort  acute 
anginal  attacks  during  CAHDIZEM  therapy. 

2.  Prophylactic  Nitrate  Therapy -CARDIZEM  may  be  safely 
coadministered  with  short-  and  long-acting  nitrates,  but  there 
have  been  no  controlled  studies  to  evaluate  the  antianginal 
effectiveness  of  this  combination. 

3.  Beta-blockers.  (See  WARNINGS  and  PRECAUTIONS.) 


HOW  SUPPLIED 

Cardizem  30-mg  tablets  are  supplied  in  bottles  of  100  (NDC 
0088-1771-47)  and  in  Unit  Dose  Identification  Paks  of  100  (NDC 
0088-1771-49)  Each  green  tablet  is  engraved  with  MARION  on  one 
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Texas  health  care 

expenditures, 

1975-1983 

Texas  health  care  expenditures  are  reported  and  com- 
pared to  those  of  the  nation  for  1975-1983.  Some  of  the 
underlying  causes  of  health  cost  inflation  are  discussed 
and  their  future  evaluation  and  impact  is  assessed.  State 
government  expenditure  trends  are  reported  separately 
and  contrasted  with  statewide  patterns. 


Introduction 

The  rapid  rise  of  health  care  costs  has  become  a major  con- 
cern in  Texas  and  throughout  the  country.  To  some,  the  issue 
is  the  strain  on  public  and  private  budgets  to  pay  the  bills, 
while  to  others  it  is  the  potential  threat  to  improvements  in  the 
quality  and  availability  of  care.  In  order  to  assess  the  magni- 
tude of  the  problem  in  Texas  and  the  impact  of  any  efforts 
to  contain  costs,  it  is  necessary  to  monitor  the  amounts  of 
money  spent  for  the  delivery  of  health  care  services  and  sup- 
plies. With  that  goal  in  mind,  this  paper  provides  information 
on  Texas  health  care  expenditures  from  1 975  through  1 983, 
and  compares  these  amounts  and  any  revealed  trends  with 
the  available  national  data.  The  paper  is  organized  in  three 
parts.  First,  a brief  overview  of  national  expenditure  trends  is 
given,  with  a short  discussion  of  some  underlying  causes. 
Second,  Texas’  specific  expenditures  are  discussed  and 
compared  with  the  national  information.  Finally,  health  care 
expenditures  by  state  government  are  reported  separately 
and  analyzed. 

Overview  of  national  health  care  expenditure  trends 

The  tracking  of  national  health  care  expenditures  was  initially 
undertaken  by  the  Social  Security  Administration  and  is 
being  continued  by  the  Health  Care  Financing  Administration 
(HCFA),  The  basic  method  for  compilation  of  these  expen- 
ditures involves  the  following  steps:  First,  estimates  are 
made  of  the  total  amount  expended  within  each  of  1 2 catego- 
ries of  expenditure  based  upon  the  best  secondary  informa- 
tion sources  available.  These  totals  are  then  disaggregated 
into  funding  sources  by  independent  estimates  of  expen- 
ditures of  federal,  state,  and  local  governments,  and  private 
third-party  payers.  The  residual  category  is  then  assumed  to 
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represent  consumer  out-of-pocket  payments  (although  this 
residual  also  includes  a small  component  which  could  other- 
wise be  attributed  to  philanthropy)  (1). 

The  first  ten  categories  of  expenditure,  which  are  collec- 
tively referred  to  as  “Health  Services  and  Supplies,”  are  de- 
fined as  follows: 

1 . Hospital  care:  This  category  includes  all  funds  ex- 
pended in  the  provision  of  services  and  supplies  of  both  pub- 
lic and  private  licensed  facilities.  It  therefore  includes  all 
ancillary  services,  including  staff  services  and  pharmaceuti- 
cal services,  when  such  are  billed  by  the  hospital. 

2.  Physician  services:  This  expenditure  category  repre- 
sents the  gross  income  of  all  privately  practicing  medical  and 
osteopathic  doctors.  It  excludes  those  physicians  who  are 
working  in  salaried  positions,  such  as  staff  and  govern- 
ment physicians,  whose  expenses  are  included  in  other 
categories. 

3.  Dentist  services:  This  category  is  analogous  to  that  for 
the  services  of  physicians,  and  represents  the  gross  income 
of  all  privately  practicing  dentists. 

4.  Other  professional  services:  The  incomes  of  all  other 
privately  practicing  health  professionals,  such  as  visiting 
nurses,  chiropractors,  physical  therapists,  etc,  are  included  in 
this  category. 

5.  Drugs  and  drug  sundries:  The  sales  of  all  prescription 
and  non-prescription  drug  items  are  included  here,  as  well  as 
other  items  such  as  first  aid  supplies.  As  noted  earlier,  this 
estimate  is  slightly  understated  due  to  the  inclusion  of  institu- 
tionally dispensed  drugs  within  the  ancillary  services  of 
hospitals. 

6.  Eyeglasses  and  appliances:  These  are  the  total  sales  of 
all  eyeglasses  and  prosthetic  devices. 

7.  Nursing  home  services:  Included  here  are  all  expen- 
ditures made  in  the  provision  of  long-term,  institutional  care. 

8.  Other  health  services:  This  is  a residual  category  that 
includes  all  health  and  medical  expenditures  that  are  not  in- 
cluded in  any  of  the  other  categories — such  as  industrial  in- 
plant  services,  public  health  school  services,  and  medical  re- 
habilitative services. 

9.  Prepayment  and  administration:  Basically,  this  category 
represents  the  cost  to  the  private  sector  of  insuring  itself 
against  health  and  medical  care  loss — private  health  insur- 
ance. It  is  the  difference  between  the  premiums  paid  for 
health  and  medical  insurance,  and  the  losses  paid  by  the 
carriers.  It  also  includes,  at  the  state  level,  costs  of  program 
administration  and  provider  licensing. 

10.  Government  public  health  activities:  These  are  the  ex- 
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penses  incurred  in  the  provision  (by  all  levels  of  government) 
of  preventive  health  services  and  public  health  education. 
However,  expenditures  in  such  areas  as  pollution  control  and 
sanitation  services  are  excluded. 

For  the  purpose  of  this  paper,  the  other  two  expenditure 
categories  that  are  typically  reported,  “Research”  and  “Con- 
struction of  Medical  Facilities,"  are  not  included  because  of 
difficulties  in  obtaining  accurate  expenditure  information  at 
the  state  level.  This  does  not  compromise  the  study,  since 
these  two  categories  taken  together  typically  account  for  less 
than  5%  of  total  spending.  In  the  third  part  of  the  paper,  a 
new  category  is  defined  for  state  government  expenditures 
that  combines  research  and  medical  training.  This  category 
is  analyzed  separately  because  it  is  a major  health  care  ex- 
penditure of  state  government. 

Figs  1 and  2 summarize  the  major  trends  in  expenditures 
for  health  services  and  supplies  at  the  national  level  for 
selected  years  from  1 965  through  1 983  (2).  The  following 
points  are  amply  illustrated: 

1 . A large  and  increasing  portion  of  national  production  is 
devoted  to  health  care.  The  proportion  of  Gross  National 
Product  devoted  to  health  care  services  and  supplies  in- 
creased from  approximately  5.5%  of  the  total  to  1 0.3%. 

2.  A shift  in  funding  responsibility  has  occurred  from  the 
private  to  the  public  sector,  and  more  specifically  to  the  fed- 
eral share  of  public  spending.  Federal  payments  for  health 
services  increased  from  1 0.4%  to  28.5%  of  the  total  during 
the  18-year  period. 

3.  A shift  in  purchasing  methods  has  occurred  from  first- 


party  to  third-party  purchases  of  health  care  services  and 
supplies.  Consumer  out-of-pocket  payments  fell  from  about 
half  to  one-fourth  of  the  total. 

From  a general  level  of  reference,  the  causes  of  the  rela- 
tively rapid  rise  in  health  care  expenditures  are  commonly 
ascribed  to  one  or  more  of  the  following: 

1.  General  price  inflation:  Since  1971,  economy-wide  in- 
flation accounted  for  more  than  half  of  the  health  care  expen- 
diture increase  (3). 

2.  Health  care  financing  structures:  Only  about  30%  of 
health  care  costs  are  borne  by  out-of-pocket  payments  of 
consumers.  The  other  70%  of  purchases  are  paid  by  third- 
party  payers,  both  public  and  private,  primarily  on  a basis  of 
cost  reimbursement.  Thus,  historically  neither  price  nor  cost 
has  been  a particularly  inhibiting  factor  when  health  care  pur- 
chasing decisions  have  been  made. 

3.  A demographically  aging  population:  Because  higher 
medical  utilization  comes  with  advancing  age,  demand  for 
health  care  tends  to  increase  as  a population  ages. 

4.  Medical  technology:  There  is  a high  rate  of  investment 
in  development  of  technologies  to  treat  chronic  and  degener- 
ative diseases.  Pressures  within  the  industry  to  adopt  these 
technologies  tends  to  cause  overcapitalization  but  also  rapid 
obsolescence.  The  costs  of  these  investments  are  very  high. 

There  is  reason  to  be  cautiously  optimistic  about  the  future 
impact  of  some  of  these  factors.  For  instance,  the  recent  de- 
cline in  general  inflation  should  lead  to  slower  growth  in 
health  care  expenditures.  Third-party  insurance  and  govern- 
ment entitlement  programs  are  in  a state  of  flux.  There  is  an 


1 . National  expenditures  for  health  services  and  supplies  by  major  source  of  funds  and  percentage  of  Gross  National  Product,  selected  calendar  years, 
1965-1983. 


1965 

1970 

1975 

1978 

1979 

1980 

1981 

1982 

1983 

National  health  expenditures  (billions  $) 

38.3 

69.3 

124.3 

179.5 

204.4 

235.6 

272.7 

308.2 

340.1 

As  % of  GNP 

5.5% 

7.0% 

8.0% 

8.3% 

8.4% 

9.0% 

9.2% 

10.0% 

10.3% 

Source  of  funds:  (billions  $) 

Private 

29.5 

44.3 

73.2 

106.4 

120.8 

138.7 

159.0 

180  4 

199.8 

Private  third  party 

10.0 

17.1 

32.4 

49  7 

55.9 

58.1 

84.8 

99.3 

110.5 

Consumer  and  other 

19.5 

27.2 

40.8 

56.7 

64.9 

80.6 

74.2 

81.1 

89.3 

Public 

8.8 

25.0 

51.1 

73.1 

83.6 

96.9 

113.7 

127  8 

140.3 

Federal 

4.0 

15.7 

33.8 

49  3 

56.2 

65.7 

78.1 

87.6 

96  8 

State/local 

4.8 

9.3 

17.3 

23.8 

27.4 

31.2 

35.6 

40.2 

43.5 

Percentage  distribution  of  funds: 

Private 

77.0% 

63.9% 

58.9% 

59.3% 

59.1% 

58.9% 

58.3% 

58.5% 

58.7% 

Private  third  party 

26.1% 

24.7% 

26.1% 

27.7% 

27.3% 

24.7% 

31.1% 

32.2% 

32.5% 

Consumer  and  other 

50.9% 

39.2% 

32.8% 

31.6% 

31 .8% 

32.2% 

27.2% 

26.3% 

26.3% 

Public 

23.0% 

36.1% 

41.1% 

40.7% 

40.9% 

41.1% 

41.7% 

41.5% 

41.3% 

Federal 

10.4% 

22.7% 

27.2% 

27.5% 

27.5% 

27.9% 

28.6% 

28.4% 

28.5% 

State/local 

12.5% 

13.4% 

13.9% 

13.3% 

13.4% 

13.2% 

13.1% 

13.0% 

12.8% 

Source:  Health  Care  Financing  Administration. 
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overall  trend  away  from  first-dollar  coverage  and  a variety  of 
reimbursement  experiments  are  being  tried  which  have  cost- 
saving potential,  led  by  the  Medicare  prospective  payment 
system  for  hospital  care.  The  pressure  from  an  aging  popula- 
tion may  be  less  in  the  near  future,  although  it  will  get  even 
more  intense  after  201 0 when  the  number  of  elderly  begins 
to  escalate  rapidly.  Despite  these  positive  trends,  there  re- 
main strong  inflationary  forces  in  the  health  care  system 
which  are  likely  to  continue  to  generate  rapid  increases  in 
expenditures. 


Texas  expenditures  on  health  services  and  supplies 

Information  specific  to  Texas  was  compiled  on  the  amounts 
of  money  expended  in  each  of  the  ten  categories  of  "Health 
Services  and  Supplies”  from  1 975  through  1 983.  Fig  3 sum- 
marizes these  data  for  the  period.  One  sees  that  health  care 
expenditures  increased  rapidly  in  Texas,  rising  from  $6.2  bil- 
lion in  1 975  to  $18.2  billion  in  1 983.  This  represents  a com- 
pound annual  rate  of  growth  of  14.5%  per  year.  During  the 
same  period,  national  growth  was  at  a relatively  slower  an- 
nual rate  of  13.4%. 


2.  Distribution  of  US  health  services  and  supplies.  Expenditures  by  source  of 
funds.  1965-1983. 


Consumer  & Other — 50.9% 

State/Local — 12.5% 

Federal — 10.4% 

Private  Third  Party — 26.1% 

1965 

$38.3  billion 


1975 

$124.3  billion 


1979 

$204.4  billion 


1983 

$340.1  billion 
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While  health  care  spending  in  Texas  is  growing  faster  than 
the  national  average,  the  health  care  expenditure  burden  is 
less.  As  a percentage  of  gross  state  product  (the  market 
value  of  economic  output  originating  in  Texas),  expenditures 
on  health  services  and  supplies  in  Texas  were  7. 1 % in  1 983 
as  compared  to  1 0.3%  for  the  nation.  Fig  4 reveals  that  the 
strong  performance  of  the  Texas  economy  between  1978 
and  1981  widened  the  gap  between  the  Texas  and  US  fig- 
ures over  the  fairly  constant  difference  that  existed  during 
1 975-1 978.  However,  the  energy  recession  in  the  Texas 
economy  since  1981  appears  to  have  had  little  inhibiting 
effect  upon  the  increase  in  health  care  spending.  The  trend 
rate  of  1 4.5%  per  year  continued  throughout  the  entire  pe- 
riod. As  a consequence,  the  gap  between  Texas  and  the  US 
appears  to  be  closing. 

The  statistic  reported  in  Fig  4 may  not  be  entirely  appropri- 
ate for  comparing  Texas’  relative  burden  to  that  of  the  US, 
however.  The  Texas  economy,  primarily  because  of  its 
greater  dependence  upon  oil  and  gas  mining  and  production, 
is  relatively  much  more  highly  capitalized  than  the  US  econ- 
omy. Therefore,  economic  production  in  Texas  translates  into 
a significantly  lower  proportion  of  personal  income  than  in 
the  US.  To  allow  for  this  difference,  health  care  expenditures 
are  shown  in  Fig  5 as  a percentage  of  personal  income.  The 
differences  between  Texas  and  the  US  are  significantly  re- 
duced using  this  measure.  Nevertheless,  as  a percentage  of 
personal  income,  Texans  still  spent  only  9.9%  on  health  care 
in  1983  while  the  national  average  was  12.5%. 

Health  care  spending  in  Texas  is  also  below  the  national 
average  on  a per  capita  basis  (Fig  6).  Texans  consumed  88% 
of  the  national  average  per  person  in  1 975,  and  83%  of  the 
national  average  in  1 983.  Unfortunately,  we  are  not  able  to 


relate  these  expenditure  differences  to  price  differences,  so 
we  do  not  know  whether  Texans  consume  less  health  care 
per  capita  or  whether  they  just  pay  less  for  similar  services.  It 
is  significant  that  in  the  category  “Drugs  and  Drug  Sundries,” 
for  which  there  is  a national  market  and  national  prices, 

Texas  expenditures  were  1 1 5%  of  the  national  average  for 
1 975  and  1 04%  in  1 983.  This  would  suggest  that  Texans  may 
not  consume  less  health  care  than  the  national  average.  In 
the  case  of  hospital  services,  which  are  much  more  likely  to 
reflect  local  costs,  Texas  expenditures  were  73%  of  the  na- 
tional average  in  1 975  and  81  % in  1 983. 

The  two  most  startling  differences  between  Texas  and  the 
US  are  in  “Nursing  Home  Services”  and  “Prepayment  and 
Administration.”  In  “Nursing  Home  Services,”  Texas  expen- 
ditures were  72%  of  the  national  average  in  1975  and  43%  in 
1983  (Fig  6).  This  difference  appears  to  be  due  to  the  lower 
percentage  of  the  population  over  age  65  in  Texas,  9.7%  ver- 
sus 1 1 .7%,  and  to  more  stringent  Medicaid  eligibility  require- 
ments. In  1 983  Medicaid  paid  for  about  70%  of  all  nursing 
home  days  in  Texas.  In  1 975,  prior  to  the  introduction  of 
stricter  financial  and  medical  eligibility  requirements,  this  fig- 
ure was  80%. 

Beginning  in  1 979,  the  Legislature  directed  the  Texas  De- 
partment of  Human  Resources  (now  Human  Services)  which 
administers  the  Medicaid  program  to  limit  the  growth  of  nurs- 
ing home  expenditures  and  to  expand  the  availability  and 
scope  of  alternative  services  in  the  community.  The  depart- 
ment responded  by:  (1 ) consolidating  two  levels  of  intermedi- 
ate nursing  home  care  into  one  intermediate  care  facility 
(ICF)  program,  (2)  increasing  the  medical  criteria  for  admis- 
sion to  the  mid-range  of  the  old  ICF-II  program,  (3)  expand- 
ing availability  and  scope  of  community  care  services,  and 


3.  Health  care  services  and  supplies  in  Texas,  1975-1983. 


1975 

1976 

1977 

1978 

1979 

1980 

1981 

1982 

1983 

Total  ($  Millions) 

Hospital  care 

2,130 

2,768 

3,165 

3,654 

4,184 

4,900 

5,880 

6,941 

7,803 

Physicians’  services 

1,220 

1,367 

1,581 

1,864 

2,118 

2,307 

2,474 

2,988 

3,701 

Dental  services 

464 

501 

545 

595 

654 

740 

'822 

897 

1,077 

Other  professional  services 

127 

159 

178 

214 

248 

276 

289 

343 

427 

Drugs  and  drug  sundries 

772 

858 

939 

1,019 

1,151 

1,295 

1,442 

1,544 

1,635 

Eyeglasses  and  appliances 

185 

200 

221 

250 

287 

319 

361 

367 

406 

Nursing  home  services 

408 

473 

509 

588 

673 

746 

768 

802 

831 

Other  health  services 

275 

305 

344 

387 

420 

475 

526 

559 

659 

Prepayment  and  administration 

432 

537 

735 

879 

926 

737 

997 

1,045 

1,300 

Government  public  health  activities 

138 

166 

178 

204 

223 

266 

297 

348 

373 

Total 

6,151 

7,334 

8,395 

9,654 

10,884 

12,061 

13,856 

15,834 

18,212 

% Increase  from  prior  year 

19.2 

14.5 

15.0 

12.7 

10.8 

14.9 

14.3 

15.0 
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4.  Percentage  of  gross  product  expended  on  health  services  and  supplies, 
US  and  Texas,  1975-1983. 
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5.  Percentage  of  personal  income  expended  on  health  services  and  supplies, 
US  and  Texas,  1975-1983. 


1975  1976  1977  1978  1979  1980  1981  1982  1983 


(4)  tightening  financial  eligibility  for  community  care  and 
nursing  home  care  (4).  Nationally,  Medicaid  funding  has 
been  a major  driving  force  behind  nursing  home  expen- 
ditures. So,  the  Medicaid  rules  probably  account  for  most  of 
the  difference  between  the  Texas  and  the  US  figures. 

In  the  “Prepayment  and  Administration”  category,  expen- 
ditures were  1 75%  of  the  national  average  in  1 975  and  1 45% 
in  1 983.  Reasons  for  these  differences  are  not  clear.  Some 
are  due  to  the  fact  that  the  Texas  figures  include  administra- 
tive costs  of  government  programs  which  are  not  included  in 
the  national  data.  For  example,  the  Medicaid  program  gener- 
ates administrative  costs  at  the  state  level,  as  does  the  state 
employees’  group  health  insurance  program.  But  these  costs 
are  relatively  small,  amounting  to  less  than  5%  of  total  ex- 
penditures in  this  category.  The  remaining  differences  may 
be  explained  by  the  greater  risks  created  by  Texas’  faster 
expenditure  growth  rates  or  they  may  be  the  result  of  other 
factors.  Any  explanation  at  this  time  would  be  speculative. 

Another  difference  between  Texas  and  the  US  is  the 
growth  rate  of  expenditures  for  “Hospital  Service.”  In  1975, 
Texas’  per  capita  spending  on  this  category  was  73%  of  the 
national  average.  By  1 983,  it  had  risen  to  81  % of  the  US 
figure.  The  relatively  rapid  increase  in  hospital  service  ex- 
penditure is  also  revealed  in  Fig  3 which  shows  the  hospital 
portion  of  total  spending  rising  from  35%  in  1 975  to  43%  in 
1 983.  The  relative  shares  of  all  other  categories  remained 
about  the  same.  This  was  not  paralleled  at  the  national  level 
where  the  percentage  for  hospital  care  increased  by  only  two 
percentage  points,  from  42%  to  44%  of  the  total.  Texas  has 
caught  up  with  the  nation  in  terms  of  the  proportion  of  spend- 
ing devoted  to  hospital  services,  but  the  level  of  spending 
remains  well  below  the  national  average. 

The  only  other  significant  difference  between  Texas  and 
the  US  is  in  terms  of  the  sources  of  payment  for  health  care 
expenditures.  Fig  7 summarizes  the  source  of  payment  infor- 
mation for  Texas  for  the  benchmark  years  1 975, 1 979,  and 
1 983.  In  comparing  Fig  7 to  Fig  2,  one  can  see  the  higher 
percentage  of  consumer  out-of-pocket  payments  in  Texas 
(almost  40%  of  the  health  care  bill  in  1 983)  compared  to  the 
nation  (26.3%  in  1 983)  and  the  relatively  smaller  portion  of 
payment  from  government  sources  (34.1%  versus  41 .3%).  In 
Texas,  third-party  payment  for  health  care  is  less  dominant 
than  it  is  nationally  and  its  significance  is  declining.  This  may 
be  attributed  to  two  factors:  the  small  size  of  the  Medicaid 
program  in  Texas,  which  covers  about  25%  of  the  state’s  pov- 
erty-level population,  and  the  smaller  proportion  of  elderly, 
which  reduces  the  importance  of  federal  expenditures  on  the 
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Medicare  program.  The  age  factor  has  been  discussed.  With 
respect  to  Medicaid,  Texas  is  one  of  the  most  conservative 
states  in  the  nation  in  its  eligibility  requirements  and  cover- 
age provisions.  Historically,  the  Texas  program  has  not  cov- 
ered major  optional  coverage  groups  such  as  the  medically 
needy,  as  allowed  under  federal  law.  Nor  has  it  provided  ser- 
vices beyond  what  is  required  to  meet  federal  guidelines.  The 
Texas  Medicaid  program  was  recently  expanded  to  meet  new 
eligibility  guidelines  mandated  by  the  federal  government. 
These  changes  will  increase  the  share  of  health  care  pay- 
ments funded  by  the  state. 

State  government  health  care  expenditures 

This  section  analyzes  Texas  state  government  health  care 
expenditures  for  1 975  through  1 983.  In  two  respects,  the  in- 
formation is  different  from  the  expenditure  figures  already 
discussed.  First,  government  spending  for  medical  training 
and  research  was  added  to  the  other  ten  categories  of  health 
care  expenditure.  Second,  the  expenditure  data  analyzed 
here  represent  all  state  appropriated  funds  that  are  devoted 
to  health  care  services.  Thus,  in  addition  to  the  expenditure 
of  state  tax  revenues,  which  is  the  basis  of  the  state  percent- 
ages in  Fig  7,  expenditure  of  monies  collected  from  the  fed- 
eral government,  from  local  governments,  and  fees  collected 
by  state  institutions  are  also  included.  The  broader  measure 
represents  the  amount  of  health  care  spending  that  is  actu- 
ally controlled  by  policymakers.  Therefore,  while  recognizing 
that  some  of  the  funds  are  from  non-state  sources,  the  data 
in  this  section  show  what  Texas  state  government  appropri- 
ates to  health  care,  who  spends  it,  and  where  it  goes. 

Two  steps  were  required  in  order  to  compile  the  data  on 
state  government  spending  in  health.  The  first  step  involved 
defining  a health  service  expenditure.  The  general  criterion 
used  was  any  program  or  agency  expenditure  which  had  as 


its  primary  purpose  the  advancement  of  human  physical  or 
mental  health.  Thus,  all  agencies  and  programs  involved  in 
health  service  provision,  financing,  administration,  regula- 
tion, research,  and  training  were  included.  The  standard  data 
source  was  individual  state  agency  legislative  appropria- 
tion requests,  which  yielded  historical  expenditure  data  cate- 
gorized by  agency  program  area  and  disaggregated  by 
method  of  finance.  For  a given  year,  these  reports  are  ob- 
tainable from  a single  document:  either  the  Legislative  Bud- 
get Board  Budget  Recommendations  or  the  Governor’s 
Budget  Recommendations  (5). 

The  second  step  was  to  group  these  programmatic  expen- 
ditures into  the  traditional  health  expenditure  categories.  This 
required  both  aggregation  and  disaggregation  of  the  budget 
data  based  on  analyses  and  judgments  regarding  the  spe- 
cific nature  of  certain  expenditures.* 

Figs  8,  9,  and  1 0 present  the  results  of  this  data  collection 
effort.  Fig  8 reports  state  government  health  care  expen- 
ditures by  category  of  service  for  the  fiscal  years  1 975, 1 979, 
and  1983.  Fig  9 presents  annual  growth  rates  of  each  expen- 
diture category  and  Fig  10  shows  the  percentage  breakdown 
by  source  of  funds  for  each  category.! 


'State  government  expenditures  for  health  care  are  reported  by  various  agen- 
cies in  Texas,  such  as  the  Legislative  Budget  Board,  the  State  Comptroller,  the 
Governor's  Office,  and  the  Department  of  Health.  Each  agency  that  reports 
health  care  expenditures  uses  a different  format  and  includes  different  agen- 
cies and  programs,  which  makes  it  difficult  to  compare  the  various  reports  to 
acquire  an  overall  picture  of  spending  patterns  and  trends.  While  most  state 
government  spending  is  identifiable  in  well-known  programs,  such  as  Medi- 
caid, Public  Health,  and  State  Employees  Health  Insurance,  there  is  significant 
spending  in  minor  programs,  and  no  attempt  has  been  made  to  aggregate 
these  expenditures  by  the  traditional  categories  of  service 
fA  detailed  explanation  of  the  methodology  used  in  developing  these  tables  is 
available  from  the  authors. 


6.  Per  capita  distribution  of  health  services  and  supplies  expenditures  by  category  of  expenditure,  Texas  and  US,  1975,  1979,  and  1983. 


Texas 

US 

1975 

1979 

1983 

1975 

1979 

1983 

Hospital  services 

$172.54 

$304.18 

$508.48 

$236.93 

$375.82 

$628.25 

Physician's  services 

98.82 

153.98 

241.17 

113.23 

175.47 

287.51 

Dental  services 

37.59 

47.55 

70.18 

37.29 

58  05 

90.11 

Other  professional  services 

10.29 

18.03 

27.83 

11.82 

20.52 

33.11 

Drugs  and  drug  sundries 

62.53 

83.68 

106.54 

54.12 

75.08 

102.68 

Eyeglasses  and  appliances 

14.99 

20.87 

26.46 

14.55 

20.08 

25.98 

Nursing  home  services 

33.05 

48.93 

54.15 

45.93 

76.82 

125.31 

Other  health  services 

22.28 

30.53 

42.94 

16.83 

22.26 

34.37 

Prepayment  and  administration 

34.99 

67.32 

84.71 

20.01 

40.59 

59.93 

Government  public  health  activities 

11.18 

16.21 

24.31 

14.55 

27.06 

39.40 

Total 

$498.25 

$791.27 

$1,186.78 

$565.26 

$892.62 

$1,426.66 
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7.  Distribution  of  Texas  health  care  expenditures  by  source  of  funds,  1975-1 983. 


Consumer  & Other — 35.5% 


Private  Third  Party — 29.0% 


1975 

$6.2  billion 


1979 


1983 


$10.9  billion 


$18.2  billion 
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8.  State  government  health  care  expenditures  by  category  of  service  ($  million  appropriations),  with  percentages  of  total  expenditures. 


1975 

(%) 

1979 

(%) 

1983 

(%) 

Health  services  and  supplies 

823.2 

(87.0) 

1.460  2 

(84.3) 

2,241.7 

(80.7) 

Personal  health  care 

733.7 

(77 .6^ 

1,235.9 

(71 .3^ 

1,864.4 

(67.  l) 

Hospital  care 

266  7 

(28.2' 

457.5 

(26. 4> 

803.7 

(28. 9> 

Physicians'  services 

84.7 

(9.0> 

115.1 

(6.6) 

174.1 

(6.3) 

Dental  services 

0.0 

(°) 

.1 

(°)  , 

1.1 

(°)  . 

Other  professional  services 

51.7 

(5.5) 

82.3 

(4.8' 

148.1 

(5.3) 

Drugs  and  drug  sundries 

45.5 

(4. 8* 

59.3 

(3.4> 

88.5 

(3.2) 

Eyeglasses  and  appliances 

0.0 

(0)  t 

0.0 

(°) 

.1 

(°) 

Nursing  home  services 

226.3 

(23.9' 

437.2 

(25.2' 

500.2 

(18  0) 

Other  health  services 

58.8 

(6.2> 

84.4 

(4.9) 

148.6 

(5.4-j 

Prepayment  and  administration 

39.2 

(4.1 ) 

78.7 

(4.5> 

132.5 

(4.8) 

Government  public  health  activity 

50.2 

(5.3) 

145.5 

(8.4) 

244.8 

(8.8) 

Education  and  research 

122.7 

(13.0> 

272.0 

(15. 7) 

534.9 

(19. 3* 

Total 

945.9 

(100) 

1,732.2 

(100) 

2,776.6 

(100) 

9.  Texas  state  government  expenditure  growth  rates  (average  annual  percent 

change). 

1975-79 

1979-83  1975-83 

Health  services  and  supplies 

15.4 

11.3 

13.3 

Personal  health  care 

13.9 

10.8 

12.4 

Hospitals 

14.5 

15.1 

14.8 

Physicians'  services 

8.0 

10.9 

9.4 

Dental  services 

NA 

NA 

NA 

Other  professional  services 

12.3 

15  8 

14.1 

Drugs  and  drug  sundries 

6.8 

10.5 

8.7 

Eyeglasses  and  appliances 

NA 

NA 

NA 

Nursing  home  care 

17.9 

3.4 

10.4 

Other  health  services 

9.5 

15.2 

6.7 

Prepayment  and  administration 

19.0 

13.9 

16.4 

Government  public  health  activity 

30.4 

13.9 

21.9 

Education  and  research 

22.0 

18.4 

20  2 

Total 

16.3 

12.5 

14.0 

Total  state  expenditures 

11.0 

15.6 

13.3 

Tax  revenues 

12.5 

12.0 

12.2 

10.  State  government  health  expenditures  by  source  of  funds  (percentages). 

1975 

1983 

General 

General 

Revenue 

Federal 

Other 

Revenue 

Federal 

Other 

Personal  health  care 

Hospitals 

55.0 

34.8 

10.1 

62.2 

19.8 

18  0 

Physicians'  services 

63.5 

36.2 

0.0 

56.0 

38.4 

5.6 

Dental  services 

42.9 

0.0 

57.1 

54.5 

0.0 

45.5 

Other  professional  services 

42.9 

56.7 

0.0 

41.5 

58.3 

0.0 

Drugs  and  drug  sundries 

34.3 

65.3 

0.0 

44.5 

53.8 

1.7 

Eyeglasses  and  appliances 

0.0 

0.0 

0.0 

100.0 

0.0 

0.0 

Nursing  home  care 

34.2 

65.3 

0.0 

44.5 

55.5 

0.0 

Other  health  services 

32.8 

32.7 

34.6 

55.2 

36.0 

8.7 

Prepayment  and/or  administration 

52.8 

44.6 

2.6 

46.3 

48.4 

5.3 

Government  public  health  activity 

34.3 

65.3 

.1 

50.5 

49,1 

.4 

Medical  education,  training  and  research 

91.0 

0.0 

8.6 

95.4 

.3 

4.3 

Total 

50.7 

42.0 

7.3 

61.1 

31.6 

7.2 
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For  the  most  part,  government  spending  patterns  followed 
those  of  the  state  as  a whole.  Government  spent  $946  million 
on  health  services  and  supplies,  research,  and  medical  edu- 
cation in  1975  and  $2.8  billion  in  1983  (Fig  8).  This  repre- 
sents an  annual  growth  rate  of  approximately  14%  which  is 
similar  to  that  for  total  (both  government  and  private  sector) 
health  care  spending  in  the  state.  As  indicated  in  Fig  9,  gov- 
ernment spending  on  health  grew  faster  than  other  govern- 
ment expenditures  and  tax  revenues.  As  a consequence, 
health  care  spending  has  grown  from  about  1 8%  of  the  gov- 
ernment budget  in  1975  to  20%  in  1983. 

The  non-personal  health  service  categories  “Prepayment 
and  Administration,”  "Government  Public  Health  Activity,” 
and  "Medical  Education  and  Research”  were  the  most  rap- 
idly growing  items  in  the  government  health  care  budget,  ris- 
ing from  about  22%  of  the  budget  in  1 975  to  33%  in  1 983. 
There  was  general  expansion  of  federal  funding  for  public 
health  activity  in  the  late  1970s,  followed  by  a decline  under 
the  Reagan  Administration.  In  the  "Medical  Education  and 
Research”  category,  expenditures  more  than  tripled  during 
the  period  with  the  development  of  new  medical  schools  at 
Texas  A&M  University,  Texas  Tech  University,  and  The  Uni- 
versity of  Texas  Health  Center  at  Tyler  and  with  budget  ex- 
pansions at  existing  schools. 

"Hospital  Services,”  which  is  by  far  the  largest  component 
of  health  care  spending  by  state  government,  maintained  its 
share  of  total  health  care  spending  throughout  the  period  at 
about  28%  (Fig  8).  The  growth  in  “Nursing  Home  Services” 
declined  dramatically  in  response  to  the  Medicaid  policy 
changes  referred  to  earlier.  The  annual  growth  rate  of  gov- 
ernment expenditures  for  “Nursing  Home  Services"  fell  to 
3.4%  from  1 979  to  1 983  after  rising  almost  1 8%  per  year 
from  1975  to  1979  (Fig  9). 

The  growth  in  state  government  health  care  expenditures 
was  accompanied  by  a decline  in  federal  support  for  state 
health  care  services  (Fig  10).  For  example,  federal  support 
for  hospital  care  declined  from  about  35%  of  government 
spending  in  1 975  to  20%  in  1 983.  The  federal  share  for  "Gov- 
ernment Public  Health  Activity”  declined  from  65%  in  1975  to 
50%  in  1979,  reflecting  the  cutbacks  in  federal  block  grants 
for  public  health  services.  In  1975,  federal  dollars  paid  for 
42%  of  state  government  spending  in  health,  but  by  1983  this 
figure  had  fallen  to  32%. 


Conclusion 

While  health  care  expenditures  in  Texas  are  not  as  large 
a burden  as  they  are  nationally,  the  gap  is  closing.  As  the 
Texas  economy  struggles  to  regain  the  growth  pattern  of  the 
1970s,  health  care  spending  continues  its  rising  trend.  The 
burden  of  the  health  care  budget  has  risen  in  terms  of  its 
absorption  of  total  product,  private  income,  and  state  govern- 
ment spending.  Lower  expenditure  rates  in  the  state  appear 
to  be  more  attributable  to  lower  prices  than  utilization,  al- 
though this  hypothesis  requires  further  examination.  With  re- 
spect to  the  pattern  of  spending,  Texans  spend  significantly 
less  than  the  national  average  on  nursing  homes,  and  they 
spend  more  on  the  administration  of  health  insurance.  Ex- 
penditures on  hospital  care  are  growing  more  rapidly  than 
the  national  average,  and  Texans  are  much  more  likely  to  pay 
for  health  care  out  of  their  own  pockets. 
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CLINICAL  ABSTRACTS 


Clinical  abstracts  are  selected  from  current  reviews  in  100 
internationally  recognized  journals  received  by  the  TMA 
Memorial  Library  each  month. 


Vasodilator  therapy  for  primary  pulmonary  hyper- 
tension. Milton  Packer,  MD.  American  College  of  Physi- 
cians, Annals  of  Internal  Medicine,  vol  103,  1985,  pp 
258-270. 

Vasodilator  drugs  were  initially  administered  to  patients  with 
primary  pulmonary  hypertension  based  on  the  unproven  hy- 
pothesis that  pulmonary  vasoconstriction  played  an  impor- 
tant role  in  the  pathogenesis  of  the  disease.  There  were 
early  reports  of  hemodynamic  and  clinical  improvement 
after  treatment  with  various  vasodilating  agents,  but  subse- 
quent experience  did  not  confirm  these  uncontrolled  obser- 
vations, and  emphasized  the  limitations  and  hazards  of  this 
approach.  Vasodilator  therapy  generally  fails  to  reduce  pul- 
monary vascular  resistance  selectively  during  long-term  ad- 
ministration and  frequently  leads  to  systemic  hypotension, 
exacerbation  of  the  pulmonary  hypertensive  state,  worsen- 
ing of  right  ventricular  failure,  and  systemic  arterial  de- 
saturation. Beneficial  hemodynamic  responses  are  seen  in 
only  15%  to  25%  of  patients.  Vasodilator  therapy  should  not 
be  considered  an  established  treatment  of  patients  with  pri- 
mary pulmonary  hypertension. 

Spacer  devices  used  with  metered-dose  inhalers.  Break- 
through or  gimmick?  Peter  Konig,  MD,  PhD.  American 
College  of  Chest  Physicians,  Chest,  vol  88,  no  2,  August 
1985,  pp  276-284. 

In  an  effort  to  improve  the  delivery  of  a drug  to  the  lungs,  to 
correct  problems  of  hand-lung  discoordination,  and  to  re- 
duce local  side  effects  such  as  oral  candidiasis,  a number  of 
spacer  devices  have  been  developed  to  attach  to  metered- 
dose  inhalers.  Administration  of  bronchodilator  drugs  to  pa- 
tients with  faulty  techniques  of  inhalation  has  been  im- 
proved with  the  addition  of  spacers.  In  adults  and  older 
children  with  a correct  technique  of  inhaling  bronchodilators, 
the  spacer  devices  do  not  seem  to  have  any  advantage 
over  the  simple  metered-dose  inhalers.  Young  children  (2  to 
5 years)  can  benefit  from  inhaled  bronchodilators  or  cortico- 
steroids by  use  of  spacer  devices  with  one-way  valves. 

Older  children  and  especially  adults  who  suffer  from  dys- 
phonia  or  thrush  from  inhaled  corticosteroids  can  also 
benefit  from  spacers.  In  patients  whose  conditions  are  is 
well  controlled  with  the  usual  inhaled  doses  of  cortico- 
steroids with  no  local  side  effects,  spacer  devices  show 
promise,  but  more  studies  are  needed. 


Sleep  apnea:  a review.  Joseph  Kwentus,  MD;  S.  Charles 
Schulz,  MD;  Paul  Fairman,  MD;  and  Larry  Isrow,  MD.  Clig- 
gott  Publishing  Company,  Psychosomatics,  vol  26,  no  9, 
September  1985,  pp  713-724. 

Sleep  apnea,  although  frequently  unrecognized  or  misdiag- 
nosed, is  neither  uncommon  nor  trivial  in  its  effects.  Patients 
who  complain  of  sleep  difficulty  may  be  treated  initially  with 
sedative-hypnotics,  which  only  reduce  arousal  ability  and 
prolong  apneic  episodes.  Sleep  apnea  frequently  presents 
with  psychiatric  symptoms.  Once  suspected,  its  provisional 
identification  is  not  difficult,  although  definitive  diagnosis  is 
best  done  in  a sleep  laboratory.  The  symptoms,  examina- 
tions and  assessments,  pathophysiology,  and  treatments 
are  reviewed  in  this  article  in  relation  to  the  three  types  of 
apnea:  obstructive,  central,  and  mixed. 

Antecedents  of  cerebral  palsy.  Karin  B Nelson,  MD,  and 
Jonas  H.  Ellenberg,  PhD.  American  Medical  Association, 
American  Journal  of  Diseases  of  Children,  vol  1 39,  October 
1985,  pp  1031-1038. 

A large  prospective  study  investigated  prenatal  and  perinatal 
antecedents  of  chronic  motor  dysfunction  (cerebral  palsy), 
evaluating  approximately  400  characteristics  of  the  mothers, 
pregnancies,  or  deliveries.  In  addition  to  confirming  some, 
but  not  all  of  the  classic  risk  factors  for  cerebral  palsy  (CP), 
this  study  observed  relatively  large  increases  in  the  CP  rate 
in  association  with  maternal  mental  retardation,  seizure  dis- 
orders, hyperthyroidism,  or  with  the  administration  of  thyroid 
hormone  and  estrogen  in  pregnancy.  Some  risk  factors  were 
predictive  of  CP  only  insofar  as  they  were  associated  with 
low  birth  weight  or  low  Apgar  scores.  Among  factors  not  sig- 
nificantly related  to  CP  rate  were  maternal  age,  parity,  socio- 
economic status,  smoking  history,  maternal  diabetes,  first 
trimester  vaginal  bleeding,  kidney  or  bladder  infection,  mod- 
erate hypertension,  long  cord,  use  of  anesthetic  agents,  or 
use  of  oxytoxics  for  initiation  or  augmentation  of  labor.  Dura- 
tion of  labor,  whether  precipitate  or  prolonged,  was  not  a risk 
factor  for  CP. 
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Roche  salutes 


Bypassing 
the  good  life? 


In  the  first  multi- 
clinic  survey  of  its 
kind,  headed  by 
Dr.  C.  David  Jenkins 
of  the  University  of  Texas 
Medical  Branch  (Galveston), 
quality  of  life  after  coronary 
artery  bypass  was  examined. 1 
Generally  optimistic  findings  went 
beyond  earlier  surveys  that  focused  on 
strictly  medical  and  survival  aspects. 

Angina  was  completely  relieved  in  69%  to  85%  of 
patients  studied,  in  many  cases  family,  social  and  sexual 
lives  and  roles  returned  to  normal,  and  fatigue,  anxiety  and 
depression  had  lessened.  At  six  months,  71%  had  returned 
to  mild  exercise;  three-quarters  of  those  patients  who  worked 
preoperatively  were  gainfully  employed,  often  full-time,  and 
most  patients  felt  fully  supported  emotionally  by  their  fami- 
lies and  friends.  Most  significantly,  71%  gave  an  unqualified 
"yes"  when  asked  whether  they  would  undergo  surgery  again 


TEXAS  MEDICINE 
TODAY 


Texas  Star  may  lead 
antibacterial  cavalry 

The  battle  against  cholera  may  have  a new  weapon  called 
"Texas  Star"  It  is  an  oral  vaccine  intended  to  protect  against 
cholera  in  such  places  as  Bangladesh,  where  severe  diar- 
rheal disease  is  endemic.  2 Texas  Star  was  developed  by 
Richard  Finkelstein  and  Takeshi  Honda,  at  the  University  of 
Texas,  Southwestern  Medical  School,  Dallas.  The  vaccine  is 
a live,  mutated  strain  of  the  pathogen  Vibrio  cholerae , which 
Dr  Finkelstein  isolated  in  1979.  So  far,  Texas  Star  has  given 
"significant  clinical  protection"  in  volunteers.  Just  a few  years 
ago,  an  oral  vaccine  for  cholera  was  nowhere  on  the  horizon 
Texas  Star  could  be  the  one 


Starch  blockers  don't! 

Do  amylase  inhibitors,  also  known  as  "starch  blockers," 
actually  reduce  absorption  of  calories  from  starch7  Dr.  George 
W.  Bo-Linn  and  other  Baylor  University  Medical  Center 
researchers  found  the  answer:  they  don't.  3 Using  a one-day 
calorie-balance  technique,  healthy  volunteers  were  fed  a high- 
starch  test  meal  of  spaghetti,  tomato  sauce  and  bread  Fecal 
calorie  excretion  was  measured  after  subjects  had  taken  either 
starch  blocker  or  placebo  tablets.  If  starch  blockers  performed 
as  advertised,  they  would  increase  the  number  of  excreted 
calories  by  400  kcal.  But  fecal  calorie  excretion  remained  at 
normal  levels.  Texas  medicine  showed  there  is  still  no  calorie- 
free  lunch. 


References:  1.  JenkinCDe/a/  JAMA  250.  782-788,  Aug  12,  1983  2.  Not 
one  but  four  possible  oral  vaccines  for  cholera  understudy.  JAMA  248:  1937- 
1938,  Oct  22/29,  1983.  3.  Bo-Linn  GW  et  al:  N Engl  J Med 307.  1413-1415, 
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TEXAS  MEDICINE 


TODAY:  FOR  THE  PATIENT 
WITH  MIXED  DEPRESSION 
AND  ANXIETY 

A rational  approach,  combining 

- The  standard  antidepressant: 
amitriptyline 

- The  proven  anxiolytic  action  of 
Librium®  (chlordiazepoxide  HCI/Roche)C 

Marked  improvement  often  occurs  as  early  as  the  first  week 

Headache,  insomnia  or  Gl  upsets  associated  with  mixed  depression  and 
anxiety  often  respond  quickly 

Feeling  better,  patients  feel  encouraged  fo  sfay  fhe  course -therefore, 
fewer  dropoufs:  P=  .006  compared  to  amitriptyline* 

Convenient  single  h.s.  dosing  sufficient  in  some  patients;  helps  patients 
with  mixed  depression  and  anxiety  sleep  through  the  night.  Patients 
should  be  cautioned  about  the  combined  effects  of  Limbifrol  with  alcohol 
and  other  CNS  depressants,  and  about  activities  requiring  complete 
mental  alertness  such  as  operating  machinery  or  driving  a car 


In  moderate  depression  and  anxiety 


IN  PLACE  OF 
LIMBITROL  5-12.5  WRITE: 


IN  PLACE  OF 
LIMBITROL  10-25  WRITE: 


Limbitrd 

Each  tablet  contains  5 mg  chlordiazepoxide  dnd  1 2 5 mg  amitriptyline  (as  the  hydrochloride  sdlt) 


Each  toblet  contains  10  mg  chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt) 


<E 

<E 


Easier  to  remember. . . easier  to  prescribe 


‘FelghnerJP,  etal  Psychopharmacology 61  217-225,  Mar  22,  1979 

Please  see  summary  of  product  information  on  following  page. 
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LIMBITROL®  @ Tranquilizer-Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  a summary  of 
which  follows: 

Indications:  Relief  of  moderate  to  severe  depression  associated  with  moderate  to 
severe  anxiety. 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepres- 
sants, Do  not  use  with  monoamine  oxidase  (MAO)  inhibitors  or  within  14  days  follow- 
ing discontinuation  of  MAO  inhibitors  since  hyperpyretic  crises,  severe  convulsions  and 
deaths  have  occurred  with  concomitant  use,  then  initiate  cautiously,  gradually  increas- 
ing dosage  until  optimal  response  is  achieved.  Contraindicated  during  acute  recovery 
phase  following  myocardial  infarction. 

Warnings:  Use  with  great  care  in  patients  with  history  of  urinary  retention  or  angle- 
closure  glaucoma.  Severe  constipation  may  occur  in  patients  taking  tricyclic  antide- 
pressants and  anticholinergic-type  drugs.  Closely  supervise  cardiovascular  patients, 
(Arrhythmias,  sinus  tachycardia  and  prolongation  of  conduction  time  reported  with 
use  ot  tricyclic  antidepressants,  especially  high  doses  Myocardial  infarction  and 
stroke  reported  with  use  of  this  class  of  drugs  ) Caution  patients  about  possible  com- 
bined effects  with  alcohol  and  other  CNS  depressants  and  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g , operating  machinery,  driving) 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congenital 
malformations  as  suggested  in  several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy,  advise  patients  to  discuss  therapy  if  they 
intend  to  or  do  become  pregnant. 

Since  physical  ond  psychological  dependence  to  chlordiazepoxide  have  been  reported 
rarely,  use  caution  in  administering  Limbitrol  to  addiction-prone  individuals  or  those 
who  might  increase  dosage;  withdrawal  symptoms  following  discontinuation  of  either 
component  alone  have  been  reported  (nausea,  headache  and  malaise  for  amitripty- 
line, symptoms  [including  convulsions]  similar  to  those  of  barbiturate  withdrawal  for 
chlordiazepoxide). 

Precautions:  Use  with  caution  in  patients  with  a history  of  seizures,  in  hyperthyroid 
patients  or  those  on  thyroid  medication,  and  in  patients  with  impaired  renal  or  hepatic 
function  Because  of  the  possibility  of  suicide  in  depressed  patients,  do  not  permit  easy 
access  to  large  quantities  in  these  patients  Periodic  liver  function  tests  and  blood 
counts  are  recommended  during  prolonged  treatment.  Amitriptyline  component  may 
block  action  of  guanethidine  or  similar  antihypertensives  Concomitant  use  with  other 
psychotropic  drugs  has  not  been  evaluated;  sedative  effects  may  be  additive.  Discon- 
tinue several  days  before  surgery.  Limit  concomitant  administration  of  ECT  to  essential 
treatment.  See  Warnings  for  precaufions  about  pregnancy,  Limbitrol  should  not  be 
taken  during  the  nursing  period  Not  recommended  in  children  under  12.  In  the  elderly 
and  debilitated,  limit  to  smallest  effective  dosage  to  preclude  ataxia,  oversedation, 
confusion  or  anticholinergic  effects. 

Adverse  Reactions:  Most  frequently  reported  are  those  associated  with  either  compo- 
nent alone:  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizziness  and  bloat- 
ing. Less  frequently  occurring  reactions  include  vivid  dreams,  impotence,  tremor, 
confusion  and  nasal  congestion.  Many  depressive  symptoms  including  anorexia, 
fatigue,  weakness,  restlessness  and  lethargy  have  been  reported  as  side  effects  of  both 
Limbitrol  and  amitriptyline.  Granulocytopenia,  jaundice  and  hepatic  dysfunction  have 
been  observed  rarely 

The  following  list  includes  adverse  reactions  not  reported  with  Limbitrol  but  requiring 
consideration  because  they  have  been  reported  with  one  or  both  components  or 
closely  related  drugs 

Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitations,  myocardial 
infarction,  arrhythmias,  heart  block,  stroke. 

Psychiatric:  Euphoria,  apprehension,  poor  concentration,  delusions,  hallucinations, 
hypomama  and  increased  or  decreased  libido 

Neurologic:  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  fhe  extrem- 
ities, extrapyramidal  symptoms,  syncope,  changes  in  EEG  patterns. 

Anticholinergic:  Disturbance  of  accommodation,  paralytic  ileus,  urinary  retention,  dila- 
tation of  urinary  tract 

Allergic . Skin  rash,  urticaria,  photosensitization,  edema  of  face  and  tongue,  pruritus 
Hematologic:  Bone  marrow  depression  including  agranulocytosis,  eosinophilic,  pur- 
pura, thrombocytopenia 

Gastrointestinal:  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar 
taste,  diarrhea,  black  tongue 

Endocrine . Testicular  swelling  and  gynecomastia  in  the  male,  breast  enlargement, 
galactorrhea  and  minor  menstrual  irregularities  in  the  female,  elevation  and  lowering 
of  blood  sugar  levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hormone) 
secretion 

Other : Headache,  weight  gain  or  loss,  increased  perspiration,  urinary  frequency, 
mydriasis,  jaundice,  alopecia,  parotid  swelling 

Overdosage:  Immediately  hospitalize  patient  suspected  of  having  taken  an  overdose 
Treatment  is  symptomatic  and  supportive.  I V.  administration  of  1 to  3 mg  physostig- 
mine  salicylate  has  been  reported  to  reverse  the  symptoms  of  amitriptyline  poisoning 
See  complete  product  information  for  manifestation  and  treatment. 

Dosage:  Individualize  according  to  symptom  severity  and  patient  response  Reduce  to 
smallest  effective  dosage  when  satisfactory  response  is  obtained  Larger  portion  of 
daily  dose  may  be  taken  at  bedtime.  Single  h s dose  may  suffice  for  some  patients. 
Lower  dosages  are  recommended  for  the  elderly. 

Limbitrol  DS  (double  strength)  Tablets,  initial  dosage  of  three  or  four  tablets  daily  in 
divided  doses,  increased  up  to  six  tablets  or  decreased  to  two  tablets  daily  as  required. 
Limbitrol  Tablets,  initial  dosage  of  three  or  four  tablets  daily  in  divided  doses,  for 
patients  who  do  not  tolerate  higher  doses 

How  Supplied:  Double  strength  (DS)  Tablets,  white,  film-coated,  each  containing 
10  mg  chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt),  and 
Tablets,  blue,  film-coated,  each  containing  5 mg  chlordiazepoxide  and  12.5  mg 
amitriptyline  (as  the  hydrochloride  salt)— bottles  of  100  and  500,  Tel-E-Dose® 
packages  of  100,  Prescription  Paks  of  50 
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HOWTO 
AVOID  GOING 
FLAT  BROKE 


LEASE!  Next  t ime  you're  in  the  market  for  a new 
car,  instead  of  buying  one,  consider  the  advantages  of 
leasing.  The  automotive  experts  at  Ray  Wirth's  Leasing 
Resources,  Inc.  are  ready  to  show  you  how  you  can 
improve  your  cash  position. 


There's  no  need  to  go  to  every  dealership  in  town 
looking  for  the  right  car  and  the  best  deal.  The  profes- 
sionals at  Ray  Wirth's  Leasing  Resources  will  do  that 
for  you.  Then,  when  you've  selected  the  right  car  for 
you,  they  buy  the  car.  It  is  leased  to  you  on  terms  which 
make  the  smallest  possible  dent  in  your  monthly  budget. 
And,  at  the  end  of  the  lease,  you  can  purchase  the  car  at 
a pre-agreed  price  or  you  can  walk  away  with  no  fur- 
ther obligation.  From  economy  sedan  to  top-of-the-line 
luxury  model,  the  experts  at  Ray  Wirth's  Leasing  Resources 
are  ready  to  deal.  They 
can  even  arrange  for  a 
mobile  cellular  telephone, 
insurance,  etc. 


If  you  want  to  avoid  going 
flat  broke  over  big  car  pay- 
ments, consider  the  alternative. 
Call  or  come  by  Ray  Wirth's 
Leasing  Resources,  Inc., 

19310  Preston  Road  in  Dallas, 
(214)  985-9255  or  Texas  WATS 
(800)  442-6067.  Dept.  C. 


LEASING 

RESOURCES 


I N C 0 


P 0 R 4 T E 


"It's  the  „ 
Lease  we  aan  do  l 
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TEXAS  MEDICINE 


DO  YOU  KNOW 
A DOCTOR— 
WHO  NEEDS 
OUR  HELP? 

If  you  can  answer  “yes”  to  any  one  of  the  ques- 
tions below: 

Do  you  know  a doctor  who — 

• is  experiencing  problems  coping  with  patients  or 
with  the  normal  stress  of  a busy  practice? 

• becomes  easily  depressed  or  easily  annoyed? 

• drinks  more  than  a moderate  amount? 

• is  self-prescribing  mood-altering  drugs? 

— then,  you  may  know  a doctor  who  needs  our 
help.  If  you  feel  that  you,  a colleague,  a resident 
or  student  need  counseling  or  treatment,  won't 
you  give  us  an  opportunity  to  help?  (Strictly 
confidential  contacts  can  be  made  through  our 
HOTLINE.  Call  us  collect,  anytime.) 

HOTLINE— 512  477-5575 


TMA  Committee  on 

Physician  Health  & Rehabilitation. 

Percy  E.  Lowe,  M.D.,  Houston,  Chairman 
(713)  461-2646 

David  C.  Eiland,  Jr.,  M.D.,  Galveston 
(713)  461-4776 

Kenneth  L.  Orten,  M.D.,  Tyler 
(214)  597-3541 

Orene  Peddicord,  M.D.,  Lubbock 
(806)  743-4357 

Neal  H.  Gray,  M.D.,  San  Antonio 
(512)  733-6681 

Richard  L.  Weddige,  M.D.,  Lubbock 
(806)  743-2804 

Lawrence  F.  Buxton,  M.D.,  Corpus  Christi 
(512)  883-1731 

G.  Hulse  Wagner,  M.D.,  Wichita  Falls 
(817)  767-0029 

Guy  K.  Driggs,  M.D.,  Dallas 
(214)  941-3313 

Mrs.  Dor  Brown,  Fredericksburg,  Auxiliary 

Representative 


(512)  997-3615 

Rajesh  K.  Davda,  Temple,  Student 
i Representative 
(817)  778-0452 

Carolyn  Fife,  M.D.,  Dallas,  Resident 
Representative 
(214)  357-8404 


Texas  Medical  Association 
Educational  Poster 
For  Your  Office 

Produced  by  the  Texas  Medical  Association,  this  1 1 x 
17  inch  poster  reminds  your  patients  that  seat  belts 
save  lives.  It  also  reinforces  your  role  as  health  edu- 
cator with  its  statement  at  the  bottom  “A  message 
from  your  doctor  and  the  Texas  Medical  Association.” 

Printed  in  red  and  black  on  bright  yellow  paper,  it  can 
be  displayed  in  your  office  or  anywhere  it  would  be 
seen  by  the  public.  Order  extra  posters  to  display  in 
your  hospital,  neighborhood  pharmacy,  or  schools. 

Posters  are  provided  free  of  charge  as  a public  ser- 
vice. Order  now!  Indicate  the  number  you  would  like 
in  the  blank  below  and  send  this  form  to: 

Texas  Medical  Association 

Communication  Department 
1801  North  Lamar  Blvd. 

Austin,  Texas  78701 


I would  like seat  belt  poster(s). 


name 


address 


city 


state 


zip 
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Information  for  authors 

Texas  Medicine  has  two  purposes:  As  a continuing  education  vehi- 
cle for  physicians,  it  publishes  clinically  useful  scientific  articles  and 
other  technical  information.  As  the  official  publication  of  the  Texas 
Medical  Association,  it  informs  members — through  editorials,  news 
pages,  and  regular  departments — about  medical  events,  legislative 
and  governmental  news,  meetings,  continuing  education  courses, 
and  programs  and  policies  of  the  Association. 

Material  for  Texas  Medicine  may  be  sent  to  the  Managing  Editor, 
1801  North  Lamar  Blvd,  Austin  78701 . It  must  be  offered  solely  to 
this  journal.  Each  article  is  reviewed  by  a consultant  specialist  and 
an  editorial  board,  and  is  accepted  or  rejected  on  the  basis  of  its 
individual  merit  and  the  availability  of  other  material.  Reviews  usually 
take  six  to  eight  weeks. 

Copyright  assignment 

In  view  of  The  Copyright  Revision  Act  of  1 976,  effective  Jan  1 , 1 978, 
all  transmittal  letters  to  the  editor  must  contain  the  following  lan- 
guage: “In  consideration  of  the  Texas  Medical  Association  taking 
action  in  reviewing  and  editing  my  submission,  the  author(s)  under- 
signed hereby  transfers,  assigns,  or  otherwise  conveys  all  copyright 
ownership  to  the  Texas  Medical  Association  in  the  event  that  such 
work  is  published  by  the  TMA." 

We  regret  that  transmittal  letters  not  containing  the  foregoing  lan- 
guage signed  by  all  authors  of  the  manuscript  will  necessitate  return 
of  the  manuscript. 

Scientific  articles 

Manuscripts  should  be  typed  double-spaced  with  ample  margins. 
Three  copies,  including  illustrations,  should  be  submitted  and  the 
author  should  keep  a copy. 

Please  indicate  six  key  words  for  indexing. 

Titles  should  include  the  words  most  suitable  for  indexing  the  arti- 
cle in  “Index  Medicus,”  should  stress  the  main  point,  and  should  be 
brief.  Subtitles  should  not  be  connected  grammatically  with  the  main 
title. 

Include  a mailing  address  and  telephone  number  for  each  author. 

An  introductory  summary  of  100-150  words  is  required. 

Text  should  be  narrative  with  complete  sentences,  few  abbrevia- 
tions, and  logical  subheadings.  For  spelling  and  usage  the  editors 
follow  "Dorland’s  Illustrated  Medical  Dictionary,”  26th  edition,  and 
“Webster’s  Third  New  International  Dictionary,  Unabridged.” 

The  text  of  observational  and  experimental  articles  is  usually — but 
not  necessarily — divided  into  sections  with  the  headings:  Introduc- 
tion, Methods,  Results,  and  Discussion.  Subheadings  may  be 
needed  to  clarify  content.  Other  types  of  articles  may  need  different 
formats. 

For  more  extensive  information  about  preparing  medical  articles 
for  publication,  the  editors  suggest  the  following  sources: 

International  Committee  of  Medical  Journal  Editors:  Uniform  re- 
quirements for  manuscripts  submitted  to  biomedical  journals.  The 
complete  document  is  available  in  the  June  1 982  issue  of  the  Annals 
of  Internal  Medicine. 

Barclay  WR,  Southgate  MT,  Mayo  RW:  Manual  for  authors  and 
editors:  editorial  style  and  manuscript  preparation.  Los  Altos,  Calif, 
Lange  Medical  Publications,  1 981 . Compiled  for  the  American  Medi- 
cal Association. 

CBE  Style  Manual  Committee:  Council  of  Biology  Editors  style 
manual:  a guide  for  authors,  editors,  and  publishers  in  the  biological 
sciences.  4th  ed.  Council  of  Biology  Editors,  Inc,  1978.  Distributed  by 
the  American  Institute  of  Biological  Sciences,  Arlington,  Va. 

In  addition,  many  excellent  books  and  manuals  are  devoted  to 
principles  and  techniques  of  clear,  concise  writing,  and  are  applica- 
ble to  scientific  as  well  as  general  topics. 

References 

References  to  scientific  publications  should  be  listed  in  numerical 
order  at  the  end  of  the  article,  with  reference  numbers  placed  in 
parentheses  at  appropriate  points  in  text. 

Minimum  acceptable  data: 


Journals:  Author,  article  title,  journal,  volume,  inclusive  pages, 
year. 

Books:  Author,  title,  place  of  publication,  publisher,  year. 

Other  sources:  Enough  information  must  be  included  so  that  the 
information  can  be  identified  and  retrieved. 

Letters,  personal  communications,  and  sources  not  readily  avail- 
able should  be  excluded  from  the  reference  list,  but  may  be 
mentioned  parenthetically  or  in  footnotes. 

Illustrations 

Illustrations  should  be  black  and  white  drawings  or  positive  photo- 
graphs, with  neat,  uniform,  fairly  large  lettering.  A label  pasted  to  the 
back  of  each  illustration  should  indicate  its  number,  topic,  author’s 
name,  and  title  of  article  in  brief. 

Legends  should  be  in  complete  sentences,  numbered,  and  typed 
on  a separate  sheet. 

Tables  should  be  typed  on  separate  sheets.  Column  headings 
should  show  points  of  similarity;  side  headings,  points  of  difference. 

Previously  published  material 

Written  permission  should  be  obtained  from  the  publishers  and  the 
authors  for  use  of  any  previously  published  material  (extensive  tex- 
tual matter,  illustrations,  tables)  used.  Short  verbatim  quotations  in 
the  text  may  be  used  without  permission,  but  should  be  quoted  ex- 
actly with  the  source  credited.  Copies  of  permission  letters  should  be 
submitted  with  the  manuscript. 

Editorials 

Editorials  should  be  written  in  clear,  concise  language.  Length 
should  be  about  two  or  three  pages  typed  with  double  spacing. 

Letters 

Letters  will  be  published  at  the  discretion  of  the  managing  editor, 
consultants,  and  Board  of  Publication. 

News 

News  items  should  be  sent  to  the  Editorial  Offices,  1801  North 
Lamar  Blvd,  Austin  78701 . 

Obituaries 

Brief  obituaries  of  deceased  TMA  members  are  published  if  ade- 
quate information  is  received  within  four  months  of  date  of  death. 
With  notification,  please  include  the  name  and  address  of  next  of  kin. 

Policy  on  columns 

Few  contributors  recognize  beforehand  the  demands  of  producing  a 
monthly  column  that  will  consistently  be  of  interest  and  value  to  the 
reader.  Although  a few  regular  columns  appear,  it  has  not  been  the 
policy  to  grant  monthly  pages  to  specific  committees,  councils,  or 
groups. 

The  Editorial  Committee  and  the  editors  do,  however,  encourage 
committees,  councils,  and  individuals  to  submit  original  material 
which  they  consider  valuable  to  readers.  Should  regular  publication 
in  column  form  be  deemed  appropriate,  the  committee  and  the  edi- 
tors will  consider  development  of  a column. 

Editing 

All  material  is  subject  to  editing,  but  authors  receive  typescripts  to 
check  before  publication.  After  the  article  is  sent  to  the  printer,  only 
minimal  revision  may  be  made. 

Reprints 

Reprints  are  available  directly  from  the  printer  at  an  established 
schedule  of  costs.  Authors  automatically  receive  order  blanks  when 
their  articles  are  published. 

Copyright 

Texas  Medicine  is  copyrighted  by  the  Texas  Medical  Association. 
Written  permission  from  the  managing  editor  must  be  obtained  be- 
fore reproducing,  in  part  or  in  whole,  any  material  published  in  Texas 
Medicine. 

Point  of  View 

Publication  of  any  article  or  statement  is  not  to  be  deemed  an  en- 
dorsement of  the  views  expressed  therein,  nor  shall  publication  of 
any  advertisement  be  considered  an  endorsement  of  or  approval  of 
the  product  or  service  involved. 
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Among  so  many  once-daily 
antihypertensives, 
only  one  can  offer  so  much 


© 1985  Ayerst  Laboratories 


. Once-daily  _ _ 

InderideLA 


The  world’s  leading  beta  blocker 
and  diuretic-for  once-daily 
convenience  without  compromise 

When  selecting  other  once-daily  agents,  physicians  may  have  to  compromise 
either  their  choice  of  beta  blocker  or  diuretic.  With  INDERIDE®  LA,  physicians 
have  the  agents  most  widely  prescribed  worldwide— INDERAL®  and  hydro- 
chlorothiazide-with  the  convenience  of  once-daily  dosage. 

24-hour  blood  pressure  control  with  the 
broad  benefits  of  INDERAL  (propranolol  HCI) 

The  controlled-release  delivery  system  of  INDERIDE  LA  provides  24-hour  beta 
blockade  and  the  broad  cardiovascular  benefits  of  INDERAL  with  a single  daily 
dose.  Compliance  is  enhanced  because  once-daily  administration  fits  easily  into 
patient^  daily  routines. 

Plus  standard-release  hydrochlorothiazide, 
the  thiazide  of  choice  for  comfortable 
morning  diuresis 

Hydrochlorothiazide  is  the  world’s  most  widely  prescribed  antihypertensive 
diuretic.  When  taken  in  the  morning,  INDERIDE  LA  provides  comfortable 
morning  diuresis.  Each  dosage  strength  of  INDERIDE  LA  contains. 

-one  of  the  three  most  widely  prescribed  dosage  strengths  of  INDERAL®  LA- 
80  mg,  120  mg,  or  160  mg  and 

—an  established,  effective  daily  dose  of  standard-release  hydrochlorothiazide- 
50  mg 


Once-daily 

inderidela 


Convenience  without  compromise 
One  capsule-Once  daily 


*The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories 
BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION,  SEE  PACKAGE  CIRCULAR  ) 

IN  DERIDE*  LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (INDERAL®  LA)  and 


HYDROCHLOROTHIAZIDE  (Long  Acting  Capsules) 

No  455 — Each  INDERIDE®  LA  80/50  Capsule  contains 

Propranolol  hydrochloride  (INDERAL®  LA)  80  mg 

Hydrochlorothiazide  50  mg 

No  457 — Each  INDERIDE®  LA  120/50  Capsule  contains 

Propranolol  hydrochloride  (INDERAL®  LA)  1 20  mg 

Hydrochlorothiazide  50  mg 

No  459— Each  INDERIDE®  LA  160/50  Capsule  contains 

Propranolol  hydrochloride  (INDERAL®  LA)  160  mg 

Hydrochlorothiazide  50  mg 


INDERIDE  LA  is  indicated  in  the  management  of  hypertension 

This  fixed-combination  drug  is  not  indicated  for  initial  therapy  of  hypertension.  If 
the  fixed  combination  represents  the  dose  titrated  to  the  individual  patient's  needs, 
therapy  with  the  fixed  combination  may  be  more  convenient  than  with  the  separate 
components. 

CONTRAINDICATIONS 

Propranolol  hydrochloride  (INDERAL®): 

Propranolol  is  contraindicated  in  1)  cardiogenic  shock.  2)  sinus  bradycardia  and  greater  than 
first  degree  block,  3)  bronchial  asthma,  4)  congestive  heart  failure  (see  WARNINGS)  unless  the 
failure  is  secondary  to  a tachyarrhythmia  treatable  with  propranolol 

Hydrochlorothiazide: 

Hydrochlorothiazide  is  contraindicated  in  patients  with  anuria  or  hypersensitivity  to  this  or  other 
sulfonamide-derived  drugs 

WARNINGS 

Propranolol  hydrochloride  (INDERAL®): 

CARDIAC  FAILURE  Sympathetic  stimulation  may  be  a vital  component  supporting  circulatory 
function  in  patients  with  congestive  heart  failure  and  its  inhibition  by  beta  blockade  may 
precipitate  more  severe  failure  Although  beta  blockers  should  be  avoided  in  overt  congestive 
heart  failure,  if  necessary,  they  can  be  used  with  close  follow-up  in  patients  with  a history  of 
failure  who  are  well  compensated,  and  are  receiving  digitalis  and  diuretics  Beta-adrenergic 
blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart  muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can,  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  propranolol  should  be  discontinued  (gradually,  if  possible) 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of  angina 
and.  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of  propranolol 
therapy  Therefore,  when  discontinuance  of  propranolol  is  planned,  the  dosage  should  be 
gradually  reduced  and  the  patient  carefully  monitored  In  addition  when  propranolol  is 
prescribed  for  angina  pectoris,  the  patients  should  be  cautioned  against  interruption  or 
cessation  of  therapy  without  the  physician's  advice  If  propranolol  therapy  is  interrupted 
and  exacerbation  of  angina  occurs,  it  usually  is  advisable  to  reinstitute  propranolol  therapy 
and  take  other  measures  appropriate  for  the  management  of  unstable  angina  pectoris 
Since  coronary  artery  disease  may  be  unrecognized,  it  may  be  prudent  to  follow  the  above 
advice  in  patients  considered  at  risk  of  having  occult  atherosclerotic  heart  disease  who  are 
given  propranolol  for  other  indications 


THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms 
of  hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid  function  tests 
IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  of  5 mg 
propranolol 

MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy 
prior  to  maior  surgery  is  controversial  It  should  be  noted  however,  that  the  impaired  ability  of 
the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia 
and  surgical  procedures 

Nonallerqic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema)  PATIENTS  WITH 
BRONCHOSPASTIC  DISEASES  SHOULD.  IN  GENERAL.  NOT  RECEIVE  BETA  BLOCKERS 
INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodilation  produced  by 
endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  appear- 
ance of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of  acute 
hypoglycemia  in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be  more  difficult  to 
ad|ust  the  dosage  of  insulin  Hypoglycemic  attacks  may  be  accompanied  by  a precipitous 
elevation  of  blood  pressure 
Hydrochlorothiazide: 

Thiazides  should  be  used  with  caution  in  severe  renal  disease  In  patients  with  renal  disease 
thiazides  may  precipitate  azotemia  In  patients  with  impaired  renal  function,  cumulative  effects 
of  the  drug  may  develop 

Thiazides  should  also  be  used  with  caution  in  patients  with  impaired  hepatic  function  or 
progressive  liver  disease,  since  minor  alterations  of  fluid  and  electrolyte  balance  may  precipi- 
tate hepatic  coma 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive  drugs.  Potentiation 
occurs  with  ganglionic  or  peripheral  adrenergic-blocking  drugs 

Sensitivity  reactions  may  occur  in  patients  with  a history  of  allergy  or  bronchial  asthma 
The  possibility  of  exacerbation  or  activation  of  systemic  lupus  erythematosus  has  been 
reported 

PRECAUTIONS 

Propranolol  hydrochloride  (INDERAL®): 

GENERAL:  Propranolol  should  be  used  with  caution  in  patients  with  impaired  hepatic  or  renal 
function  Propranolol  is  not  indicated  for  the  treatment  of  hypertensive  emergencies. 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients 
should  be  told  that  propranolol  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may 
lead  to  a return  of  increased  intraocular  pressure 

CLINICAL  LABORATORY  TESTS  Elevated  blood  urea  levels  in  patients  with  severe  heart 
disease,  elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 

DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs,  such  as  reser- 
pine,  should  be  closely  observed  if  propranolol  is  administered  The  added  catecholamine- 
blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity, 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic 
hypotension 


CARCINOGENESIS,  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY  Long-term  studies  in 
animals  have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18- 
month  studies,  in  both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no 
evidence  of  significant  drug-induced  toxicity  There  were  no  drug-related  tumorigemc  effects 
at  any  of  the  dosage  levels  Reproductive  studies  in  animals  did  not  show  any  impairment  of 
fertility  that  was  attributable  to  the  drug 

PREGNANCY  Pregnancy  Category  C Propranolol  has  been  shown  to  be  embryotoxic  in 
animal  studies  at  doses  about  10  times  greater  than  the  maximal  recommended  human  dose 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  Propranolol  should  be 
used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
NURSING  MOTHERS  Propranolol  is  excreted  in  human  milk  Caution  should  be  exercised 
when  propranolol  is  administered  to  a nursing  mother 

PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 
Hydrochlorothiazide: 

GENERAL  Periodic  determination  of  serum  electrolytes  to  detect  possible  electrolyte  im- 
balance should  be  performed  at  appropriate  intervals 

All  patients  receiving  thiazide  therapy  should  be  observed  for  clinical  signs  of  fluid  or 
electrolyte  imbalance,  namely  Hyponatremia,  hypochloremic  alkalosis,  and  hypokalemia 
Serum  and  urine  electrolyte  determinations  are  particularly  important  when  the  patient  is 
vomiting  excessively  or  receiving  parenteral  fluids  Medication  such  as  digitalis  may  also 
influence  serum  electrolytes  Warning  signs  irrespective  of  cause  are  Dryness  of  mouth,  thirst, 
weakness  lethargy,  drowsiness,  restlessness,  muscle  pains  or  cramps,  muscular  fatigue, 
hypotension,  oliguria,  tachycardia,  and  gastrointestinal  disturbances  such  as  nausea  and 
vomiting 

Hypokalemia  may  develop,  especially  with  brisk  diuresis,  when  severe  cirrhosis  is  present 
or  during  concomitant  use  of  corticosteroids  or  ACTH 

Interference  with  adequate  oral  electrolyte  intake  will  also  contribute  to  hypokalemia 
Hypokalemia  can  sensitize  or  exaggerate  the  response  of  the  heart  to  the  toxic  effect  of 
digitalis  (eg.  increased  ventricular  irritability)  Hypokalemia  may  be  avoided  or  treated  by  use 
of  potassium  supplements,  such  as  foods  with  a high  potassium  content 

Any  chloride  deficit  is  generally  mild  and  usually  does  not  require  specific  treatment, 
except  under  extraordinary  circumstances  (as  in  liver  or  renal  disease)  Dilutional  hypo- 
natremia may  occur  in  edematous  patients  in  hot  weather,  appropriate  therapy  is  water 
restriction,  rather  than  administration  of  salt,  except  in  rare  instances  when  the  hyponatremia  is 
life-threatening  In  actual  salt  depletion,  appropriate  replacement  is  the  therapy  of  choice 
Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain  patients  receiving 
thiazide  therapy 

Insulin  requirements  in  diabetic  patients  may  be  increased,  decreased,  or  unchanged 
Diabetes  mellitus  which  has  been  latent  may  become  manifest  during  thiazide  administration 
If  progressive  renal  impairment  becomes  evident,  consider  withholding  or  discontinuing 
diuretic  therapy 

Thiazides  may  decrease  serum  PBI  levels  without  signs  of  thyroid  disturbance 
Calcium  excretion  is  decreased  by  thiazides  Pathologic  changes  in  the  parathyroid  gland 
with  hypercalcemia  and  hypophosphatemia  have  been  observed  in  a few  patients  on  pro- 
longed thiazide  therapy  The  common  complications  of  hyperparathyroidism,  such  as  renal 
lithiasis  bone  resorption,  and  peptic  ulceration  have  not  been  seen  Thiazides  should  be 
discontinued  before  carrying  out  tests  for  parathyroid  function 

DRUG  INTERACTIONS  Thiazide  drugs  may  increase  the  responsiveness  to  tubocurarine 
The  antihypertensive  effects  of  thiazides  may  be  enhanced  in  the  postsympathectomy 
patient  Thiazides  may  decrease  arterial  responsiveness  to  norepinephrine  This  diminution  is 
not  sufficient  to  preclude  effectiveness  of  the  pressor  agent  for  therapeutic  use 

PREGNANCY  Pregnancy  Category  C Thiazides  cross  the  placental  barrier  and  appear  in 
cord  blood  The  use  of  thiazides  in  pregnancy  requires  that  the  anticipated  benefit  be  weighed 
against  possible  hazards  to  the  fetus  These  hazards  include  fetal  or  neonatal  |aundice. 
thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult 
NURSING  MOTHERS  Thiazides  appear  in  human  milk  If  use  of  the  drug  is  deemed 
essential  the  patient  should  stop  nursing 

PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 


ADVERSE  REACTIONS 

Propranolol  hydrochloride  (INDERAL®): 

Most  adverse  effects  have  been  mild  and  transient  and  have  rarely  required  the  withdrawal  of 
therapy 

Cardiovascular  Bradycardia,  congestive  heart  failure,  intensification  of  AV  block,  hypo- 
tension. paresthesia  of  hands,  thrombocytopenic  purpura  arterial  insufficiency,  usually  of  the 
Raynaud  type 

Central  Nervous  System  Lightheadedness,  mental  depression  manifested  by  insomnia 
lassitude,  weakness,  fatigue,  reversible  mental  depression  progressing  to  catatonia,  visual 
disturbances,  hallucinations,  an  acute  reversible  syndrome  characterized  by  disorientation  for 
time  and  place  short-term  memory  loss,  emotional  lability,  slightly  clouded  sensorium,  and 
decreased  performance  on  neuropsychometrics 

Gastrointestinal  Nausea,  vomiting,  epigastric  distress,  abdominal  cramping  diarrhea, 
constipation,  mesenteric  arterial  thrombosis  ischemic  colitis 

Allergic  Pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching 
and  sore  throat;  laryngospasm  and  respiratory  distress 

Respiratory  Bronchospasm 

Hematologic  Agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic 
purpura 

Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous  Alopecia,  LE-like  reactions:  psoriasiform  rashes,  dry  eyes,  male  impo- 
tence and  Peyronie's  disease  have  been  reported  rarely  Oculomucocutaneous  reactions 
involving  the  skin,  serous  membranes,  and  conjunctivae  reported  for  a beta  blocker  (practolol) 
have  not  been  associated  with  propranolol 

Hydrochlorothiazide: 

Gastrointestinal  Anorexia,  gastric  irritation,  nausea,  vomiting,  cramping,  diarrhea,  constipa- 
tion, jaundice  (intrahepatic  cholestatic  iaundice).  pancreatitis,  sialadenitis 

Central  Nervous  System  Dizziness  vertigo,  paresthesias,  headache,  xanthopsia 

Hematologic  Leukopenia,  agranulocytosis:  thrombocytopenia,  aplastic  anemia 

Cardiovascular  Orthostatic  hypotension  (may  be  aggravated  by  alcohol,  barbiturates,  or 
narcotics) 

Hypersensitivity  Purpura,  photosensitivity,  rash,  urticaria:  necrotizing  angiitis  (vasculitis, 
cutaneous  vasculitis):  fever:  respiratory  distress,  including  pneumonitis,  anaphylactic 
reactions 

Other  Hyperglycemia:  glycosuria,  hyperuricemia,  muscle  spasm,  weakness:  restless- 
ness. transient  blurred  vision 

Whenever  adverse  reactions  are  moderate  or  severe,  thiazide  dosage  should  be  reduced 
or  therapy  withdrawn 
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The  road  from  San  Angelo  to  Afghanistan 
Texas  physician  helps  freedom  fighters 


The  plight  of  Afghanistan  reached  J.  Preston  Darby,  MD,  as 
he  leisurely  read  a newspaper  article  in  the  doctors’  lounge 
of  a San  Angelo  hospital.  Since  that  day,  his  life  has  changed, 
and  he  grasps  every  opportunity  to  tell  the  Afghans’  story. 

After  reading  that  compelling  article,  Dr  Darby  volun- 
teered for  service  in  the  International  Medical  Corps  (IMC), 
a nonprofit  organization  offering  medical  assistance  to  the 
Afghans.  There  are  about  200  Afghan  physicians  in  the 
country,  with  most  of  those  in  urban  areas,  according  to  the 
corps'  founder  Bob  Simon,  MD,  Los  Angeles.  Approxi- 
mately 1,500  doctors  worked  there  before  the  Russians  in- 
vaded, he  says.  Freedom  fighters  control  85%  of  the  country, 
Dr  Simon  says,  and  that  portion  has  no  medical  care.  The 
task  of  helping  the  struggling  Afghans  has  fallen  to  the  IMC 
because  other  medical  relief  organizations  operate  under 
charters  that  forbid  them  to  offer  assistance  without  the  host 
country’s  approval,  which  the  Russians  have  not  provided. 

Dr  Darby's  assistance  in  that  task  was,  and  is,  “remark- 
able, ” Dr  Simon  says.  “Dr  Darby  is  a legend  there.  Everyone 
in  the  northeastern  regions  knows  about  him.  He  did  a phe- 
nomenal job.’’ 

Dr  Darby  discussed  his  adventure  with  Texas  Medicine, 
and  shared  his  personal  journal,  excerpts  of  which  are  high- 
lighted in  this  article. 


In  March  1985,  J.  Preston  Darby,  MD,  traded  his  internal 
medicine  practice  in  the  West  Texas  metropolis  of  San  An- 
gelo for  a two-month  working  tour  of  war-torn  Afghanistan. 

Cut  off  from  the  luxuries  of  modern  medical  technology,  he 
treated  patients  in  unsanitary  conditions,  using  little  or  no 
medication.  He  risked  his  life  to  become  a trespasser  in  the 
Russian  stronghold,  stealing  through  the  countryside  under 
the  protection  of  Afghan  freedom  fighters. 

The  journey  to  the  poor  and  ravaged  country  began  as  Dr 
Darby  relaxed  with  a copy  of  AM  News  in  the  comfort  of  the 
doctors’  lounge  of  a San  Angelo  hospital.  A story  about  Bob 
Simon,  MD,  Los  Angeles,  caught  his  attention  and  his  imag- 
ination. Dr  Simon  was  caring  for  Afghan  refugees  and  seek- 
ing support  for  the  International  Medical  Corps,  an  organiza- 
tion that  offers  medical  assistance  to  the  otherwise  deprived 
Afghan  resistance. 

Dr  Darby  corresponded  with  Dr  Simon,  and  arrangements 
were  made  for  Dr  Darby  s trip  to  the  mysterious  East.  As  a 
member  of  the  IMC,  Dr  Darby  had  three  missions:  (1)  to  set 
up  clinics  inside  Afghanistan,  (2)  to  treat  refugees,  and  (3) 
to  meet  with  Ahmadsha  Massud,  a leader  of  the  Afghan  re- 
sistance, and  assess  the  country's  medical  needs.  He  was 
the  first  American  physician  to  meet  Massud. 

So  that  he  could  pass  unnoticed  among  the  dark  popula- 
tion of  the  far  East,  Dr  Darby  assumed  a new  identity.  He 
dyed  his  light  hair  brown,  grew  a beard,  which  he  darkened 
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with  mascara,  and  disguised  his  blue  eyes  with  brown  con- 
tact lenses. 

On  March  8,  with  his  new  look  and  ill  with  a cold,  Dr 
Darby  said  goodbye  to  his  wife  Pam,  who  was  expecting 
their  second  child  before  his  scheduled  return,  and  his 
young  son  Hayne.  He  began  the  journey  to  Peshawar, 
Pakistan,  a city  neighboring  Afghanistan,  where  he  would 
meet  his  Afghan  guides. 

Dr  Darby  settled  into  the  first  leg  of  his  flight  with  an  Er- 
nest Hemmingway  novel.  In  his  journal,  he  noted  “coffee 
(that)  would  rouse  Lazarus,”  along  with  his  misery  with  a 
cold  and  lack  of  sleep.  A flight  to  Damascus  was  highlighted 
by  two  hours  of  “relentless  and  unceasing  kicking  of  my 
seatback  by  a small  noisy  child — a new  world  record  for 
high  altitude  chair  kicking.”  And,  he  observed,  “From  the 
number  of  children  on  this  plane  there  will  certainly  always 
be  a Pakistan.” 

In  Peshawar,  Dr  Darby  s cold  improved  somewhat  and 
gastrointestinal  problems  ensued.  His  Afghan  hosts  repeat- 
edly delayed  his  entrance  into  Afghanistan.  Eager  to  do 
something  worthwhile,  he  treated  patients  in  refugee  camps 
in  Pakistan.  On  March  19 — 1 1 days  after  his  departure  from 
the  United  States — he  entered  Afghanistan  on  foot  behind 
two  camels.  He  and  his  companions  navigated  hilly  roads, 
traveling  in  the  dark,  always  aware  of  Russian  artillery  fire  in 
the  background. 

The  trip  took  the  band  through  villages  where,  if  the  area 
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was  free  of  KGB  agents,  they  set  up  temporary  clinics  and 
saw  patients. 

"We  hauled  medicine  into  the  village,  and  the  village 
would  donate  a little  room,  and  then  it  would  be  just  like 
holding  sick  call,"  Dr  Darby  says.  "Word  would  go  out,  and 
people  would  be  lined  up  in  the  morning — everyone  from 
newborn  infants  to  old  men.  We  saw  them  and  did  the  best 
we  could  with  no  laboratory  or  x-rays.  We  saw  primarily 
malnutrition,  worms,  and  infectious  diseases.  I saw  very  few 
current  war  wounds  because  there  hadn’t  been  any  sub- 
stantial ground  fighting  in  that  area  for  some  time,  although 
there  is  some  now  ...  I had  very  little  to  treat  them  with. 
Mostly,  I would  examine  them  and  give  them  sympathy. 

They  had  everything  from  war  neuroses  to  frostbite,  but  I 
had  almost  no  medicines.” 

Ironically,  the  setting  for  the  pain  and  illness  was  beau- 
tiful. In  his  journal,  Dr  Darby  describes  bubbling  springs  with 
long  aqueducts  and  a water  mill  for  grinding  wheat,  terraced 
irrigation,  and  apricot  trees  in  bloom.  But,  Russian  jets 
passing  overhead  often  shattered  the  peaceful  illusion  and 
sent  the  group  scurrying  for  cover. 

The  travelers  slept  wherever  they  could — in  mosques 
(large,  empty  rooms),  caves,  or  abandoned  huts.  Dr  Darby 
came  to  regard  a clean  pair  of  socks  as  a luxury.  Rain  and 
hail  complicated  the  journey,  which  ended  March  27,  with 
their  return  to  Peshawar. 

Dr  Darby  remained  in  Peshawar  about  ten  days,  growing 
restless.  On  April  8,  in  keeping  with  local  tradition,  the  group 
walked  under  the  Koran  and  threw  a pan  of  water  in  the 
road  to  ensure  a safe  return.  Then  they  began  their  second 
foray  into  the  forbidden  countryside.  The  purpose  of  this 
journey  was  to  meet  with  Ahmadsha  Massud,  a leader  of 
the  Afghan  resistance,  and  assess  the  country’s  medical 
needs. 

The  trip  got  off  to  a bad  start  as  Pakistani  officials  almost 
arrested  the  good  Samaritans. 

“I  had  a tourist  passport,  a visa  to  visit  Pakistan,”  Dr 
Darby  said.  "But,  to  go  into  Afghanistan  is  just  illegal.  There 
was  a tip-off,  probably  from  one  of  the  rival  Afghan  groups 
or  the  KGB,  and  I was  arrested  at  a checkpoint  inside 
Pakistan.  I talked  my  way  out  of  jail  with  the  understanding 
that  we  would  go  back  to  Peshawar  and  cease  and  desist 
our  efforts  to  go  back  into  Afghanistan  again.” 

But,  Dr  Darby  and  his  guides  entered  the  country  through 
an  alternate  route.  They  traveled  on  foot  into  the  moun- 
tainous Panjsher  Valley. 

"It  almost  killed  me,”  Dr  Darby  says,  recalling  the  journey, 
j “We  had  to  go  cross-country  through  the  mountains  and 
snow.  We  couldn’t  get  any  horses  to  ride,  so  we  had  to  walk 
; the  whole  way.  That  time  of  year,  the  snow  on  the  moun- 
tains was  melting,  so  instead  of  being  able  to  walk  on  it,  we 
had  to  flounder  through  it  at  about  18,000  feet.  It  took  us  a 


Glimpses  of  Afghanistan 

These  notes  are  from  Dr  Darby’s  personal  journal,  which  he 
kept  during  his  trip  to  Afghanistan. 

At  long  last,  Peshawar.  As  exotic  as  I had  believed.  It  brings 
back  memories  of  India  and  old  trips  while  in  Air  Force. 
Except  for  mountain  ranges,  the  land  resembles  West  Texas 
and  Eastern  New  Mexico  . . . 

This  pm  went  to  refugee  camp  and  helped  hold  sick  call  in 
mud  huts.  Proud  but  pathetic  people  . . . 

The  Russians  have  fired  up  offensive  near  our  destination. 
Suddenly  we  are  rushed  out,  disguised,  into  a closed  truck 
and  rushed  through  town  into  a compound  out  of  town.  Too 
many  people  took  note  of  our  visit,  and  we  had  to  go  to 
“safe  place." 

Expected  my  sleeping  bag  to  arrive,  but  all  gear  far  behind 
us,  so  I lay  on  dirty  porch,  exhausted,  trying  to  stay  warm  in 
a filthy  blanket. 

Yesterday  was  the  first  day  of  spring  and  the  Afghan  New 
Year.  Hope  this  one  will  be  better  for  them.  They  deserve 
liberty.  As  one  said  to  me,  the  only  superpower  they  fear  is 
Allah.  What  devout,  devoted,  and  courageous  people. 

Reconnaisance  planes  and  gunships  passing  over  fre- 
quently now,  and  we  hide  in  the  woods.  We  must  move  from 
here  soon. 

Continue  to  be  amazed  at  the  ..  . hardiness  of  these 
people.  Know  I'm  slowing  us  down,  but  can't  help  it.  Maybe 
we  can  find  a horse.  “My  kingdom  for  one."  I know  how  he 
felt. 

Remember  seeing  old  man  yesterday  with  severe  frostbite 
of  hand  with  gangrene  of  all  fingers— two  months  old. 

Somehow,  at  noon  today,  high  on  a mountaintop  covered 
with  snow,  my  soul  returned  ...  I felt  as  if  I couldn't  go  on 
and  prayed  fervently  for  God  to  get  me  back  to  Pam  and  the 
children.  There  was  a surge  of  energy,  and  I finally  reached 
the  summit  and  dropped  to  my  knees  to  give  thanks. 

Colonel  says  they  passed  some  French  journalists  en  route 
to  Panjsher,  who  heard  that  an  American,  Dr  Pres  Darby, 
was  in  that  valley.  They  of  course  denied  it. 

Got  a look  in  the  mirror  today.  What  a shock!  Hairy  ears, 
filthy  hair,  face  peeling,  and  gray,  unkempt  beard. 

Had  the  spiritual  surge  of  energy  again  that  saved  me  in  the 
snow  and  actually  ran  the  last  100  yards  drenched  in  sweat, 
dyspneic,  but  exultant. 

Everything  strewn  on  counter.  When  he  (customs  agent) 
leafed  through  sleeping  bag,  ...  I said,  “ Now  you  have 
lice,  too."  This  ended  the  inspection. 

Many  thanks  to  God  and  Afghans  for  bringing  me  home 
safely.  I will  bore  even  my  grandchildren  with  stories  about 
this. 
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whole  day  just  to  travel  a distance  I could  ski  down  in  about 
five  or  ten  minutes,  or  walk  in  an  hour.” 

The  party  arrived  at  Massud's  compound  April  21  for  a 
three-day  conference  with  Massud  and  an  Afghan  doctor. 
During  their  meeting,  the  three  men  discussed  the  Afghans' 
medical  needs.  Dr  Darby’s  assessment  noted  a shortage  of 
surgical  instruments,  x-ray  machines,  and  dental  equipment. 
He  also  learned  that  there  was  a need  for  food,  vitamins, 
and  clothing  for  children.  Among  the  significant  health  prob- 
lems the  Afghans  reported  were  rheumatism,  frostbite,  and 
tuberculosis.  They  also  passed  along  a plea  for  various 
drugs,  purified  drinking  water,  and  medical  journals  trans- 
lated into  Persian.  Dr  Darby  related  that  “mental  problems 
are  tremendous.” 

Dr  Darby  arrived  in  Pakistan  May  4,  “weak,  dirty,  and 
miserable,”  and  two  days  late  for  the  flight  he  had  sched- 
uled for  his  return  to  the  United  States. 


He  made  a new  flight  reservation  and  soon  was  back  in 
beautiful  San  Angelo.  His  family  was  shocked  by  his  appear- 
ance— more  than  30  pounds  lighter  and  still  wearing  his 
beard.  Since  his  experience  in  Afghanistan,  Dr  Darby's  life 
and  profession  have  changed. 

“Those  of  us  who  went  over  there  thought  we’d  go  and 
come  back  and  do  our  daily  practice.  But,  you  get  so  caught 
up  in  this  business,  and  you  feel  so  for  the  Afghans.  If  it 
weren’t  for  them,  I wouldn't  have  lived.  You  just  can’t  turn 
loose  of  all  of  it,”  he  says. 

Dr  Darby  fights  for  public  awareness  of  the  Afghans’  suffer- 
ing at  every  opportunity,  traveling  throughout  the  United 
States  to  discuss  the  situation.  His  audiences  include  every 
group  from  Rotarians  to  university  students,  “anywhere  that  I 
get  an  invitation.” 

“It  isn’t  doing  much  for  income,  but  a lot  for  my  soul,”  he 
says. 


Dr  Darby  (second  from  right)  rests  with  his  Afghan  companions  during  their 
trip  through  the  mountainous  countryside. 
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Editor's  note:  The  International  Medical  Corps  is  a nonprofit 
organization  chartered  in  1984.  Its  2,000  members  and  sup- 
porters include  approximately  200  American  doctors.  After 
Dr  Darby’s  trip,  the  organization  received  State  Department 
funding  to  operate  a one-year  program  offering  training  to 
Afghans,  so  that  they  may  re-enter  their  country  as  trained 
paramedics.  As  a condition  of  the  grant,  American  doctors  no 
longer  work  inside  Afghanistan.  Further  information  on  the 
IMC  is  available  from  International  Medical  Corps,  PO  Box 
49525,  Los  Angeles,  CA  90049. 


Asked  if  he  would  consider  returning  to  Afghanistan,  Dr 
Darby  replies  affirmatively,  adding,  "I  probably  would  have  to 
face  a very  irate  wife  if  I went  back  anytime  soon." 

“I  come  from  a wonderfully  crazy  family  of  doctors  who  did 
these  sorts  of  things.  I guess  it’s  in  my  genes.”  He  recalls  that 
his  great  grandfather,  a surgeon,  served  in  the  Civil  and 
Franco-Prussian  wars.  His  maternal  grandfather  was  a phy- 
sician at  the  Panama  Canal.  And,  one  of  his  uncles  went  to 
Africa  to  treat  the  victims  of  yellow  fever  and  later  died  of  the 
illness  himself. 

Contemplating  the  reasons  for  his  own  attraction  to  the 
Afghans'  cause,  Dr  Darby  concludes,  “I'm  not  all  that  altru- 
istic. I just  really  enjoyed  it.  I'm  an  internist  and  every  once  in 
a while,  I like  to  go  out  and  be  a real  doctor,  and  work  without 
a CAT  scan  or  a lab.  It's  refreshing  and  very  humbling." 

Donna  B.  Jones 

News  Editor,  Texas  Medicine 


J.  Preston  Darby,  MD,  in  his  Afghan  disguise  (left)  and  as  he  appears  today. 
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Leave  your  markon  life 


You  don’t  have  to  move  mountains  to 
make  a difference  on  this  earth.  Or  be  a 
Michelangelo  to  leave  your  mark  on  it. 

Leaving  even  the  smallest  legacy  to  the 
American  Cancer  Society  can  help  change 
the  future  for  generations  to  come.  By 
including  the  American  Cancer  Society  in 
your  will,  you’ll  be  leaving  a loving  and 


lasting  impression  on  life. 

You  see,  cancer  is  beatable.  The  survival 
rate  for  all  cancers  is  already  approaching 
50%  in  the  United  States. 

You’ll  be  giving  a gift  AMERICAN 
of  life  to  the  future.  And  * ^CANCER 
giving  life  is  the  greatest  % SOCIETY 
way  of  leaving  your  mark  on  it. 


For  more  information,  call  your  local  ACS  Unit  or  write  to  the  American  Cancer  Society,  4 West  35th  Street,  New  York,  NY  10001. 
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MEDICINE  AND  THE  LAW 


PHYSICIANS  IN  INDUSTRY— CONFIDENTIALITY  AND 
DISCLOSURE 

Many  employers  require  that  job  applicants  undergo  a 
physical  examination  before  they  are  hired.  Physicians  often 
examine  applicants  for  insurance  coverage  or  to  determine 
the  extent  of  an  insurance  company’s  liability  to  a policy- 
holder. Other  employers  contract  with  physicians  to  provide 
diagnostic  or  treatment  services  directly  to  their  employees. 
Some  of  the  legal  and  ethical  questions  that  arise  when  phy- 
sicians provide  professional  services  at  the  request  of  em- 
ployers or  other  third  parties  are  discussed  in  this  article. 


Ethical  perspective 

The  Judicial  Council  of  the  American  Medical  Association 
has  drawn  a distinction  concerning  a physician's  professional 
responsibilities  based  upon  the  type  of  services  rendered  to 
an  employee  or  prospective  employee  (1 ).  If  only  a pre- 
employment physical  examination  or  an  examination  to  de- 
termine if  an  employee  is  well  enough  to  return  to  work  is 
involved,  no  physician-patient  relationship  exists,  according 
to  the  Judicial  Council.  However,  the  physician  should  not 
disclose  the  information  obtained  without  the  written  consent 
of  the  person  examined,  unless  disclosure  is  required  by  law. 
If  the  physician  renders  treatment  for  an  employee,  even 
though  the  employer  may  pay  for  the  care,  a physician- 
patient  relationship  has  been  created.  The  physician  may  not 
discuss  the  employee's  condition  with  the  employer  unless 
the  employee  consents,  or  unless  workers'  compensation  or 
other  statutes  permit  or  require  disclosures. 

Of  course,  a national  body's  statement  of  ethical  policy 
cannot  reflect  all  variations  in  state  law.  Some  Texas  cases 
regarding  physicians'  legal  duties  to  persons  examined  at  the 
request  of  third  parties  are  examined  below. 

Texas  cases 

In  Lotspeich  v Chance  Vought  Aircraft  (2),  the  employer  re- 
quired prospective  employees  to  undergo  a physical  exami- 
nation, including  x-rays.  Although  the  physician’s  interpre- 
tation of  Mrs  Lotspeich’s  x-rays  indicated  no  evidence  of 
pulmonary  disorder,  she  learned  three  years  later  that  she 
had  tuberculosis.  Further,  other  physicians  subsequently 
examined  the  original  x-rays  and  saw  evidence  of  advanced 
pulmonary  disease.  Mrs  Lotspeich  alleged  that  the  com- 
pany had,  through  the  actions  of  its  employed  physician, 
breached  a duty  to  discover  and  to  disclose  information  to 
her  about  her  condition. 

The  court  observed  that  the  physician  had  been  employed 
to  examine  Mrs  Lotspeich  to  assess  her  health  as  it  might 
affect  her  suitability  for  employment.  She  had  not  selected 
the  physician  to  examine  her  and  did  not  request  a report. 


The  court  added  that  the  physician  owed  the  company  a duty 
to  perform  his  professional  duties  efficiently.  Because  his 
only  legal  duty  to  the  patient  was  to  avoid  injuring  her  during 
the  examination,  there  could  be  no  liability  for  failure  to  dis- 
cover or  disclose  a condition  (2,  p 710). 

In  Childs  v Weiss  (3),  Mrs  Childs  came  to  the  Greenville 
Hospital  emergency  room,  stating  that  she  was  bleeding  and 
experiencing  labor  pains.  A nurse  examined  her  and  tele- 
phoned the  physician  on  call.  The  physician  stated  that  he 
told  the  nurse  to  suggest  to  the  woman  that  she  contact  her 
own  obstetrician  in  Garland  for  instructions.  Dr  Weiss  never 
had  met  Mrs  Childs  and  never  had  agreed  to  examine  or  treat 
her.  Mrs  Childs'  baby  was  born  while  she  was  en  route  to  a 
nearby  hospital,  but  died  approximately  12  hours  later. 

The  court  stated  that  the  question  of  negligence  turned 
upon  whether  a physician-patient  relationship  existed,  and 
whether  Dr  Weiss  had  a duty  to  do  those  things  that  an  or- 
dinarily prudent  physician  would  do,  or  to  refrain  from  doing 
things  that  an  ordinarily  prudent  physician  would  not  do  (3, 
p 1 06).  The  court  added: 

The  relation  of  physician  and  patient  is  contractual  and 
wholly  voluntary,  created  by  agreement,  express  or  im- 
plied. ...  It  is  the  law  of  this  state  that  aside  from  the  provi- 
sions of  the  statutes,  the  rights,  duties,  and  liabilities  of 
practitioners  of  the  healing  arts  are  governed  by  the  law 
applicable  to  persons  generally.  A physician  is  under  no 
legal  obligation  to  practice  his  profession  or  render  ser- 
vices to  whomever  may  request  them  (3,  pp  1 06-107). 

Finally,  in  Johnston  v Sibley  (4),  the  court  reiterated  the  posi- 
tion established  in  Lotspeich.  Thomas  Johnston,  Jr,  filed  a 
claim  for  workers’  compensation  benefits,  alleging  low  back 
pain.  The  insurance  carrier  retained  Dr  Sibley  as  a consultant 
to  examine  Mr  Johnston  as  part  of  its  evaluation  of  his  claim. 
No  physician-patient  relationship  existed,  and  Johnston  suf- 
fered no  bodily  injury  during  the  examination. 

The  medical  report  filed  with  the  carrier  indicated  no  evi- 
dence of  orthopedic  disease  or  disability  that  would  prevent 
the  worker’s  return  to  his  regular  duties.  Mr  Johnston  alleged 
that  he  suffered  from  permanent  partial  disability  and  that  the 
physician's  negligent  failure  to  diagnose  the  condition  re- 
sulted in  denial  of  his  workers'  compensation  claim,  as  well 
as  loss  of  other  benefits. 

The  court  held  as  follows: 

. . . where  a doctor . . . conducts  an  examination  of  an 
injured  employee  solely  for  the  purpose  of  evaluating  the 
employee's  disability  for  the  insurance  carrier  after  a claim 
for  workmen's  compensation  has  been  filed,  and  the  doc- 
tor neither  offers  nor  intends  to  treat,  care  for  or  otherwise 
benefit  the  employee  and  does  not  injure  him  during  the 
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course  of  the  examination,  the  doctor  is  not  liable  for  negli- 
gence in  a suit  for  medical  malpractice.  His  duty  to  use  a 
professional  standard  of  care  in  making  the  examination 
and  in  preparing  the  report  runs  only  to  the  party  request- 
ing it  (4,  pp  137-138). 

Texas  law  as  illustrated  by  those  three  cases  seems  to  turn 
upon  the  existence  of  a physician-patient  relationship.  Once 
created,  that  relationship  entails  duties  on  the  part  of  a physi- 
cian, and  a patient  can  recover  damages  for  negligent  con- 
duct. However,  two  other  cases  raise  questions  concerning 
the  continuing  validity  of  this  analysis. 

An  expanded  concept  of  “duty”? 

Armstrong  v Morgan  (5)  involved  a corporate  officer  whose 
company  requested  that  he  take  a physical  examination  prior 
to  being  promoted.  The  physician's  report,  which  indicated 
that  Mr  Armstrong  was  in  very  bad  physical  condition,  re- 
sulted in  the  loss  of  his  job.  Armstrong  contended  (1 ) that  the 
physician  employed  by  the  corporation  was  negligent  in  his 
diagnosis  because  he  did  not  exercise  reasonable  attention, 
observation,  and  skill  in  the  conduct  of  the  examination  and 
(2)  that  the  report  contained  false  and  inaccurate  statements 
and  conclusions. 

The  court  stated  that  Dr  Morgan  owed  Mr  Armstrong: 

...  a duty  not  to  injure  him  physically  or  otherwise.  If  Dr 
Morgan  negligently  performed  the  examination  and  as  a 
result  gave  an  inaccurate  report  of  the  state  of  appellant’s 
health,  and  appellant  was  injured  as  a proximate  result 
thereof,  actionable  negligence  would  be  shown”  (5,  p 47). 
(Emphasis  added.) 

In  Gooden  v Tips  (6)  the  plaintiff  alleged  that  a physician 
who  prescribed  a tranquilizer  for  his  patient  owed  a duty  to 
those  third  parties  who  are  in  ‘‘the  general  field  of  danger”  to 
warn  his  patient  not  to  drive  or  operate  machinery  while 
under  the  influence  of  the  drug.  The  patient’s  automobile 
struck  the  plaintiff  while  the  patient  was  under  the  influence 
of  the  prescribed  medication.  The  physician  had  not  warned 
the  patient. 

The  physician  responded  that  he  had  no  duty  to  the  plain- 
tiff because  no  physician-patient  relationship  existed  be- 
tween them.  However,  the  court  concluded  that  “ . . . under 
proper  facts  a physician  can  owe  a duty  to  use  reasonable 
care  to  protect  the  driving  public  where  the  physician’s  negli- 
gence in  diagnosis  or  treatment  of  his  patient  contributes  to 
plaintiff’s  injuries”  (6,  p 369).  Further,  ”...  the  doctor  was 
under  a duty  to  take  whatever  steps  were  reasonable  under 
the  circumstances  to  reduce  the  likelihood  of  injury  to  other 
motorists”  (6,  p 370).  The  court  did  not  hold  that  the  physi- 
cian had  a duty  to  control  or  to  take  charge  of  his  patient  for 


the  good  of  the  patient  or  third  parties,  but  simply  to  warn  her 
of  the  dangers  of  driving. 

Disclosure  of  confidential  information 

Both  the  Lotspeich  and  the  Johnston  cases  suggest  that  the 
physician  who  treats  an  employee  at  the  employer’s  or  other 
third  party’s  request  has  thereby  created  a physician-patient 
relationship.  The  physician  then  owes  the  patient  a duty  to  do 
all  those  things  that  a reasonably  prudent  physician  in  the 
same  or  similar  circumstances  would  do,  or  to  avoid  doing 
those  things  that  a reasonably  prudent  physician  would 
avoid.  Unless  the  Medical  Practice  Act  (7)  permits  disclosure, 
the  physician  must  respect  the  confidential  nature  of  all  infor- 
mation obtained  relative  to  the  patient,  no  matter  who  pays 
for  the  treatment.  Because  of  internal  procedures  adopted  by 
some  employers,  employees  often  sign  broadly  worded  au- 
thorizations for  disclosure  by  physicians  of  work-related  and 
other  health  information  to  company  representatives  and 
other  third  parties.  However,  without  such  blanket  authoriza- 
tion, a physician  who  discloses  confidential  information  about 
a patient  may  face  civil  liability  and/or  disciplinary  action  by 
the  Texas  State  Board  of  Medical  Examiners  (7,  sec  5.08[l]). 

Even  prior  to  the  Johnston  and  Gooden  cases,  a treating 
physician  had  a duty  to  disclose  to  a patient/employee  in- 
formation that  involved  the  potential  for  undesirable  con- 
sequences to  the  patient  if  not  acted  upon.  However,  Arm- 
strong v Morgan  seems  to  indicate  that  a physician  who  is 
compensated  by  an  employer  or  some  other  third  party  and 
who  examines  a person  merely  at  the  third  party’s  request 
may  be  liable  to  the  employee  if  the  examination  is  con- 
ducted negligently  and  the  resulting  incorrect  information 
causes  harm  (5,  p 47).  If  the  physician  owes  the  examinee 
“.  . . a duty  not  to  injure  him  physically  or  otherwise,”  (5, 
p 47)  failure  to  disclose  the  existence  of  a condition  or  dis- 
ability for  which  the  examinee  could  have  sought  treatment 
from  another  physician  could  be  deemed  negligent,  and  pos- 
sibly the  basis  for  an  award  of  damages. 

A duty  to  warn? 

Gooden  v Tips  indicates  that  a physician  has  a duty  to  those 
persons  who  could  reasonably  face  danger  from  a particular 
patient  who  has  a certain  condition.  Gooden  involves  a pa- 
tient under  treatment  who  received  no  warning  of  the  pos- 
sible effects  of  her  medication.  Until  a Texas  appellate  court 
decides  the  issue  directly,  it  may  be  prudent  to  assume  that  a 
physician  who  examines,  but  does  not  offer  or  render  treat- 
ment to,  a patient  at  the  request  of  an  employer  or  others 
also  has  a duty  to  warn  the  examinee  of  possible  harm  that 
might  forseeably  befall  third  parties.  If  physicians  have  such 
a duty  to  third  persons,  the  position  of  the  court  in  Armstrong 
v Morgan , which  established  a duty  not  to  cause  personal  or 
other  injury  to  the  person  who  is  examined,  seems  stronger. 
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That  is,  the  physician  also  might  have  a duty  to  disclose  to 
an  examinee  information  concerning  a potentially  harmful 
condition. 

Confidentiality  and  disclosure 

Physicians  who  examine  persons  at  the  request  of  employ- 
ers, prospective  employers,  or  other  third  parties  also  may 
face  requests  from  the  examinee  for  access  to  the  medical 
records  created  in  the  course  of  the  examination.  The  provi- 
sions of  the  Medical  Practice  Act  that  describe  confidentiality 
and  disclosure  of  medical  records  do  not  differentiate  be- 
tween records  of  treatment  and  those  concerning  examina- 
tion only  (7).  Subsections  5.08(a)  and  (b)  of  the  act  state: 

(a)  Communications  between  one  licensed  to  practice 
medicine,  relative  to  or  in  connection  with  any  professional 
services  as  a physician  to  a patient,  (are)  confidential  and 
privileged  and  may  not  be  disclosed  except  as  provided  in 
this  section. 

(b)  Records  of  the  identity,  diagnosis,  evaluation,  or 
treatment  of  a patient  by  a physician  that  are  created  or 
maintained  by  a physician  are  confidential  and  privileged 
and  may  not  be  disclosed  except  as  provided  in  this 
section. 

The  act  does  not  define  the  term  "patient,"  and  neither  sub- 
section discusses  the  necessity  of  a physician-patient  rela- 
tionship. Further,  it  would  be  difficult  to  describe  the  status  of 
a person  who  undergoes  examination,  diagnosis,  or  treat- 
ment by  a physician  as  other  than  a "patient”  for  purposes  of 
these  and  other  subsections  of  section  5.08,  no  matter  who 
pays  for  the  services  or  selects  the  physician.  Further,  sub- 
section 5.08(k)  of  the  Medical  Practice  Act  states  that  “A  phy- 
sician shall  furnish  copies  of  medical  records  requested,  or  a 
summary  or  narrative  of  the  records,  pursuant  to  a written 
consent  for  release  of  the  information  . . . , except  if  the  phy- 
sician determines  that  access  to  the  information  would  be 
harmful  to  the  physical,  mental,  or  emotional  health  of  the 
patient 

Summary 

The  Medical  Practice  Act  of  Texas  seems  to  require  that  phy- 
sicians provide  patients  access  to  medical  record  information 
without  regard  for  who  may  have  selected  the  physician  or 
who  will  pay  for  the  professional  services  rendered.  There  is 
conflicting  case  law  in  Texas  regarding  whether  a physician 
who  examines  (but  does  not  treat)  a patient  at  the  request  of 
and  for  the  benefit  of  a third  party  owes  the  examinee  any 
duty  of  care  greater  than  to  avoid  injuring  the  person.  An- 
other decision  which  has  not  been  reviewed  by  the  Texas 
Supreme  Court  indicates  that  a physician  has  a duty  to  third 
persons  with  whom  no  physician-patient  relationship  exists. 


Gooden  v Tips  holds  that  the  duty  flows  to  those  “ ...  in  the 
general  field  of  danger  which  should  reasonably  have  been 
foreseen  by  the  doctor . . (6,  p 370).  Although  the  law  is  not 

settled,  physicians  might  be  prudent  to  assume  that  the 
Texas  Supreme  Court  will  affirm  the  physician’s  duty  to  dis- 
close information  obtained  in  an  examination  if  silence  might 
result  in  injury  to  the  examinee  or  others. 

Michael  G.  Young 

TMA  Attorney 
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equation  equals  the  total  number  of  staff  members  in 
your  professional  practice  or  corporation.  Subtract 
from  that  number  all  but  one  staff  member  — yourself. 

What  do  you  get?  Freedom.  Freedom  from  the 
expense  and  bother  of  personnel-related 
administrative  chores. 

Freedom  to  design  a benefits  and  retirement 
package  which  best  fits  your  oum  needs,  without 
the  financial  and  administrative  burden  of  supplying 
like  coverage  for  every'  member  of  your  staff. 

Freedom  to  offer  your  staff  “large  corporation” 
benefits,  even  if  your  professional  practice  or  company 
is  modest  in  size. 

The  equation  can  work  for  you,  through  the  services 
of  Staff  Leasing,  Inc.  The  concept  is  simple.  Our 
company  hires  your  employees  and  leases  them  back 
to  you.  Your  office  routine  remains  unchanged,  except 
that  Staff  Leasing,  Inc.  handles  all  facets  of  personnel 
administration.  We  assume  responsibility  for  payroll 
and  related  accounting,  make  all  employer  contributions 
to  taxes  and  insurance  on  behalf  of  employees,  and 
manage  the  withholding  and  deposit  of  all  employee 
payroll  deductions. 

Because  a large  number  of  men  and  women  are 
employed  by  Staff  Leasing,  Inc.,  our  company  can 
provide  a package  of  employee  benefits  second  to 
none.  Your  staff  will  enjoy  group  medical  insurance, 
including  maternity  benefits;  group  dental  insurance; 
group  life  insurance;  a sound  retirement  plan; 
professional  liability  insurance;  worker’s  compensation 
insurance;  and  more. 

Staff  leasing  is  also  a recognized  and  approved 
solution  to  the  affiliated  service  group 
problem  presented  by  Internal  Revenue  Code 
Section  4l4(m). 

Staff  Leasing,  Inc.  is  not  an  employment  agency. 

We  simply  make  it  easier  for  you  to  operate  your 
professional  practice  or  corporation  with  existing 
staff.  Or  we  staff  your  office  with  new  employees, 
subject  to  your  approval. 

Freedom.  It’s  writing  one  check  a month  and  letting 
Staff  Leasing,  Inc.  do  the  rest. 

Let  us  work  out  a staff  leasing  plan  for  you.  It 
adds  up  to  a better  way  of  doing  business. 

Texas  office:  Oklahoma  office: 

Staff  Leasing,  Inc.  Staff  Leasing,  Inc. 

7557  Rambler  Road,  P0  B()X  ,2373 

Suite  610  Oklahoma  City  Oklahoma  73157 

Dallas,  Texas  75231  1405)  943-3310 

(214)  696-0808 


COMMITTED 
TO  QUALITY 
SERVICE 

The  Texas  Medical  Liability 
Trust  is  an  organization  offering 
professional  liability  insurance 
responsive  to  the  needs  of  Texas 
physicians. 

The  Texas  Medical  Liability 
Trust  . . . quality  insurance  ser- 
vices to  match  quality  medical 
practices. 

CALL  TOLL  FREE 

1-800-252-9179 

WET 

THE  HIGHEST  QUALITY  LIABILITY  INSURANCE  FOR  TEXAS  PHYSICIANS 

P.O.  Box  14746,  Austin,  Texas  78761 


YOU  CAN  KEEP  THEM  IN  BALANCE  — YOUR 
FAMILY  LIFE  AND  YOUR  MEDICAL  PRACTICE 

We’d  like  to  help  you  spend  more  time  with  your  family,  yet 
receive  professional  satisfaction  from  your  medical  practice. 
As  a member  of  the  Air  Force  health  care  team,  you’ll  be  able 
to  participate  in  our  group  practice  concept  which  will  free 
you  of  most  of  your  administrative  duties. 

Air  Force  benefits  are  also  very  attractive.  You  and  your  family 
will  enjoy  30  days  of  vacation  with  pay  each  year,  plus  many 
more  Air  Force  advantages. 

Contact  at  TSgt  Tommy  Tucker  at  (713)  784-3132 
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Microsurgery  Training 
at 

Baylor  College  of  Medicine 

Basic  training  in  microsurgery  is  offered  through  the  Baylor  College  of  Medicine  Department  of 
Continuing  Education  for  the  following  surgical  specialties: 


Plastic  and  Reconstructive  Orthopedic 

Hand  Neurosurgical 

Cardiovascular  Pediatric 

Urological  Gynecological 


One-  and  two-week  training  courses  are  offered  year-round,  concentrating  on  direct  hands-on 
surgical  experience  with  the  operating  microscope  utilizing  animal  surgical  models. 

A certificate  and  40-80  Category  I CME  credit  hours  are  awarded  upon  completion  of  the  course. 

For  more  information  contact: 

Kathy  Gray 

Baylor  College  of  Medicine 
Plastic  Surgery  Division-Microsurgery  Lab,  443E 
One  Baylor  Plaza 
Houston,  Texas  77030 
(713)  799-4536 


THE  ADVANCED  HAIR  REPLACEMENT  SYMPOSIUM 

SPONSORED  BY 

AMERICAN  ACADEMY 

OF  FACIAL  PLASTIC  AND  RECONSTRUCTIVE  SURGERY 

FEBRUARY  6-8,  1986 
in 

HOT  SPRINGS,  ARKANSAS 

This  course  is  designed  to  teach  the  principles  and  operative  techniques  i.e..  punch  autograft 
refinements,  scalp  reductions,  hair-bearing  flaps  by  utilizing  an  outstanding  multidiscipline 
faculty  selected  from  dermatologists,  otolaryngologists  and  plastic  surgeons.  Formal  presenta- 
tions and  open  discussions  are  featured. 

COURSE  DIRECTORS:  D.  BLUFORD  STOUGH.  III.  M.D.  and  RICHARD  WEBSTER,  M.D.. 
P.S.  For  more  information  contact:  The  Stough  Dermatology  & Cutaneous  Surgery  Clinic. 
P.A.,  Doctors  Park,  Hot  Springs.  AR  71901,  501/624-0673. 

FACULTY 

T H.  All,  M.D.  O.  T.  Norwood,  M.D.  R.  C.  Webster.  M.D 

E.  C.  Gay,  Jr.,  M.D.  D.  Orentreich.  M.D.  M R Wright.  PhD 

L A Lewis,  M.D.  D.  B Stough,  HI.  M.D  W.  K Wright.  M.D. 

G.  D Monheit,  M.D.  w p Unger,  M.D. 

Emphasis  will  be  placed  on  a live  surgical  work  shop  for  participants  with 
minimal  experience. 
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E. D.  Davis 

Earl  Dwane  Davis,  Sr,  MD,  62,  died  Aug  23, 1985.  Dr  Davis 
had  practiced  internal  medicine  in  Houston  since  1949. 

He  was  born  in  Teague,  Tex,  and  attended  The  University 
of  Texas  at  Austin.  In  1 946  he  was  graduated  from  Baylor 
College  of  Medicine.  For  the  next  three  years,  Dr  Davis 
served  in  the  US  Navy.  He  returned  to  Houston  in  1 949  for  a 
residency  at  the  Veterans  Administration  Hospital. 

Dr  Davis  is  survived  by  his  wife,  Betty  Davis,  Sugar  Land; 
daughters,  Cheryl  Davis,  Houston,  and  Kathy  Smith,  Alief, 
Tex;  sons,  Earl  D.  Davis,  Jr,  Houston;  Michael  Davis,  Spring, 
Tex;  and  John  K.  Davis,  Los  Angeles;  sister,  Joan  Maberry, 
Fort  Worth;  and  six  granddaughters. 

F. L.  Fitzgerald 

James  Lawrence  Fitzgerald,  MD,  a Corpus  Christi  obstetri- 
cian-gynecologist, died  Aug  11,1 985.  He  was  56. 

A native  of  Chisholm,  Minn,  Dr  Fitzgerald  received  his  pre- 
medical education  at  the  College  of  St  Thomas  in  St  Paul, 
Minn.  In  1953  he  was  graduated  from  Marquette  University 
School  of  Medicine  in  Milwaukee.  His  internship  and  resi- 
dency were  at  Jefferson  Davis  Hospital  in  Houston.  During 
1955-1957  Dr  Fitzgerald  served  in  the  US  Navy  in  Corpus 
Christi. 

Survivors  include  his  wife,  Maggie  Fitzgerald,  Corpus 
Christi;  sons,  Tony  Fitzgerald,  Corpus  Christi,  and  Mikel 
Fitzgerald,  San  Antonio;  and  daughters,  Mary  Sibley,  Corpus 
Christi,  and  Karen  Fitzgerald,  Dallas. 

G. C.  Mitchell 

Glenn  Clarence  Mitchell,  MD,  71 , died  July  6, 1 985.  Dr 
Mitchell  had  practiced  medicine  in  McKinney  for  38  years.  He 
was  the  senior  member  of  the  medical  staff  of  the  Mitchell 
Clinic  and  Maternity  Hospital  there. 

Born  in  Frederick,  Okla,  Dr  Mitchell  was  a 1 937  graduate  of 
North  Texas  State  University  and  earned  his  MS  degree 
there  in  1941.  He  taught  school  for  a few  years  and  later 
became  a biologist  with  the  Game  Fish  and  Oyster  Commis- 
sion and  then  director  of  fisheries  of  the  Game  and  Fish  De- 
partment for  the  State  of  Oklahoma  in  1 942.  In  1 947  he  was 
graduated  from  Southwestern  Medical  School  in  Dallas  and 
opened  his  office  in  McKinney. 

During  1 954-1 955  Dr  Mitchell  served  in  the  US  Navy. 

Surviving  family  members  include  his  wife,  Robby  K. 
Mitchell;  and  sons,  Don  Mitchell,  MD,  and  Terry  Mitchell,  MD, 
all  of  McKinney;  daughters,  Bobbye  Glenn  Richards,  Denton, 
Tex,  and  Shaunna  Mitchell,  Beaumont,  Tex;  brothers,  Aubu- 
ary  Mitchell,  McKinney;  Jimmy  Mitchell,  Trinity,  Tex;  Elbert 
Mitchell,  Sache,  Tex;  and  Delbert  Mitchell,  San  Angelo,  Tex; 
sister,  Mildred  Mowrey,  Wichita  Falls,  Tex;  1 2 grandchildren; 
and  one  great-grandson. 


W.J.  Rylee 

William  J.  Rylee  III,  MD,  died  Aug  4,  1985.  Dr  Rylee,  55,  had 
practiced  orthopedic  surgery  in  Houston  since  1970. 

He  was  born  in  Dallas  and  received  a bachelor  of  science 
degree  from  Memphis  State  University.  In  1 965  he  was  grad- 
uated from  the  University  of  Tennessee  Medical  School, 
Memphis.  His  internship  and  residency  were  at  Hermann 
Hospital  in  Houston. 

During  1 951  -1 955  Dr  Rylee  served  in  the  US  Air  Force. 
Surviving  family  members  include  his  wife,  Beverly  Wright 
Rylee,  Houston;  mother,  Carolyn  K.  Wright,  and  brother, 
Robert  T.  Rylee  II,  both  of  Memphis. 

C.H.  Todd, Jr 

Charles  Hugh  Todd,  Jr,  MD,  a longtime  Beaumont  physician, 
died  Aug  4, 1985.  Dr  Todd  was  an  obstetrician-gynecologist. 

He  was  born  in  Terre  Haute,  Ind,  and  attended  Indiana  Uni- 
versity before  receiving  a bachelor  of  science  degree  in  1 931 
and  an  MD  degree  in  1 935  from  the  University  of  Louisville 
(Ky).  After  an  internship  at  Butterworth  Hospital  in  Grand 
Rapids,  Mich,  Dr  Todd  moved  to  Beaumont. 

He  is  survived  by  his  wife,  Robbie  F.  Todd,  Beaumont; 
daughter,  Carolyn  Boldt,  San  Antonio;  son,  Charles  Hugh 
Todd  III,  Los  Angeles;  five  granddaughters;  and  one 
grandson. 


86 


TEXAS  MEDICINE 


IN  MEMORIAM 

RECENTLY  DECEASED  MEMBERS  OF  THE  TEXAS  MEDICAL  ASSOCIATION 


E.  D.  DAVIS 
Houston,  1922-1985 

F.  L.  FITZGERALD 
Corpus  Christi,  1928-1985 

G.  C.  MITCHELL 
McKinney,  1914-1985 


W.J.  RYLEE 
Houston,  1929-1985 

C.  H.  TODD,  JR 
Beaumont,  1908-1985 


The  Memorial  Library  of  the  Texas  Medical 
Association  stands  as  a permanent  memorial 
to  physicians  who  have  served  their  patients, 
their  profession,  and  the  people  of  Texas. 

The  Friends  of  the  TMA  Memorial  Library 
is  an  organization  dedicated  to  enhancing  the 
Library  collection  through  support  by  individ- 
uals. Funds  for  this  organization  are  raised 
through  membership  recruitment  and  memo- 


rial donations  and  are  added  to  the  Texas  Me- 
morial Medical  Library  Fund. 

Contributions  to  the  Texas  Memorial  Medi- 
cal Library  Fund  provide  a valuable  support 
function  to  the  Memorial  Library  which  offers 
a full  range  of  medical  reference  and  audio- 
visual services  to  TMA  members  through- 
out the  state. 


THE  FRIENDS  OF  THE  TMA  MEMORIAL  LIBRARY  FUND 
1801  N.  Lamar  Blvd.,  Austin,  Texas  78701 


ANNUAL  MEMBERSHIP  ENROLLMENT  HONOR  AND  MEMORIAL  GIFTS 

I wish  to  become  enrolled  as  a Friend. 

□ Student  $ 5.00  □ Patron  $ 1 00.00 

□ Sustaining  $15.00  □ Life  $1,000.00 

□ Subscribing  $25.00 

NAME PLEASE  NOTIFY: 

ADDRESS 

CITY/STATE/ZIP 


□ In  memory  of  □ In  honor  of 

NAME 

OCCASION 


Volume  81  December  1985 


87 


A Sign  of  the  Times? 


In  1983,  22  physician-owned  professional 
liability  insurance  companies  were  forced  to 
raise  their  premiums  an  average  of  17  percent. 
At  that  rate,  high-risk  insurance  coverage  that 
cost  $63,000  in  1983  could  top  $300,000  in  just 
ten  years. 

These  costs  are  leading  to  an  affordability 
crisis  which  affects  everyone.  Physicians  are 
concerned  about  rising  premiums,  exorbitant 
awards  and  continued  insurance  availability. 
Patients  pay  the  price  in  increased  costs  and 
limited  access  to  care. 

Liability  problems  exact  a high  toll  on  physi- 
cians — in  time  and  money,  and  even  on  their 
health.  Some  have  been  forced  into  early  retire- 
ment; others  have  modified  their  practices  to 
avoid  high-risk  procedures. 

There  is  help.  The  American  Medical  Asso- 
ciation's Special  Task  Force  on  Professional 
Liability  and  Insurance  has  developed  an  ambi- 
tious plan  of  action  to  respond  to  the  crisis. This 
includes  reviewing  tort  reform,  working  with 
the  nation's  policymakers  to  address  the  issue, 


promoting  state  coalitions  to  deal  with  the 
problem,  distributing  patient  information 
materials  and  instructing  physicians  on  how  to 
avoid  lawsuits. 

If  you  want  something  done  about  the  pro- 
fessional liability  problem,  become  part  of  the 
solution:  join  the  AMA. 

For  more  information  about  membership,  call  toll-free 
800/621-8335  (in  Illinois,  call  collect  312/645-4783),  or  return  this 
coupon  to: 


The  American  Medical 
Association 

Division  of  Membership 
535  North  Dearborn,  Chicago,  Illinois  60610 

□ Please  send  me  AMA  membership  information. 

I am  a member  of  my  county  medical  society. 

Name 
Street 

City State Zip 

County 
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MEDICINE  IN  LITERATURE 


Medicine  in  Literature  is  a randomly  selected  sample  of 
medical  texts  recently  purchased  by  the  TMA  Memorial  Li- 
brary. In  1985  the  library  will  add  more  than  600  book  titles 
to  its  56,000-volume  collection  of  books  and  bound  journals, 
and  regularly  increases  its  holdings  of  motion  pictures,  au- 
diocassettes, videocassettes,  and  slide  presentations.  In 
addition,  the  library  subscribes  to  1,045  medical  and  health- 
related  journals.  For  additional  information,  call  the  Memo- 
rial Library  at  (512)477-6704. 


In  the  TMA  Library 

Adams  JC:  Standard  Orthopaedic  Operations.  A Guide  for 
the  Junior  Surgeon.  New  York,  Churchill  Livingstone,  1985. 

Avram  MM  (ed):  Proteinuria.  New  York,  Plenum  Medical 
Book  Company,  1985. 

Baggish  MS:  Basic  and  Advanced  Laser  Surgery  in  Gyne- 
cology. Norwalk,  Conn,  Appleton-Century-Crofts,  1985. 

Covino  BG,  Scott  DB:  Handbook  of  Epidural  Anaesthesia 
and  Analgesia.  Orlando,  Fla,  Grune  & Stratton,  Inc,  1985. 

Coodley  EL  (ed):  Geriatric  Heart  Disease.  Littleton,  Mass, 
PSG  Publishing  Company,  Inc,  1985. 

Dagher  FJ  (ed):  Cutaneous  Wounds.  Mount  Kisco,  NY,  Fu- 
tura  Publishing  Company,  1985. 

Deutsch  TA,  Feller  DB:  Paton  and  Goldberg's  Management 
of  Ocular  Injuries,  ed  2.  Philadelphia,  W.B.  Saunders  Com- 
pany, 1985. 

Ellis  PP:  Ocular  Therapeutics  and  Pharmacology,  ed  7.  St 
Louis,  The  C.  V.  Mosby  Company,  1 985. 

Emmett  SW  (ed):  Theory  and  Treatment  of  Anorexia  Ner- 
vosa and  Bulimia.  Biomedical,  Sociocultural,  and  Psycho- 
logical Perspectives.  New  York,  Brunner/Mazel,  Publishers, 
1985. 

Fish  RM,  Ehrhardt  ME,  Fish  B:  Malpractice:  Managing  Your 
Defense.  Oradell,  NJ,  Medical  Economics  Books,  1985. 

Grahame-Smith  DG,  Aronson  JK:  The  Oxford  Textbook  of 
Clinical  Pharmacology  and  Drug  Therapy.  New  York,  Oxford 
University  Press,  1984. 


Hadler  NM:  Medical  Management  of  the  Regional  Mus- 
culoskeletal Diseases.  Backache,  Neck  Pain,  Disorders  of 
the  Upper  and  Lower  Extremities.  Orlando,  Fla,  Grune  & 
Stratton,  Inc,  1984. 

Hollinger  FB,  Melnick  JL,  Robinson  WS:  Viral  Hepatitis.  Bio- 
logical and  Clinical  Features,  Specific  Diagnosis,  and  Pro- 
phylaxis. New  York,  Raven  Press,  1985. 

Jubiz  W:  Endocrinology.  A Logical  Approach  for  Clinicians, 
ed  2.  New  York,  McGraw-Hill  Book  Company,  1 985. 

Little  RC:  Physiology  of  the  Heart  and  Circulation,  ed  3.  Chi- 
cago, Year  Book  Medical  Publishers,  Inc,  1985. 

Menkes  JH:  Textbook  of  Child  Neurology,  ed  3.  Philadelphia, 
Lea  & Febiger,  1985. 

Morse  PH:  Practical  Management  of  Diabetic  Retinopathy. 
Norwalk,  Conn,  Appleton-Century-Crofts,  1985. 

Mottet  NK  (ed):  Environmental  Pathology.  New  York,  Oxford 
University  Press,  1985. 

Pincus  JH,  Tucker  GJ:  Behavioral  Neurology,  ed  3.  New 
York,  Oxford  University  Press,  1985. 

Queenan  JT  (ed):  Management  of  High-Risk  Pregnancy,  ed 
2.  Oradell,  NJ,  Medical  Economics  Books,  1985. 

Smith  JAR,  Watkins  J (eds):  Care  of  the  Postoperative  Sur- 
gical Patient.  Boston,  Butterworths,  1985. 

Sonnenberg  SM,  Blank  AS  Jr,  Talbott  JA  (eds):  The  Trauma 
of  War:  Stress  and  Recovery  in  Viet  Nam  Veterans.  Wash- 
ington, DC,  American  Psychiatric  Press,  Inc,  1985. 

Watanabe  H,  Makuuchi  M (eds):  Interventional  Real-Time  Ul- 
trasound. New  York,  Igaku-Shoin,  1985. 

Welsh  RP,  Shephard  RJ:  Current  Therapy  in  Sports  Medi- 
cine, 1985-1986.  Philadelphia,  B.C.  Decker  Inc,  1985. 

Wetchler  BV  (ed):  Anesthesia  for  Ambulatory  Surgery.  Phila- 
delphia, J.B.  Lippincott  Company,  1985. 

Wing  L:  Autistic  Children.  A Guide  for  Parents  and  Profes- 
sionals, ed  2.  New  York,  Brunner/Mazel,  Publishers,  1985. 
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Texas  Physicians’  Directory 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA 
members  at  $32.00  per  column  inch  per  month  and  list- 
ings must  run  for  a minimum  of  six  months.  A discount  of 
5%  is  allowed  for  six  months'  advance  payment.  New 
listings,  changes,  or  cancellations  should  be  sent  to 
Advertising  Manager,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701.  Deadline  is  the  5th  of  the 
month  preceding  publication  month. 


Allergy 


Cardiology 


DONALD  L.  LEVENE,  MD,  FACC 
Invasive  and  Nuclear  Cardiology 

Diplomate  American  Boards  oi  Internal  Medicine,  Cardiology 
Medical  City  Dallas,  7777  Forest  Lane,  #B-241 
Dallas,  Texas  75230;  214  385-3257 


CORPUS  CHRISTI  ALLERGY  CLINIC 


Saul  Grossman,  MD,  FACA.  FAACIA.  Allergy-Dermatology 
Wallace  A.  Crozier,  MD,  FACA,  Certified  American  Boards  Pediatrics 
and  Allergy,  Diplomate  American  Board  of  Allergy  and  Immunology 
lames  A.  Caplin,  MD.  Allergy-Immunology 


2530  Morgan,  Corpus  Christi,  Texas;  882-3487 


CHARLES  A.  RUSH,  JR,  MD 

Diplomate/American  Board  oi  Allergy  & Immunology 
Fellow,  AAA,  ACA,  AACIA 

Northeast  Medical  Clinic  Association 
7601  Glenview  Drive 
Fort  Worth,  Texas  76118 


JAMES  A.  AYERS,  MD 
FAACIA,  FAAA,  FACA 
Adult  and  Pediatric  Allergy 

3130  S.  Alameda,  Corpus  Christi,  Texas  78404 
512  884-2841;  exchange  512  884-0661 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 

CONSULTANTS 


John  P.  McGovern,  MD 
DIRECTOR-CONSULTANT 


Theodore  J.  Haywood.  MD 
Orville  C.  Thomas,  MD 
Joseph  T.  Queng.  MD 
Lawrence  G.  Thorne,  MD 
Venugopal  K.  Menon.  MD 
Robert  E.  Smith,  MD 
Gerald  T.  Machinski.  MD 
Theresa  C.  Queng,  MD 
Waldo  M.  Martinez,  MD 
Lyna  Kit  Lee.  MD 
Harlan  W.  Sindell,  MD 


RESEARCH  ASSOCIATES 
Michael  H.  Smolensky.  PhD 
Alain  Reinberg.  MD,  PhD 
Chinavudh  Wanissorn,  PhD 
Glenna  M.  Kyle.  PhD 


Evan  M.  Hersh,  MD 
IMMUNOLOGY 

James  A.  Knight.  MD 
PSYCHIATRY 

R.  John  Prevost,  MS 
AIR  POLLUTION 

Reuben  D.  Wende,  PhD 
ANTIGEN  AND  CLINICAL 
LABORATORIES 

John  A.  Thomas,  PhD 
BIOMETRICS 

Warren  E.  Schaller,  HSD 
Charles  F.  Kegley.  PhD 
ALLIED  HEALTH  SCIENCES 

Hester  Beth  Bland.  HSD 
HEALTH  EDUCATION 

George  R.  Kerr,  MD 
NUTRITION 


Clinics 


Two  complete  neurological  and  behavioral  medicine  facilities  dedicated 
to  DIAGNOSIS  AND  COMPREHENSIVE  CARE  OF  PATIENTS  WITH 
CHRONIC  RECURRENT  HEADACHES  with  emphasis  on  prophylactic 
treatment. 


HOUSTON  HEADACHE 
CLINIC 

Park  Plaza  Prof.  Bldg. 
1213  Hermann  Dr.  #855 
Houston,  Texas  77004 
713  528-1916 


DALLAS  HEADACHE 

CLINIC 

Douglas  Plaza 

8226  Douglas  Ave.  #325 

Dallas,  Texas  75225 

214  692-7011 


CAT  scan;  EEG;  EMG;  Evoked  Potentials;  Thermography;  Personality, 
Behavioral  and  Psychological  Evaluations.  Multimodality  approach  to 
management  oi  headache  including  prophylactic  medications,  feia- 
ieedback  and  behavioral  therapy. 


NINAN  T.  MATHEW,  MD,  FRCP  (C) 


Neurologist-Director 


DALLAS  DIAGNOSTIC  ASSOCIATION 

7777  Forest  Lane,  Suite  303,  Dallas,  Texas  75230 
214  661-7770 


CARDIOLOGY 
J.  Edward  Rosenthal,  MD 
David  A.  Schwartz,  MD 

GASTROENTEROLOGY 
Paul  K.  Anderson,  MD 
Roger  C.  Camp,  MD 
Lannie  R.  Hughes,  MD 

HEMATOLOGY  AND  ONCOLOGY 
Barry  D.  Brooks,  MD 
Charles  S.  White.  III.  MD 

ADMINISTRATOR 
Carl  E.  Ikard 


ALLERGY  AND  IMMUNOLOGY 
William  R.  Lumry,  MD 

RHEUMATOLOGY 
Carlos  M.  Kier,  MD 

INTERNAL  MEDICINE 
Joan  P.  Donley,  MD 
Larry  Dossey,  MD 
Tom  L.  Hampton,  MD 
David  A.  Haymes,  MD 
C.  Thomas  Long,  III,  MD 
Jack  F.  Melton,  MD 
Jo©  H.  Sample,  Jr..  MD 
Peter  S.  Stack,  MD 
Rick  T.  Waldo,  MD 


Diplomates  American  Boards  of  Internal  Medicine, 
Cardiology,  Gastroenterology,  Hematology  and  Oncology 


SOUTHWEST  DAY  HOSPITAL 

4801  Woodway,  Suite  195  West,  Houston,  Texas  77G56;  713  871-0268 

Partial  Hospitalization  Services 

Day,  night,  weekend 

Full  range  of  Psychotherapy  and  Activity  Services 
Bioieedback  and  Psychological  Testing 


Certified  American  Board  of  Allergy  and  Immunology 

Diplomates  American  Boards  of  Pediatrics  and  Allergy 

6969  Brompton  (at  Holcombe),  Houston,  Texas  77025;  713  661-1444 


Programs 

General  Psychiatric 
Eating  Disorders 
Chemical  Dependency 


Anesthesiology 


THOMAS  A.  BLOCHER,  MD 
Medical  Director 


EDWARD  A.  TALMAGE,  MD,  PA 

Pain  Management — Epidural  Steroid  Therapy  ____ 

Diagnostic  <&  Therapeutic  Nerve  Blocks  TMA  Postgraduate  Courses 

Surgical  & Obstetrical  Anesthesiology 

. . . Another  service  of  your  association 

Diplomate  American  Board  of  Anesthesiology 

7777  Southwest  Freeway.  Suite  1052,  Houston  77074;  713  988-7558 
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Colon  & Rectal  Surgery 


Diagnostic  Radiology 


FT.  WORTH  PROCTOLOGIC  CLINIC.  PA 
Colon  and  Rectal  Surgery  and  Colonoscopy 
Sommai  Sehapayak,  MD,  FACS,  FICS 

Diplomat*  American  Board  ot  Colon  and  Rectal  Surgery 

1050  West  Rosedale,  Fort  Worth,  Texas  76104; 

817  338-4501  (24  hours) 

DAVID  S.  PITA.  MD 
Colon  and  Rectal  Surgery 
Colonoscopy 

Barnett  Tower*  Baylor  Medical  Plata 
3600  Gaston  Ave..  Suite  411 
Dallas,  Texas  75246 
Telephone  214  821-4300 


Dermatology 


DAVID  R.  WEAKLEY,  MD,  FACP 

Dermatology — Dermatological  Surgery 
Including  Dermabrasion,  Chemical  Peeling 
and  Collagen  Injections 

Medical  City  Dallas.  Suite  214.  7777  Forest  Lane 
Dallas.  Texas  75230;  Phone  214  661-7460 


WILLIS  I.  COTTEL,  MD 

Practice  Limited  to  Skin  Cancer 

Mohs'  Chemosurgery 

Baylor  Medical  Plaza.  3600  Gaston  Avenue 
Suite  1154.  Dallas.  Texas  75246;  214  827-5960 


DERMATOLOGY  ASSOCIATES  OF  SAN  ANTONIO 

James  Lewis  Pipkin,  MD  Mary  Jo  Montgomery,  MD 

Diseases  of  the  Skin,  Skin  Cancer, 

Mucocutaneous  Virology 

108  Tendick,  San  Antonio.  Texas  78209;  512  222-8651.  222-2001 
(East  at  2700  block  Broadway  on  Brackenridge  Ave;  up  hill  for  3 
blocks  to  Tendick  on  left.  Office  in  middle  of  clock.  Note  signs  and 
arrows.)  

DERMATOLOGY  ASSOCIATES  OF  DALLAS 
David  S.  Alkek.  MD 

Hair  Transplantation,  Scalp  Reduction, 
Dermabrasion,  Chemical  Peel  and  Collagen 

Medical  City  Dallas,  7777  Forest  Lane,  Building  B, 

Suite  309,  Dallas,  Texas  75230;  telephone  214  788-0088 

MOHS  SURGERY 

FOR  PRIMARY  AND  RECURRENT 
CANCER  OF  THE  SKIN 

Forrest  C.  Brown,  MD 
Medical  City  Hospital 

7777  Forest  Lane,  Dallas.  Texas  75230;  214  661-4537 

ROBERT  P.  FULLER,  MD 

Mohs'  Skin  Cancer  Surgery  and  Cutaneous 
Cosmetic  Surgery 

909  Frostwood,  Suite  330,  Houston,  Texas  77024 
Telephone  713  464-9346 


TMA  Physician  Placement  Service 

Another  service  of  your  association 


COMPUTED  TOMOGRAPHY 
Temple  Independent  Scanner 

Stephen  J.  Vancura.  MD 

High  Resolution  In/Out  Patient  CT  (Head  or  Body) 
Including  Tumor  Biopsy,  Interventional  Radiology 
2027  S.  61st  St.,  Suite  116,  Temple,  Texas  76501 
817  774-9994 

Note:  24  hr.  Emergency  Services  Available 


Endocrinology 


ENDOCRINE  ASSOCIATES  OF  DALLAS,  PA 

Stanley  Feld.  MD,  FACP 
Richard  Sachson,  MD,  FACP 
Steven  Dorfman.  MD.  FACP 
Stephen  Aronoff.  MD,  FACP 

Diplomates  of  American  Board  of  Internal  Medicine 
and  Endocrinology  and  Metabolism 

Practice  Limited  to  Endocrinology  & Diabetes 

5480  LaSierra  Drive,  Dallas,  Texas  75231;  214  363-5535 


ERIC  A.  ORZECK,  MD,  FACP 
Endocrinology  & Diabetes 

8181  North  Stadium  Drive,  Houston,  Texas  77054;  713  797-9922 


Gastroenterology 


CECIL  O.  PATTERSON.  MD.  FACP 
Gastroenterology,  Gastroscopy,  Esophagoscopy 

9000  Harry  Hinei  Boulevard.  Dallae.  Texas  75235 
214  358-2545 


DRS.  BAILEY,  DOUGLAS  AND  DEVANEY 
ASSOCIATION 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas;  214  823-5180 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey.  MD 
F.  Clark  Douglae.  MD 
Georg*  T.  DeVaoey.  MD 


General  Surgery 


DRS.  VANDERPOOL.  LANE,  WINTER  & BONE 

David  Vanderpool.  MD,  FACS  John  W.  Winter,  MD,  FACS 

B.  Ward  Lane,  MD,  FACS  G.  Edward  Bone,  MD,  FACS 

Diplomates  American  Board  of  Surgery 

General  & Peripheral  Vascular  Surgery 

1008  N.  Washington,  Dallas,  Texas  75204;  214  823-2650 
7777  Forest  Lane.  Suite  204,  Dallas,  Texas  75230;  214  661-7860 


ROBERT  J.  TURNER,  m,  MD.  FACS 

Diplomate  American  Board  o{  Surgery 

Surgery  and  Surgical  Oncology 

1350  South  Main,  Suite  1200, 

Fort  Worth  76104;  817  335-8311 


TMA  Practice  Management  Workshops 


. . . Another  service  of  your  association 
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Hand  Surgery 


L.  LEE  LANKFORD,  MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 

DAVID  J.  ZEHR,  MD — Microsurgery 
ARNOLD  V.  DiBELLA,  MD 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450.  Dallas.  TX  75246;  214  823-5351 
LANKFORD  HAND  SURGERY  ASSN. 

ROBERT  E.  BUNATA,  MD,  PA 
B.  I.  WROTEN,  MD 

Surgery  of  the  Hand 

801  West  Terrell,  Ft.  Worth,  Texas  78104 
Telephone  817  335-5411 


W.  DENNIS  STRIPLING,  MD,  PA 
MICHAEL  V.  DOYLE,  MD,  PA 

Diplomates  American  Board  of  Orthopaedic  Surgery 

Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

8220  Walnut  Hill  Lane.  Suite  606.  Dallas,  Texas  75231;  214  368-3776 


KENNETH  D.  GLASS,  MD,  FACS 

Hand  Surgery  and  Reconstructive  Surgery 

of  the  Upper  Extremity 

St.  Paul  Professional  Building,  Suite  812,  5959  Harry  Hines  Blvd., 
Dallas,  Texas  75235;  214  631-7488 

Medical  City  Dallas,  Suite  C-200,  7777  Forest  Lane,  Dallas,  Texas 
75230;  214  661-4797 


ADRIAN  E.  FLATT,  MD,  FRCS 

Chief.  Department  of  Orthopaedic  Surgery 
Baylor  University  Medical  Center 

Reconstructive  Surgery  of  the  Hand 

Suite  412.  Doctor's  Building.  3707  Gaston  Avenue, 
Dallas.  Texas  75246;  Office  214  823-9440 


DOCTORS  SMITH.  WHEELER  AND  PARKER.PA 

Ronald  Smith,  MD,  Retired 
Joe  Ellis  Wheeler.  MD 
Leighton  B.  Parker.  MD 
David  Allen  Cech,  MD 


920  South  Lake.  Fort  Worth,  Texas  76104 
Telephone  817  336-0551 


DALLAS  NEUROSURGICAL  ASSOCIATION 
Neurological  Surgery  and  Microneurosurgery 

Charles  W.  Simpson.  MD  Richard  H.  Jackson,  MD 

Morris  Sanders.  MD  Casey  E.  Patterson.  MD  (Retired) 

W.  Robert  Hudgins,  MD 


5959  Harry  Hines  Blvd.,  St.  Paul  Professional  Bldg.  Suite  620. 
Dallas.  Texas  75235;  214  637-0420 


8210  Walnut  Hill  Lane.  Presbyterian  Professional  Bldg..  Suite  905, 
Dallas.  Texas  75231;  214  369-7596 


JACK  E.  McCALLUM,  MD,  PA 
PHILIP  C.  BECHTEL,  MD.  PA 
WARREN  D.  WILSON,  MD,  PA 

Diplomates  of  the  American  Board  of  Neurological  Surgery 
1522  Cooper,  Fort  Worth,  Texas  76104;  817  338-1300 


EL  PASO  NEUROLOGICAL  INSTITUTE 

Professional  Association 

Neurology,  Neurosurgery,  Electroencephalography 
Neuro-Radiology,  Computerized  Tomography 

John  T.  O'Neal,  MD,  Neurosurgery 

Robert  D.  Schneider,  MD,  Neurology  and  Electroencephalography 
Steven  K.  Crouse,  MD,  Neurology  and  Electroencephalography 


ROBERT  A.  ERSEK,  MD 

Diplomate  of  American  Board  of  Plastic  Surgery 

Surgery  of  the  Hand 

30th  & Red  River,  Austin,  Texas  78704 
24  HR#  512  474-HAND 


Murchison  Medical  Bldg..  Suite  307 
1810  Murchison  Drive,  El  Paso,  Texas  79902 
Telephone  915  532-8901 


Nuclear  Medicine 


WILLIAM  J.  VAN  WYK.  MD,  PA 
Surgery  of  the  Hand 

803  West  Terrell,  Fort  Worth,  Texas  76104 
Telephone  817  877-3113 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 
Phillip  E.  Hansen,  MD 

Surgery  of  the  Shoulder,  Elbow  <S  Hand 
Microsurgery  & Reimplantation 

Baylor  Medical  Plaza,  3800  Gaston  Ave.,  Suite  303,  Dallas  Texas  75246; 
214  823-7090 

Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B 1 16,  Dallas,  Texas 
75230;  214  661-7010 


Neurological  Surgery 


DRS.  LONG,  SCOTT  & COON 
NEUROSURGERY  ASSOCIATION 
Neurological  Surgery  and  Microneurosurgery 

R.  Gordon  Long.  MD,  FACS 
Bennie  B.  Scott,  MD,  FACS 
John  V.  Coon.  MD 

Diplomates  American  Board  of  Neurological  Surgery 
Baylor  Medical  Plaza.  605  Barnett  Tower.  3600  Gaston  Avenue, 
Dallas.  Texas  75246;  Telephone  214  826-7060 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston.  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 
Radioactive  Tests  In:  Hematology.  Thyroidology,  Endocrinology. 
Gastroenterology.  Cardiology,  Neurology.  Neurosurgery.  Urology. 
Ophthalmology.  Obstetrics-Gynecology  and  Non-Invasive 
Nuclear  Cardiology 

Herbert  C.  Allen.  Jr.  MD.  FACNM 
Director  — 713  790-0540 

Diplomate  American  Board  of  Nuclear  Medicine 


HERBERT  C.  ALLEN,  JR,  MD,  FACNM 
Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston,  Texas  77030;  713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 


TMA  Action  monthly  newsletter 
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TEXAS  MEDICINE 


Oncology 


HEMATOLOGY-ONCOLOGY  ASSOCIATES  OF 
HOUSTON,  PA 

Gary  B.  Fleishman,  MD  Joel  W.  Abramowitz,  MD,  PhD 

Diplomates  of  the  American  Boards  of  Internal  Medicine  <S  Medical 
Oncology 

Diplomate  of  the  American  Board  of  Hematology  (JWA) 

909  Frostwood,  Suite  120.  Houston.  TX  77024;  713  467-1630 
6565  DeMoss,  Suite  211.  Houston.  TX  77074;  713  270-1188 


Ophthalmology 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser.  MD  Dwain  G.  Fuller.  MD 

William  B.  Snyder,  MD  Gary  Edd  Fish,  MD 

William  L.  Hutton,  MD  Rand  Spencer,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

5421  LaSierra,  Dallas.  Texas  75231;  214  692-6941 
3600  Gaston  Avenue,  Dallas,  Texas  75246;  214  821-4540 


SOUTHWEST  RETINA  CONSULTANTS,  PA 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Roy  A.  Levit,  MD 
Clifford  M.  Ratner,  MD 

Sierra  Towers,  Suite  3800,  1700  Curie 
El  Paso.  Texas  799C2;  915  532-3912 


BRIAN  B.  BERGER,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Park  St.  David  Professional  Building,  Suite  106, 

80C  East  30th  Street,  Austin  78705;  512  479-8101  day  or  night 


JUDSON  P.  SMITH,  MD 

Diplomate/American  Board  of  Ophthalmology 

General  Ophthalmology  and  Ophthalmic  Surgery 
of  the  Anterior  Segment 

1350  South  Main,  Suite  3100,  Fort  Worth,  Texas  76104;  817  338-4081 


BRUCE  C.  TAYLOR,  MD 
RICHARD  L.  WINSLOW,  MD 

Diseases  <&  Surgery  of  the  Vitreous  and  Retina 

2811  Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153;  1-800-442-5376 


EYE  ASSOCIATES 

Diseases  and  Surgery  of  the  Eye 

Charles  A.  Sargent,  MD 
Alan  C.  Baum,  MD 
R.  Edwin  Pitts.  MD 
William  Decker,  MD 

7777  Southwest  Freeway,  St.  916.  Houston,  Texas  77074;  713  777-7145 


OPHTHALMOLOGY  ASSOCIATES 

JOE  L.  BUSSEY,  MD — Cataract  and  Lens  Implant  Surgery 
RUFUS  A.  ROBERTS,  MD — Diseases  and  Surgery  of  the  Retina 
Cataract  and  Lens  Implant  Surgery 
THOMAS  H.  SMITH,  MD — Ophthalmic  Plastic  and  Reconstructive 
Surgery 

DAN  E.  BRUHL,  MD — Cataract  and  Lens  Implant  Surgery 
JOHN  W.  ZERDECKI,  MD — Cataract  and  Lens  Implant  Surgery 
Refractive  Surgery 

DORIS  E.  JENSEN,  MD— Medical  Ophthalmology 

DAVID  HENDRICKS,  MD — Medical  and  Surgical  Ophthalmology 

JAMES  A.  SAVAGE,  MD — Glaucoma  Consultation  and  Surgery 

308  S.  Henderson,  Fort  Worth,  Texas  76104 
817  355-5435,  appointments  817  335-6070 
se  habla  espanol 


STUART  A.  TERRY,  MD 
Sub-Specialty  Glaucoma 

M&S  Tower,  Suite  401,  730  N.  Main, 
San  Antonio,  Texas  78205;  512  226-5191 


JOHN  E.  BISHOP,  MD 

Sub-Specialty  Pediatric  Ophthalmology 
and  Adult  Strabismus 


3301  South  Alameda,  Suite  505 
Corpus  Christi,  Texas  78411;  512  857-6600 


LOUIS  M.  ALPERN,  MD.  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902;  915  545-2333 


EDWIN  C.  AUGUSTAT,  MD 

Ophthalmic  Plastic  and  Reconstructive  Surgery 

1400  South  Main,  Suite  503,  Fort  Worth,  Texas  76104;  817  338-4183 

RETINA-VITREOUS  ASSOCIATES 

W.  Rex  Hawkins,  MD 
Van  W.  Teeters,  MD 

Limited  to  Retina  and  Vitreous 

6436  Fannin,  Houston,  Texas  77030;  713  797-1531 


HOUSTON  EYE  ASSOCIATES 

Charles  E.  Russo,  MD,  FACS 
Malcolm  L.  Mazow,  MD,  FACS 
Robert  H.  Stewart,  MD,  FACS 
Robert  B.  Wilkins,  MD,  FACS 
Jeffrey  D.  Lanier,  MD,  FACS 

Michael  A.  Bloome,  MD,  FACS  • 

Paul  C.  Salmonsen,  MD,  FACS 

Richard  L.  Kimbrough,  MD,  FACS 

Jeffrey  B.  Arnoult,  MD 

Louise  Cooley  Kaldis,  MD 

William  H.  Quayle,  MD 

Sylvan  Brandon,  MD,  FACS,  FICS 

Richard  S.  Ruiz,  MD,  FACS 
Charles  A.  Garcia,  MD,  FACS 
Jack  T.  Holladay,  MD,  FACS 
Rosa  A.  Tang,  MD 

Houston  Eye  Associates  Building.  2855  Gramercy,  Houston,  Texas 
77025;  713  668-6828 

South  Pennzoil  Tower,  711  Louisiana,  Houston,  Texas  77002; 

713  224-4433 

Fountain  View  Medical  Plaza,  1622  Fountain  View,  Houston,  Texas 
77057;  713  782-4406 

Hermann  Eye  Center,  1203  Ross  Sterling,  Houston,  Texas  77030; 

713  7S7-1777 


HAROLD  GRANEK,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous  ™A  PhYskians  Benevolent  Fund 

1021  Washington  Avenue,  . . . Another  service  of  your  association 

Fort  Worth,  Texas  76104;  817  332-6200 
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Orthopedic  Surgery 


L.  Ray  Lawson.  MD  R.  Stephen  Curtis,  MD 

Robert  D.  Vandermeer,  MD  William  A.  Bruck,  MD 

Wynne  M.  Snoots,  MD  W.  Z.  Burkhead,  Jr.,  MD 

W.  B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 
Orthopedic  Surgery 

A Professional  Association 

2909  Lemmon  Ave.,  Dallas,  Texas  75204;  214  521-2191 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue.  Fort  Worth,  Texas;  817-335-4316 

Louis  J.  Levy,  MD,  PA 
Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders,  MD 
James  M.  Beckley.  MD 
Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD,  PA 


G.  S.  GILL,  MD,  PA 

Orthopedic  Surgery — Surgery  of  the  Hand 

3601  22nd  Place,  Lubbock,  Texas  79410 
Telephone  806  797-9119 

ORTHOPAEDIC  SURGERY  ASSOCIATES  OF 
SAN  ANTONIO,  PA 

Jesse  C.  DeLee,  MD  John  A.  Evans,  MD 

Diplomats  ABOS  . Fellows  AAOS 

Athletic  Medicine,  Reconstructive  and  Traumatic 
Surgery  of  the  Foot,  Knee  and  Hip 

414  Navarro,  Suite  1128,  San  Antonio,  Texas  78205;  512  225-G045 
7711  Louis  Pasteur,  Suite  209,  San  Antonio,  Texas  78229;  512  697-9888 

Otolaryngology 


F.  Carlton  Hodges,  MD 
J.  Price  Brock,  Jr,  MD 
Mervyn  B.  Fouse,  MD 
John  H.  Judd,  Jr.,  MD 

ORTHOPEDIC  ASSOCIATES  OF  ABILENE 

Diplomates  American  Board  of  Orthopedic  Surgery 
1701  Pine  Street,  Abilene,  Texas  79601 


HOUSTON  ORTHOPEDIC  CENTER 

Donald  T.  Lazarz,  MD 
Lee  C.  Detenbeck,  MD 
Thomas  S.  Padgett,  MD 
John  J.  DeBender,  MD 

Twelve  Oaks  Tower,  4126  Southwest  Freeway,  Suite  200, 

Houston,  Texas  77027;  713  622-5100  and 

Parkway  Towers  Professional  Building,  Suite  202, 

150  West  Parker  Road,  Houston.  Texas  77076;  713  691-3905 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 
Orthopedic  Surgery — Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr,  MD 
Kenneth  C.  Scholz,  DDS,  MD.  PA 
John  Paul  Theo.  MD,  PA 
Robert  A.  Peinert,  Jr.,  MD 

3702  21st  St.  Suite  9,  Lubbock.  Texas  79410;  806  795-8261 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr,  MD 

E.  E.  Rising,  Jr,  MD,  Emphasis  on  Hand  Surgery 
C.  Poindexter,  MD 

C.  R.  Vavrin,  MD,  Emphasis  on  Sports  Medicine 
Diplomates  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road.  Arlinaton.  Texas  76012;  817  261-8284 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

John  B.  Gunn.  MD  James  M.  Lancaster,  MD 

Huntly  G.  Chapman,  MD  James  W.  Brodsky,  MD 

Phillip  E.  Hansen,  MD 

Orthopedic  Surgery 

3600  Gaston  Avenue,  Suite  303.  Dallas,  Texas  75246;  214  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  2116, 

Dallas,  Texas  75230;  214  661-7010 


HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart,  MD 
H.  Kendall  Hamilton,  MD 

5620  Greenbriar,  Houston,  Texas  77005 
Telephone  713  526-6262 


Drs.  Morton,  Blumenfeld  & Charbonneau,  PA 
ENT,  ENT  Allergy,  Cosmetic  Facial  Surgery 

R.A.D.  Morton,  Jr.,  MD,  FACS 

Ronald  J.  Blumenfeld,  MD,  FACS 

Paul  A.  Charbonneau,  MD.  FACS 

Diplomates,  American  Board  of  Otolaryngology 

1733  Curie.  Suite  100.  El  Paso.  Texas  79902;  915  533-5461 

9398  Viscount.  1-E.  El  Paso.  Texas  79925;  915  592-8666 


Pathology 


FORT  WORTH  MEDICAL  LABORATORIES 

Dorothy  Patras.  MD 

Anatomic  Pathology  and  Consultation  in 
Clinical  Pathology 

1400  Pennsylvania  Avenue.  Fort  Worth,  Texas  76104 
Mailing  address:  P.O.  Box  1118.  Fort  Worth,  Texas  76101 
Telephone  817  336-7137 


J.  S.  WILKENFELD,  MD.  MEDICAL  LABORATORIES. 
INC. 

J.  S.  Wilkenfeld.  MD 

Diplomat*  oi  th*  American  Board  oi  Pathology 

Anatomical  Pathology,  Clinical  Pathology 
Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.O.  Box  55008  Houston,  Texas  77055;  713  468-0738 
Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 

AUSTIN  PATHOLOGY  ASSOCIATES 
MEDICAL  PARKWAY  CLINICAL  LABORATORY 

Anatomic  and  Clinical  Pathology,  Electron 
Microscopy,  Cytology  and  Dermatopathology 

Computerized  Results  Reporting  With  Telecommunications  Available 

A.  Q.  Da  Silva,  MD  Paul  A.  LeBourgeois,  MD 

Donald  A.  Parsons,  MD  Phillip  C.  Collins,  MD 

William  J.  Reitmeyer,  MD  David  R.  Ralph,  MD 

RENAL  PATHOLOGY:  Gerald  A.  Beathard,  MD 
Main  Lab:  711  W.  38th  Street — Suite  C-ll,  Austin,  Texas  78705 
Mailing  Address:  P.O.  Box  9806,  Austin,  Texas  78766-0806 
Telephone:  ol2  452-2529 

Specimens:  Mail  to  Main  Lab 
Oltice  Pickup  Service  in  Austin  Area 


ORTHOPEDIC  FOOT  SURGERY  ASSOCIATES 
Surgery  & Diseases  of  the  Foot  and  Ankle 

Charles  E.  Graham.  MD 

8345  Walnut  Hill  Lane.  Suite  105,  Dallas  75231;  214  369-4361 
Donald  M.  Mauldin.  MD 

6161  Harry  Hines.  Suite  220.  Dallas  75235;  214  630-8646 
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TEXAS  MEDICIN 


Physical  Medicine  <&  Rehabilitation 


WARM  SPRINGS  REHABILITATION  HOSPITAL 
GONZALES  WARM  SPRINGS  FOUNDATION,  INC. 

P.O.  Box  58.  Gonzales.  Texas  78629 
Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy.  Speech  Therapy. 

Recreational  Therapy.  School  from  first  grade  through  twelfth  grade 

David  E.  Gumper,  Administrator 

Larry  E.  Browne,  MD,  Medical  Director 


ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  <5  Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  226-2424 


Plastic  Surgery 


i Thomas  D.  Cronin,  MD,  FACS  Laurence  E.  Wolf,  MD,  FACS 

Raymond  O.  Brauer,  MD,  FACS  Benjamin  E.  Cohen,  MD.  FACS 
Thomas  M.  Biggs,  MD,  FACS  Ernest  D.  Cronin,  MD.  FACS 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

7000  Fannin  St.,  Suite  2400,  Houston,  Texas  77030;  713  795-5930 


HOUSTON  PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks.  MD,  FACS 
Jonathan  J.  Dora,  MD,  FACS 
David  J.  Katrana,  DDS,  MD,  FACS 
James  B.  Staflor  1,  IV,  MD 
David  A.  Lee,  MD 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

6560  Fannin,  Suite  750.  Houston.  Texas  77030;  795-5575 


FORT  WORTH  PLASTIC  SURGERY  CLINIC 
David  A.  Grant,  MD,  FACS 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic  and  Reconstructive  Plastic  Surgery 
Raymond  A.  Faires,  MD 

Diplomate  American  Board  oi  Surgery 

Plastic  and  Reconstructive  Surgery 
Hand  and  Micro  Surgery 

606  Medical  Plaza  Building 

800  Eighth  Avenue,  Fort  Worth,  Texas  76104 

817  335-4752  817  332-9441 

; 

VALENTIN  GRACIA,  MD,  FACS,  FICS 

Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic  Surgery — Burns 

1001  W.  Rosedale,  P.O.  Box  247G.  Fort  Worth,  Texas  76113;  817  336-0446 


WILLIAM  E.  BARNES,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Cosmetic  Surgery 

Plastic  & Reconstructive  Surgery 

1301  West  38th  Street,  Suite  608,  Austin,  Texas;  454-7659 


PLASTIC  SURGERY  ASSOCIATION 

Leonard  Koch,  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3601  21st  Street.  Suite  5,  Lubbock,  Texas  79410;  806  792-2313 


STEPHEN  C.  LESAUVAGE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

825  Medical  Drive.  Tyler.  Texas  75705;  214  593-8296 


JAMES  L.  MOORE,  MD,  FACS,  PA 

Diplomat*  American  Board  of  Plastic  Surgery 

Plastic  and  Reconstructive  Surgery 

1200  Binz,  Suite  730 

Houston,  Texas  77004;  713  526-6161 


PLASTIC  SURGERY  CLINIC  OF  AUSTIN 

Robert  A.  Ersek,  MD 

Diplomate  of  American  Board  of  Plastic  Surgery 

Aesthetics,  Plastic,  Reconstructive, 

Suction  Lipectomy,  and  Hand  Surgery 

30th  <S  Red  River,  Austin,  Texas  78705 
24  HR#  512  479-6805  <S  512  474-HAND 

The  Burn  Care  Associates  has  been  organized  to  provide  care  for 
burned  patients.  Care  for  every  phase  of  burn  trauma  will  be  provided 
from  resuscitation  to  late  rehabilitation. 

John  E.  Carter,  MD  David  Mclnnis,  MD 

Lebaron  W.  Dennis,  MD  Donald  Novick.  MD 

Michael  M.  Duffy,  MD  Millie  Smith,  Coordinator 

Joe  Ford,  MD 

BURN  CARE  ASSOCIATES 

302  Oak  Hills  Building,  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 
Telephone  512  694-0973 

ROBERT  M.  WRIGHT.  JR.,  MD 
VALERIE  WRIGHT.  MD 

Plastic,  Reconstructive,  Hand 
and  Microvascular  Surgery 

1700  Providence  Drive,  Waco,  Texas  76707 
Telephone  817  756-0111 


ROGER  D.  HARMAN,  MD 

Aesthetic,  Plastic  and  Reconstructive  Surgery 
Hand  and  Microsurgery 

747  Eighth  Avenue,  Fort  Worth,  Texas  76104 
817  335-4044 


NEAL  R.  REISMAN,  MD,  PA,  FACS 

Diplomate  American  Board  of  Plastic  Surgery 
Diplomate  American  Board  of  Surgery 

Greenpark  I,  7515  S.  Main,  Suite  500,  Houston,  Texas  77030;  713  795-5353 
West  Houston  Doctors'  Center,  12121  Richmond,  Suite  211,  Houston, 
Texas  77082;  713  558-5353 

Member  American  Society  of  Plastic  Surgeons 
Member  American  Society  Surgery  of  the  Hand 


TMA  Physician  Health  and  Rehabilitation 
Hotline— 512  477-5575 


JOHN  E.  CARTER,  MD,  PA 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

7711  Louis  Pasteur  Drive,  Suite  801,  San  Antonio.  Texas  78229 
Telephone;  (Area  Code  512)  Office  696-2390  Medical  Exchange  227-6331 
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Psychiatry 


ROBERT  E.  HAZLEWOOD,  MD 

Psychiatry,  Somatic  Therapies,  Alcoholism  and 
Drug  Abuse,  Individual  & Group  Psychotherapy, 

(Adult  & Adolescent— Hospitalization  & Outpatient) 

Medical  Science  Psychiatric  Center 

711  W.  38th,  Suite  C-4,  Austin,  Texas  78705;  512  458-9286 


GONZALO  A.  AILLON,  MD 
Psychiatry-Bilingual 


DALLAS  PSYCHIATRIC  ASSOCIATES. 

A PARTNERSHIP 

Inpatient  and  Outpatient  Services  for 
Adolescent  Psychiatry,  Adult  Psychiatry, 
Treatment  of  Alcoholism 


Larrie  W.  Arnold,  MD 
Gary  L.  Etter,  MD 
Bradford  M.  Gofi,  MD 
Fred  L.  Griffin.  MD 
R.  Sanford  Kiser.  MD 
Grover  Lawlis,  MD 


Claude  R.  Nichols,  MD 
William  M.  Pederson,  MD 
Leslie  H.  Secrest,  MD 
Angela  M.  Wood,  MD 
John  M.  Zimburean,  MD 


Brookhaven  Professional  Plaza,  LBJ  at  Webbs  Chapel 

10  Medical  Parkway,  Suite  304,  Dallas.  Texas  75234 

Medical  City  Dallas,  7777  Forest  Lane.  Suite  2411,  Dallas.  Texas  75230 

Telephone  214  247-1150 


3450  Wheatland  Road.  Suite  120 
Dallas,  Texas  75211;  214  296-6241 


RICHARD  G.  JAECKLE,  MD 
Psychiatry 

Diplomate,  American  Board  Psychiatry  <£  Neurology,  Child  Psychiatry 
Diplomate,  American  Board  Psychiatry  <&  Neurology,  Psychiatry 

Presbyterian  Professional  Building  II,  Suite  404, 

8220  Walnut  Hill  Lane,  Dallas,  Texas  75231;  214  696-0964 


C.  MARSHALL  BRADSHAW,  MD.  PA 
Psychiatry,  Somatic  Therapies 
Clinical  Electroencephalography 

Suite  722.  1550  W.  Rosedale.  Fort  Worth,  Texas  76104 
Telephone  817  335-9409 


TIMBERLAWN  PSYCHIATRIC  HOSPITAL 

Inpatient  and  Outpatient  Services  for  Child, 

Adolescent  and  Adult  Psychiatry 

Jerry  M.  Lewis,  MD 
Doyle  I.  Carson,  MD 
Keith  H.  Johansen,  MD 
James  K.  Peden,  MD 
Charles  G.  Markward,  MD 
Byron  L.  Howard,  MD 
Roy  H.  Fanoni,  MD 
Mark  P.  Unterberg,  MD 
John  G.  Looney,  MD 
Kathleen  B.  Erdman,  MD 
Don  C.  Payne,  MD 
Mark  J.  Blotcky,  MD 
L.  Dwight  Holden,  MD 

4600  Samuell  Blvd.,  Dallas,  Texas  75228 
214  381-7181 


TITUS  HARRIS  CLINIC 

Inpatient  <S  Outpatient  Services 
(Open  and  Closed  Units) 

Practice  limited  to  Psychiatry 

E.  C.  McDonald,  Jr.,  MD — Individual  and  Group  Psychotherapy 
Grace  K.  Jameson,  MD — Child.  Adolescent  and  Family  Psychiatry 
E.  Ahmed  Zein-Eldin,  MD — General  Psychiatry,  Somatic  Therapies 
William  W.  Bondurant,  III,  MD — General  Psychiatry,  Somatic  Therapies 
A.  O.  Singleton,  III,  MD — General  and  Adolescent  Psychiatry 
J.  B.  Rust,  MD — Substance  Abuse  Program,  Child  Psychiatry 
Constance  Stout,  ACSW — Individual  and  Family  Psychotherapy 
Pam  Peirsol,  ACSW — Individual  and  Family  Psychotherapy 
Ann  Brestrup,  ACSW — Individual  and  Family  Psychotherapy 
Mark  Middlebrooks,  MSW — Individual  and  Family  Psychotherapy 

200  University  Boulevard,  Suite  620,  Galveston,  Texas  77550 
Telephone  4C9  765-6321 


TMA  Memorial  Library 

. . . Another  service  of  your  association 


CONSIDINE/BLOCHER,  PA 
Psychiatry,  Chemical  Dependency, 

Individual  Psychotherapy 

(Adults/Adolescents,  Hospitalization,  Day  Hospital  or  Outpatient) 
James  F.  Considine,  MD 
Thomas  A.  Blocher,  MD 

5005  Woodway,  Suite  220,  Houston,  Texas  77056;  713  871-0855 


Pulmonary  Diseases 


John  R.  Burk,  MD,  FACP  David  R.  Stoop.  MD,  FACP.  FCCP 

Mitchell  C.  Kuppinger,  MD,  FCCP  W.  Steven  Trombold,  MD,  FCCP 
David  M.  Webb,  MD.  FCCP  David  H.  Plump,  MD,  FCCP 

R.  L.  "Lin"  Cash,  Jr,  MD 

Diplomates  of  American  Board  of  Internal  Medicine 

PULMONARY  CONSULTANTS  OF  TEXAS,  PA 

Physiology,  Diagnosis  Therapy,  Bronchoscopy, 
Pulmonary  Function,  Intensive  Care,  Pulmonary 
Angiography,  Pulmonary  Rehabilitation, 

Sleep  Apnea 
Reactive  Airway  Disease 

1413  Eighth  Avenue,  Suite  A,  Fort  Worth,  Texas  76104;  817  926-0242 

801  Road  to  Six  Flags  West,  Suite  137,  Arlington.  Texas  76012; 

817  461-0201  (Metro) 


Radiology 


THERAPEUTIC  RADIOLOGY  AT 
MEMORIAL  HOSPITAL 

Radiotherapy  Department 
7600  Beechnut 
Houston,  Texas  77074 

713  776-5622  Day  Phone 

713  776-5170  Night  and  Weekends 

Carlos  H.  Fernandez,  MD 

Diplomate  American  Board  of  Therapeutic  Radiology 

Practice  Limited  to  Radiation  Oncology 
External  or  Internal  Irradiation 
Inpatient  and  Outpatient  Services 


Rheumatology 


DON  E.  CHEATUM,  MD,  FACP,  FCCP 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  <S  Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204;  823-4151 


Representing  the  Profession 

. . . Another  service  of  your  association 


Paul  M.  Hamilton,  MD 
Jerry  M.  Lewis,  III,  MD 
Tom  G.  Campbell,  MD 
Jeffrey  Glass,  MD 
Grover  M.  Lawlis,  MD 
Conway  McDonald,  MD 
Gary  L.  Malone,  MD 
Edgar  P.  Nace,  MD 
Ernest  N.  Brownlee,  MD 
Michael  Madigan,  MD 
Perry  Talkington,  MD 
Joseph  D.  Gaspari,  MD 
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Thoracic  Surgery 


ALLAN  L.  GRAHAM,  MD,  FACS* 

KARAMAT  U.  CHOUDHRY,  MD,  FACS 
ROBERT  W.  MILEY,  MD,  FACS 
RICHARD  L.  SHEPHERD,  MD 

Diolomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 
•Also  certificate  of  special  qualification  in  general  vascular  surgery, 
American  Board  of  Surgery 

Cardiac.  Thoracic  a^d  Vascular  Surgery  Associates 
515  South  Adams.  Fort  Worth.  Texas  76104;  817  332-7878 


RICHARD  E.  WOOD,  MD 
ROBERT  E.  RAWITSCHER,  MD 
THOMAS  P.  MEYERS,  MD 
Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue, 
Suite  404,  Dallas,  Texas  75246;  214  827-3890 
Hours  By  Appointment 


BERNARD  R.  JACK,  MD,  PA,  FACS 

Diplomate  American  Board  of  Surgery  and 
American  Board  of  Thoracic  Surgery 

Cardiac,  Vascular  & Thoracic  Surgery 

800  Eighth  Avenue.  Suite  432,  Fort  Worth,  Texas  76104 
817  336-1700 

JIM  S.  GARZA,  MD 
Cardiovascular  and  Thoracic  Surgery 

American  Board  of  General  Surgery 
American  Board  of  Thoracic  Surgery 

Practice  in  The  Methodist  Hospital 

Texas  Medical  Center,  7707  Fannin,  Suite  280, 

Houston  77054;  713  795-5527 


Urology 


ELGIN  W.  WARE,  JR.  MD 
GEORGE  E.  HURT,  JR,  MD 
L.  MICHAEL  GOLDSTEIN,  MD 
STEVE  M.  FROST,  MD 
Urology 

3600  Gaston  Avenue,  Dallas,  Texas  75246 


THE  UROLOGY  CLINIC 

Dolphus  E.  Compere,  MD  Ira  N.  Hollander,  MD 

Grant  F.  Begley,  MD  J.  Daniel  Johnson,  MD 

Hugh  Lamensdorf,  MD  A.  E.  Thurman,  MD 

Diplomates  of  American  Board  of  Urology 

Box  11340.  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 
817  336-5711 


EUGENE  R.  TODD,  MD,  PA 

Diplomate  of  the  American  Board  of  Urology 
Fellow  of  the  American  College  of  Surgeons 
Fellow  of  the  Society  for  Pediatric  Urology 

Urology — Adult  and  Pediatric 

3600  Gaston  Avenue,  Baylor  Medical  Center  Plaza, 

Wadley  Tower,  Suite  755,  Dallas,  Texas  75246 
214  826-3500 

DALLAS  UROLOGY  ASSOCIATES 

David  D.  Reisman.  MD,  PA 
Donald  J.  Logan,  MD  PA 
Donald  L.  McKay,  MD.  PA 

I Christopher  D Fetner,  MD,  PA 

Diplomates  of  American  Board  of  Urology 

Medical  City  Dallas,  7777  Forest  Lane,  Suite  230.  Dallas,  Texas  75230 
Telephone:  214  233-7765  Answered  24  Hours 

* ■ 

KIRBY  B.  TARRY,  MD,  FACS 

Diplomate,  American  Board  of  Urology 

I Adult  and  Pediatric  Urology 

Impotence  with  Prosthesis-Vasovasostomy 

1405  Wes!  Illinois,  Midland,  Texas  79701 
915  687-4553 


SOUTHWEST  UROLOGY  ASSOCIATES 
Adult  and  Pediatric  Urology 

Ted  Boone,  MD  Wm.  A.  Freeborn,  MD 

Warren  M.  Greene,  MD  H.  Pat  Hezmall,  MD 

James  T.  Coggins,  MD  Kenneth  I.  Licker,  MD 

Diplomates  of  American  Board  of  Urology 
221  W.  Colorado.  #440,  Dallas,  Texas  75208;  214  948-3101 
3450  W.  Wheatland  Road.  #60,  Dallas,  Texas  75211 


BOOKSVIDEOS 

AUDIOCASSETTES 

SLIDESFILMS 


Here’s  an  easy  way  to  keep  up  with  new  books 
and  media  in  your  specialty  or  your  area  of  inter- 
est. The  TMA  Memorial  Library  is  now  offering  to 
send  you  a list  of  the  library’s  most  recent  ac- 
quisitions on  a monthly  basis.  Then,  at  your  re- 
quest, the  library  will  send  those  items  which  are 
of  interest  to  you.  To  begin  receiving  the  new 
acquisitions  list  just  fill  out  the  handy  coupon  be- 
low and  mail  to: 

Acquisitions  Office 
Memorial  Library 
Texas  Medical  Association 
1801  North  Lamar 
Austin,  TX  78701 


Name  _ 
Address 


City 

7 ip  node 

Comments' 
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Classified  Advertising 


Physicians  Wanted 


NEEDED:  EMERGENCY  PHYSICIANS,  North  Central  Texas  area,  lull 
and  part-time.  For  an  application  call  817-336-8600  or  write  Emergency 
Medicine  Consultants,  P.A.,  1533  Mernmac  Circle,  Suite  202,  Fort  Worth, 
Texas  7b  107. 


SAN  JACINTO  METHODIST  HOSPITAL,  BAYTOWN,  TEXAS.  General 
practitioner,  lamily  practitioner,  OB/Gyn,  psychiatrist.  Solo  or  group 
practice.  Home  oi  Exxon,  U.S.  Steel,  Gulf.  High  income.  Bay  area  near 
Houston.  Outstanding  schools,  colleges.  Contact  Administrator,  1101 
Decker  Drive,  Baytown,  Texas  77520;  713-422-3405. 


PHYSICIANS  WANTED — Progressive  hospital  in  East  Texas.  Contact 
Paul  Bennett,  Administrator,  Gladewater  Municipal  Hospital,  300  West 
Upshur,  Gladewater,  Texas  75647;  telephone  214  845-2281. 


WANTED:  ORTHOPEDIC  SURGEON.  Position  available  with  twelve 
doctor  multispecialty  group  located  in  the  Medical  City  Dallas  com- 
plex in  North  Dallas.  All  benefits  paid  for  by  the  group,  afternoon 
off,  rotating  call  schedule.  Send  curriculum  vitae  to  Sharon  Phelps, 
Administrator,  7777  Forest  Lane,  Suite  240,  Dallas,  Texas  75230,  phone 
214  661-7707. 


WANTED:  GENERAL  PRACTITIONER/INDUSTRIAL  MEDICINE.  Position 
available  with  twelve  doctor  multispecialty  group.  All  benefits  paid 
by  the  group,  afternoon  off,  rotating  call  schedule.  Send  curriculum 
vitae  to  Sharon  Phelps,  Administrator,  Suite  240,  7777  Forest  Lane, 
Dallas,  Texas  75230.  Phone  214  661-7707. 


PHYSICIANS — We  have  positions  available  in  family  practice,  emer- 
gency medicine,  pediatrics,  Ob/Gyn,  internal  medicine,  gastroenterol- 
ogy and  orthopedic  surgery.  Call  Marilyn  Blaker,  713  769-1550,  MEDEX, 
2401  Fountain  View,  Suite  510,  Houston,  Texas  77057.  From  outside 
Texas  call  800  231-7578. 


AGGRESSIVE  OB-GYN  to  practice  medicine  with  four  MDs  in  clinic 
located  in  community  of  approximately  4500  about  45  miles  northwest 
of  Fort  Worth.  Office  space  is  available.  Salary:  first  year,  $45,000- 
50,000  guaranteed;  second  year,  a percentage  ot  what  you  make. 
Clinic  is  serviced  by  doctor-owned,  44-bed  hospital  which  is  equipped 
with  CRNA  on  staff,  physical  therapy,  radiology,  laboratory,  blood 
bank,  and  fully-equipped,  up-to-date  surgery.  Please  reply  to  Ad-523, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


ONE/TWO  BE/BC,  OB/GYNs  to  buy  out/take  over  established  young, 
expanding  OB/GYN  practice.  (Gross  $200-300,000).  Central  Texas. 
Ideally  would  suit  two  friends  finishing  their  residency  and  wishing 
to  set  up  practice  together.  Basically,  this  is  an  offer  of  a lifetime! 
Contact  early — "Time  is  of  the  essence."  Reply  to  Ad-530,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


ARE  YOU  LOOKING  FOR  A PAVED  HIGHWAY  toward  financial  suc- 
cess— where  you  will  receive  referrals  from  other  doctors  because  they 
are  too  busy  or  retiring — where  there  is  no  animosity  towards  new 
physicians?  Immediate  openings  for  family  physicians,  ob/gyns,  in- 
ternists, pedis,  orthopods,  and  surgeons  in  smaller  towns  in  Texas. 
Contact  Texas  Doctors  Group,  702  Colorado,  Suite  102,  Austin,  Texas 
78701;  512  476-7129.  Toll  free  in  Texas  1-800-331-8472. 


HCA  OWNS  OR  MANAGES  50  hospitals  in  Texas — Opportunities  for  all 
specialties  in  both  metropolitan  and  rural  areas.  Send  curriculum 
vitae  to:  Dan  Olphie,  HCA,  P.O.  Box  1575,  Nashville,  TN  37202  or  call 
1-800-251-1537, 


ARIZONA-BASED  PHYSICIAN  RECRUITMENT  firm  has  positions  in 
Dallas/Ft.  Worth  area,  as  well  as  Central  and  West  Texas.  Profession- 
als working  with  professionals.  Over  13  years  experience.  Call  602 
795-7474,  or  send  CV  to:  Mitchell  <S  Associates,  Inc.,  2761  N.  Country 
Club  Rd.,  Suite  202,  Tucson,  AZ  85716. 


TEXAS— PRIMARY  CARE  PHYSICIANS  AND  OB/GYN  needed  for  locum 
and  permanent  placements.  Excellent  financial  package,  practice  man- 
agement and  affiliation  with  a dynamic  healthcare  company.  CV  to; 
Beverly  Froley,  Westworld  Healthcare  Resources,  23832  Rockfield  Road, 
Lake  Forest,  California  92630;  1-800-847-1596. 


(0161)  (EXEMPT)  PUBLIC  HEALTH  PHYSICIAN— $40, 620-S54, 420  annual- 
ly. Nature  of  work — This  is  professional  work  responsible  for  directing 
all  activities  performed  in  the  communicable  control  division  of  the 
Metropolitan  Health  Department.  Supervision  is  exercised  over  the 
following  areas:  Tuberculosis  Nursing  Services,  Tuberculosis  Chest 
Clinic,  Venereal  Disease  Clinic,  Immunization  section  and  general 
support  section  which  totals  approximately  70  employees.  Performs 
administrative  and  logistical  control  of  the  division  and  supporting 
sections  to  include  budgeting,  staffing  and  requisition  of  supplies. 
Maintains  operational  control  of  the  division  and  subordinate  sections 
and  coordinates  immunization  and  epidemiologic  problems  with  en- 
vironmental health  and  nursing  divisions.  Acts  as  liaison  between  other 
departments  and  with  the  public  and  private  sector.  Oversees  and 
maintains  anti-rabies  control  measures  by  working  closely  with  animal 
control  facility  and  Bexar  County  Hospital  services.  Monitors  com- 
municable diseases  in  Bexar  County  and  the  procurement  of  necessary 
vaccines  and  biologic  products  necessary  to  prevent  or  control  such 
outbreaks.  Researches,  develops  and  promulgates  criteria  for  com- 
municable disease  control  in  coordination  with  local,  state  and  federal 
guidelines.  Performs  other  tasks  assigned  by  the  director.  Minimum 
qualifications — Graduation  with  an  MD  degree  from  a medical  school 
of  Grade  A standing  with  the  American  Medical  Association,  plus  one 
year  of  internship  in  an  approved  hospital  and  one  year  of  full-time 
paid  experience  in  public  health  preferably  in  a recognized  public 
health  agency.  A license  to  practice  medicine  in  Texas  must  be  obtained 
prior  to  appointment.  To  apply — City  of  San  Antonio  Personnel  Depart- 
ment, 111  Plaza  De  Armas,  San  Antonio,  Texas  78205.  An  equal  oppor- 
tunity employer. 


WANTED:  BC  OR  BE  FAMILY  physician.  Practice  in  northeast  Texas, 
to  include  OB.  Call  or  write:  Ellington  Memorial  Clinic,  322  E.  Hiram, 
Atlanta,  Texas  75551;  214  796-2868. 


(1079)  (EXEMPT)  ASSISTANT  DIRECTOR  OF  HEALTH  $45,21 1-$66, 784 
yearly.  Nature  of  Work:  Acts  as  first  assistant  to  the  Health  Depart- 
ment Director  administering  a county-wide  public  health  program.  Acts 
on  behalf  of  the  director  in  all  phases  of  activities  involved  in  general 
health  maintenance.  Overall  goal  is  to  maintain  an  effective  community 
health  system.  Duties:  The  following  describes  some  of  the  major  duties 
and  responsibilities,  but  does  not  depict  all  of  the  other  duties  that 
may  be  assigned.  Assists  the  director  in  making  employee  appoint- 
ments, dismissals,  and  any  other  personnel  changes;  supervises  the 
preparation  of  the  budget  and  monitors  financial  transactions  and  ac- 
counting activities  ot  the  financial  transactions  and  accounting  activities 
of  the  department  for  review  by  the  director;  supervises  preventive 
measures  for  contagious  diseases  of  public  health  concern;  maintains 
understanding  and  cooperation  with  local  organizations  through  meet- 
ings and  attendance  at  public  health  related  functions;  gives  medical 
and  administrative  direction  on  special  surveys  regarding  pertinent 
local  health  problems;  plans  and  conducts  inservice  training  programs 
for  personnel.  Preferred  Qualifications:  Licensed  to  practice  medicine 
in  Texas  by  the  State  Board  of  Medical  Examiners.  Three  years  admin- 
istrative experience  in  public  health.  Considerable  knowledge  of  modern 
principles  and  methods  ot  business  administration  in  municipal  govern- 
ment. To  apply:  City  of  San  Antonio  Personnel  Department,  111  Plaza 
De  Armas,  San  Antonio,  Texas  78205.  An  equal  opportunity  employer. 


IMMEDIATE  OPENING:  EXCELLENT  opportunity  for  a specialist  in 
FP,  OB/GYN,  IM,  general  surgery,  or  industrial  medicine  to  join  well- 
established  and  rapidly  expanding  family  practice  group  in  San  An- 
tonio. Our  facility  is  fully  equipped  as  a total  health  care  center  with 
laboratory,  x-ray,  stress  testing,  holter  monitoring,  and  pulmonary 
function  testing  already  established.  Plans  are  underway  to  move  to 
a larger  facility  and  offer  increased  services.  We  offer  competitive 
guaranteed  salary,  corporate  benefits  with  paid  professional  liability, 
administrative  and  support  staff,  affiliation  with  large  community  hos- 
pitals, and  call  sharing  opportunities.  Requires  well-rounded  abilities 
in  both  an  out-patient  and  hospital  practice.  Board  certification  or 
eligibility  required.  Dedication  to  high  quality,  excellent  patient 
empathy  and  communicative  skills  mandatory.  Leadership  skills  and 
entrepreneural  interest  in  practice  desirable.  Tremendous  growth  po- 
tential. Immediate  opening  due  to  building  expansion  and  broadening 
patient  base.  Send  CV,  references  to:  William  Gonzaba,  MD,  PA, 
c/o  The  Doctor's  Office,  2101  Lockhill-Selma,  Suite  208,  San  Antonio, 
Texas  78213. 


TEXAS  EMERGENCY  MEDICINE — full  and  part-time  positions  available 
in  the  Central  and  South  Texas  areas.  Excellent  pay.  Primary  con- 
siderations given  to  applicants  with  two  years  experience  in  emergency 
medicine  or  board  certified  or  board  eligible  in  emergency  medicine, 
family  practice,  internal  medicine  or  surgery.  Contact  Arthur  Allison, 
MD,  or  Susan  Dill,  Emergency  Physicians  Associates,  604  Richmond 
Avenue,  San  Antonio,  Texas  78215;  512  222-0746. 


WANTED:  IN  SUBURBAN  TEXAS,  family  practitioner  to  join  group  of 
two  in  which  one  doctor  is  retiring  soon.  Obstetrics  and  geriatrics  in 
practice.  Please  contact  817  481-6541. 


EMERGENCY  MEDICINE  AND/OR  FAMILY  PRACTICE  physician  needed 
for  family  practice  and  acute  care  facility  located  in  attractive,  progres- 
sive city  with  numerous  cultural,  educational  and  recreational  oppor- 
tunities. Salary  in  six  figures.  Contact:  Midland  Minor  Emergency 
Center,  2310  W.  Ohio,  Midland,  Texas  7S70 1 ; phone  915  686-9708. 


EMERGENCY  PHYSICIAN — Local  Houston  ER  group  needs  experienced 
ER  physician.  Fee  for  service  with  guarantee.  Contact  Greater  Houston 
Emergency  Physicians  Associates,  P.O.  Box  7445,  Houston,  Texas  77248; 
713  861-7942. 


PEDIATRICIAN  WANTED:  JCAH  accredited  hospital  in  the  northeast 
Texas  area.  Contact  Paul  R.  Bennett,  300  West  Upshur  Avenue,  Glade- 
water, Texas  75647;  phone  214  845-2281. 


WANTED:  FAMILY/GENERAL  PRACTITIONER  to  locate  in  northeast 
Texas  area.  Group  setting.  Contact  Paul  R.  Bennett,  300  West  Up- 
shure,  Gladewater,  Texas  75647;  phone  214  845-2281. 


TEXAS — PADRE  ISLAND — CORPUS  CHRISTI.  Full  time  positions.  Prefer 
board  certified.  Available  in  established,  expanding  family  practice/ 
minor  emergency  clinic  system.  Send  CV  or  call  A.  Lichtenberg,  MD, 
9450  S.  Padre  Island  Drive,  Corpus  Christi,  Texas  78418,  512  937-3123. 


POSITION  AVAILABLE  IMMEDIATELY— Seeking  BC/BE,  OB/GYN 
HEM/ONC,  PLS,  general  internist,  endocrinologist  to  join  a rapidly  ex- 
panding multi-specialty  clinic  in  the  sunbelt.  Contact:  Robert  J.  Knapp, 
Administrator,  Skinner  Clinic,  124  Dallas  Street,  San  Antonio,  Texas 

78205. 


PRACTICE  OPPORTUNITIES — Outstanding  practice  opportunities  for 
general  practitioners,  internal  medicine,  pediatricians,  cardiologists, 
ophthalmologists  and  minor  emergency  medicine  in  an  attractive 
growing  west  Texas  city.  Financial  incentives  are  available.  Please 
direct  inquiries  to:  Monzar  Attar,  MD,  1401  9th  Street,  Lubbock,  Texas 
79461;  806  765-8153. 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $30.00  (U.S.  currency)  per  issue  for  50  words  or 
less,  payable  in  advance.  Ad  numbers  can  be  substituted 
for  formal  addresses  upon  request  at  no  extra  cost.  Name 
and  address  of  ad  number  listings  cannot  be  given  out 
unless  specific  permission  to  do  so  has  been  given.  The 
advertising  office  will  not  contact  ad  number  holders  ex- 
cept by  mail.  Federal  laws  prohibit  references  to  race, 
color,  religion,  sex,  national  origin,  or  age  unless  bona  fide 
occupational  qualifications.  Copy  deadline  is  the  5th  of 
the  month  preceding  publication.  Send  copy  to  Advertising 
Manager,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.. 
Austin,  Texas  78701. 
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FAMILY  PRACTITIONER— ESTABLISHED  medical  group  needs  a family 
practitioner.  Guaranteed  salary  and  early  partnership  for  the  con- 
scientious person.  Contact  clinic  administrator,  10737  Gateway  West, 
El  Paso,  Texas  79935  or  call  915  592-0201. 


FULL  AND  PART-TIME  EXPERIENCED  PHYSICIANS  lor  established  and 
expanding  family  care  clinic  in  northwest  Houston.  Excellent  remuner- 
ation and  working  conditions,  flexible  scheduling.  Contact  Director, 
Medical  Center,  7925  FM  1960  West,  Houston,  Texas  77070;  713  469-4560. 


PATHOLOGIST  NEEDED — Bellairc  General  Hospital,  Houston,  Texas, 
JCAH-owned  by  AMI.  Board  certified  in  clinical/anatomical  pathology, 
recent  lab  experience  with  administrative  ability.  Texas  license,  posi- 
tion is  private  practice,  fee-for-service  basis.  Apply  with  CV  to. 
Search  Committee,  Bellaire  General  Hospital,  P.O.  Box  1169,  Bellaire, 
Texas  77401. 


INTERNIST/NEPHROLOGIST  DESIRES  to  share  1800  square  foot  office 
space  and  staff  adjoining  local  hospital.  Suburban  Houston  area — 
x-ray  and  lab  facilities  in  office.  Terms  negotiable.  Call  713  332-7551  for 
information. 


EMERGENCY/FAMILY  PHYSICIAN  SOUGHT  for  ED  with  adjacent, 
actively  growing,  walk-in  clinic.  Young,  progressive  colleagues;  abun- 
dant local  hunting,  fishing,  and  water  sports.  Must  be  interested  in 
quality  doctor-patient  relationships.  FFS  with  minimum  guarantee, 
$100K/yr.,  eventual  full  partnership.  Contact  David  Herbert,  MD,  915 
949-5111,  San  Angelo. 


FAMILY  PHYSICIAN  WANTED — to  associate  with  family  physician  in 
clinic  in  beautiful,  small  town  in  the  scenic  Hill  Country  north  of  San 
Antonio.  Primarily  ambulatory/emergency  care  with  hospital  25  miles 
away.  No  OB.  Partnership  possible.  Replv  to  Ad-570,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


TEXAS  PRIVATE  PRACTICES.  DFW,  Houston,  San  Antonio,  and  other 
areas  in  many  fields.  Solo,  associate,  and  group  Please  send  CV 
with  area  preference  to  W.  Sanford  Smith,  Professional  Practice  Man- 
agement, Inc.,  900  Rockmead,  Kingwood,  Texas  77339. 


OB/GYN — Join  a growing  medical  staff  at  a community  supported  hos- 
pital. Rural  setting  near  major  metropolitan  area.  Guaranteed  income, 
office  rent,  practice  building  support  plus  other  financial  incentives. 
Contact  Cheryl  Newman,  Director  of  Physician  Recruitment,  Summit 
Health  Ltd.,  1800  Avenue  of  the  Stars,  Los  Angeles,  California  90067; 
213  201-4000. 


FAMILY  PRACTICE,  OB/GYN,  AND  UROLOGIST:  loin  a growing  medi- 
cal staff  at  a community  supported  hospital  in  West  Texas.  Urban  and 
rural  settings  available.  Warm,  sunny  climate,  low  real  estate  costs 
and  extremely  low  malpractice  insurance.  Guaranteed  income,  office 
rent  and  practice  building  support,  plus  other  financial  incentives. 
Contact  Cheryl  Newman,  Director  of  Physician  Recruitment,  Summit 
Health  Ltd.,  1800  Avenue  of  the  Stars,  Los  Angeles,  CA  90067;  213 
201-4000. 


EXCELLENT  POSITION  FOR  FAMILY  PRACTICE,  board  certified  or 
board  aualified  doctor.  Small  East  Texas  town.  New  clinic,  three  FPs 
presently.  Solo  practice  but  expense  sharing  partnership.  Excellent 
recreational  area.  Good  schools  and  churches.  Active  hospital  and 
referral  hospitals  in  two  metropolitan  centers  nearby  Active  practice 
in  three  months.  Please  replv  to  Ad-572,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


LOOKING  FOR  A CREATIVE  CHALLENGE  IN  CLINICAL  PSYCHIATRY'?’ 
Tired  of  urban  crush?  DRG  blues?  Why  not  a correctional  career? 
Texas  Department  of  Corrections  needs  full-time,  dynamic,  board 
eligible/board  certified  psychiatrists  for  our  renovating  delivery  sys- 
tem. Starting  annual  salary  is  $56,856  with  excellent  benefit  package, 
including  $6,000  annual  housing  allowance  if  not  living  in  state  hous- 
ing; an  additional  $5,000  per  annum  may  be  added  to  salary  at  the 
discretion  of  the  Deputy  Director  of  Health  Services.  For  information 
contact:  Health  Services  Division  Personnel,  Texas  Department  of 
Corrections,  P.O.  Box  99,  Huntsville,  Texas  77340;  409  294-2755.  We 
know  you'll  like  the  difference!  Equal  opportunity  employer. 


TEXAS:  DALLAS-FORT  WORTH  & EAST  TEXAS.  Full-time  positions 
available  at  several  hospitals  in  the  Dallas-Ft.  Worth  and  East  Texas 
areas,  with  extremely  attractive  fee-for-service  compensation  and 
hourly  guarantees.  Compensation  ranges  from  $65,000  to  $105,000  an- 
nually. Very  desirable  geographic  locations  include  Tyler,  Longview, 
Greenville  and  Marshall,  Texas.  Association  with  a strong  physician- 
oriented  group  provides  attractive  professional  opportunities  for  emer- 
gency physicians.  Positions  are  also  available  for  primary  care  physi- 
cians in  clinic  settings.  Contact  Brenda  Lancaster,  Vice  President 
Professional  Services,  EmCare,  Inc.,  3310  Live  Oak,  Suite  400,  Dallas, 
Texas  75204,  or  call  toll  free  800  527-2145. 


PSYCHIATRIST — The  Laredo  State  Center  has  an  opening  for  a full- 
time psychiatrist.  Valid  Texas  license.  Board  certified  or  eligible. 
Coordinates  and  supervises  all  medical  and  psychiatric  treatment  ser- 
vices. Salary  up  to  $71,304,/year  (DOE).  If  interested,  contact  the 
Laredo  State  Center,  512  723-2926,  P.O.  Box  1835,  Laredo,  Texas  78044- 
1835.  EOE. 


EMERGENCY  MEDICINE  OPPORTUNITIES— Part-time  and  full-time  posi- 
tions available  in  more  than  40  facilities  throughout  Texas.  Competi- 
tive hourly  income,  flexible  scheduling  without  on-call,  and  occur- 
rence malpractice  . coverage.  For  details  respond  in  confidence  to 
Spectrum  Emergency  Care,  Inc.,  P.O.  Box  27352,  St  Louis,  MO  63141, 
1-800-325-3982;  314  878-2280. 


INTERNIST — to  associate  with  solo  practitioner  in  Central  Texas.  200 
bed  hospital.  Terms  negotiable.  Great  environment  for  busy  practice 
and  recreation.  Contact  C.  G.  Stephens,  MD,  915  643-1364. 


TEXAS— DENTON,  GAINESVILLE,  SHERMAN  and  more:  Full-time  posi- 
tions available  in  these  growing  Texas  cities.  Small  group  serves  both 
EDs  and  FECs.  US  education  required.  Call  Mr.  Rasberry,  Numed 
Systems,  Inc.,  817  566-1936. 


POSITIONS  FOR  TEXAS  LICENSED  PHYSICIANS  in  emergency  de- 
partment of  Dallas  based  hospital  system.  Experience  in  emergency 
medicine  and  trauma  preferred.  Competitive  compensations  and  paid 
malpractice.  For  additional  information,  call  or  write  Nina  Powell,  Phy- 
sicians Emergency  Care  Associates,  1315  Stemmons  Avenue,  Dallas, 
Texas  75208;  214  942-5733. 


SOLO  PRACTICE  FOR  AMBITIOUS  PHYSICIAN  interested  in  establish- 
ing active  community  based  general  practice.  Obstetric,  surgical  and 
ER  duties  shared  with  others  in  community.  Assistance  in  relocating 
and  establishing  practice  available  if  required.  Contact  Richard  D. 
Arnold,  Administrator,  Hemphill  County  Hospital,  1020  South  4th, 
Canadian,  Texas  79014;  806  323-6422  or  323-8873. 


AUSTIN — FAMILY  PHYSICIANS  AND  general  practitioners  wanted  for 
part-time  work  with  group  of  urgent  care  centers.  Please  write  or  call 
Dr.  Matthew  A.  Vail,  Medical  Director,  6343  Cameron  Road,  Austin, 
Texas  78723;  512  467-2052. 


AUSTIN— FAMILY  PRACTITIONER  WANTED.  BC./BE  to  associate  with 
two  FPs.  No  OB.  Salary  and/or  partnership  negotiable.  Please  reply 
to  Ad-575,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 


PEDIATRICIAN  OR  PEDIATRIC  SUBSPECIALIST— Excellent  opportunity 
to  join  well  established  active  practice.  Spacious,  new  office,  labora- 
tory, x-ray.  Popular  vacation  area,  warm  climate,  lakes,  ocean 
beaches,  university,  good  recreational  facilities.  Population  250,000. 
Salary  progressing  to  ownership.  Contact  Adele  Bromiley,  MD,  Browns- 
ville Pediatric  Association,  2335  Central  Blvd.,  Brownsville,  Texas  78520; 
512  546-3126  (office),  542-0856  (home). 


TEXAS:  FULL  TIME  ED  POSITION  available  at  244  bed  hospital.  Recrea- 
tional area  north  of  Dallas.  Excellent  compensation  including  mal- 
practice insurance.  Contact:  Emergency  Consultants,  Inc  , 2240  South 
Airport  Road,  Room  29,  Traverse  City,  MI  49684;  1-800-253-1795  or  in 
Michigan  1-800-632-3496. 


TEXAS — NORTH  OF  DALLAS — Immediate  full-time  and  part-time  posi- 
tions in  hospital  affiliated  family  practice  clinic.  Hospital  offering 
attractive  incentive  for  purchase  of  clinic  as  practice.  Beautiful  resort 
area  has  stable  patient  population  with  great  growth  potential.  Con- 
tact: Emergency  Consultants,  Inc.,  2240  South  Airport  Road,  Room  29, 
Traverse  City,  MI  49684;  or  call  1-800-253-1795  or  in  Michigan  1-800- 
632-3496. 


THE  UNIVERSITY  OF  TEXAS  HEALTH  SCIENCE  CENTER  and  Parkland 
Memorial  Hospital,  Dallas,  Texas  are  seeking  a physician  for  a posi- 
tion as  Assistant  Professor  of  Clinical  Internal  Medicine  to  direct  and 
coordinate  clinical  AIDS  activities  at  the  hospital.  The  physician  will 
be  involved  in  inpatient  and  outpatient  care  and  will  be  expected  to 
engage  in  clinical  research.  A subspecialist  in  infectious  diseases  is 
desired  but  applicants  specialized  in  other  relevant  clinical  disciplines 
are  also  encouraged  to  apply.  Salary  is  commensurate  with  experience 
and  gualifications.  Direct  inauiries  to  James  P luby.  MD.  Department 
of  Internal  Medicine,  UTHSCD,  Dallas,  Texas  75235.  The  UTHSCD  and 
PMH  are  equal  opportunity  employers. 


CHILD  NEUROLOGIST.  The  Department  of  Medical  and  Surgical  Neu- 
rology at  Texas  Tech  University  Health  Sciences  Center  School  of 
Medicine  is  recruiting  a board  certified/eligible  pediatric  neurologist 
with  interest  and  training  in  EEG  and  evoked  potentials.  Faculty  rank 
and  salary  commensurate  with  prior  experience.  Responsibilities  in- 
clude patient  care  teaching,  and  an  interest  in  research  Excellent 
opportunities  for  collaboration  with  neuroscientists  in  other  departments 
for  clinical  and  basic  research.  Candidates  should  send  a letter  of 
inguiry  and  a curriculum  vitae  to  Gustavo  C.  Roman,  MD,  Department 
of  Medical  and  Surgical  Neurology,  TTUHSC,  Lubbock,  Texas  79430. 
Texas  Tech  University  is  an  equal  opportunity,  affirmative  action 
employer. 


WANTED  PATHOLOGIST:  Part-time  position  available  for  board  certified 
pathologist  in  hospital-based  practice.  200  plus  bed  hospital  in  Houston 
metropolitan  area.  Please  send  CV  to  Ad-576,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 


INSTANTLY  NEEDED  IN  TEXAS,  OB-GYN— Private  practice,  solo  or 
associate.  Instantly  needed  in  Panhandle  of  Texas.  Town  population 
25,000  draws  50,000  has  one  Ob-Gyn  only.  Plenty  of  Gvn  surgery  and 
growing  number  of  obstetrical  deliveries.  Adjacent  office  to  a brand 
new  hospital.  Write,  call  or  visit  Women's  Clinic,  Suite  103,  Colorado 
Medical  Building,  Pampa,  Texas  79065;  806  669-6229. 


DALLAS/FORT  WORTH  AREA  Denton  County  is  the  fourth  fastest 
growing  county  in  the  U.S.  Due  to  this  growth,  we  are  recruiting 
physicians  in  all  specialties  to  meet  the  needs  of  our  growing  practice. 
First  Texas  Medical,  Inc.  is  a growing,  multispecialty  group  practice 
operating  hospitals  and  offices  in  the  Dallas/Fort  Worth  area.  Physi- 
cians receive  a salary  and  bonus  consideration  with  liberal  benefits 
and  the  opportunity  to  become  an  associate  of  the  group.  We  have 
no  jr./sr.  partners  and  strive  to  provide  an  atmosphere  that  ensures 
the  practice  of  good  medicine.  If  interested  in  the  opportunities  offered 
to  practice  with  this  dynamic  group,  call  214  221-2322  or  send  a CV  to 
Margaret  Bacon,  FTM,  Inc.,  560  W.  Main  St.,  Suite  201,  Lewisville, 
Texas  75067. 


TARBOX  FELLOWSHIP  IN  PARKINSON  DISEASE  and  neurology  of 
aging.  The  Department  of  Medical  and  Surgical  Neurology  and  the 
Tarbox  Parkinson  Disease  Institute,  Texas  Tech  University  Health 
Sciences  Center  in  Lubbock,  Texas  are  seeking  applicants  for  a one 
or  two  year  clinical  fellowship.  Excellent  opportunity  immediately 
available  for  board  certified/eligible  neurologist.  The  fellowship  pro- 
vides clinical  training  in  management  of  movement  disorders  and 
neurological  disorders  of  aging.  Tarbox  Parkinson  Disease  Clinic, 
Motor  Laboratory,  Memory  Disorders  Clinic  and  Clinical  Neurophysi- 
ology Laboratories  are  available.  Opportunities  exist  for  clinical  and 
basic  research  in  cooperation  with  neuroscientists  from  Tarbox  Parkin- 
son Disease  Institute  and  other  departments.  Stipend  is  $30, 000/year 
plus  benefits.  Completion  of  an  approved  neurology  residency  and 
eligibility  for  Texas  licensure  are  required  Candidates  should  send  a 
curriculum  vitae  and  three  references  to  Gustavo  C.  Roman,  MD,  De- 
partment of  Neurology,  Texas  Tech  University  HSC  School  of  Medicine, 
Lubbock,  Texas  79430.  Texas  Tech  University  is  an  equal  opportunity, 
affirmative  action  employer. 


GOOD  MOVE.  We  place  permanent  and  part-time  physicians  in  ap- 
propriate positions  all  over  Texas  and  the  United  States.  Please  send 
your  resume  or  CV  to  P.O.  Box  4062,  Bryan,  Texas  77802. 


IMMEDIATE  OPPORTUNITIES  IN  OB/GYN,  non-invasive  cardiology  and 
orthopedic  surgery.  Enjoy  practicing  medicine  in  20  physician  multi- 
specialty group.  Above  average  first  year  guarantee  and  relocaton 
expenses.  Excellent  benefits.  Send  CV  to  Tammy  Stripling,  Malone  and 
Hogan  Clinic,  1501  W.  11th  Place,  Big  Spring,  Texas  79720. 
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GENERAL  SURGEON  SEEKS  associate  in  family  practice  who  practices 
obstetrics.  Requests  bilingual  physician.  Office  located  in  Grand 
Prairie  in  Dallas/Fort  Worth  metroplex.  Guarantee  available.  Call 
Abraham  Syrquin,  MD  at  214  264-1645,  D/FW  Medical  Center. 


EXPANDING  20  PHYSICIAN  MULTISPECIALTY  group  has  immediate 
opportunities  in  ophthalmology,  allergy  and  dermatology.  Above 
average  first  year  guarantee  and  relocation  expenses.  Excellent  bene- 
fits. Send  CV  to  Tammy  Stripling,  Malone  and  Hogan  Clinic,  1501  W. 
11th  Place,  Big  Spring,  Texas  79720. 


PRACTICE  SITUATIONS  AVAILABLE  in  The  Methodist  Hospital  Health 
Care  System,  Inc.  affiliated  hospitals  for  board  certified/board  eligible 
physicians  in  anesthesiology,  cardiology,  emergency  medicine,  infec- 
tious disease,  internal  medicine,  neurosurgery,  neonatology,  nephrol- 
ogy, Ob-Gyn,  orthopedic  surgery,  pediatrics,  pediatric  surgery, 
psychiatry,  and  surgery.  Send  CV  to  6560  Fannin,  #1824,  Houston, 
Texas  77030;  713  790-6372. 


FAMILY  PHYSICIAN  NEEDED  to  work  for  another  physician  in  Pasa- 
dena, Texas  to  provide  medical  services  to  patients  including  pedi- 
atrics, ob/gyn,  minor  surgery,  geriatrics  and  internal  medicine. 
Comprehensive  medical  services  for  members  of  families  on  continuing 
basis.  Examine  patient;  elicit  and  record  information  about  patients' 
health;  order  or  execute  various  tests  and  x-rays  on  patients'  condi- 
tion. Analyze,  report  and  diagnose  condition;  administer  treatments 
and  medications.  Vaccinate  patients  to  immunize  them  from  communi- 
cative disease.  Refer  patients  to  specialists  when  necessary.  Must  have 
one  year's  internship,  and  two  year's  experience  in  family  practice. 
Salary  $50,000  per  year;  40  hours  per  week.  Apply  at  the  Texas  Em- 
ployment Commission,  Houston,  Texas  or  send  resume  to  Texas 
Employment  Commission,  TEC  Building,  Austin,  Texas  78778,  J.  O. 
#4274610.  Ad  paid  for  by  an  equal  employment  opportunity  employer. 


BARIATRIC  PHYSICIAN  NEEDED  to  work  in  clinic  in  Lubbock,  Texas 
to  provide  comprehensive  medical  services  to  patients  for  members  of 
families  on  a continuing  basis  including  internal  medicine,  family 
practice  and  pediatrics,  with  emphasis  on  bariatric  medicine.  Examine 
patients;  elicit  and  record  information  about  patients'  health;  order  or 
execute  various  tests  on  patients'  condition.  Analyze,  report  and 
diagnose  condition.  Administer  treatments  and  medications.  Vaccinate 
patients  to  immunize  them  from  communicative  disease.  Treat  patients 
in  hospital  and  refer  to  specialists  when  necessary.  Must  have  Texas 
license  and  membership  of  American  Society  of  Bariatric  Physicians, 
one  year's  internship  and  four  year’s  experience.  Salary  $55,000  per 
year;  40  hours  per  week.  Apply  at  the  Texas  Employment  Commission, 
Lubbock.  Texas  or  send  resume  to  Texas  Employment  Commission, 
TEC  Building,  Austin,  Texas  78778;  J.O.  #4274612.  Ad  paid  for  by  an 
equal  employment  opportunity  employer. 


INTERNIST  NEEDED  TO  WORK  for  another  physician  in  Midland,  Texas 
to  diagnose  and  treat  diseases  and  injuries  of  human  internal  organs 
systems;  examines  patients  for  symptoms  of  organic  and  congenital 
disorders  and  determines  nature  and  extent  of  injury  or  dis- 
order, using  diagnostic  aids  such  as  x-ray  machine,  blood  tests, 
electrocardioaraph,  sphygmomanometer,  and  stethoscope.  Prescribes 
medication  and  refers  and  recommends  dietary  and  activity  program, 
as  indicated  bv  diagnosis.  Refers  patients  to  appropriate  medical 
specialist  when  indicated.  Must  have  three  years'  residency  in  internal 
medicine  and  one  year's  experience  Salary  $48,000  per  year;  40  hours 
per  week.  Apply  at  the  Texas  Employment  Commission,  Midland, 
Texas  or  send  resume  to  Texas  Employment  Commission,  TEC  Build- 
ing, Austin,  Texas  78778,  I.O.  #4274611.  Ad  paid  by  an  equal  employ- 
ment opportunity  emplover. 


MEDICAL  DIRECTOR  PHYSICAL  MEDICINE— A 600  bed  acute  care 
teaching  hospital  seeks  a full-time  medical  director  for  its  Physical 
Medicine  Department.  Good  leadership  skills  and  a team  oriented 
approach  will  be  needed  to  direct  this  department  which  includes  PT, 
OT  and  speech  pathology.  The  department  has  more  than  3000  physi- 
cal therapy  visits  per  month,  between  the  inpatient  facility  and  the 
outpatient  facility  housed  in  an  adjacent  professional  building.  Located 
in  a large  Texas  metropolitan  area,  this  opportunity  offers  an  out- 
standing lifestyle  along  with  a comprehensive  salary  and  benefit 
package.  Please  send  resume  to  Ad-579.  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701.  Applications  will  be  kept  in  confi- 
dence. 


Situations  Wanted 


WE  HAVE  PHYSICIANS  WHO  ARE  LOOKING  TO  JOIN  solo,  partner- 
ships, or  multispecialty  groups  in  the  Texas  area.  For  more  information 
call  Medical  Advisorv  Group,  Inc.;  214  758-9939. 


LOCUM  TENENS — EXPERIENCED,  dependable  board  certified  diag- 
nostic radiologist  with  additional  expertise  in  CT  and  ultrasound. 
Available  for  locum  tenens  coverage  effective  July  1,  1985.  CV  sent 
on  request.  Please  reply  to  Ad-548,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


GENERAL  INTERNIST— FAMILY  PRACTITIONER,  38  years  old.  American 
graduate  seeking  assumption/purchase/association  with  active  pri- 
mary care  practice.  Extensive  experience.  Available  December  1985. 
Reply  to  Ad-565,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701 . 


FAMILY  PHYSICIAN  COVERAGE  SERVICE— 2 days  to  2 weeks.  Licensed 
MD  with  14  years  experience  in  family  practice.  Urban  or  rural. 
English  and  Spanish.  Texas,  UTMB  graduate,  Galveston.  Always  in 
good  medical  standing.  No  maloractice  ever.  Written  or  phone  ref- 
erences, recommendations.  512  473-6696,  leave  message. 


NEONATOLOGIST:  University  trained  neonatologist  seeking  position. 
No  area  preference.  Call  512  630-5387  and  leave  message. 


RETIRING?  Board  certified  FP  with  Texas  license  wants  practice — 
solo/small  group.  Gross  $200K  or  over.  Congenial,  hardworking.  Can 
wait.  Please  reply  to  Ad-578,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


For  Sale  or  For  Rent 


FOR  SALE:  Quality  internal  medicine  practice  for  sale  in  elite  North 
Dallas  Gross  $300,000  plus.  Available  immediately.  Asking  $175,000. 
P.O.  Box  670913,  Dallas,  Texas  75367-0913. 


SKI  COLORADO!  Vail  Racquet  Club,  3 BR,  3 BA  lux  townhome.  Sleeps 
6-8.  Indoor  tennis,  jacuzzi,  racquetball,  squash.  Well  below  market 
rates.  Lee  or  Patty  Grant,  303  482-6485;  1612  Linden  Lake  Road,  Ft. 
Collins,  CO  80524. 


ONE/TWO  BE/BC,  OB/GYN's  to  buy  out/take  over  established  young 
expanding  OB/GYN  practice.  (Gross  $200-300,000).  Central  Texas! 
Ideally  would  suit  two  friends  finishing  their  residency  and  wishing 
to  set  up  practice  together.  Basically,  this  is  an  offer  of  a lifetimel 
Contact  early— "Time  is  of  the  essence."  Reply  to  Ad-530,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


50%  OFF  PREVIOUSLY  OWNED  MEDICAL,  LABORATORY,  office,  x-ray, 
uhra-sound  equipment  in  excellent  condition.  We  buy,  sell,  broker 
and  repair.  Appraisals  by  Certified  Surgical  Consultants.  Medical 
Equipment  Resale,  Inc.,  24026  Haggerty  Rd.,  Farmington,  Michigan 
48018.  313  569-4407  anytime. 


AUSTIN,  TEXAS — GENERAL  INTERNIST  desires  to  share  2200  square 
feet  in  Medical  Arts  complex  near  St.  David's  Hospital,  Austin,  Texas. 
Six  examination  rooms,  chest  x-ray  facilities,  large  waiting  room,  free 
parking.  Prefer  non-internist  or  medical  subspecialist.  Full  or  part-time 
occupancy.  Terms  negotiable.  Call  512  476-9145. 


AUSTIN — NEW  MEDICAL  CENTER  on  Capitol  of  Texas  Highway 
(Loop  360)  in  Austin's  rapidly  growing  northwest  area.  Space  avail- 
able for  family  practitioner  and/or  specialist.  Beautiful  new  facility 
offers  unique  features  for  an  enjoyable  practice.  Located  at  the  hub 
of  Austin's  northwest  economic  growth  corridor,  two  miles  from  Lake 
Austin,  and  just  minutes  from  Westlake  Hills,  Northwest  Hills,  multiple 
new  neighborhoods,  and  Lake  Travis.  512  454-2596,  8010  Shoal  Creek, 
Austin,  Texas  78758. 


INTERNAL  MEDICINE  PRACTICE  FOR  SALE  in  South  Texas.  Gross 
income  $85,000-90,000  while  working  only  a 30  hour  week.  Great 
potential  for  growth.  Please  reply  to  Ad-574,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 


NORTH  AUSTIN — SPACE  AVAILABLE  for  rent  share  in  beautiful  new 
facility.  Turn-key  operation,  complete  equipment  with  treatment  chairs, 
x-ray  facility,  phone  and  receptionist.  Call  512  258-5561  for  more  in- 
formation, Anderson  Mill  Medical  Center,  12411  Hymeadow,  Suite  3F, 
Austin,  Texas  78750. 


FOR  SALE:  PARKS  ELECTRONICS  MINI  LAB  111  with  automatic  cuff 
inflator  for  peripheral  vascular  studies.  $5250.  Medtronic  Lifeline  com- 
bination Resting  EKG,  Stress  and  Holter  Monitor.  Diagnostic  printout 
complete  with  Defribrillator.  Cost  $37,000.  Asking  $30,000.  R.  W. 
Dowdell,  MD,  713  422-3576. 


FOR  SALE— SOLO  FAMILY  PRACTICE.  5%  of  first  year  income  only, 
excellent  opportunity,  no  other  investment  required.  18  month  renew- 
able lease,  fully  furnished  and  staffed  private  office-by-the-hour. 
Contact  D.  Stock,  817  763-0303,  Crosslands  Medical  Complex,  6420 
Southwest  Blvd.,  Fort  Worth,  Texas  76109. 


HOUSTON:  FAMILY  PRACTICE  for  sale,  close  to  Medical  Center.  Large 
patient  flow.  Good  gross  and  excellent  net.  Well  established  practice. 
Doctor  retiring.  Contact  Business  & Professional  Associates  at  713  771- 
5011.  (TMH413) 


GENERAL  MEDICAL  PRACTICE  50  miles  south  of  Dallas.  Growing 
area.  Doctor  retiring.  No  OB,  little  surgery.  Opportunity  to  purchase 
1/3  of  medical  building.  Excellent  potential.  Contact  Business  & Profes- 
sional Associates  at  713  771-5011.  (TMH419) 


GENERAL  INTERNAL  MEDICINE.  No  surgery.  North  of  Dallas.  Doctor 
retiring.  Excellent  location  next  to  hospital.  Shared  expenses  with 
other  physicians.  Contact  Business  & Professional  Associates  at  713 
771-5011.  (TMH418) 


MEDICAL  FACILITY  AVAILABLE.  SE  Houston.  Approximately  5000  sq. 
ft,  with  rent  roll  to  support  mortgage.  Room  for  one  more  doctor. 
Single  story,  low  maintenance.  Could  be  investment.  Contact  Business 
& Professional  Associates  at  713  771-5011.  (TMH422) 


MEDICAL  EQUIPMENT  FOR  SALE:  X-ray  250  mA,/150  kV,  floating  table 
top,  bucky.  Excellent  for  chests,  extremities,  spines.  EKG  Burdick 
EK-5A,  Marquette  3-channel.  Treadmill,  Burdick,  Memory  monitor,  3- 
channel.  EKG.  Midmark  power  table,  two  regular  exam  tables, _Visi- 
record  patient  record  cabinet.  Tympanometer,  audiometer.  Lab:  Fibro- 
meter  (protime),  flame  photometer  (lytes),  spectrophotometer  (new). 
Incubator  and  other  items.  612  237-2262  evenings. 


USED  EMI  MODEL  CT  5000  NEW  SCANNER.  Make  offer.  Call  512 
458-6121.  ext.  63. 


Business  and  Financial  Services 


PHYSICIAN'S  SIGNATURE  LOANS  to  $50,000.  Up  to  seven  years  to  re- 
pay. No  prepayment  penalties.  Prompt,  courteous  service.  Competitive 
fixed  rate,  with  no  points,  fees  or  charges  of  any  kind.  Physicians 
Service  Association,  Atlanta,  Georgia.  Toll  free  800-241-6905.  Serving 
MDs  for  over  ten  years. 


Miscellaneous 


ABORTION  ALTERNATIVES!  Licensed  maternity  service  offers  residen- 
tial and  non-residential  program  with  counseling  and  medical  plan  for 
the  expectant  mother  wno  is  planning  adoption  for  her  baby.  Costs 
adjusted  to  ability  to  pay.  MARYWOOD,  510  West  26th  Street,  Austin, 
Texas  78705.  Phone  512-472-9251.  (Formerly  HOME  OF  THE  HOLY  IN- 
FANCY.) 


DOCTOR,  YOU  CANT  BEAT  THE  quality  or  the  price!  Holter  Monitor 
Scanning  Service.  Physician  owned,  trained,  and  supervised.  Now 
using  UP  Service  for  faster  turnaround  time.  No  contracts  to  sign.  We 
can  arrange  for  lea°e/purchase  of  Holter  equipment.  New  Holter 
recorders  $1,550.  DCG  Interpretation  (313)  879-8860. 


WEEKLY  SEMINARS— Most  major  ski  areas,  Club  Med,  Disney  World, 
cruising  aboard  sailboats  in  the  Virgin  Islands  or  a Mississippi  pad- 
dlewheeler. Topic:  Medical-Legal  Issues.  Accredited.  Current  Concept 
Seminars,  Inc.  (since  1980),  3301  Johnson  St.,  Hollywood,  Florida 
33021;  800  428-6069.  $175. 
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1986  CME  CRUISE/CONFERENCES  ON  SELECTED  MEDICAL  TOPICS— 
Caribbean,  Mexican,  Hawaiian,  Alaskan,  Mediterranean.  7-12  days 
year-round.  Approved  for  20-24  CME  Cat.  1 credits  (AMA-PRA)  and 
AAFP  prescribed  credits.  Distinguished  professors.  Fly  roundtrip  free 
on  Caribbean,  Mexican,  and  Alaskan  cruises.  Excellent  group  fares 
on  finest  ships.  Registration  limited.  Pre-scheduled  in  compliance  with 

E resent  IRS  requirements.  Information:  International  Conferences,  189 
odge  Avenue,  Huntington  Station,  New  York  11746;  516  549-0869. 


GOOSE  & DUCK  HUNTERS.  Day  hunting  and  season  leases.  Guides 
and  decoys  furnished.  Hunting  on  ponds  with  blinds,  rice,  corn,  maize, 
beans.  Also  good  dove  hunting.  For  more  information  call  409  543-5236 
day,  409  543-5365  nite.  Pat  Norton,  owner,  Wetlands  Hunting  Club, 
1200  E.  Jackson,  El  Campo,  Texas  77437. 


POST  GRADUATE  COURSE:  "DERMATOLOGY  FOR  NON-DERMA- 
TOLOGISTS" February  1-5,  1986,  at  the  Exelaris  Hyatt  Regency 
Acapulco  Hotel,  Acapulco,  Mexico.  Contact  Division  of  Dermatology, 
P.O.  Box  3135,  Duke  University  Medical  Center,  Durham,  North  Caro- 
lina 27710;  919  684-2504. 


Family  Practitioners 

Affiliated  Hospital  Systems  (AHS),  a net- 
work of  community-owned  hospitals,  would 
like  to  identify  family  practitioners  wishing  to 
establish  a practice  in  a comfortable,  rural- 
community  setting.  Opportunities  are  available 
in  over  30  hospitals,  ranging  in  size  from  24-150 
beds,  and  in  locations  from  the  Gulf  Coast  to 
the  Texas  Panhandle. 

AHS  is  an  operating  unit  of  the  Hermann 
Hospital  Estate.  AHS  and  Hermann  Hospital  are 
located  in  the  Texas  Medical  Center.  Hermann 
Hospital  serves  as  the  primary  teaching  hospital 
for  the  University  of  Texas  Medical  School  at 
Houston.  These  institutions  are  valuable  techni- 
cal and  clinical  resources  for  all  AHS  member 
hospitals. 

Move  your  career  to  the  location  of  your 
choice  in  a progressive  medical  network.  Direct 
inquiries  to  the  Medical  Staff  Coordinator, 
Affiliated  Hospital  Systems,  1203  Ross  Sterling 
Avenue,  Houston,  Texas  77030.  Or  call  (713) 
797-2010  collect. 


I 


^MANN  hospital  && 


AFFILIATED  HOSPITAL 
SYSTEMS 

1203  Ross  Sterling  Avenue 
Houston,  Texas  77030 


We  are  an  equal  opportunity  employer,  m/f/h. 
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V 


Connection 


Advertising  Directory 

The  Advanced  Hair  Transplant  Symposium  85 

American  Physicians  Insurance  27 

Ayerst  Laboratories  71 , 72,  73,  74 

Christian  Financial  Management  106 

Clarion  Hotel  New  Orleans  15 

Rancliffe  Conyers,  Investments  28 

Curtis  1000  Information  Systems  7 

Dallas  Medical  & Surgical  Clinic  & Hospital  2nd  Cover 

Diagnostic  Clinic  of  Houston  75 

Group  Lease,  Inc.  44 

Health  Carecard,  Inc.  43 

Houston  Marriott  Medical  Center  21 

I.C.  Systems,  Inc.  55 

Kelsey-Seybold  Clinic  3rd  Cover 

Knoll  Pharmaceutical  18,19,20 

Leasing  Resources,  Inc.  68 

Eli  Lilly  & Company  17 

Logos  Microsystems  26 

Marion  Laboratories  53,  54 

M-Bank  Dallas  8 

The  Medical  Protective  Company  4 

Roche  Laboratories  1,2,66,67,68 

Scott  and  White  Clinic  Back  Cover 

Staff  Leasing  84 

Starlite  Village  Hospital  21 

Texas  Medical  Association 

Click  Posters  69 

Committee  on  Physician  Health  & Rehabilitation  69 

Hospital  Medical  Staff  Section  26 

Memorial  Library  87 

Waiting  Time  Brochures  22 

Winter  Conference,  February  1986  23,  24,  25 

Texas  Medical  Association  Insurance  Program  1 1 

Texas  Medical  Liability  Trust  29,  84 

Timberlawn  Psychiatric  Hospital  Back  Cover 

Torbett-Hutchings-Smith  Memorial  Hospital  2nd  Cover 

Trans-Texas  Leasing  14 

United  States  Air  Force  85 

The  University  of  Texas  Health  Center  at  Tyler  47 

The  University  of  Texas  Medical  Branch  at  Galveston  16 

West  Texas  Cancer  Conference  21 


Texas  Physicians’  Directory 
Classified  Advertising 


90-97 

98-100 


Publication  of  an  advertisement  in  TEXAS  MEDICINE  is  not  to  be 
considered  an  endorsement  or  approval  by  the  Texas  Medical 
Association  of  the  product  or  service  involved 


Volume  81  December  1985 


101 
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COURSES 


JANUARY 
General  Medicine 

Jan  27-31, 1986 

ANATOMY  FOR  RADIOTHERAPY  TREATMENT  PLANNING,  Loca- 
tion TBA.  Fee  TBA.  Credit  TBA.  Contact  Marjorie  Foutz,  EdD,  Medi- 
cal School  Continuing  Education  Services,  The  University  of  Texas 
Health  Science  Center,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
(512)691-6295 

Physical  Medicine  and  Rehabilitation 

Jan  30-Feb  1, 1986 

1 3TH  ANNUAL  SYMPOSIUM  ON  SPORTS  MEDICINE.  Location 
TBA.  Fee  TBA.  Credit  TBA.  Contact  Marjorie  Foutz,  EdD,  Medical 
School  Continuing  Education  Services,  The  University  of  Texas 
Health  Science  Center,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
(512)691-6295 

Plastic  Surgery 

Jan  24-26,  1986 

2ND  ANNUAL  EDUCATIONAL  SYMPOSIUM— BREAST  RECON- 
STRUCTION. St  Joseph's  Hospital,  Atlanta  Fee  $450.  Category  1 , 
AMA  Physician’s  Recognition  Award;  1 6.5  hours.  Contact  John 
Hartley,  Jr,  MD,  Southeastern  Society  of  Plastic  and  Reconstructive 
Surgeons,  3280  Howell  Mill  Rd,  #111,  Atlanta,  GA  30327 

Radiology 

Jan  6-10,  1986 

RADIATION  SAFETY  OFFICER'S  COURSE  The  University  of  Texas 
Health  Science  Center,  San  Antonio,  Tex.  Fee  $650.  Category  1 , 
AMA  Physician’s  Recognition  Award;  36  hours.  Contact  Marjorie 
Foutz,  EdD,  Medical  School  Continuing  Education  Services, 

UTHSC,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (512)691-6295 

Jan  19-24,  1986 

SOCIETY  OF  GASTROINTESTINAL  RADIOLOGISTS  15TH  ANNUAL 
MEETING  AND  POSTGRADUATE  COURSE.  Acapulco  Princess 
Hotel,  Acapulco,  Mexico.  Fee  $450-physicians;  $300-residents. 
Category  1 , AMA  Physician's  Recognition  Award;  23  hours.  Contact 
Lynne  Tiras  or  Carol  Soroka,  Office  of  Continuing  Education,  Baylor 
College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030  (713) 
799-6020 

Jan  27-31,  1986 

RADIOTHERAPY  TREATMENT  PLANNING  ANATOMY.  The  Univer- 
sity of  Texas  Health  Science  Center,  San  Antonio,  Tex.  Fee  $650. 
Credit  TBA;  36  hours.  Contact  Marjorie  Foutz,  EdD,  Continuing  Edu- 
cation Services,  UTHSC,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
(512)691-6295 

Urology 

Jan  31 -Feb  2,  1986 

GU  PATHOLOGY  AND  RADIOLOGY.  Houston.  Fee  $225.  Category 
1 , AMA  Physician's  Recognition  Award;  25  hours.  Contact  Monica 
Smith,  Office  of  Education,  American  Urological  Association,  PO 
Box  25147,  Houston,  TX  77265  (713)791-1470 


FEBRUARY 
Aerospace  Medicine 

Feb  10-13,  1986 

7TH  INTERNATIONAL  MAN  IN  SPACE  SYMPOSIUM— SPACE 
ADAPTATION:  PHYSIOLOGIC  ADAPTATIONS  OF  MAN  IN  SPACE. 
Marriott  Hotel  Astrodome,  Houston.  Fee  $50.  Contact  Carol  Soroka 
Office  of  Continuing  Education,  Baylor  College  of  Medicine,  One 
Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

Anesthesiology 

Feb  21-23,  1986 

TACO  II:  2ND  TEXAS  ANESTHESIA  CONFERENCE  FOR  OBSTET- 
RICS. Lincoln  on  Post  Oak,  Houston.  Fee  $250;  $150-CRNAs.  Cate- 
gory 1 , AMA  Physician’s  Recognition  Award,  1 7 hours;  1 7 AANA 
continuing  education  credits.  Contact  Lila  Lerner  or  Carol  Soroka, 
Office  of  Continuing  Education,  Baylor  College  of  Medicine,  One 
Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

Feb  28-March  1,  1986 

REFRESHER  COURSE  IN  ANESTHESIOLOGY.  Lubbock  Memorial 
Civic  Center,  Lubbock,  Tex.  Fee  TBA.  Category  1 , AMA  Physician's 
Recognition  Award;  hours  TBA,  Contact  Vicki  Hollander,  Office  of 
Continuing  Medical  Education,  Texas  Tech  University  Health  Sci- 
ences Center,  Lubbock,  TX  79430  (806)743-2929 

Dermatology 

Feb  1-5,  1986 

DERMATOLOGY  FOR  NON-DERMATOLOGISTS— POSTGRADU- 
ATE COURSE.  Exelaris  Hyatt  Regency  Hotel,  Acapulco,  Mexico. 
Fee  TBA.  Credit  TBA.  Contact  Division  of  Dermatology,  Duke  Uni- 
versity Medical  Center,  PO  Box  3135,  Durham,  NC  27710 
(919)684-2504 

Feb  21-22,  1986 

5TH  ANNUAL  SOUTH  CENTRAL  TEXAS  DERMATOPATHOLOGY 
COURSE  AND  ROBERT  FREEMAN  HONORARY  DERMATO- 
PATHOLOGY LECTURE  SERIES.  The  University  of  Texas  Health 
Science  Center,  San  Antonio,  Tex.  Fee  $1 50.  Category  1 , AMA  Phy- 
sician's Recognition  Award,  12  hours.  Contact  Continuing  Educa- 
tion Services,  UTHSC,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
(512)691-6295 

General  Medicine 

Feb  12-14,  1986 

10TH  ANNUAL  ALCOHOLISM  CONFERENCE— UPDATE  ON 
TREATMENT  ISSUES.  Holiday  Inn  Downtown,  El  Paso,  Tex.  Fee 
TBA  Category  1 , AMA  Physician's  Recognition  Award;  hours  TBA. 
Contact  Vicki  Hollander,  Office  of  Continuing  Medical  Education, 
Texas  Tech  University  Health  Sciences  Center,  Lubbock,  TX  79430 
(806)743-2929 

Ophthalmology 

Feb  28-March  1,  1986 

CLINICAL  ADVANCES  IN  OPHTHALMOLOGY  FOR  THE  PRACTIC- 
ING OPHTHALMOLOGIST.  Houstonian  Hotel  and  Conference  Cen- 
ter, Houston.  Fee  $250-physicians;  $125-non  Baylor  residents  and 
fellows.  Category  1,  AMA  Physician's  Recognition  Award;  13  hours. 
Contact  Lila  Lerner  or  Lynne  Tiras,  Office  of  Continuing  Education, 
Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 
(713)799-6020 
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Plastic  Surgery 


Feb  6-8,  1986 

ADVANCED  HAIR  REPLACEMENT  SURGERY  SYMPOSIUM  Ma- 
jestic Hotel,  Hot  Springs  National  Park,  Ark,  Fee  TBA.  Credit  TBA, 
Contact  D Bluford  Stough,  MD,  The  Stough  Dermatology  and  Cu- 
taneous Surgery  Clinic,  Doctors  Park,  Suite  6,  Hot  Springs  National 
Park,  AR  71901  (501)624-0673 

Feb  6-8,  1986 

20TH  ANNUAL  SYMPOSIUM  ON  COSMETIC  SURGERY.  Hyatt  Re- 
gency, Miami  Fee  $500-members,  $600-nonmembers;  $250-resi- 
dents.  Credit  TBA.  Contact  Thelma  MacGregor,  Cedars  Medical 
Center,  1400  NW  12th  Ave,  Miami,  FL  33136 

Feb  28-March  1,  1986 

BASIC  RHINOPLASTY — 1986  The  University  of  Texas  Health  Sci- 
ence Center,  D1.600,  Dallas.  Fee  $200;  $150-residents.  Category 
1,  AMA  Physician's  Recognition  Award;  13  hours.  Contact  Division 
of  Continuing  Education,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235 
(214)688-2166 

Radiology 

Feb  10-14,  1986 

BASIC  RADIOLOGICAL  HEALTH  The  University  of  Texas  Health 
Science  Center,  San  Antonio.  Tex.  Fee  $500  Credit  TBA,  40  hours 
Contact  Continuing  Education  Services,  UTHSC,  7703  Floyd  Curl 
Dr,  San  Antonio,  TX  78284  (512)691-6295 

Emergency  Care 

Feb  3-5,  1986 

TRAUMA  MANAGEMENT  1986  US  Grant  Hotel,  San  Diego  Fee 
TBA.  Credit  TBA  Contact  Continuing  Medical  Education,  M-017, 
University  of  California  San  Diego,  School  of  Medicine,  La  Jolla,  CA 
92093  (619)452-3940 

Urology 

Feb  27-March  1 , 1986 

BASIC  ENDOUROLOGY.  New  Orleans  Fee  $225-members;  $325- 
nonmembers.  Credit  TBA;  16  hours.  Contact  Alice  Henderson, 
Office  of  Education,  American  Urological  Association,  PO  Box 
25147,  Houston,  TX  77265  (713)791-1470 

MARCH 

Cardiovascular  Diseases 

March  20-22,  1986 

SPRING  AUSCULTATION  SESSION  OF  THE  TEXAS  HEART  INSTI- 
TUTE. Texas  Children's  Hospital,  Houston.  Fee  $275-physicians; 

$1 35-residents/students.  Category  1,  AMA  Physician's  Recognition 
Award;  1 7.5  hours.  Contact  Office  of  the  Medical  Director,  Texas 
Heart  Institute,  PO  Box  20269,  Houston,  TX  77225  (713)791-2157 

Counseling  Strategies 

March  24-29,  1986 

COUNSELING  STRATEGIES  FOR  PHYSICIANS  Turtle  Bay  Hilton 
and  Country  Club,  Oahu,  Hawaii.  Fee  $325.  Category  1,  AMA  Phy- 
sician's Recognition  Award,  17  hours.  Contact  Starting  Point  Travel, 
1329  S Beckham,  Tyler,  TX  75701  1-800-392-4900-737,  ask  for 
code  975-DL-B  Contact  Dr  Jedlicka,  Dept  of  Social  Sciences,  UT 
Tyler,  (214)566-1471  for  course  information. 

Emergency  Care 

March  9-14,  1986 

7TH  ANNUAL  MAMMOTH  MOUNTAIN  EMERGENCY  MEDICINE 
SKI  CONFERENCE  Mammoth  Lakes,  Calif  Fee  $325-physicians; 
$225-physicians  in  training/physician  assistants  Category  1,  AMA 
Physician's  Recognition  Award;  20  hours  AAFP  prescribed;  20 
hours.  Contact  Daniel  Abbott,  MD,  Medical  Conferences,  Inc,  PO 
Box  52-B,  Newport  Beach,  CA  92662  (714)650-4156 


Family  Medicine 

March  20-23.  1986 

1 1TH  ANNUAL  FAMILY  PRACTICE  RECERTIFICATION  REVIEW 
Wyndham  Hotel,  San  Antonio,  Tex.  Fee  $300.  Category  1,  AMA 
Physician's  Recognition  Award;  27  hours.  AAFP  prescribed;  27 
hours.  Contact  Continuing  Education  Services,  The  University  of 
Texas  Health  Science  Center,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284-7980  (512)691-6295 

General  Medicine 

March  15,  1986 

MANAGEMENT  OF  DIABETES  Houston  Fee  $75  Credit  TBA;  9 
hours.  Contact  Marjorie  Kraft,  PO  Box  20367,  Houston,  TX  77225 
(713)792-4671 

Geriatrics 

March  1-2,  1986 

7TH  ANNUAL  GERIATRIC  MEDICINE.  The  University  of  Texas 
Health  Science  Center,  San  Antonio,  Tex.  Fee  $100.  Category  1, 
AMA  Physician's  Recognition  Award,  9 hours.  Contact  Continuing 
Education  Services,  UTHSC,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284-7980  (512)691-6295 

Internal  Medicine 

March  15-22,  1986 

CLINICAL  TOPICS  IN  INTERNAL  MEDICINE  Prospector  Square 
Hotel,  Park  City,  Utah  Fee  $350-physicians;  $250-residents.  Cate- 
gory 1,  AMA  Physician's  Recognition  Award,  25  hours.  AAFP  pre- 
scribed; 25  hours.  Contact  Office  of  Continuing  Medical  Education, 
Scott  and  White  Clinic,  Temple,  TX  76508  (817)774-2350 

Obstetrics  and  Gynecology 

March  14-15,  1986 

CURRENT  CONCEPTS  IN  OBSTETRICS  AND  GYNECOLOGY.  Inn 
on  the  Park,  Houston.  Fee  $250.  Category  1 , AMA  Physician's  Rec- 
ognition Award;  16  hours.  Contact  Lynne  Tiras  or  Carol  Soroka, 
Office  of  Continuing  Education,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)799-6020 

March  31 -April  2,  1986 

OB/GYN  SEMINAR  South  Padre  Island,  Tex.  Fee  TBA.  Category  1, 
AMA  Physician’s  Recognition  Award;  hours  TBA.  Contact  Vicki  Hol- 
lander, Office  of  Continuing  Medical  Education,  Texas  Tech  Univer- 
sity Health  Sciences  Center,  Lubbock,  TX  79430  (806)743-2929 

Ophthalmology 

March  21-22,  1986 

8TH  ANNUAL  DALLAS  SPRING  OPHTHALMOLOGY  SYMPOSIUM 
Doubletree  Hotel,  Dallas.  Fee  $250  Category  1,  AMA  Physician’s 
Recognition  Award;  12  hours.  Contact  Lela  Breckenridge,  Continu- 
ing Medical  Education,  8200  Walnut  Hill  Lane,  Dallas,  TX  75231 
(214)696-8458 

Pathology 

March  10-14,  1986 

CURRENT  CONCEPTS  IN  TOXICOLOGY.  The  University  of  Texas 
Health  Science  Center,  San  Antonio,  Tex.  Fee  $625.  Category  1, 
AMA  Physician’s  Recognition  Award,  35  hours.  Contact  Continuing 
Education  Services,  UTHSC,  7703  Floyd  Curl  Dr,  San  Antonio  TX 
78284-7980  (512)691-6295 


Volume  81  December  1985 


103 


Physical  Medicine  and  Rehabilitation 

March  20-22,  1986 

4TH  ANNUAL  CHRONIC  PAIN  COURSE:  EVALUATION  AND  MAN- 
AGEMENT Marriott  Hotel,  Medical  Center,  Houston,  Fee  $250.  Cat- 
egory 1,  AMA  Physician's  Recognition  Award;  18  hours.  Contact 
Carol  Soroka  or  Lynne  Tiras,  Office  of  Continuing  Education,  Baylor 
College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030  (713) 
799-6020 

Radiology 

March  3-7,  1986 

NON-IONIZING  RADIATION.  The  University  of  Texas  Health  Sci- 
ence Center,  San  Antonio,  Tex.  Fee  $600.  Category  1,  AMA  Physi- 
cian's Recognition  Award;  36  hours.  Contact  Continuing  Education 
Services,  UTHSC,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7980 
(512)691-6295 

APRIL 

Anesthesiology 

April  18-20,  1986 

MANAGEMENT  OF  RISKY  SITUATIONS  IN  ANESTHESIOLOGY. 
Dallas.  Contact  Barbara  Grayson,  A.  Webb  Roberts  Center  for  Con- 
tinuing Education,  Baylor  University  Medical  Center,  3500  Gaston 
Ave,  Dallas,  TX  75246  (214)820-2317 

Family  Medicine 

April  21-26,  1986 

1 986  FAMILY  PRACTICE  REVIEW.  Galveston,  Tex.  Contact  Gayle 
McKay,  Office  of  Continuing  Education,  3.324  Learning  Center,  The 
University  of  Texas  Medical  Branch,  Galveston,  TX  77550  (409) 
761-2934 

Geriatrics 

April  10-12,  1986 

ALZHEIMER'S  DISEASE  AND  OTHER  GERIATRIC  DISEASES— A 
TEXAS  PERSPECTIVE.  Lubbock,  Tex.  Contact  Vicki  Hollander, 

Office  of  Continuing  Medical  Education,  Texas  Tech  University 
Health  Sciences  Center,  Lubbock,  TX  79430  (806)743-2929 

Pathology 

April  21-25,  1986 

3RD  INTERNATIONAL  CONFERENCE  ON  PLASTINATION.  San  An- 
tonio, Tex.  Contact  Continuing  Medical  Education  Services,  UTHSC, 
7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7980  (512)  691-6295 

Pediatrics 

April  2-5,  1986 

6TH  ANNUAL  NATIONAL  PEDIATRIC  INFECTIOUS  DISEASE  SEMI- 
NAR. New  Orleans.  Contact  Marian  Troup,  The  University  of  Texas 
Southwestern  Medical  School,  5323  Harry  Hines  Blvd,  Dallas,  TX 
75235  (214)688-3439 

April  4-5,  1986 

PEDIATRIC  POSTGRADUATE  SYMPOSIUM:  PEDIATRICS  1986. 
Houston.  Contact  Lynne  Tiras  or  Carol  Soroka,  Office  of  Continuing 
Education,  Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston, 
TX  77030  (713)799-6020 

April  11-13,  1986 

PEDIATRICS  FOR  THE  PRACTITIONER  San  Antonio,  Tex.  Contact 
Continuing  Education  Services,  The  University  of  Texas  Health  Sci- 


ence Center,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7980 
(512)691-6295 

Physical  Medicine  and  Rehabilitation 

April  7-1 7,  1986 

20TH  COMPREHENSIVE  REVIEW  COURSE  IN  PHYSICAL  MEDI- 
CINE AND  REHABILITATION.  Houston.  Contact  Vicki  Forgac  or  Lila 
Lerner,  Office  of  Continuing  Education,  Baylor  College  of  Medicine, 
One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

Surgery 

April  1-5,  1986 

CURRENT  TOPICS  IN  GENERAL  SURGERY.  Maui,  Hawaii.  Contact 
Dr  Erwin  Thai,  Dept  of  Surgery,  The  University  of  Texas  Health  Sci- 
ence Center,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235  (214) 
688-3531 

MAY 

Family  Medicine 

May  12-16,  1986 

1 0TH  ANNUAL  REVIEW  COURSE  IN  FAMILY  PRACTICE.  Houston. 
Contact  Lynne  Tiras  or  Lila  Lerner,  Office  of  Continuing  Education, 
Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 
(713)799-6020 

Internal  Medicine 

May  27-30,  1986 

9TH  ANNUAL  UPDATE  IN  INTERNAL  MEDICINE.  Dallas.  Contact 
Division  of  Continuing  Education,  5323  Harry  Hines  Blvd,  Dallas,  TX 
75235  (214)688-2166 

Sports  Medicine 

May  22-24,  1986 

SPORTS  MEDICINE.  Houston.  Contact  Vicki  Forgac,  Office  of  Con- 
tinuing Education,  Baylor  College  of  Medicine,  One  Baylor  Plaza, 
Houston,  TX  77030  (713)799-6020 

Surgery 

May  4-8,  1986 

1 1 TH  BIENNIAL  CONGRESS  OF  THE  INTERNATIONAL  SOCIETY 
OF  UNIVERSITY  COLON  AND  RECTAL  SURGEONS.  Dallas.  Con- 
tact Lanelle  Chancellor  or  Barbara  Grayson,  A.  Webb  Roberts  Cen- 
ter, 3500  Gaston  Ave,  Dallas,  TX  75246  (21 4)820-231 7 

Orthopedic  Surgery 

May  2-4,  1986 

22nd  ANNUAL  ST  LUKE'S  HOSPITAL  ORTHOPEDIC  SYMPOSIUM: 
CONTROVERSIES  IN  LUMBAR  SPINE  SURGERY.  Houston.  Contact 
Alexander  Brodsky,  MD,  St  Luke's  Episcopal  Hospital,  PO  Box 
20269,  Houston,  TX  77225 

May  30-June  1 , 1986 

SOUTHWESTERN  ORTHOPEDIC  SURGERY  REVIEW.  Dallas.  Con- 
tact June  Bovill,  Division  of  Continuing  Education,  The  University  of 
Texas  Health  Science  Center,  5323  Harry  Hines  Blvd,  Dallas,  TX 
75235  (214)688-2166 

Pathology 

May  15-17,  1986 

CURRENT  ISSUES  IN  SURGICAL  PATHOLOGY,  V.  Dallas.  Contact 
Division  of  Continuing  Education,  5323  Harry  Hines  Blvd,  Dallas,  TX 
75235  (214)688-2166 

Radiology 

May  12-16,  1986 

ADVANCED  RADIOLOGICAL  HEALTH.  San  Antonio,  Tex.  Contact 
Continuing  Education  Services,  UTHSC,  7703  Floyd  Curl  Dr,  San 
Antonio,  TX  78284-7980  (512)691-6295 
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May  19-23,  1986 

RADIATION  SAFETY  OFFICERS  COURSE.  San  Antonio,  Tex.  Con- 
tact Continuing  Education  Services,  UTFISC,  7703  Floyd  Curl  Dr, 

San  Antonio,  TX  78284-7980  (512)691-6295 

JUNE 

General  Medicine 

June  9-13,  1986 

PHYSICIAN  IN  MANAGEMENT  Colorado  Springs,  Colo.  Contact  the 
AAMD,  4830  W Kennedy  Blvd,  Ste  648,  Tampa,  FL  33609  (813) 
873-2000 

Pediatrics 

June  12-14,  1986 

1 986  ANNUAL  PEDIATRIC  REVIEW  AND  UPDATE  Galveston,  Tex. 
Contact  Gayle  McKay,  Office  of  Continuing  Education,  The  Univer- 
sity of  Texas  Medical  Branch,  Galveston,  TX  77550  (409)761  -2934 

June  16-20,  1986 

ACUTE  CARE  PEDIATRICS:  REVIEW  AND  UPDATE  OF  THE  STATE 
OF  THE  ART.  Hilton  Head,  SC.  Contact  Carol  Soroka  or  Lila  Lerner, 
Office  of  Continuing  Education,  Baylor  College  of  Medicine,  One 
Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 


REGULARLY  SCHEDULED  ACTIVITIES 


Monday-Friday 

POSTGRADUATE  WORKSHOP  IN  NEURORADIOLOGY.  (Date  as- 
signed by  individual  request.)  Methodist  Hospital,  Houston.  Fee 
$450.  Category  I,  AMA  Physician’s  Recognition  Award;  40  hours. 
Contact  Vicki  Sayre,  Office  of  Continuing  Education,  Baylor  College 
of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

Monday-Friday 

POSTGRADUATE  WORKCOURSE  IN  DIAGNOSTIC  ULTRASOUND. 
(Date  assigned  by  individual  request.)  Ben  Taub  General  Hospital, 
Houston.  Fee  $600.  Category  1 , AMA  Physician's  Recognition 
Award;  40  hours.  Contact  Vicki  Sayre,  Office  of  Continuing  Educa- 
tion, Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)799-6020 

Tuesdays,  12  pm 

MEDICAL  AND  SURGICAL  REVIEWS.  Sierra  Medical  Center,  El 
Paso,  Tex.  Category  1 , AMA  Physician’s  Recognition  Award,  1 hour 
weekly.  Contact  M.  Nazemi,  MD,  Sierra  Medical  Center,  1625  Medi- 
cal Center  Dr,  El  Paso,  TX  79902 

Tuesdays  (all  but  last  Tuesday  of  each  month) 

SURGICAL  GRAND  ROUNDS  Board  Room,  Brackenridge  Hospital, 
Austin,  Tex.  Free.  Category  1 , AMA  Physician's  Recognition  Award; 

1 -hour  session.  Contact  Nancy  Strandhagen,  Surgery  Education, 
Central  Texas  Medical  Foundation,  601  E 15th  St,  Austin,  TX  78701 
(512)476-6461  ext  51 72 

Wednesdays,  12  pm 

CONTINUOUS  REVIEW  OF  INTERNAL  MEDICINE.  Sid  Richardson 
Auditorium,  Scott  and  White  Memorial  Hospital,  Temple,  Tex.  Cate- 
gory 1 , AMA  Physician's  Recognition  Award;  1 hour  weekly.  Contact 
Lynn  Calvert,  Office  of  Continuing  Medical  Education,  Scott  and 
White  Memorial  Hospital,  2401  S 31  st,  Temple,  TX  76508  (81 7) 
774-2350 

Thursdays,  8 am 

INTERNAL  MEDICINE  GRAND  ROUNDS  Brackenridge  Hospital, 
Austin,  Tex.  Category  1 , AMA  Physician's  Recognition  Award,  1 hour 
weekly.  Contact  Marianne  Foley,  MS,  Central  Texas  Medical  Founda- 
tion, 1 500  E Ave,  Austin,  TX  78701  (51 2)476-6461  ext  5606 

Thursdays,  12  pm 

UROLOGY  CORE  CURRICULUM.  Scott  and  White  Memorial  Hospi- 
tal, Temple,  Tex.  Category  1 , AMA  Physician’s  Recognition  Award;  1 
hour  weekly.  Contact  Lynn  Calvert,  Office  of  Continuing  Medical 
Education,  Scott  and  White  Memorial  Hospital,  2401  S 31  st,  Temple, 
TX  76508  (817)774-2350 


Thursday-Friday 

POSTGRADUATE  WORKSHOP  IN  REAL-TIME  OBSTETRICAL 
ULTRASONOGRAPHY.  (Date  assigned  by  individual  request.)  Jef- 
ferson Davis  Hospital,  Houston.  Fee  $375.  Category  1 , AMA  Physi- 
cian's Recognition  Award;  1 6 hours;  1 6 cognates  ACOG.  Contact 
Vicki  Sayre,  Office  of  Continuing  Education,  Baylor  College  of  Medi- 
cine, One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

Fridays,  12  pm 

NEUROLOGY  GRAND  ROUNDS  Sid  Richardson  Auditorium,  Scott 
and  White  Memorial  Hospital,  Temple,  Tex.  Category  1 , AMA  Physi- 
cian's Recognition  Award;  1 hour  weekly.  Contact  Lynn  Calvert, 
Office  of  Continuing  Medical  Education,  Scott  and  White  Memorial 
Hospital,  2401  S 31  st,  Temple,  TX  76508  (81 7)774-2350 

Fridays,  12  pm  (2nd  and  4th) 

TEACHING  CASE  CONFERENCE.  Park  Place  Hospital,  Port  Arthur, 
Tex.  Category  1 , AMA  Physician’s  Recognition  Award;  2 hours 
monthly.  Contact  Phil  Newman,  MD,  Box  1 648,  Port  Arthur,  TX  77640 
(409)983-4951 

Date  assigned  by  individual  request 

POSTGRADUATE  WORKSHOP  IN  CLINICAL  NMR.  Biomedical 
NMR  Center,  Baylor  College  of  Medicine,  Houston.  Fee  $1 ,000; 
$500-lecture  series  only.  Category  1 , AMA  Physician’s  Recognition 
Award;  40  hours.  Contact  Vicki  Forgac,  Office  of  Continuing  Educa- 
tion, Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)799-6020 

Date  assigned  by  individual  request 

POSTGRADUATE  WORKSHOP  IN  MAGNETIC  RESONANCE  IMAG- 
ING AND  SPECTROSCOPY.  Biomedical  NMR  Center,  Baylor  Col- 
lege of  Medicine,  The  Woodlands,  Tex.  Fee  $1 ,000;  $500-lecture 
series  only.  Category  1 , AMA  Physician's  Recognition  Award;  40 
hours.  Contact  Vicki  Forgac,  Office  of  Continuing  Medical  Educa- 
tion, Baylor  College  of  Medicine,  Texas  Medical  Center,  Houston,  TX 
77030  (713)799-6020 


TELECONFERENCE  NETWORK  OF  TEXAS 


Every  other  Thursday,  12:30  pm 

CLINICAL  TOPICS  IN  MEDICINE.  The  University  of  Texas  Health 
Science  Center,  San  Antonio,  Tex,  and  teleconference  network  sites. 
Fee  $35-program,  hospital  subscription  program.  Category  1 , AMA 
Physician's  Recognition  Award.  Contact  Phyllis  Wood,  Acting  Direc- 
tor, Teleconference  Network  of  Texas,  7703  Floyd  Curl  Dr,  San  An- 
tonio, TX  78284  (51 2)691  -7291 


OTHER  TELECONFERENCES 


Dec  7,  1985,  9-1 1 am 

COSMETIC  RHINOPLASTY.  Baptist  Medical  Center,  San  Antonio, 
Tex.  Fee  $1 00.  Category  1 , AMA  Physician's  Recognition  Award;  2 
hours.  Contact  EF  Teleplast  Registrar,  233  N Michigan  Ave,  Suite 
1 900,  Chicago,  IL  60601  (31 2)856-1 81 8 


PRACTICE  MANAGEMENT  WORKSHOPS 


The  following  are  practice  management  workshops  and  seminars 
sponsored  by  the  Texas  Medical  Association.  Participants  in  the 
workshops  and  seminars  will  receive  Category  1 credit  toward  the 
AMA  Physician's  Recognition  Award  where  indicated.  For  further  in- 
formation, contact  the  Department  of  Practice  Management,  Texas 
Medical  Association,  1801  N Lamar  Blvd,  Austin,  TX  78701  (512) 
477-6704. 
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DECEMBER 

MEDICAL  MANAGEMENT  TEXAS  CONFERENCE  AND 
EXPOSITION 

Dec  4-6,  1 985,  Hyatt  Regency  at  Reunion,  Dallas 

JANUARY 

HOW  TO  GET  STARTED  IN  MEDICAL  PRACTICE— 1 1 hours 
Jan  16-17,  1986,  Sheraton-Mockingbird  West,  Dallas 
Jan  28-29,  1986,  Marriott-Medical  Center,  Houston 
Jan  30-31 , 1 986,  Wyndham  Southpark  Hotel,  Austin 

FEBRUARY 

HOW  TO  GET  STARTED  IN  MEDICAL  PRACTICE— 1 1 hours 

Feb  18-19,  1986,  The  Tremont  House,  Galveston 

Feb  20-21,  1986,  Holiday  Inn  Northwest  Loop,  San  Antonio 

IMPROVING  THIRD-PARTY  REIMBURSEMENT  FOR  YOU  AND 

YOUR  PATIENTS— 2 hours 

Feb  26,  1986,  Sheraton  Tyler  Inn  and  Towers,  Tyler 

Feb  27,  1986,  The  Regent  Hotel,  Dallas 


CALENDAR  OF  MEETINGS  ^Denotes  Texas  Meetings 


DECEMBER 

■42ND  ANNUAL  PATHOLOGY  SOCIETY  MEETING,  San  Antonio, 
Dec  14,  1985-  Marjorie  Foutz,  EdD,  Continuing  Education  Services, 
The  University  of  Texas  Health  Science  Center,  7703  Floyd  Curl  Dr, 
San  Antonio,  TX  78284 

AMERICAN  ACADEMY  OF  DERMATOLOGY,  Las  Vegas,  Dec  7-12, 
1985,  Bradford  W Claxton,  1567  Maple  Ave,  Evanston,  IL  60201 

AMERICAN  MEDICAL  ASSOCIATION,  Washington,  DC,  Dec  8-1 1 , 

1 985.  Gail  H.  Biddle,  535  N Dearborn  St,  Chicago,  IL  60610 

JANUARY 

HEALTHCOM  86,  Las  Vegas,  Jan  30-Feb  2,  1986.  Lin  Fish, 
Fleishman  and  Linden  Expositions  Group,  Inc,  2401  Plum  Grove  Rd, 
Palatine,  IL  60067 

NIH  CONSENSUS  DEVELOPMENT  CONFERENCE  ON  HEALTH  IM- 
PLICATIONS OF  SMOKELESS  TOBACCO  USE,  Bethesda,  Md,  Jan 
13-15,  1986.  Michael  Bernstein,  Office  of  Medical  Applications  and 
Research,  Department  of  Health  and  Human  Services,  Bldg  1 , Rm 
216,  Bethesda,  MD  20205 

SOCIETY  OF  GASTROINTESTINAL  RADIOLOGISTS  15TH  ANNUAL 
MEETING,  Acapulco,  Mexico,  Jan  19-24,  1986.  Lynne  Tiras  or  Carol 
Soroka,  Office  of  Continuing  Education,  Baylor  College  of  Medicine, 
One  Baylor  Plaza,  Houston,  TX  77030 

FEBRUARY 

■TEXAS  MEDICAL  ASSOCIATION  WINTER  CONFERENCE,  Aus- 
tin, Feb  7-9,  1 986.  C.  Lincoln  Williston,  1 801  N Lamar  Blvd,  Austin, 
TX  78701 


Do  you  want 
to  know  if 
you're 
managing 
your  finances 
in  a 

balanced 
biblical  way? 

There  is  now  a personal  financial  planning  service 
available  in  the  southwest.  Christian  Financial 
Management  offers  fee-only  financial  planning 
with  three  distinctives.  First,  a biblical  approach  to 
personal  finance  that  is  reflected  in  God’s  word. 
Second,  independent  counsel  that  is  not  connected 
with  the  sale  of  any  products.  Third,  technical 
expertise  to  provide  an  integrated  approach  to  each 
area  of  your  personal  finances. 

For  more  information,  call  (512)  328-1140 
Bill  Lucy 

Partner  in  Charge 

BBA,  Finance,  University  of  Houston 
MABS,  Dallas  Theological  Seminary 


CHRISTIAN  FINANCIAL 
MANAGEMENT 

1015  Bee  Cave  Woods,  Suite  207 
Austin,  Texas  78746 

West  Coast  Office  Corporate  Office 

Fresno,  California  Atlanta,  Georgia 
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